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Psychological stress experienced by health care personnel
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LEPPANEN RA, OLKINUORA MA. Psychological stress experienced by health care personnel Scand
J Work Environ Health 13 (1987) 1—8. Health care personnel consider the challenge of their work to be
the principal reason for job satisfaction. Problems of work organization and the small number of person-
nel cause quantitative overload that has been perceived as problematic by various professional groups
in health care units. Role ambiguity and role conflicts are also experienced frequently. Social contacts
between patients and personnel, as well as social contacts among the personnel themselves, are sometimes
thought to be very problematic. The increase in violent behavior towards health care personnel is a cen-
tral stressor of their work. The way that work characteristics and strain are experienced, however, is af-
fected by the profession and, especially, by the workplace. Psychological stress reactions are relatively
common among health care personnel. The effects of work reorganization, the clarification of responsi-
bilities, increased supplementary training and professional supervision, and the application of directions
for the prevention of violence on the stress and strain of health care professionals should be studied as

a means to diminish stress and increase well-being and productivity.
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Some work characteristics affect man’s well-being
through psychological functions. These characteristics
are usually called the psychological stressors of work
if they cause strain. Psychological stress at work can
be related to the contents and organization of work,
responsibility at work, work roles, social contacts at
work, and the terms of employment.

Discrepancy between the demands of a person’s sur-
roundings and his individual characteristics may re-
sult in stress. Efforts to correct for the discrepancy are
made by the psychophysiological mechanism which
maintains homeostasis. Stress is manifested through
physiological functions, performance, behavior, and
subjective symptoms. Stress-related changes are con-
sidered to be nonspecific (18, 27).

Studies on occupational stress often use subjective
symptoms to measure stress reactions. Psychological
and psychosomatic symptoms have been shown to be
related to stress in various professional groups (12).
Recent studies have also revealed that workers in pro-
fessions involving intense social contacts experience
symptoms related to the loss of mental resources
(known as the burnout phenomenon) (24). Research
on the stress of health care personnel has mainly con-
sidered subjective symptoms. Psychophysiological
measurements or changes in work performance have
not been used to assess the level of stress.

Several studies on mental load and stress among
health care personnel have been published recently, but
most of them have dealt only with the problems of one
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professional group or with how the symptoms expe-
rienced are related to such problems. The aim of the
present review was to clarify the stress problems among
Finnish health care personnel, and therefore it is based
chiefly on Finnish literature. Very few Finnish studies
on stress among health care personnel have dealt com-
prehensively with all the potential stressors of work
and man’s stress reactions; thus the review is arrang-
ed according to the theoretical classifications of work
characteristics (3, 12, 16, 25). The studies reviewed
were selected on the basis of methodological criteria.
The questionnaires and questions used in the surveys
reviewed have satisfied all reasonable reliability and
validity criteria. (See, eg, reference 17.) The studies re-
viewed also fulfilled the main formal criteria for sur-
veys. For instance, the participation rates ranged from
72 to 96 %.

Some essential work characteristics have not been
studied in the Finnish studies, and the gaps have been
filled with the results of Swedish investigations, as
work conditions are very similar throughout Scandi-
navia. References to the numerous studies carried out
in other countries are made only when they have con-
tributed substantially to the description of the phenom-
ena.

This review is part of a comprehensive review on the
occupational health problems of health care person-
nel (29) that was carried out in Finland at the initia-
tive of the Ministry of Social Affairs and Health.

Work stressors

Work content

The content and challenge of work considerably af-
fect the individual’s well-being. Well-being and satis-
faction are essentially dependent on the fit between the

1



worker’s characteristics and skills and the demands of
his tasks. Balance between occupational demands and
personal characteristics requires that the work be
sometimes challenging but not cause underload or
overload.

Work content is an important motivating factor in
the work of health care personnel. A Swedish study
(6) revealed that the most important reasons for con-
tinuing in health care professions were occupational
challenge, the usefulness of the work to other persons,
and the possibility to utilize one’s professional educa-
tion.

