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Objective   This study examined whether indicators of poor health and health risk behaviors among hospital 
staff differ between the ward specialties.

Methods   Across 21 hospitals in Finland, 8003 employees (mean age 42 years, 87% women, 86% nurses) work-
ing in internal medicine, surgery, obstetrics and gynecology, pediatrics, intensive care, and psychiatry responded 
to a baseline survey on health and health risk behaviors (response rate 70%). Responses were linked to records 
of sickness absence and medication over the following 12 months.

Results   Psychiatric staff had higher odds of smoking [odds ratio (OR) 2.58, 95% confidence interval (95% CI) 
2.14–3.12], high alcohol use (OR 1.55, 95% CI 1.21–1.99), physical inactivity (OR 1.30, 95% CI 1.11–1.53), 
chronic physical disease (OR 1.19, 95% CI 1.04–1.36), current or past mental disorders (OR 1.81, 95% CI 
1.50–2.17), and co-occurring poor health indicators (OR 2.65, 95% CI 2.08–3.37) as compared to those working 
in other specialties. They also had higher odds of sickness absence due to mental disorders (OR 1.40, 95% CI 
1.02–1.92) and depression (OR 1.61, 95% CI 1.02–2.55) at follow-up after adjustment for baseline health and 
covariates. Personnel in surgery had the lowest probability of morbidity. No major differences between specialties 
were found in the use of psychotropic medication. 

Conclusion   The prevalence of hospital employees with an adverse health risk profile is higher in psychiatric 
wards than other specialties. 

Key terms   healthcare personnel; medication; mental health; prospective study; sickness absence.
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Although studies on health inequalities between occu-
pational groups has had important policy implications 
at all levels of society, recently there has been growing 
interest in horizontal comparisons of employees within 
the same organization (1). In hospital settings, there 
is some evidence to suggest differences in health and 
health behaviors between staff working in different 
specialties (2–21). Studies of physicians show elevated 
rates of “burnout”, mental disorders, substance use, and 
suicide among psychiatrists, anesthesiologists, and phy-

sicians working in emergency or primary care although 
the association is not robust (2–14). In contrast, surgeons 
and pediatricians have reported lower rates of substance 
use (7), although this is not a universal finding (9, 10). 
Surgeons have also been shown to have higher (11) and 
lower (12) risk of death from ischemic heart disease 
when compared to other medical specialists. Studies of 
nurses suggest that psychiatric nurses report lower levels 
of work stress and burnout (15, 16) and higher levels of 
job autonomy (17) but also more emotional exhaustion 
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(17) than their collaborators working in non-psychiatric 
settings. No difference was found in one study investi-
gating suicidal behavior among psychiatric healthcare 
personnel and the general population (18). Other stud-
ies found nurses in non-emergency somatic medicine 
having higher levels of exhaustion than those working 
in emergency care (19), medical care nurses reporting 
higher workload than geriatric care nurses (20), and 
intensive care nursing staff having particularly high 
burnout rates (21). A major limitation of most studies in 
this field, however, is a reliance on small sample sizes 
and, with few exceptions (3, 5, 11, 12), exclusive use 
of cross-sectional self-report data. In addition, a broad 
range of health risks and their accumulation has not 
previously been investigated.

In this study of 8003 Finnish public hospital employ-
ees, we examined the association of medical specialty 
with employee lifestyle and morbidity. We also exam-
ined the onset of sickness absence and medication use by 
using record linkage to national health registers which 
has not, to our knowledge, previously been examined. 
Based on earlier evidence, we anticipated that employ-
ees working in psychiatry may have more health prob-
lems than those in other medical domains.

Methods

Sample and procedure

Twenty-one hospitals in six Finnish hospital districts 
participate in the ongoing Work and Health in Finnish 
Hospital Personnel study (22). In Finland, there are 
21 hospital districts, and the study hospitals provide 
specialized healthcare for approximately 36% of the 
Finnish population. The study is coordinated by the 
Finnish Institute of Occupational Health and approved 
by the ethics committees of the Finnish Institute of 
Occupational Health, the Hospital District of Helsinki 
and Uusimaa, and the Social Insurance Institute (SII) 
of Finland. 

Eligible employees comprised medical staff 
(N=13 229) who worked in any of the 14 medical spe-
cialty services provided by the participating hospitals. 
According to national registers, 396 either retired or 
died during the follow-up, resulting in 12 833 eligible 
employees. In 2004, a questionnaire was mailed to all 
these employees. Of the 8971 (70%) who responded to 
the survey, 8003 (89%) had information on the type of 
employment contract; these individuals comprised the 
analytic cohort. Each survey respondent was then linked 
to employers’ registry data on demographic factors and 
hospital characteristics and separately to individual 
records of the nationwide health registers. 

