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1. INTRODUCTION

1.1. Relevance of the dissertation

Psychosocial risks and work-related stress are one of the biggest
problems affecting both employees’ health and organizational
performance.

Psychosocial risks can be posed by a variety of factors related to
work organization and management, job content, work environment,
and other environmental and organizational conditions. Examples of
conditions leading to psychosocial risks at work are excessive
workloads; lack of control over work pace and methods; conflicting
demands and lack of role clarity; lack of participation in decision-
making; ineffective communication; lack of support from
management or colleagues; poor relationships with colleagues,
bullying, harassment and violence. Uncontrolled or poorly managed
psychosocial risks result in stress at work. Workers suffering from
prolonged stress can go on to develop serious mental and physical
health problems such as depression or cardiovascular disease. Stress
at work can also have negative consequences for organizations, such
as poor performance, increased absenteeism, as well as increased
accident and injury rates.

Psychosocial risks have been identified as one of the key emerging
risks in the workplace in the European Union. Thus, the assessment
and elimination or reduction of psychosocial risks in the workplace is
the main priority of the EU’s occupational safety and health policy.
Work environment research plays a central role in managing
psychosocial risks and thus ensuring the safety, health and well-being
of workers in the workplace. “It provides arguments and scientific
evidence upon which efficient and sustainable policies and prevention
measures have to be based. It also delivers the evidence base for the
development of practical methods and tools to be applied at the
company level” [1].



Despite a common understanding of psychosocial risks and ample
evidence of the negative impact of these risks on workers’ health and
organizational performance, the biggest problem still prevails —
psychosocial risk management and the practical application of
empirical research findings. Policy-makers, practitioners and
researchers acknowledge that a great deal is known about the sources
of stress at work, how to measure it, and the impact on a range of
outcome indicators, but there is still a lack of a systematic approach
and a translation of these results into practice [2;3]. Studies on the
effectiveness of organizational interventions to mitigate, reduce, or
eliminate some of psychosocial risk determinants are still scarce and
their results are mixed. Researchers recognize that “standard quasi-
experimental design has serious limitations when it comes to
evaluating real-life interventions™ [4]. One reason for this may be that
many of these studies do not consider the heterogeneity of
interventions as well as a range of other aspects (e.g. individual,
organizational, cultural, social, regulatory); it is unclear which of these
aspects are more or less important, including who and in what context
is affected by them. A multiple approach may enable an employer to
make “an assessment of its relative position (compared to “the average
employee” and to specific norm-scores of the branch) and to make
internal comparisons between departments or groups in the
organization (on the basis of age, gender, blue versus white collar, and
so on)” [5]. In addition, many researchers point to the need for studies
on the role of the organizational context and the tailoring of
organizational interventions to a specific organization rather than the
other way around.

Healthcare institutions are specific organizations whose activities
are strictly regulated and controlled by the national authorities. These
institutions are likely to comprise competing and overlapping
professional groups, while a key challenge lies in carefully
considering the impact of change on specific groups (e.g. doctors,
nurses, and other health professionals and managers) and designing
appropriate policies [6]. Thus, the research should focus on gathering



and analyzing the differences of groups’ attitudes (based on gender,
age, job seniority, education, and occupational status) toward
psychosocial risk determinants and organizational intervention objects
to obtain information that is not captured by the dominant paradigm

[71.
1.2. Obijective of the dissertation

To determine the attitudes of healthcare workers towards
psychosocial risk determinants and organizational intervention objects
and the level of stress in a primary healthcare institution, considering
the sociodemographic characteristics of medical staff and the context
of the institution.

1.3. Tasks of the dissertation

1. To identify and evaluate the stress levels and the psychosocial
risk determinants perceived by health workers in the context of the
institution.

2. To identify and evaluate the levels of prevention and
organizational intervention objects perceived by health workers in the
context of the institution.

3. To identify and compare the attitudes of sociodemographic
groups of health workers towards work-related stress and psychosocial
risk determinants.

4. To identify and compare the attitudes of sociodemographic
groups of health workers towards the institution’s efforts to manage
psychosocial risks.

1.4. Statements to be defended

1. The organizational context conditions the predominant
psychosocial risk determinants and the health workers’ attitude
towards the organizational intervention objects.



2. Stress at work, psychosocial risk determinants, and
organizational intervention objects are perceived differently among
the sociodemographic groups of health workers in the institution.

3. Occupation (position) is the key sociodemographic
characteristic that should be considered when managing psychosocial
risks in a healthcare institution.

4. A consideration of the organizational context and
sociodemographic characteristics helps to better tailor psychosocial
risk prevention and protection measures.

1.5. Scientific novelty and significance of the dissertation

Most studies are limited to an analysis of several psychosocial risks
or stress management interventions regardless of organizational
context, job and workers’ characteristics. In Lithuania, studies have
tended to focus almost exclusively on the negative impacts of work on
well-being and, more specifically, on the impact of work-related stress
on health. There is also no systematic approach to assessing factors in
the well-being of health workers.