The overall view of the Finnish studies is very simi-
lar. Forty percent of the Finnish physicians working
in municipal health care units perceived that they had
the possibility to use and develop their professional
qualifications at work. Of all the professional groups
studied, physicians considered their work to be the
most rewarding and meaningful (7).

School nurses (98 %; N = 86) felt that they were
able to utilize their professional qualifications at work,
and half of those questioned considered the results of
their work to be discernible. Eighty-three percent of
the respondents believed that they could affect the con-
tent of their work, and for 72 % the work offered the
opportunity for personal development. A third of the
respondents also commented that their professional
qualifications developed at work (2).

Ninety percent of the registered and practical nurses
working with chronic patients considered their work
to be meaningful. Seventy-one percent reported it was
varying, and 41 % felt it was relatively productive (26).
Practical nurses from the Helsinki area (N = 234) con-
sidered their work to be moderately challenging and
moderately interesting (10).

But occupational challenge may sometimes cause
qualitative overload. In one Swedish study (6) nearly
half (46 %) of the nurse’s aides thought that their medi-
cal knowledge was insufficient for their work demands.
Every fourth practical nurse, every fifth registered
nurse, every tenth head nurse, and every seventh physi-
cian considered themselves to be incompetent in medi-
cal questions. Incompetence concerning psychological
issues was experienced even more often. In particular,
the practical nurses and nurse’s aides, who spend more
time with patients than other professionals, felt them-
selves to be incompetent in psychological issues. The
registered nurses and head nurses also experienced a
lack of professional qualification in psychological mat-
ters, whereas the physicians considered themselves to
be competent in such issues.

The occupational stressors experienced by the per-
sonnel of mental hospitals were different from the
stressors experienced by other health care profes-
sionals. Whereas qualitative overload is considered
problematic in most health care professions, 80 % of
the personnel (N = 341) of one mental hospital re-
ported that repetitive, routine tasks were a problem
in their work (25).
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The experienced variety and challenge of the work
also depend on other work characteristics. Work or-
ganization, type and level of the work units, the level
of the worker’s self-appraisal, and the self-assessed ef-
ficiency of one’s efforts affect the subjective assess-
ments of work challenge and variety.

Challenge and variety are typical of the work of the
majority of health care professionals. The situation can
be assessed as positive with respect to personality de-
velopment. Health care also has, however, profession-
al groups (and personnel of particular workplaces), eg,
nurse’s aides and the personnel of mental hospitals,
who perceive their work as monotonous and routine.

Work organization

One of the goals of work organization is to time tasks
so that there is always a sufficient amount of work to
do. Overlapping should also be avoided. Long waiting
periods, insufficient or inadequate equipment, forgot-
ten tasks, or errors in work performance may indicate
inadequate work organization. They usually indicate
weaknesses in the planning stages as well. It is possi-
ble, for instance, that all the tasks of a worker, pro-
fessional group, or unit have not been considered in
the planning stages or that the time needed for a task
has not been assessed correctly.

Quantitative overload has been considered the phy-
sician’s main problem (3). The workhours of so-called
assistant physicians in Finland (the occupational title
for the lowest level of graduate physicians on a hospi-
tal staff) were studied in 1980 (23); 491 assistant phy-
sicians at university central hospitals and other
hospitals participated. Their workhours averaged 57.3
per week. Emergency duty considerably increased the
number of workhours. There were differences between
the fields of medical specialization as to the amount
of active work while on emergency duty. The amount
of active work while on emergency duty was the great-
est among surgeons and anesthesiologists and the least
among psychiatrists.

Unexpected and urgent situations and quantitative
overload were experienced as the most general stres-
sors in the work of registered nurses in surgical wards
(N = 121). Eighty-eight percent of the respondents
thought that urgent situnations were common in their
work, and 77 % believed that they had too much work
to do during their normal workhours (9). The regis-
tered nurses working in the operating rooms and out-
patient clinics of municipal health care units also ex-
perienced strain due to hurry and tight schedules (7).
Haste and an insufficiency of personnel have also been
experienced as stressors in other organizations and pro-
fessions (7, 10, 25, 26).