Measures

Data on age, gender, occupation (further categorized 
as physicians/other professionals, nurses, practical/
assistant nurses), type of employment (permanent/
temporary), hospital district, ward type (inpatient bed 
ward versus outpatient clinic), and work unit medical 
specialty were obtained from the employers’ registers. 
Participating hospitals encompass the following 13 spe-
cialties: internal medicine, surgery, obstetrics and gyne-
cology, pediatrics, intensive care, psychiatry, pulmonary 
diseases, ophthalmology, otology, neurology, dermatol-
ogy and venereology, oncology, and physiatry. Due to 
the relatively low number of employees within each 
specialty, pulmonary diseases, ophthalmology, otology, 
neurology, dermatology and venereology, oncology, and 
physiatry were unified into “other somatic diseases”.

Data on marital status (married/co-habiting versus 
not), health-risk behaviors, and work characteristics 
were based on survey responses. Health risk behaviors 
included smoking status (current smoker versus non-
smoker), high alcohol consumption (average weekly 
consumption ≥210g of absolute alcohol) (23), physical 
inactivity [<2.0 metabolic equivalent task (MET) hours 
per day, corresponding to approximately 30 minutes 
of walking] (24), and obesity [body mass index (BMI) 
≥30 kg/m2]. Work characteristics included self-reported 
assessment of work stress using measures of the major 
work stress models [ie, job strain as expressed by the 
demand–control model (25), effort–reward imbalance 
(26), and organizational justice (27)]. The items were 
continuous ranging from 1–5. In addition, exposure 
to violence at work was assessed by questions of fre-
quency and type of violence experiences (28). Frequent 
or severe violence was identified if the respondent 
reported physical or mental violence or violence towards 
ward property occurring at least monthly, or ever being 
exposed to violence with a weapon.

Information on diagnosed chronic physical disease 
was derived from (i) survey responses (respondents indi-
cated if they had ever had a physician-diagnosis of a range 
of 15 common chronic somatic diseases: allergy, asthma, 
chronic bronchitis, hypertension, myocardial infarction, 
angina, ischemic attack, arthrosis, rheumatoid arthritis, 
fibromyalgia, sciatica, gastric ulcer, migraine, diabetes 
mellitus, and cancer) (29); (ii) the SII’s special reimburse-
ment register (at the end of the survey year, the following 
were identified: hypertension, cardiac failure, ischemic 
heart disease, diabetes, asthma or other chronic obstruc-
tive lung disease, and rheumatoid arthritis); and (iii) the 
Finnish Cancer Registry (information on cancer diag-
nosed during the survey year or four preceding years).

Information on current or past diagnosed mental 
disorders was based on the survey response (whether a 
doctor had ever diagnosed the participant as suffering 
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from a mental disorder), SII register data on psychiatric 
sickness absence during the survey year [International 
Classification of Diseases (ICD), 10th Revision, ICD-
10 F-diagnoses], state-subsidized psychotherapy, or 
purchased antidepressant medication (World Health 
Organization’s Anatomical Therapeutic Chemical ATC 
code N06A) (30) during the survey year.

At follow-up, the participants’ sickness absence 
records and medication use were assessed in 2005, ie, 
the year following the survey and derived from the SII 
records. In order to assess new-onset morbidity, pres-
ence of sickness absence, or medication use during the 
survey year (in 2004) was adjusted for in the analyses. 
Data included all granted sickness absence periods of 
>9-day duration with the associated ICD-10 diagnostic 
code. We grouped the diagnoses of sickness absence into 
mental disorders (F-codes) and physical illnesses (other 
codes), depressive disorders (F32-F34), and musculosk-
eletal disorders (M50-M54). Medication use included 
data on purchased antidepressant medication (ATC code 
N06A), anxiolytics and hypnotics (N05B, N05C), and 
pain medicine (M01A, N02). Personal identification 
numbers, a unique number assigned to all citizens in 
Finland, were used to link all study participants to com-
prehensive national prescription and health registers.