The novelty of this dissertation is in its proposed and empirically
tested scientific knowledge-based model of psychosocial work
environment diagnosis as an incentive for researchers to further
develop a comprehensive approach to stress management at work in
Lithuania. Findings presented in this dissertation can also serve as a
basis for developing stress management programs in primary
healthcare institutions and as an encouragement for new theories in
qualitative studies.

In addition, the dissertation contributes to bridging the gap between
theoretical knowledge and practical solutions in occupational stress
management in primary healthcare settings.
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2. RESEARCH MATERIAL AND METHODS
2.1. Research strategy

The research methodology is based on a positivist philosophy and
a deductive approach, using quantitative data obtained through self-
administered questionnaires that aims to measure the phenomenon or
object in numerical form (its prevalence, attitudes of various groups to
the main characteristics of the research object etc.) [8].

First, a theoretical model was developed on the basis of the analysis
of stress management theories found in the scientific literature.
Second, the model was empirically tested to analyze healthcare
workers’ attitudes towards psychosocial risk determinants and
organizational intervention objects, and stress levels in the primary
healthcare institution, considering the  sociodemographic
characteristics of medical staff and the context of the institution. Thus,
a two-step diagnosis of the psychosocial work environment was
performed: at the level of the institution and at the level of health
workers (Figure 1).

Diagnosis of the psychosocial work environment

¥ ¥

Organization Workers

! .

Worker’s Worker’s perceptions A
perceptions of the organization’s IdG:’I;lstII(f ICZ::JOZ of
of risk preventive efforts group

¥ ¥ ¥

Tailored recommendations for improving the psychosocial work
environment

Figure 1. Model of psychosocial work environment diagnosis
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First step of diagnosis. Based on the findings of the research, the
predominant psychosocial risk determinants and the priority of
organizational intervention objects at the institutional level were
determined. The findings of the research were assessed using the
traffic light principle considering the Stress and psychosocial risk
management e. manual and other practical tools and recommendations
published on the website of the European Agency for Safety and
Health at Work [9] (Table 1 and 2).

Table 1. Workers® perceived psychosocial risk in the context of the
institution

No risk Risk

Risk determinants Risk determinants Risk determinants
with a level up to with a level between | with a level over
30% 30 and 60% 60%

Table 2. Workers’ attitude towards the organizational intervention objects in
the context of the institution

Hight prevention Prevention should be
evaluated

(It is recommended
to pay attention to
these objects when
improving the
organization’s
internal policies)

Organizational Organizational Organizational
intervention objects intervention objects intervention objects
with a level over with a level between | with a level up to
60% 30 and 60% 30%

Second step of diagnosis. Based on the findings of the research,
the risk groups, predominant psychosocial risk determinants, and the
priority of organizational intervention objects were determined in each
sociodemographic group of health workers.

12



2.2. Study sample and design

This is a cross-sectional study designed to examine health workers’
attitudes toward the psychosocial risk determinants and organizational
intervention objects using a complex quantitative tool based on
sociodemographic characteristics. All data were collected by paper
guestionnaires from February to March 2017. The sample consisted of
467 health workers employed in one of the largest primary healthcare
institutions (six primary healthcare institutions were merged into one
in 2002) in Lithuania. The institution employed 690 health workers in
2017. All health workers were invited to participate in the study. At
the start of the study, health workers were provided with information
about the study, and 690 paper questionnaires were distributed; 468
guestionnaires were returned compiled, one of which was damaged,
467 questionnaires (a response rate of 68%) were suitable for the
analysis of the research results.

2.3. Ethical considerations

Participation in the survey was voluntary with guaranteed
anonymity and confidentiality under Lithuanian law, which does not
require ethical approval for this type of study. The study was
authorized by the administration of the institution.

2.4. Instruments/measures

The self-administrated questionnaire was used as an instrument for
data collection. The instrument contained items adopted from an
established questionnaire that was used for a complex stress
management study at Lithuanian automation and electrotechnical
companies [10]. The questionnaire consisted of 67 items, divided into
three parts related to common psychosocial risk determinants,
organizational intervention objects, and sociodemographic
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characteristics; Cronbach’s alpha was 0.89 for the general scale.
However, before using the instrument in this study, it was subjected to
a pilot testing during which 50 questionnaires were administered to 50
health workers in the institution. After the pilot study and a discussion
with the academic supervisor of the present work, an abridged and
adapted to health-work version of the validated instrument was used:

-Fifteen items for psychosocial risks and stress diagnosis:
hazardous working conditions; work overload; excessive work pace;
overtime; tight deadlines; unclear role; conflicting roles; being under-
skilled for a job; responsibility for decision-making and actions; lack
of control over work pace; lack of control over work method;
interpersonal relationships (harassment, conflicts, and tension) and
level of stress. Cronbach’s alpha = 0.702;