One feature indicating problems in work organiza-
tion is the fact that giving information to patients is
not the responsiblity of any specific professional group
or groups (8). In this respect, the situation of prac-
tical nurses and nurse’s aides is especially problematic.



These professional groups spend more time with pa-
tients than the other professionals, but they are less
able to inform the patients about their illnesses or treat-
ments (6).

The causes of quantitative overload can be summed
up by the problems in two areas (16), ie, problems in
planning and problems in timing tasks. Work sched-
ules do not include enough time for the planning and
preparation of tasks, office work, or cooperation
between personnel. In addition, especially in large
health care units, task schedules are inadequate. All
‘“‘compulsory’’ tasks accumulate unnecessarily at cer-
tain times of the day, whereas on weekends and holi-
days the units try to manage with minimal staff. The
unit is then understaffed if something unexpected hap-
pens. There are also problems during the vacation sea-
son, as it is difficult to acquire substitutes or the
substitutes are incompetent.

Some typical characteristics of health care, eg, unex-
pected and urgent tasks, may also cause quantitative
overload, though usually only temporarily.

Responsibility

Great responsibility is generally considered to be an
essential occupational stressor. Responsibility at work
may concern the immediate safety of human beings
or their development, health, and economic security.
Responsibility may also concern material values or the
quality of work in general (5).

Another human being is always either directly or in-
directly the object of the work of health care person-
nel. The result is exceptional responsibility.

The responsibility of health care personnel at work
and their control are regulated by directives and or-
ders (14). In addition, every citizen is legally respon-
sible for the death, illness, or bodily harm caused by
his/her negligence or carelessness. Health care person-
nel are not exempt from these directives and orders.

Responsibility for the compensation of injury re-
flects the level of responsibility of this professional
group. The law on the compensation of damages usual-
ly obligates the employer to cover the damages caused
by employees. But, for instance, health care profes-
sionals who run a private office are legally responsi-
ble for damages themselves (22). Examples of the legal
offense of negligence include a foreign body (needle,
a piece of cloth, or forceps) left inside the patient, de-
lay in an urgent situation, insufficient examination re-
gardless of the knowledge available, injury during
thermotherapy or vaporization, and damage during an
abortion (15).

Being constantly aware of great responsibility may,
however, be a more general problem. Fifty percent of
the registered nurses studied by Rajala (26) considered
the responsibility of their work to be great or too great.
Twenty-five percent of the practical nurses assessed
their responsibility as being too great. Nearly all of the
practical nurses in health care units in Helsinki felt the

responsibility of their work to be average or greater.
The practical nurses reported that their responsibility
mainly concerned patients’ lives and well-being, the
organization and safety of the workplace, and patients’
futures (10).

Incongruence between the level of responsibility and
the possibility to affect decisions concerning work is
one essential stressor of any job. More than half (57
%) of the surgical ward nurses felt that the lack of clar-
ity about their responsibilities increased mental strain
(9). Comparable results were found in studies of other
nurses (20) and of nurses for the mentally handicapped
(16).

The responsibility of work was considered equally
great in various health care professions and organiza-
tions. Responsibility, however, was not thought to be
a stressor as such; unclear and undefined responsibi-
lities were perceived as problematic.

Role conflicts and role ambiguity

Each individual worker should know his/her duties.
If the worker does not or if such knowledge is poor,
the situation may cause role ambiguity. If the work
role is clear, the worker does not experience conflict-
ing expectations, demands, and orders.

Nearly half (47 %) of the surgical ward nurses re-
ported that they were unfamiliar with some of their
duties. They also thought that the conflicting expec-
tations and demands of patients and other staff mem-
bers caused them strain.