Statistical analysis

For binary outcomes (health behaviors, morbidity, and 
medication use), we used binary logistic regression 
analysis and expressed the results as odds ratios (OR) 
and their 95% confidence intervals (95% CI). Employ-
ees in each specialty were compared to the participants 
in other specialties, thus, the reference group varied in 
each comparison. Adjustments were made for demo-
graphics, hospital, work unit, and work characteristics. 
In health outcomes, we also adjusted the models for 
health risk behaviors and, in the longitudinal analyses, 
for baseline health/medication use. We constructed an 
additional outcome variable indicating the number of 
co-occurring health problems at baseline: smoking, high 
alcohol use, obesity, physical inactivity, somatic disease 
(diagnosed chronic disease or somatic sickness absence), 
and mental disorder (diagnosed mental disorders, psy-
chiatric sickness absence, or antidepressant medication 
use). This variable ranged from 0–6 and was recoded 
into categories of 0, 1, 2, or ≥3 health problems. Mul-
tinomial regression analysis was performed to compare 
each specialty against all other specialties regarding the 
probability of the number of health problems present: 1 
versus 0, 2 versus 0 and ≥3 versus 0 health problems. 
In the prospective part of the study, we used binary 
logistic regression analysis to examine the association 
of specialty with sickness absence or medication use in 
2005, after adjustment for sickness absence and medi-

cation use in 2004. All analyses were performed using 
the SAS statistical software, version 9.2 (SAS Institute, 
Inc, Cary, NC, USA).

Results

The mean age of the participants was 42.2 [standard 
deviation (SD)8.8, range 20–63] years. Employees in 
intensive care units were slightly younger than the others 
(mean age 40 years; data not shown). Men were over-
represented in the psychiatric units and under-represented 
in internal medicine, obstetrics and gynecology, and 
pediatrics (table 1). Practical nurses worked more often in 
psychiatry and less often in intensive care units whereas 
temporary employment contracts were more common in 
pediatrics and less common among employees working in 
“other somatic disease specialties”. Outpatient care was 
more common in surgery and “other specialties”.

Baseline work characteristics, lifestyle, and health 

Regarding work characteristics, employees in psychiatry 
and obstetrics and gynecology perceived lower job strain 
than the others while employees in internal medicine and 
surgery reported higher job strain (P<0.0001). Employees 
in obstetrics & gynecology, pediatrics, and psychiatry 
had the lowest effort–reward imbalance scores whereas 
employees in intensive care had higher scores than the 
others (P<0.0001). Staff in psychiatry and internal medi-
cine reported higher organizational justice, an indicator 
of the quality of leadership at the workplace, while 
employees in intensive care, surgery and “other somatic 
diseases” reported lower levels of justice than the rest of 
the participants (P<0.0001). However, employees work-
ing in psychiatry were exposed to frequent or severe vio-
lence in their work: the lowest exposure to violence was 
observed in obstetrics & gynecology (4%) and pediatrics 
(7%) while in psychiatry the corresponding prevalence 
was 53% (P<0.0001; data not shown).

We found a higher prevalence of smoking among 
employees in the fields of intensive care (15%) and 
psychiatry (21%) compared with employees in other 
specialties (table 2). The corresponding OR was 1.35 
in intensive care, while in psychiatry it was 2.58 after 
adjustment for covariates. Lower smoking prevalence 
was found in obstetrics and gynecology (6%, OR 0.56) 
and pediatrics (6%, OR 0.50). Higher probability of 
excess alcohol consumption (9%, OR 1.55) and physical 
inactivity (20%, OR 1.30) was found among employees 
working in psychiatry whereas lower probability of obe-
sity was found in surgery (8%, OR 0.79). Results were 
largely replicated when we restricted the analyses to 
nurses only. Novel findings were that nurses in surgery 
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Table 1. Baseline characteristics of the study population of hospital employees by hospital ward medical specialty.

Characteristic All 
(N=8003)

Internal  
medicine  
(N=1147)

Surgery  
(N=1 769)

Obstetrics & 
Gynecology 

(N=665)

Pediatrics 
(N=702)

Intensive  
care (N=538)

Other somatic 
disease  

specialties a 
(N=1607)

Psychiatry 
(N=1575)

P-value b

N % N % N % N % N % N % N % N %

Gender <0.0001
Women 7000 87 1055 92 1575 89 644 97 667 95 457 85 1445 90 1157 73
Men 1003 13 92 8 194 11 21 3 35 5 81 15 162 10 418 27

Occupation <0.0001
Physician / specialist 1115 14 132 12 199 11 62 9 88 13 35 7 301 19 298 19
Nurse 5597 70 801 70 1344 76 518 78 528 75 473 88 1091 68 842 53
Practical nurse 1291 16 214 19 226 13 85 13 86 12 30 6 215 13 435 28

Type of employment 0.003
Permanent 6144 77 860 75 1376 78 510 77 503 72 402 75 1269 79 1224 78
Temporary 1859 23 287 25 393 22 155 23 199 28 136 25 338 21 351 22

Marital status 0.30
Married / co-habiting 6222 78 890 78 1374 78 521 78 530 76 415 77 1283 80 1209 77
Non-married / 
-co-habiting

1781 22 257 22 395 22 144 22 172 25 123 23 324 20 366 23

Ward type <0.0001
Inpatient bed ward 4999 62 855 75 953 54 470 71 540 77 538 100 556 35 1087 69
Outpatient clinic 3004 38 292 25 816 46 195 29 162 23 0 0 1051 65 488 31

a Pulmonary diseases, ophthalmology, otology, neurology, dermatology & venereology, oncology, and physiatry.
b P-value for heterogeneity.