-Twenty-seven items for organizational intervention object
ascertainment: social support (5 items; Cronbach’s alpha = 0.704),
organizational support (4 items; Cronbach’s alpha = 0.708),
participation in decision-making (3 items; Cronbach’s alpha = 0.66);
communication (4 items; Cronbach’s alpha = 0.728); justice of reward
(2 items; Cronbach’s alpha = 0.756); manager feedback (5 item;
Cronbach’s alpha = 0.738); stress management training (1 item);
work-life balance (1 item); skills/abilities matching the job demands
(1 item); and variety of tasks (1 item);

-Five groups on the basis of sociodemographic characteristics:
gender (male, female), age (coded on four levels: <30, ]30-40], ]40—
50], and >50 years), job seniority (coded on four levels: <3, ]3-5], ]5—
101, and >10 working years), educational level (coded on three levels:
university degree, higher school/college degree, and other degree),
and occupational status (coded on four levels: heads of units, doctors,
nurses, and other health workers (ergotherapists, masseurs, etc.)).

In total, the questionnaire consisted of 46 items, which were rated
on a 5-point frequency scale ranging from 1 (never or strongly
disagree) to 5 (always or strongly agree). Prior to analyses, some items
of the questionnaire were reversed so that higher scores showed a

14



greater negative impact of psychosocial risk determinants and greater
prevention relevant to organizational intervention objects.

2.5. Statistical analysis

Data were analyzed using the statistical software package IBM
SPSS Statistics (Vilnius University, Vilnius, Lithuania). In all
analyses, statistical significance was considered with a p-value < 0.05
and a 95% confidence interval (Cl). Descriptive statistics were used to
summarize and describe data collected from the institution. The
normality test (the Shapiro-Wilk test) showed that data were not
normally distributed; therefore, nonparametric tests for comparisons
of the groups (the Mann-Whitney test for comparisons of two groups
and the Kruskal-Wallis test for comparisons of more than two groups)
were used. Subsequently, pairwise comparisons were performed using
Dunn’s procedure with a Bonferroni correction for multiple
comparisons.

3. RESEARCH RESULTS
3.1. Sociodemographic characteristics of respondents

Table 3 describes the sociodemographic groups among the
institution’s staff. As is the case for many Lithuanian healthcare
institutions, the results showed a predominance of women (94.9%).
Health workers were aged 22 to 73 years old. Almost half of health
workers (47.9%) were over 50 years of age. More than half of all
health workers (52.9%) had university degrees, 38.5% of health
workers had higher school degrees, and 8.6% of health workers had
other levels of education. The majority of health workers were nurses
(43.9%), followed by doctors (28.3%), other health workers (21.6%),
and heads of units (6.2%). The job seniority of these workers ranges

15



from a few months to 48 years; 350 of the health workers in the

institution had worked there for over 10 years (76.1%).

Table 3. Groups on the basis of sociodemographic characteristics

Groups N* %
Gender Male 24 51
Female 443 94.9
Total 467 100
<30 48 105
130-40] 68 14.8
Age 140-50] 123 26.8
>50 220 47.9
Total 459 100
University degree 247 52.9
- Higher school/college 180 385
Education degree
Other 40 8.6
Total 467 100
Heads of units 29 6.2
Occupational Doctors 132 28.3
status/groups Nurses 205 43.9
Other health workers 101 216
Total 467 100
<3 49 107
13-5] 24 52
Job seniority 15-10] 37 8.0
>10 350 76.1
Total 460 100

* N sample sizes

16



3.2. Analysis of work-related stress, psychosocial risk
determinants and organizational intervention objects
at the level of the institution

According to the results of the research, 218 respondents (47%)
were always or often stressed, 170 respondents (36%) were sometimes
stressed, and 79 respondents (17%) were rarely or never stressed at
work (Figure 2).

141

170

= Never =Rarely =Sometimes = Often = Always

Figure 2. Distribution of respondents according to the frequency of stress
experienced in the institution

The respondents’ answers about perceived psychosocial risks are
presents in Table 4. Responses to each psychosocial risk determinant
are presented in percentages, e.g., the percentage of workers who
selected each response related to the particular determinant.
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Table 4. Summary of psychosocial risk determinants in the institution
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Disagree

Rarely /111|160 |11.1 |242 |28.1 |16.9 |23:3 |26:6 |36 |25.3 [37.9 [19.7 238 |27.2
Disagree

Sometimes
/ Neither
agree nor
disagree
Often /
Agree
Always /
Strongly |15.6 (11.3 |21 |49 (34 |66 |3.6 (3.2 (463|128 |32 (17 |28 |28
agree

24.6 |25.7 [36.4 |18.6 |22.7 [22.7 |29.6 |25.7 |15.6 {29.8 |25.9 |15.8 |25.9 |24.6
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The percentage sums of psychosocial risk determinants marked by
respondents as always / strongly agree or often / agree, using the traffic
light principle, are presented in Table 5.
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Table 5. Health workers’ perceived psychosocial risks in the context of the

institution

No risk
(Risk determinants
with a level up to

Risk
(Risk determinants
with a level between

2. Lack of control
over work pace
(29.1%)

30%) 30 and 60%)
1. Work overload 1. Excessive work
(29.7%) pace (52.4%)