Unclear work orders were also considered to increase
work load. Forty-seven percent of the respondents to
one questionnaire believed that the strain of work in-
creased because physicians were not present when nec-
essary (9).

Most of the practical nurses in health care units in
Helsinki usually knew what was expected of them, but
only one of five of these nurses was always aware of
tasks to be done and the aims of their work (10). An
even smaller proportion of respondents reported being
conscious of the expectations of other people and able
to anticipate the stresses of the future. Nearly all of
the respondents thought, however, that it would be im-
portant to know the aims of the work. Only 25 % of
the respondents were never anxious because of role am-
biguity.

The study on the grounds for determining the re-
tirement age of municipal employees (7) revealed that
head nurses perceived role ambiguity as a problem.

About half of the school nurses in one study believed
that there was a sufficient fit between the expectations
of the schools and their work. But almost a third (29
%) felt that there was a discrepancy between the ex-
pectations of the schools and the prerequisites for their
work (2).

Fulfillment of other people’s expectations is a source
of problems for health care personnel. Patients and
their relatives, co-workers, and superiors have their
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own expectations of the work of health care person-
nel, and these expectations are not always congruent
with each other and may not concur with the thoughts
and attitudes of the person involved. The situation is
very problematic when some work characteristics
strongly conflict with the worker’s ethical convictions.
The legalization of abortions has caused problems
among workers whose attitudes towards abortions are
negative but who work in wards where abortions are
performed. The nurses in intensive care wards often
deliberate whether it is right to keep a patient alive de-
spite considerable suffering (8, 19). The expectations
and aggressions of a patient’s relatives may appreci-
ably increase the strain experienced by personnel in
these situations.

Role conflicts and role ambiguity are relatively com-
mon at health care units. This situation is partly due
to the size of the organizations and the large staffs.

Conflicting demands may often exist in work that
has a challenging content. It is very important that each
organization do its best to become aware of and solve
its own conflicts.

Social contacts and organizational climate

Social contacts at work and the organizational climate
in general are important determinants of job satisfac-
tion. Problematic social contacts at work may consi-
derably increase turnover, negligence of duty, and job
dissatisfaction. Lack of cooperation also indicates a
problematic organizational climate. Cooperation and
frequent social contacts and being able to discuss work
issues easily are indicators of a good organizational
climate.

Several studies have revealed that professions char-
acterized by intense social contacts are psychological-
ly very stressful. Particularly stressful are jobs in which
the objects of work are abnormal in one way or an-
other. In organizational units or professions charac-
terized by intense social contacts, the fluency of social
contacts is even more important than otherwise, as
work efficiency is highly dependent on cooperation and
understanding between professional groups and indi-
viduals.

The following obstacles to cooperation have been
detected in health care units (16, 25): (i) unrealistic pro-
fessional ideals becoming role demands; (ii) intoler-
ance; (iii) lack of consistency between attitudes and
work goals; (iv) lack of systematic plans and sustained
activity; (v) lack of discussion and fear of arguments;
(vi) a co-worker’s opinions not being taken into ac-
count; (vii) basic care taking all the personnel’s time;
(viii) meetings of the entire staff made impossible by
the size (small) of the staff and shift work; (ix) work
overload; (x) rivalry betweeen professional groups and
insufficient knowledge about the work of the other
professional groups; (xi) dislike towards a patient or
a co-worker; (xii) lack of motivation; (xiv) passivity,
selfishness, and different concepts of work morals; (xv)
a high turnover rate among personnel; (xvi) cliques.
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Contacts with patients

Many health care professionals have chosen their oc-
cupation because of the wish to help other people. Oth-
er people are also a more important source of both
job satisfaction and stress in health care than in some
other professions.