Table 2. Association between hospital ward medical specialty and health risk behaviors among hospital staff at baseline. [OR=odds ratio; 
95% CI=95% confidence interval]

Smoking High alcohol consumption Obesity Physical inactivity

N % OR a 95% CI a N % ORa 95% CI a N % ORa 95% CI a N % OR a 95% CI a

Specialty, total  
staff (N=8003)
Internal medicine 
vs others b

118 10 0.97 0.78–1.21 58 5 1.00 0.74–1.34 108 9 0.87 0.69–1.08 218 19 1.06 0.90–1.26

Surgery vs  
others b

199 11 1.19 0.99–1.44 84 5 0.81 0.62–1.05 143 8 0.79 0.65–0.97 295 17 0.93 0.80–1.08

Obstetrics and  
gynecology vs 
others b 

40 6 0.56 0.40–0.78 31 5 1.03 0.70–1.52 71 11 1.13 0.86–1.47 112 17 0.91 0.73–1.13

Pediatrics vs  
others b

43 6 0.50 0.36–0.70 29 4 0.90 0.60–1.34 72 10 1.10 0.84–1.43 125 18 0.98 0.79–1.20

Intensive care  
vs others b

83 15 1.35 1.03–1.76 31 6 1.14 0.76–1.72 58 11 1.08 0.80–1.45 83 15 0.79 0.61–1.02

Other somatic 
diseases c vs 
others b 

130 8 0.88 0.71–1.09 73 5 0.75 0.57–1.00 140 9 0.93 0.76–1.15 301 19 1.10 0.94–1.28

Psychiatry vs  
others b 

329 21 2.58 2.14–3.12 144 9 1.55 1.21–1.99 200 13 1.17 0.95–1.43 322 20 1.30 1.11–1.53

Specialty, nurses 
(N=6888)
Internal medicine 
vs others b

111 11 0.97 0.78–1.22 43 4 1.01 0.71–1.42 101 10 0.90 0.72–1.14 193 19 1.11 0.93–1.32

Surgery vs  
others b

182 12 1.16 0.96–1.41 51 3 0.69 0.50–0.95 128 8 0.78 0.64–0.97 254 16 0.92 0.79–1.09

Obstetrics and  
gynecology  
vs others b

34 6 0.48 0.34–0.69 21 3 0.93 0.58–1.48 66 11 1.12 0.85–1.48 100 17 0.90 0.71–1.13

Pediatrics vs  
others b

41 7 0.51 0.36–0.72 24 4 1.04 0.67–1.61 66 11 1.10 0.84–1.46 113 18 1.03 0.83–1.29

Intensive care vs 
others b

81 16 1.40 1.06–1.84 27 5 1.28 0.82–1.97 51 10 0.99 0.72–1.36 76 15 0.77 0.59–1.00

Other somatic 
diseases c vs 
others b

118 9 0.91 0.73–1.15 45 3 0.70 0.49–1.00 122 9 0.96 0.77–1.20 234 18 1.08 0.91–1.28

Psychiatry vs  
others b

308 24 2.80 2.29–3.43 109 9 1.68 1.23–2.29 174 14 1.19 0.95–1.49 252 20 1.27 1.05–1.53

a Adjusted for age, gender, occupation, type of employment, marital status, ward type, hospital district, and work characteristics.
b Others: all other specialties combined (=reference group).
c Pulmonary diseases, ophthalmology, otology, neurology, dermatology and venereology, oncology, and physiatry.
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and “other somatic diseases” had a lower probability of 
high alcohol consumption (3%, OR 0.69, and 3%, OR 
0.70, respectively) than nurses in other specialties.

At baseline, psychiatric staff had higher odds of 
diagnosed chronic physical disease (64%, OR 1.18) and 
diagnosed mental disorder (18%, OR 1.79) when com-
pared to other specialties combined (table 3.). Lower 
probability of physical disease was found for employ-
ees working in obstetrics & gynecology (57%, OR 
0.85), and lower probability for mental disorder was 
found for those working in surgery (10%, OR 0.79). 
Adjustment for health risk behaviors, mental or physical 
morbidity, and work characteristics had little effect on 
the associations except for the lower odds of physical 
disease in obstetrics and gynecology which attenuated 
after adjustment. A sub-group analysis among nurses 
revealed largely similar relationships to those found for 
the total cohort.