2. Hazardous
working conditions
(39.6%)

1. Responsibility for
decision-making and
actions (78.2 %)

3. Unclear role
(22.2%)

4. Conflicts (21.6%),
5. Conflicting roles
(19.2%)

6. Being under-
skilled for a job
(16.3%)

7. Tension (14.6%),
8. Overtime (14.3%),
9. Tight deadlines
(14.3%)

10. Lack of control
over work method
(10.1%)

11. Harassment (9%)

Table 5 shows that the most frequently cited risk determinant was
the responsibility. The overall percentage of respondents who
answered that they strongly agree (46.3%) or agree (31.9%) that they
have to take responsibility for the well-being and safety of other
people was 78.2%, followed by excessive work pace (52.4%) and
hazardous working conditions (39.6%). The less frequently chosen
risk determinants were work overload (29.7%), lack of control over
work pace (29.1%), unclear role (22.2%), conflicts (21.6%),
conflicting roles (19.2%), being under-skilled for a job (16.3%),
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tension (14.6%), overtime (14.3%), tight deadlines (14.3%), lack of
control over work method (10.1%), harassment (9%).

The respondents’ answers about organizational intervention
objects are presented in Table 6. Responses to each organizational
intervention object are presented in percentages, e.g. the percentage of
workers who selected each response related to the particular object.

Table 6. Summary of organizational intervention objects in the institution

7 = ,
5 s |2 B
= =< @ g @) <E' = 3
Q =4 §’ 2 g |§ |@ g (3
~ |28z |2 |§ S = 2
L 22lg |2 (& | |3 (8 |8 |8
= = = a 2 [ |a |
T BR|lg (£ 8 |2 |2 [ |z
g 123 B (2 I8 8 |2 |& |8
= n = = 2
o Sl (8 (2 |2 |2 (8 |§ |Z
> «Q — S g 8 = QD =
8 g|” EE a R |=
3 = 3
S 3
Never /
Strongly | 88| 28 |161| 06| 91| 21| 15 |184| 41 | 199
disagree
Rarely /18| 43 |107| 49 | 28 | 158|105 206|139 | 22.9
Disagree
Sometimes
/  Neither
182|216 | 236|362 | 458| 41 | 396|325/ 405/ 27.2
agree, nor
disagree
often — /l 03| 33 | 218|467 | 147 | 323 | 209 | 16.7| 338 195
Agree
Always /
Strongly | 37.9|383|188|116| 24| 88| 75| 28| 7.7 | 105
agree

The percentage sums of organizational intervention objects marked
by respondents as always / strongly agree or often / agree, using the
traffic light principle, are presented in Table 7.
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Table 7. Health workers’ attitudes towards the organizational intervention
objects in the context of the institution

Hight prevention
(Organizational
intervention objects
with a level over
60%)

Prevention should be
evaluated
(Organizational
intervention objects
with a level between
30 and 60%. It is
recommended to pay
attention to these
objects when
improving the
organization's
internal policies)

1. Skills/abilities
matching to the job
demands (71.3%)

1. Social support
(58.3%)

2. Work-life balance
(58.2%)

3. Communication
(48.4%)

4. Manager feedback
(41.5%)

5. Participation in
decision-making
(41.1%)

6. Variety of tasks
(40.6%)

1. Stress
management training
(30%)

2. Justice of reward
(19.5%)

3. Organizational
support (17.1%)

Table 7 shows that respondents were most often satisfied with the
institution’s efforts to ensure skills and abilities matching to the job
demands (71.3%); 38.3% of respondents strongly agree and 33% of
respondents agree that “the job gives them the opportunity to do what
they do best.” Respondents were also satisfied with social support
(58.3%), the work-life balance (58.2%), communication (48.4%),
manager feedback (41.5%), participation in decision-making (41.1%),
and variety of tasks (40.6%). The adequacy of stress management
training (30%), the justice of reward (19.5%), and organizational
support (17.1%) were rated the lowest.
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3.3. Analysis of work-related stress, psychosocial risk
determinants and organizational intervention objects
at the level of health workers

Tables 8-22 present the attitudes of the health workers’
sociodemographic groups to the psychosocial risk determinants and
stress, and organizational intervention objects (mean ranks, sample
sizes (N), U values (the Mann—-Whitney U-test) or %2 values, with k-1
degrees of freedom (the Kruskal-Wallis test) and significance levels
(P))-

Gender. The observed differences by gender in the institution was
not statistically significant except in the work-life balance, U = 3789,
p = 0.01. Women (237.45) showed higher work-life balance scores
than men (170.38) (p = 0.01) (Tables 8, 9 and 10).