Contacts between the staff and the clientele may be
positive and rewarding in some health care sectors, eg,
in maternity and child welfare clinics, or they may be
neutral, as at school or in occupational health care
units. But there are also some health care tasks in which
anxious, fearful, or aggressive patients are encoun-
tered. Fairly often, for instance, the patients are ‘‘not
themselves’” and are considerably depressed and fear-
ful at the moment of arrival at the hospital. A depress-
ing climate may also characterize whole units or even
hospitals. Even the proximity of occupational contacts
may be a problem for young, inexperienced persons.
A difference in cultural backgrounds between the pa-
tient and the personnel may also make it more diffi-
cult to achieve good contacts. If the patient uses
concepts and ways of expressing feelings that are un-
familiar to the personnel, it is very difficult to fulfill
the patient’s expectations (19).

The staff may also have a very clear concept about
patients’ behavior. If patients behave in an unexpect-
ed way, the staff members experience difficulties in
their attitudes towards them.

Work in units with very ill or dying patients has
proved to be especially stressful. For instance, the nur-
ses in terminal care units may avoid displaying compas-
sion and emphasize the technical aspects of nursing in
order to protect themselves from stress (19). Nurses
working in mental hospitals, in which patients have
many stressing characteristics, eg, being suspicious,
hostile, unpredictable and restless, may restrict them-
selves to each others’ companionship (25).

The study on nurses in surgical wards revealed that
a patient’s poor prognosis increased the mental load
of the work (9). Seventy-two percent of the respon-
dents held this opinion. Three of four respondents also
felt that a dying patient in the ward increased the nur-
ses’ mental strain. The death of a patient was also con-
sidered a problem for practical nurses. Confused and
highly dependent patients were, however, considered
to cause even more problems (10).

Contacts with patients were assessed as neutral by
several groups of health care professionals. Nurses in
the surgical wards of university and central hospitals
did not experience any problems in their contacts with
patients (9), nor did the practical nurses in the health
care units of Helsinki.

“Difficult’ patients may be a real source of stress
in some professions. Dentists with numerous stress re-
actions did not perceive the strain caused by difficult
patients as a stressor (4). This perception was due to
the fact that problematic patients could not stress them,
that they had decided not to reveal their problems, that
they had unconsciously suppressed the problems, or



that they were unable to recognize the problems. In
the researcher’s opinion, the most probable explana-
tion was the last one (4).

The characteristics of social contacts considerably
affect the level of mental load in health care, as in all
professions that involve intense social contacts. Tak-
ing care of anxious, dying patients is a considerable
stressor according to the Finnish studies. But little
knowledge is available about social contacts in health
care units where the people are healthy or in a phase
of life perceived as positive.

Maintenance and development of professional
qualifications

The tasks of health care professionals have proved to
be mentally and socially demanding. Professional qua-
lifications and the possibility to maintain and develop
them considerably affect the well-being and job satis-
faction of workers in such professions. It is important
that the basic qualifications for work be provided dur-
ing professional training, but supplementary training,
proper initiation to the work, and supervision may de-
crease the level of stress experienced at work.

One of five municipally employed physicians, head
nurses, and nurses in mental hospitals considered their
own possibilities of getting supplementary training and
counseling in professional problems to be good (7). But
more than half (55 %) of the nurses in surgical wards
believed that their work involved insufficient profes-
sional supervision. One of four such nurses in anoth-
er investigation also stated that they had had too little
training for actual operations (9). Furthermore, other
health care professionals have expressed problems with
supplementary training and a need to develop profes-
sional skills and knowledge (10, 16, 25).

The professional groups in health care do not have
sufficient opportunities to participate in supplemen-
tary training or counseling even though both are means
of supporting work ability and decreasing stress.

Irregular workhours

Work in hospitals is mainly done in shifts. The work-
hours are not restricted by day or week; instead re-
strictions apply only to the number of workhours over
a two- or three-week shift (13). The length of the shifts,
their division, and holidays that fall on days other than
weekends are considered to be the problems of shift
work. Shift work has been shown to be connected with
problems in family life and in the arrangement of hob-
bies and social life.