As seen in figure 1, co-occurring health problems 
were more common among psychiatric staff than 
employees in non-psychiatric specialties. For the for-
mer, the fully adjusted OR of having 1 risk factor versus 
0 was 1.41 (95% CI 1.18–1.69), 2 versus 0 was 2.14 
(95% CI 1.77–2.60), and ≥3 versus 0 was 2.65 (95% CI 
2.08–3.37), as compared with those in non-psychiatric 
specialties. Of the other medical specialties, the odds of 
having 1 indicator versus 0 was slightly elevated (OR 
1.31, 95% CI 1.02–1.68) only in intensive care. In con-

trast, surgical staff had lower probabilities of having 1, 
2, or 3 indicators of poor health, and the OR decreased 
as the number of co-occurring indicators increased. Of 
employees in psychiatry, 15% had ≥3 risk indicators 
co-occurring while the corresponding proportions in 
surgery, obstetrics & gynecology, and pediatrics were 
8%, 7%, and 7%, respectively (data not shown). In psy-
chiatry, 15% of the staff had no health problems at all 
whereas the corresponding figures in surgery, obstetrics 
& gynecology, and pediatrics were 25%, 25%, and 26%, 
respectively.

Morbidity and medication use at follow-up

During the 1-year follow-up period, 18% of the par-
ticipants had somatic sickness absence, 4% had any 
psychiatric sickness absence, 2% had sickness absence 
due to depression, 3% had sickness absence due to mus-
culoskeletal disorders, 6% had antidepressant treatment, 
5% had anxiolytic or hypnotic medication, and 16% had 
prescribed pain medicine use. Analyses carried out after 
adjustment for relevant covariates and baseline physical 
and mental health indicators revealed no association 
between medical specialty and sickness absence due to 
physical illnesses (table 4) or musculoskeletal disorders 
(data not shown). However, sickness absence due to 
mental disorders was more likely among psychiatric 
staff (OR 1.40 for sickness absence due to all-cause 

Table 3. Association between hospital ward medical specialty and health indicators among hospital staff at baseline. [OR=odds ratio; 
95% CI=95% confidence interval].

Diagnosed chronic physical disease Current or past diagnosed mental disorder

N % OR a 95% CI a OR b 95% CI b N % OR a 95% CI a OR b 95% CI b

Specialty, total staff (N=7779)
Internal medicine vs others c 674 60 0.98 0.86–1.12 0.96 0.84–1.10 130 12 0.95 0.77–1.16 0.93 0.76–1.15
Surgery vs others c 1025 59 0.96 0.86–1.08 0.96 0.85–1.08 172 10 0.79 0.66–0.95 0.77 0.64–0.92
Obstetrics and gynecology vs 
others c

368 57 0.85 0.72–1.00 0.86 0.73–1.02 72 11 0.88 0.68–1.15 0.94 0.72–1.22

Pediatrics vs others c 407 59 0.98 0.83–1.16 1.00 0.85–1.18 69 10 0.79 0.60–1.02 0.82 0.63–1.08
Intensive care vs others c 317 61 1.13 0.93–1.37 1.12 0.92–1.36 58 11 0.97 0.72–1.31 0.90 0.67–1.22
Other somatic diseases d 
vs others c

935 60 0.96 0.85–1.09 0.95 0.84–1.08 201 13 1.10 0.92–1.33 1.11 0.92–1.34

Psychiatry vs others c 974 64 1.18 1.04–1.33 1.19 1.04–1.36 274 18 1.79 1.52–2.12 1.81 1.50–2.17

Specialty, nurses (N=6689)
Internal medicine vs others c 610 61 1.04 0.90–1.20 1.03 0.89–1.19 116 12 0.94 0.75–1.16 0.90 0.72–1.13
Surgery vs others c 912 60 0.97 0.86–1.10 0.96 0.85–1.09 159 10 0.81 0.67–0.98 0.77 0.63–0.94
Obstetrics and gynecology  
vs others c

328 56 0.82 0.69–0.98 0.83 0.70–1.00 68 12 0.93 0.71–1.22 1.01 0.76–1.33

Pediatrics vs others c 350 58 0.95 0.80–1.13 0.96 0.80–1.15 64 11 0.85 0.65–1.12 0.91 0.69–1.21
Intensive care vs others c 295 60 1.11 0.91–1.36 1.11 0.91–1.35 54 11 0.96 0.71–1.31 0.91 0.67–1.24
Other somatic diseases d 
vs others c

772 61 0.98 0.86–1.13 0.97 0.84–1.11 170 13 1.13 0.92–1.38 1.11 0.91–1.36

Psychiatry vs others c 787 64 1.15 1.00–1.32 1.18 1.01–1.38 205 17 1.53 1.26–1.86 1.53 1.24–1.90

a Model I: adjusted for age, gender, occupation, type of employment, marital status, ward type, and hospital district.
b Model II: Model I + adjustment for smoking, alcohol use, physical activity, body mass index, mental /physical morbidity, and work characteristics.
c Others: all other specialties combined (=reference group).
d Pulmonary diseases, ophthalmology, otology, neurology, dermatology & venereology, oncology, and physiatry.
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Table 4. Association of hospital ward medical specialty with sickness absence and medication use among hospital staff at follow–up. 
[OR=odds ratio; 95% CI=95% confidence interval].