Table 8. Stress at work and gender results of the Mann—Whitney U-test

Groups N Mean rank U p
Male 24 205.38 4629.00 | 0.27
Female 443 | 235.55

22



Table 9. Psychosocial risk determinants and gender results of the Mann—Whitney U-test

Variables Male Female U p
Mean rank N Mean rank N
Hazardous working 250.38 24 232.63 443 4707.00 0.33
conditions
Work overload 245.38 24 233.38 443 5043.00 0.66
Excessive work pace 228.96 24 234.27 443 5195.00 0.84
Overtime 222.73 24 234.61 443 5045.50 0.66
Tight deadlines 250.25 24 233.12 443 4926.00 0.53
Unclear role 227.79 24 234.34 443 5167.00 0.81
Conflicting roles 260.98 24 232.54 443 4668.50 0.30
J%%mg under-skilled for a 21065 2 235 27 443 4755.50 0.37
Responsibility for 4926.00
decision-making and 250.25 24 233.12 443 0.52
actions
Lack of control over 21117 24 235 24 443 4768.00 0.38
work pace
Lack of control over 255 50 24 232 84 443 4800.00 0.40
work method
Harassment 240.42 24 233.65 443 5162.00 0.79
Conflicts 253.29 24 232.95 443 4853.00 0.46
Tension 241.08 24 233.62 443 5146.00 0.78
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Table 10. Organizational intervention objects and gender results of the Mann—Whitney U-test

Variables Male Female U p
Mean rank N Mean rank N

Work-life 170.38 24 237.45 443 3789.00 0.01

balance

Skills/abilities

matching to the 204.90 24 235.58 443 4617.50 0.25

job demands

Variety of tasks 220.42 24 234.74 443 4990.00 0.60

Social support 215.81 24 234.99 443 4879.50 0.50

Organizational

208.90 24 235.36 443 4713.50 0.35
support
Participation in 198.54 24 235.92 443 4465.00 0.18
decision-making
Communication 198.02 24 235.95 443 4452.50 0.18
Justice of reward 202.00 24 235.73 443 4548.00 0.23
Manager 230,58 24 234.19 443 5234.00 0.90
feedback
Stress
management 230.63 24 234.18 443 5235.00 0.90
training
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Age. Table 11 shows that there were no statistically significant
differences among the four age groups of respondents with respect to
stress at work, x2 (3) = 1.77, p = 0.65.

Table 11. Stress at work and age results of the Kruskal-Wallis test

Groups N Mean rank x203) p
<30 48 216.94

130-40] 68 233.26 177 0.65
]40-50] 123 221.74

>50 220 236.46

Only excessive work pace (x2 (3) = 17.36, p < 0.01) as a
psychosocial risk determinant (Table 12), and the justice of reward (2
(3) =12.44, p <0.01) and matching to the job demands (x2 (3) = 13.41,
p < 0.01) as organizational intervention objects (Table 13) had mean
rank scores differing statistically significant across age groups.
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Table 12. Psychosocial risk determinants and age group results of the Kruskal-Wallis test

<30 130-40 140-50] >50 A(3) p

Variables Mean N Mean N Mean N Mean N

rank rank rank rank
Hazardous
working 22953 48 226.44 68 225.26 123 233.85 220 0.41 0.94
conditions
Work overload 212.23 48 227.40 68 218.34 123 2412 220 3.58 0.31
E;‘geess"’e work | 17781 48 207.74 68 227.13 123 249.87 220 17.36 <0.01
Overtime 199.69 48 229.10 68 233.84 123 234.75 220 3.21 0.36
Tight deadlines 209.72 48 243.88 68 242.37 123 223.22 220 3.80 0.28
Unclear role 198.13 48 217.11 68 224.30 123 24413 220 6.63 0.08
Conflicting roles | 208.38 48 208.74 68 254.01 123 227.87 220 7.60 0.05
Being under- 190.92 48 216.49 68 240.98 123 236.56 220 6.72 0.08
skilled for a job
Responsibility for
decision-making | 253.69 48 236.07 68 220.58 123 228.22 220 2.69 0.44
and actions
Lack of control 277.73 48 232.26 68 222.39 123 223.14 220 7.63 0.05
over work pace
Lack of control
over work 24751 48 259.38 68 226.01 123 219.33 220 6.27 0.10
method
Harassment 231.72 48 233.09 68 246.96 123 219.19 220 430 0.23
Conflicts 229.10 48 253.68 68 224.42 123 226.00 220 2.76 0.43
Tension 228.82 48 246.32 68 22431 123 228.39 220 1.40 0.71
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Table 13. Organizational intervention objects and age group results of the Kruskal-Wallis test

<30 130-40] 140-50] >50 2(3) p
Variables Mean N Mean N Mean N Mean N
rank rank rank rank

Work-life balance 252.97 48 | 212.99 68 | 237.13 123 | 226.26 220 | 3.33 0.34

Skills/abilities
matching to the job 202.26 48 | 189.69 68 | 232.65 123 247.03 220 13.41 <0.01
demands