Shift workers have also been shown to suffer from
difficulties in falling asleep after the night shift or late
evening shift. Sixty percent of the Swedish health care
professionals in one study had suffered from problems
in falling asleep after the night or evening shift. Only
12 % of the respondents reported that they had never
had problems in falling asleep in such situations (6).

The length of sleep is often shorter after the night shift
than after the day shift. Forty-two percent of the prac-
tical nurses in Helsinki reported that they slept less than
6 h after the night shift. The quality of sleep was also
considered to be abnormal. Almost all the respondents
reported that they sometimes woke up while sleeping
during the day (10).

Shift work increases stress. Ninety-two percent of
the practical nurses of one study felt stressed after the
night shift, 64 % after the evening shift, and 46 % af-
ter the day shift (10). Head nurses and nurses in a men-
tal hospital said that night and evening shifts made
them feel tired and insecure and that they disturbed
sleep considerably more than the day shift (25).

Shift work is experienced as stressful, but it cannot
be avoided in health care. For this reason, in order to
decrease strain, the systems of assigning work shifts
should be further developed, and other correctional
measures should be sought.

Violence towards workers

Violence has increased in various social service units.
The growing use of alcohol is one reason, but increases
in the use of hard drugs have also caused violence. The
personnel of outpatient clinics, emergency units, and
psychiatric health care units have often been the ob-
jects of violence. A Swedish study on the accidents of
municipal clerks (N = 3 849) revealed that 11 % were
due to a patient’s violent behavior. The object of vio-
lent behavior was often a nurse (41 %) in a mental hos-
pital or a nurse’s aide (34 %). Registered nurses (6 %),
pediatric nurses, cleaners (2 %), and social workers
(2 %) had also been attacked (28).

A violent act takes place every 14th day at the out-
patient clinic for acute psychiatric patients of the Ka-
rolinska Institute in Sweden. Forty-three staff members
were attacked in 63 violent actions (6 female doctors,
10 male doctors, 16 nurses or psychiatric nurses, and
11 other nurses). The majority of violent acts (N =
29) were committed by drug abusers suffering from
an overdose, whereas eight were committed by psy-
chiatric patients (21). The staff of a Finnish mental
hospital experienced the violence of patients, and es-
pecially the threat of violence, as a general stressor (25).
Violence has also been considered to be a stressor in
outpatient clinics and health care units.

Stress reactions

Stress elicits several changes in man’s psychological and
physiological functions and manifests itself also as sub-
jective symptoms. Subjective stress symptoms are
usually classified as psychological and psychosomatic
symptoms. Anxiety, nervousness, tension, depression,
and irritation are stress-related psychological symp-
toms. Stomach pain, chest pain, irregular heart beat,
headache, nausea, and fatigue are considered to be typ-
ical psychosomatic symptoms. These symptoms have
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also been measured frequently in the stress studies of
health care personnel. Some surveys have studied oth-
er symptoms as well, eg, memory disturbances, diffi-
culties in concentrating and sleeping, and negative at-
titudes towards work. Recently the phenomenon of
burnout has been the topic of several reviews in the
sector of health care. The concept of burnout refers
to the loss of psychological, social, and physiological
resources and occupational motivation.

Stress studies done in Finland on various profession-
al groups have revealed that 10— 20 % of the working
population reports a considerable number of stress
symptoms. Psychosomatic symptoms are experienced
more frequently than psychological ones (11). In the
study on the grounds for determining the retirement
age for municipal occupations (7), the subjective symp-
toms were surveyed through the use of a questionnaire.
Ten percent of the women aged 45 to 57 years (N =
261) reported that they often had subjective symptoms,
with the exception of the registered nurses in operat-
ing rooms and outpatient clinics (table 1). Nurses in
mental hospitals, practical nurses, nurse’s aides, and
bathing attendants reported more symptoms than reg-
istered nurses. The registered nurses in operating rooms
and outpatient clinics experienced fewer symptoms
than other nurses, and the symptoms they did expe-
rience occurred less often than among other nurses.
Head nurses in health care units and hospitals also re-
ported fewer symptoms than other nurses.