Sickness absence:  
physical Illness

Sickness absence:  
any mental disorder

Sickness absence: 
depression

Antidepressant  
use

Anxiolytic /  
hypnotic use

N % OR a 95% CI a N % OR a 95% CI a N % OR a 95% CI a N % OR a 95% CI a N % OR b 95% CI b

Specialty, total staff 
(N=7779)
Internal medicine  
vs others d

207 19 1.01 0.85–1.21 40 4 0.80 0.56–1.14 17 2 0.82 0.48–1.41 63 6 1.04 0.75–1.45 63 6 1.31 0.90–1.89

Surgery vs others d 325 19 1.12 0.96–1.30 56 3 0.78 0.57–1.07 16 1 0.46 0.27–0.81 80 5 0.89 0.66–1.21 64 4 0.75 0.52–1.07
Obstetrics and gy-
necology vs others d

125 19 1.20 0.96–1.49 23 4 0.89 0.56–1.40 8 1 0.72 0.34–1.53 40 6 1.22 0.82–1.83 40 6 1.53 0.96–2.42

Pediatrics vs others d 109 16 0.86 0.68–1.07 27 4 1.00 0.65–1.54 16 2 1.71 0.97–3.03 32 5 0.86 0.56–1.33 29 4 0.95 0.58–1.56
Intensive care  
vs others d

99 19 1.00 0.78–1.28 27 5 1.11 0.72–1.73 10 2 1.19 0.59–2.41 25 5 0.80 0.49–1.31 19 4 0.64 0.34–1.21

Other somatic dis-
eases c vs others d

264 17 0.92 0.78–1.08 63 4 1.16 0.85–1.59 30 2 1.10 0.70–1.75 97 6 1.11 0.83–1.48 82 5 1.01 0.71–1.43

Psychiatry vs  
others d

253 17 0.94 0.79–1.13 87 6 1.40 1.02–1.92 43 3 1.61 1.02–2.55 123 8 1.15 0.86–1.55 115 8 1.09 0.77–1.55

Specialty, nurses 
(N=6689)
Internal medicine  
vs others d

197 20 1.06 0.88–1.27 38 4 0.79 0.55–1.14 16 2 0.81 0.46–1.42 57 6 1.07 0.75–1.52 46 5 1.10 0.71–1.69

Surgery vs others d 304 20 1.12 0.96–1.31 56 4 0.82 0.60–1.13 16 1 0.50 0.28–0.87 73 5 0.89 0.64–1.22 55 4 0.79 0.53–1.17
Obstetrics and gy-
necology vs others d

116 20 1.20 0.95–1.50 23 4 0.93 0.59–1.47 8 1 0.76 0.36–1.60 40 7 1.38 0.91–2.10 34 6 1.56 0.94–2.58

Pediatrics vs others d 100 17 0.87 0.68–1.10 26 4 1.00 0.65–1.55 15 3 1.61 0.89–2.90 28 4 0.77 0.48–1.23 26 4 1.09 0.63–1.87
Intensive care  
vs others d

95 19 1.00 0.77–1.29 26 5 1.08 0.69–1.69 10 2 1.18 0.59–2.40 23 5 0.74 0.44–1.24 16 3 0.57 0.28–1.15

Other somatic dis-
eases b vs others d

233 18 0.92 0.77–1.10 58 5 1.13 0.81–1.57 27 2 1.06 0.65–1.71 78 6 0.99 0.71–1.37 60 5 0.88 0.58–1.32

Psychiatry vs  
others d

209 17 0.88 0.72–1.08 80 6 1.35 0.96–1.89 41 3 1.62 1.00–2.62 103 8 1.37 0.98–1.92 90 7 1.37 0.90–2.07

a Adjusted for baseline age, gender, occupation, type of employment, marital status, ward type, hospital district, smoking, alcohol use, physical activity, 
body mass index,  mental and physical morbidity, antidepressant use, and work characteristics.