Variety of tasks 221.97 48 | 237.47 68 | 228.49 123 | 228.98 220 | 0.27 0.96

209.81
Social support 222.32 48 68 | 231.98 123 | 236.81 220 | 2.36 0.51

Organizational

243.05 48 223.24 68 234.60 123 226.67 220 0.94 0.81
support

Participation in 22619 |48 |210.75 |68 |23041 |123 |23655 |220 |204 |056
decision-making

Communication 230.20 48 | 201.90 68 | 225.49 123 | 241.16 220 | 4.80 0.19

Justice of reward 278.61 48 | 247.19 68 235.06 123 211.25 220 12.44 <0.01

Manager feedback 223.95 48 | 22851 68 | 230.33 123 | 231.60 220 | 0.14 0.99

tsrgfnsisng‘a”agemem 19166 |48 |21825 |68 |23830 |123 |237.36 |220 |6.00 0.11
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Subsequently, pairwise comparisons were performed using Dunn’s
procedure with a Bonferroni correction for multiple comparisons. This
post hoc analysis revealed a statistically significant difference in
excessive work pace scores between oldest group of health workers
(>50) (249.87) and the youngest group of health workers (<30)
(177.81) (p < 0.01) (Figure 3).

Pairwise Comparisons of Age group

30-40
207.74

Each node shows the sample average rank of Age group.

Samplet-Sample2 g oSt~ Std - Jd-Test g0 pgjsig.

<=30.3040 29930 22728 1317 188 1.000
<=304050 49314 20518 2403 016 097
<=30-550 72060 19206 3752 000 001
30404050 49383 18218 1064 287 1000
30.40-550 42130 16727 2519 012 fird
40.50-550 22747 13573 1676 094 563

Each row tests the null hypothesis that the Sample 1 and Sample 2
distributions are the same.

Asy[f]mptotic significances (2-sided tests) are displayed. The significance level
is .05,

Figure 3. Difference in excessive work pace scores among age groups

The post hoc analysis also revealed statistically significant
differences in:
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- skills/abilities matching to the job demands scores between the
oldest group of health workers (247.03) and the 3040 age group of
health workers (189.69) (p < 0.01) (Figure 4),

Pairwise Comparisons of Age group

30-40
189.69

Each node shows the sample average rank of Age group.

Samplel-Sample2 g Jest. ~ Std - Test g agjsig.

3040.<=30 12569 23.709 530 59 1.000
30404050 42963 19005 2261 024 143
30.40-550 5733 17450 3286 001 006
<=3040.50 30394 21403 1420 156 934
<=30.550 44767 2003 223 0% 153
40.50.550 {14373 14159 <1015 310 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2
distributions are the same.

AsErSnptotic significances (2-sided tests) are displayed. The significance level
is .05

Figure 4. Differences in skills/abilities matching to the job demands scores
among age groups

- justice of reward scores between the oldest group of health
workers (211.25) and the youngest group of health workers (278.61)
(p < 0.01) (Figure 5).
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Figure 5.

Pairwise Comparisons of Age group

30-40
247189

Each node shows the sample average rank of Age group.

SamplelSample2 o5t~ St Std Test g pg;sig.

>50.40.50 23805 14.768 1612 107 642
>50.30 40 35933 18.199 1976 048 290
>50<=30 67362 20.896 3224 001 008
40503040 12134 19822 612 540 1.000
40.50.=30 43558 22323 1951 051 306
3040.<=30 31423 24728 1271 204 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2

distributions are the same.

As%mptotic significances (2-sided tests) are displayed. The significance level
is .05

Differences in justice of reward scores among age groups

Job seniority. Table 14 shows that there were no statistically
significant differences among the four job seniority groups of
respondents with respect to stress at work, ¥2 (3) = 1.64, p = 0.62.

Table 14. Stress at work and job seniority results of the Kruskal-Wallis test

Groups N Mean rank x2(3) p
<3 49 224.71

13-5] 24 217.40 1.64 0.62
15-10] 37 208.89

>10 350 234.49
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Excessive work pace (x2 (3) = 20.36, p < 0.01) as a psychosocial
risk determinant (Table 15), and the justice of reward (32 (3) = 22.91,
p < 0.01), matching to the job demands (32 (3) = 13.07, p < 0.01), and
variety of tasks (2 (3) = 12.98, p < 0.01) as organizational
intervention objects (Table 16) had mean rank scores differing
statistically significant across job seniority groups.
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Table 15. Psychosocial risk determinants and job seniority group results of the Kruskal-Wallis test