The physicians reported more psychological symp-
toms and less psychosomatic symptoms than the nur-
ses (table 1). Male physicians had more psychosoma-
tic symptoms than female physicians. The two groups
reported an equal number of psychological symptoms.
Female dentists experienced considerably more psy-
chological symptoms than male dentists. The profes-

sion of nurse in a mental hospital was the third group
that comprised both men and women. Male nurses in
mental hospitals experienced fewer psychological and
psychosomatic symptoms than female nurses in such
hospitals (7).

Subjective stress symptoms experienced by the nur-
ses and head nurses of surgical units were studied by
Joenpelto & Vanhanen (9). Twenty percent of the re-
spondents experienced stress nearly always or very of-
ten. Overall fatigue was experienced often by 16 % of
the respondents. The nurses also reported their inten-
tions to avoid difficult situations, feelings of inferi-
ority, lack of initiative, and moodiness. The subjects
did not, however, feel irritated or uncontrolled, nor
was the feeling of deep depression expressed. This re-
sult of this study is comparable with the findings of
Ilmarinen et al (7). The symptoms studied by Joen-
pelto & Vanhanen (9) describe the experienced level
of mental resources and avoidance reactions, which
occurred equally as often in the study done at the In-
stitute of Occupational Health in Helsinki (7). (See,
eg, table 1).

When the stressors and stress reactions of the health
care personnel of one unit were compared according
to status, the comparison revealed that head nurses had
more. stress reactions than assistant head nurses, spe-
cialized nurses, or registered nurses (9). Mattila (20)
has also shown that head nurses’ work involves more
stress than that of other nurses.

The results of the studies by Joenpelto & Vanhanen
(9) and Mattila (20) conflict with the results of Ilma-
rinen et al (7). The lack of agreement may, however,
be due to the fact that, in the study of Ilmarinen et
al, the age of the various groups of subjects was simi-
lar, whereas in the other studies the average age of the
head nurses was higher than that of the other profes-

Table 1. Distribution of reported mental resources, psychological symptoms, and psychosomatic symptoms among 45- to

57-year-old municipal employees in various professions (7).

Good Sleep dis- Psychologi- Psychoso- Memory Avoidance
N mental turbances cal matic distur- reactions
resources symptoms symptoms bances
(“o) (%) (%) (%) (%) (%)
Women
Nurse in a mental
hospital 97 10.6 221 17.9 222 8.4 227
Nurse’s aide 240 16.4 25.0 16.3 24.8 17.6 216
Practical nurse 280 20.3 20.2 13.4 16.4 134 171
Bathing attendant 155 20.6 17.2 9.2 255 17.3 15.8
Dentist 81 225 15.0 17.3 7.5 9.9 23.5
Other registered
nurse 261 22.8 10.9 104 10.1 115 209
Head nurse 171 28.4 113 99 6.5 11.2 171
Chief head nurse 102 29.7 7.9 9.8 6.9 1.9 17.7
Registered nurse
in an operating
room or outpatient
clinic 85 34.9 9.4 8.2 6.0 8.3 16.5
Physician 26 423 7.7 11.5 7.7 7.7 11.5
Men

Nurse in a mental
hospital 70 221 14.7 12.9 14.9 12.9 235
Dentist 14 28.6 214 1 rord 14.3 14.3
Physician 61 39.7 16 11.9 3.3 6.6 14.8




sional groups. Age has been thought to increase the
symptoms experienced. The study by Ilmarinen et al
(7), however, covered several organizations, whereas
the other studies concerned only a few health care
units. It has been frequently stated that both stressors
and stress reactions vary according to the organization
being studied.