b Adjusted as above and additionally for baseline anxiolytic/hypnotic use. 
c Pulmonary diseases, ophthalmology, otology, neurology, dermatology and venereology, oncology, and physiatry. 
d Others: all other specialties combined (=reference group).
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Figure 1. Comparison between each hospital ward specialty with all other specialties combined, regarding the probability of employees having 1, 
2, or ≥3 indicators of poor health versus 0 indicators at baseline. Models are adjusted for age, gender, occupation, type of employment, marital 
status, ward type, hospital district, and work characteristics. a Others: all other specialities combined (=reference group)
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mental disorders and 1.61 for depression) than among 
those working in other specialties. Employees in surgery 
had lower odds of sickness absence due to depression 
(OR 0.46). The results were quite similar when restricted 
to nurses. No major differences were found in relation 
to the use of psychotropic medication after adjustment 
for baseline mental health and medication use (data on 
pain medication not shown). We performed sensitiv-
ity analyses excluding employees with temporary job 
contracts. The results were largely replicated (available 
upon request). 

Trends in antidepressant use

We sought to assess the question of health-related selec-
tion (that is, whether psychiatric staff already had higher 
morbidity a long time before the study year) by exam-
ining the prevalence of yearly antidepressant use from 
1995–2005 and comparing psychiatric staff with non-
psychiatric staff (data not shown). We found that until 
1998, there was no significant difference in recorded 
antidepressant use between staff in psychiatric and non-
psychiatric settings (P-values ≥0.06, OR ranging from 
1.3–1.4). Since 1998, a significant difference was found 
in every year of follow-up with higher rates of medica-
tion use among those working in psychiatry (P-values 
≤0.006, OR ranging from 1.4–1.8).

Discussion

This study of 8003 hospital employees showed a strik-
ing difference between psychiatry and other specialties 
in the prevalence of employees with an adverse health 
risk profile. Co-occurrence of health problems was also 
more prevalent among psychiatric personnel: the odds 
of having ≥3 indicators of health problems was 2.65-fold 
among psychiatric staff compared with non-psychiatric 
staff. Thus, various risk factors for morbidity and mor-
tality (such as smoking, high alcohol use, physical inac-
tivity, chronic somatic diseases, and mental disorders) 
seem to cluster among psychiatric hospital staff.

This study is apparently the first to examine pro-
spectively differences between medical specialties in the 
onset of diagnosis-specific sickness absence and medi-
cation use among staff. After adjustment for baseline 
health, medication and covariates, we found no asso-
ciation of working in a specific medical specialty with 
subsequent sickness absence due to physical illnesses, 
musculoskeletal disorders, anxiolytic or hypnotic use, or 
pain medication use. However, sickness absence (with 
the diagnoses of mental disorders in general and due to 
depression in particular) were 1.4–1.6 times more likely 
to occur among psychiatric staff compared to personnel 

in other specialties. In contrast, surgical staff had lower 
likelihood of sickness absence due to depression.

Our findings are in agreement with earlier mainly 
cross-sectional studies focused on specialized physi-
cians, as they show higher rates of self-reported burnout, 
mental disorders, and smoking among psychiatrists 
when compared to other physicians (3–10), and studies 
showing more favorable health behaviors among sur-
geons and pediatricians (7–12). We found that the differ-
ences between specialties in our study with the majority 
of participants being nurses were quite similar to those 
reported for physicians. Earlier studies of nurses suggest 
more emotional exhaustion (17) but no excess suicidal 
behavior among psychiatric healthcare personnel (18). A 
previous review has suggested high burnout rates among 
intensive care unit nursing staff (21) while in our study, 
intensive care personnel had a slightly higher probability 
of having one indicator of poor health, with outcome-
specific results suggesting that this risk factor is smok-
ing rather than mental health problems. However, these 
comparisons should be interpreted cautiously because 
many of the earlier studies included professionals from 
private and public sectors and hospital as well as com-
munity settings whereas our study focused on personnel 
working in public hospitals.

There are at least three explanations for our findings 
regarding psychiatric staff: (i) greater exposure to occu-
pational health hazards; (ii) health-related selection into 
the specialty; and (iii) illness behaviors. We found that 
psychiatric staff reported lower levels of stressful work 
characteristics, as indicated by “job strain” and “effort–
reward imbalance”, than employees in the somatic disease 
hospital wards. Psychiatric personnel also reported higher 
level of organizational justice. These findings are in line 
with some other studies (15–17, 31). However, psychiat-
ric personnel were more frequently exposed to violence 
at work than employees working in other specialties 
although adjustment for these work characteristics did 
not remarkably affect the findings. These findings suggest 
that the demand–control model (32) and other traditional 
work stressors may not be as useful in attempts to explain 
morbidity in human service work. Therefore the research 
should look into work-related stressors other than the tra-
ditional ones as well as resilience factors in future studies. 