3 13.5] 1510 >10 3) p

Variables Mean N Mean N Mean N Mean N

rank rank rank rank
Hazardous working | 59 5q 49 | 262.04 24 | 22524 37 | 23182 350 | 278 0.43
conditions
Work overload 22177 49 | 20617 24 | 21536 37 | 234.99 350 | 1.99 057
Excessive work pace | 181.03 49 | 238.38 24 | 173.26 37 | 242.94 350 | 20.36 <0.01
Overtime 200.22 49 | 264.67 24 | 232.39 37 | 232.20 350 | 4.67 0.20
Tight deadlines 223.78 49 | 24833 24 | 206.72 37 | 23273 350 | 2.00 057
Unclear role 214.83 49 189.77 24 210.69 37 237.58 350 5.14 0.16
Conflicting roles 201.95 49 | 25358 24 | 213.88 37 | 23467 350 | 417 0.24
%ﬁ'g?oub”der's""'ed 201.15 49 | 2655 24 | 207.45 37 | 23465 350 | 592 0.12
Responsibility for
decision-making and | 245.51 49 238.48 24 227.64 37 228.15 350 0.97 0.81
actions
Lack of control over | g6 45 49 | 185.44 24 | 206.46 37 | 23114 350 | 7.92 0.05
work pace
Lack of control over | 45 5, 49 | 244.90 24 | 215.16 37 | 23049 350 | 0.92 0.82
work method
Harassment 230.80 49 | 236.67 24 | 255.22 37 | 227.42 350 | 1.86 0.60
Conflicts 215.26 49 | 27252 24 | 25155 37 | 22753 350 | 4.42 0.22
Tension 229.86 49 | 240.65 24 | 228.07 37 | 23015 350 | 0.17 0.98
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Table 16. Organizational intervention objects and job seniority group results of the Kruskal-Wallis test

training

3 13.5] 15-10] >10 3) P

Variables Mean N Mean N Mean N Mean N

rank rank rank rank
Work-life balance 238.47 49 | 250.69 24 | 212.14 37 | 229.32 350 | 2.23 0.53
Skills/abilities
matching to the job 181.48 49 | 255.65 24 | 194.91 37 | 239.40 350 | 1307 | <0.01
demands
Variety of tasks 240.37 49 | 137.69 24 | 232.08 37 | 235.32 350 | 12.98 | <0.01
Social support 227.55 49 | 25531 24 | 219.93 37 | 230.33 350 | 1.10 0.78
Organizational support | 241.46 49 257.73 24 241.74 37 225.91 350 2.04 0.56
Participation in 215.94 49 | 269.9 24 | 217.54 37 | 23121 350 | 3.10 0.38
decision-making
Communication 227.79 49 | 240.60 24 | 201.36 37 | 23327 350 | 211 0.55
Justice of reward 288.12 49 | 290.73 24 | 268.65 37 | 214.27 350 | 2291 | <0.01
Manager feedback 212.77 49 | 280.75 24 | 230.74 37 | 22951 350 | 4.34 0.23
Stress management 191.08 49 | 241.29 24 | 23018 37 | 23531 350 | 5.8 0.16
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The post hoc analysis revealed statistically significant differences in
excessive work pace scores between health workers who had a tenure of
more than 10 years (242.94) and the 5-10 year seniority group (173.26)
(p <0.01), and between health workers who had more than 10 years of
tenure and health workers who had up to 3 years of tenure (181.03)
(p <0.01) (Figure 6).

Pairwise Comparisons of Job seniority group

2R
238.38

Each node shows the sample average rank of Job seniority group .

Samplel-Sample2 g 1ot~ St JuTest g agisig,

5.10.<=3 7.774 26295 296 768 1.000
51035 B5.118 31643 2058 040 238
5.10->10 69680 20871 3333 .00 005
<=335 57344 30080 1906 057 340
<=3>10 61907 18415 3382 001 005
35510 4562 25475 179 858 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2
distributions are the same.

Asg’snptotic significances (2-sided tests) are displayed. The significance lavel
is .05,

Figure 6. Differences in excessive work pace scores among job seniority
groups

The post hoc analysis also revealed statistically significant
differences in:
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- skills/abilities matching to the job demands scores between health
workers who had more than 10 years of tenure (239.40) and health
workers who had up to 3 years of tenure (181.48) (p = 0.02)
(Figure 7),

Pairwise Comparisons of Job seniority group

35
255 65

Each node shows the sample average rank of Job seniority group .

Samplel-Sample2 g Jest. ~ Std - Test g agjsig.

<=35.10 {13426 27.446 489 625 1.000
<=3510 57922 19.221 3013 003 015
<335 74166 313% 2382 018 109
510510 44496 21785 2043 041 247
51035 60740 33.028 1839 066 395
1035 16.244 26590 611 54 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2
distributions are the same.

AsErSnptotic significances (2-sided tests) are displayed. The significance level
is .05

Figure 7. Differences in skills/abilities matching to the job demands scores
among job seniority groups

- variety of tasks scores between the 3-5 year seniority group
(137.69) and other seniority groups: health workers who had up to 3
years of tenure (240.37) (p < 0.01), the 5-10 year seniority group
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(232.08) (p = 0.03), and health workers who had more than 10 years
of tenure (235.32) (p < 0.01) (Figure 8),

Pairwise Comparisons of Job seniority group

35
137.69
(@]

Each node shows the sample average rank of Job seniority group .

Sample1-Sample2 g Jest ~ Std. - - Test gy agjsig.