Evaluation of stress studies on health care

The studies on stress in health care have dealt with the
potential stressors at work and the stress reactions ex-
perienced by health care personnel. The theoretical
frames of reference have ranged from relatively nar-
row concepts of job satisfaction or stress orientation
(2, 9) to a more comprehensive stress orientation (10,
16, 25). Studies based on narrow concepts of job sa-
tisfaction or stress have dealt with only some of the
potential stressors and stress reactions, though in some
studies the environmental and individual factors po-
tentially associated with stress have been comprehen-
sively included in the theoretical approaches of the
studies (6, 10, 25).

Most studies have used questionnaires as the meth-
od of studying work characteristics and stress reac-
tions. Differences in theoretical approaches have
caused variability in the methods used. Only studies
with a comprehensive theoretical approach (10, 16, 25)
have managed to measure several generally known po-
tential stressors and stress reactions. The main stres-
sors and stress reactions have also been measured in
the studies that have not included individual charac-
teristics (eg, the coping mechanism) in their theoreti-
cal approach (7, 16). Some studies have used interviews
(6), group work (16), and work analysis based on ob-
servations (7) in addition to questionnaires.

The studies on stress among health care personnel
are cross-sectional, and therefore changes in the work
characteristics, stress reactions, and the relationships
between them over time have not been investigated.
Only the study by Ilmarinen et al (7) has included a
follow-up study, but the results have not been pub-
lished yet.

The majority of studies reviewed considered stress
in one or a few organizations or professions; only the
study on the grounds for determining retirement age
for municipal employees comprehensively surveyed
stress among various professional groups of health care
personnel in various organizations. However, the stud-
ies on stress in one or a few organizations or profes-
sional groups were based on a representative sample
of the population or dealt with the whole target pop-
ulation (2, 6, 9, 10, 16, 20, 23, 25, 26). Thus the re-
sults of these studies, too, can be considered reliable.
The high participation rates in the studies (72 —96 %)
also increase the reliability of the data reviewed. It
should be remembered, however, that the results of
the studies describe the stress and stress reactions ex-
perienced mainly in hospitals, because few studies have

dealt with professionals working in health care cen-
ters (7, 10).

Due to inconsistencies in the theoretical approaches,
methods, and organizations or professional groups of
the reviewed studies, their results are not comparable
as to statistical meaning. The results have, however,
revealed considerable consistency in the assessments
of some work characteristics. Several studies found
that quantitative overload, role ambiguity and con-
flicts, social contacts at work, insecurity, workhours,
and a lack of adequate means to increase profession-
al qualifications are problems common to various pro-
fessional groups in different organizations. But the
studies also showed that the content and challenge of
the work and the responsibility experienced at work
vary according to profession and organization; these
results are still relatively general and cannot lead, eg,
to solutions of problems.

The questionnaires used in stress studies contain
items on work characteristics that are highly abstract.
In order to make the assessments of work character-
istics more precise, the causes for the assessments
should also be studied through such questions as why,
how, when, or in what kinds of situations. Answers
to these questions, however, depend on each respon-
dent’s level of consciousness, motivation, and verbal
fluency. Interviews and directed problem-solving
groups would probably give more precise answers to
such issues. Also methods for studying and improving
the coping mechanisms of health care personnel need
to be developed, as health care work will always en-
tail factors causing stress (eg, severely ill or dying pa-
tients, shift work).

The goals for the psychological aspects of labor pro-
tection affect the direction of studies. It is not a suffi-
cient goal for labor protection to know the general
stressors or the percentage of workers suffering from
psychological or somatic stress reactions. The goals of
labor protection also include increased well-being
through corrective and preventive actions at work. In
some studies the proposals for corrective actions have
been collected through a questionnaire technique (16,
25) and a group work method (16). These methods
should be applied more frequently in studies on stress
in health care, and the methodology should be devel-
oped further. There are ideas for preventive actions,
but they have remained only ideas. The effects of work
reorganization, the clarification of responsibilities, in-
creased supplementary training and professional su-
pervision, and the application of directions for the pre-
vention of violence (1) on the stress and strain of health
care professionals should be studied as a means to di-
minish stress and increase well-being and productivi-
ty.
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