Other stress-inducing factors in psychiatry may 
relate to patients’ suicide, negative emotions elicited 
by patients, chronic staff shortages, efficiency issues, 
restructuring, and other changes in psychiatric health 
care (1, 2, 33–35) as well as a principal ethical dilemma 
reported by psychiatrists, that is, under-treatment of 
patients while somatic specialists tend to report over-
treatment (36). It is likely that nursing staff faces the 
same ethical dilemma. 

High emotional load in psychiatry is understandable, 
because the main “instrument” is interpersonal interaction 
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including emotional aspects, and the patients are emotion-
ally challenging. Development of strategies to deal with 
such patients is essential (2). Using empathy, an essential 
skill for therapeutic interaction, brings in emotional load 
[also referred as “compassion fatigue” (37, 38)], contro-
versies, and even secondary traumatization (39). How-
ever, distinguishing secondary traumatization of mental 
health workers from other sources of distress arising 
within the workplace has been considered difficult (38).

We found the most consistent association of working 
in psychiatry versus other specialties with mental health 
outcomes. This supports the hypothesis of greater expo-
sure to work stress as mental disorders have been found 
to be linked with work stress (40). However, as already 
discussed, the “traditional” work stress indicators did 
not explain the difference between psychiatry and other 
specialties suggesting exposure to work stressors other 
than those measured in this study. The associations may 
be complex because, for instance, adjustment for smok-
ing, an independent predictor of depression (41), did not 
explain the findings either. However, the probability of 
having a diagnosed chronic physical disease was also 
more common among psychiatric staff and not all of these 
outcomes are stress-related. 

In the present study context, health-related selection 
is a process in which health is one of the determinants 
of what types of jobs people are likely to enter (2, 
42, 43). With regard to psychiatry, specialization and 
employment in psychiatry may be easier due to reduced 
competition (psychiatry may be less attractive as a pro-
fession than, for example, surgery or pediatrics), which 
is associated with staff shortages in many psychiatric 
hospitals. These phenomena may result in selection for 
health and related attributes such as academic success. 
Second, some people with pre-existing mental disor-
ders or those with familial predisposition may have a 
high interest in psychiatry. They may therefore apply to 
study psychiatry in order to increase understanding of 
their own mental health problems or those of relatives. 
We assessed antidepressant use over 11 years among 
psychiatric and non-psychiatric staff and found that, 
in the first three years, there was no significant dif-
ference in antidepressant use between the specialties 
while in the following years psychiatric staff had 1.4 
to 1.8-fold higher prevalence of antidepressant use. 
Gradually increasing differences in antidepressant use 
between specialties suggest that health selection might 
not be the primary driver for the excess health problems 
among psychiatric staff. Indeed, aspects of work along 
with personal vulnerability may contribute to increased 
morbidity risk among psychiatric staff (2).

Another issue is whether there has been a reduction 
in stigma towards antidepressant use among psychiatric 
personnel during the time when antidepressants became 
increasingly common and accepted by their patients. 

Psychiatric staff might also have better knowledge about 
the medication and among them, mental disorders may 
involve less of a stigma. However, our results from 
a one-year prospective analysis provide no evidence 
of “unnecessary” anxiolytic and hypnotic use among 
psychiatric staff.

The specific strengths of our study are its large 
sample size and prospective study design. Furthermore, 
we culled objective data from independent national reg-
isters, which provide comprehensive records of sickness 
absences >9 days with physician-certified diagnoses and 
purchases of medication. Unlike earlier studies on the 
subject, we were thus able to minimize potential biases 
due to self-report although confounding by unobserved 
or imprecisely measured variables is still possible. 

We used employer’s work unit codes to determine 
specialty at baseline. This may have caused some mis-
classifications, since part of the personnel may be spe-
cialized in domains other than where they currently 
work, and employees may have changed work units 
(ie, specialization) during the follow-up. However, we 
adjusted analyses for type of employment and, in the 
sensitivity analyses, we restricted the sample to per-
manent employees who are likely to be specialized to 
that domain and unlikely to move. However, our study 
focused on working in a specific medical domain, not 
about an individual’s specialization to a specific medi-
cal specialty, as in many earlier studies. Furthermore, 
some of our results were based on cross-sectional data 
which limit conclusions about the direction of causality. 
In addition, this study was carried out in 6 of 21 hos-
pital districts in Finland. Replications in other parts of 
Finland as well as in countries with different healthcare 
systems are important.

In conclusion, this study suggests that the preva-
lence of hospital employees with an adverse health risk 
profile is higher in psychiatry than other specialties. In 
contrast, employees working in surgery had the lowest 
probability for health problems. Our findings empha-
size the importance of paying attention to the health of 
psychiatric staff and the need for preventive programs. 
Further research with longer follow-up periods is 
necessary to examine the contribution of work-related 
stress, health selection, and help-seeking behavior to 
the observed associations.
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