355.10 94394 34101 2768 006 034
35510 97628 27454 355 000 002
35.<=3 102680 32417 3168 002 009
5.10->10 3235 22492 144 886 1.000
5.10.<=3 8286 28.337 292 770 1.000
>10.<=3 5052 19.846 255 793 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2
distributions are the same.

Asgsnptotic significances (2-sided tests) are displayed. The significance level
is .05.

Figure 8. Differences in variety of tasks scores among job seniority groups

- justice of reward scores between health workers who had more
than 10 years of tenure (214.27) and health workers who had up to 3
years of tenure (288.12) (p < 0.01), and between health workers who
had more than 10 years of tenure and the 3-5 year seniority group
(290.73) (p = 0,04) (Figure 9).
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Pairwise Comparisons of Job seniority group

3-5
29073

Each node shows the sample average rank of Job seniority group .

Sample1-Sample2 g Jest. ~ Std. - Jud-Test g agjsig.

>105-10 54379 22724 2393 017 100
>10<=3 73852 20.050 3683 000 001
>1035 76459 27737 2757 006 035
5.10.<=3 19.474  28.630 680 495 1.000
51035 22081 34453 641 52 1.000
<=335 2607 32751 080 9% 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2
distributions are the same.
AsErSnptotic significances (2-sided tests) are displayed. The significance level
is .05

Figure 9. Differences in justice of reward scores among job seniority groups

Education. Table 17 shows that there were no statistically
significant differences among the three education groups of

respondents with respect to stress at work, ¥2 (3) = 2.98, p = 0.23.

Table 17. Stress at work and education results of the Kruskal-Wallis test

Groups N Mean rank 12(2) p
University 247 | 243.63

Higher school 180 | 224.26 2.98 0.23
Other 40 218.40
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Four psychosocial risk determinants (overtime, ¥2 (3) = 7.93,
p = 0.02, unclear role, x2 (3) = 21.26, p < 0.01, conflicting roles, x2
(3) =8.56, p=0.01, and being under-skilled, ¥2 (3) =20.22, p < 0.01)
had mean rank scores differing statistically significantly across
education groups (Table 18).

Table 18. Psychosocial risk determinants and education group results of the
Kruskal-Wallis test

Variables University Higher Other
school 2(2)
Mean N Mean N Mean N |7 P
rank rank rank
Hazardous
working 229.97 | 247 | 238.26 | 180 | 239.71 | 40 | 0.49 0.78
conditions
Work
235.40 | 247 | 235.93 | 180 | 216.69 | 40 | 0.76 | 0.68
overload
Excessive 222.64 | 247 | 251.31 | 180 | 226.26 | 40 | 5.88 | 0.05
work pace
Overtime 249.66 | 247 | 215.19 | 180 | 221.95 | 40 | 7.93 | 0.02
Tight 234.83 | 247 | 235.31 | 180 | 223.00 | 40 | 0.32 | 0.85
deadlines

Unclear role 207.93 | 247 | 262.09 | 180 | 268.59 | 40 | 21.26 | <0.01
%I’Qg“c“”g 220.63 | 247 | 241.75 | 180 | 281.68 | 40 | 856 | 0.01
Being under-
skilled for a 208.45 | 247 | 263.37 | 180 | 259.63 | 40 | 20.22 | <0.01
job
Responsibility
for decision-
making and
actions
Lack of
control over 244,37 | 247 | 221.86 | 180 | 224.63 | 40 | 3.28 | 0.19
work pace
Lack of
control over 24211 | 247 | 225.11 | 180 | 223.95 | 40 | 2.08 0.35
work method
Harassment 226.46 | 247 | 237.20 | 180 | 266.13 | 40 | 3.84 | 0.15
Conflicts 230.51 | 247 | 237.87 | 180 | 238.10 | 40 | 0.37 | 0.83
Tension 233.95 | 247 | 233.01 | 180 | 238.78 | 40 | 0.06 | 0.97

242.40 | 247 | 228,50 | 180 | 206.85 | 40 | 3.32 | 0.19

38



The post hoc analysis revealed statistically significant differences
in:

- overtime scores between health workers who hold university
degrees (249.66) and health workers who hold higher school degrees
(215.19) (p = 0.02) (Figure 10),

Pairwise Comparisons of Education group

University

Higherschool
215.19

Each node shows the sample average rank of Education group.

Test Std. Std. Test . ;o
Statistic  Error Statistic Sig. Adj.Sig.

Samplel-Sample2

Higher school-Other 6756  22.378 -.302 763 1.000
Higher school-University 34461 12.546 2747 006 .018
Other-University 27706 21.819 1.270 .204 B12

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions
are the same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 10. Differences in overtime scores among education groups

- unclear role scores between health workers who hold university
degrees (207.93) and health workers who hold higher school degrees
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(262.09) (p < 0.01), and between health workers who hold university
degrees and health workers who hold other degrees (268.59) (p = 0.02)
(Figure 11),

Pairwise Comparisons of Education group

Liniversity
207.93

Q

Higherschool
262.09

Other
268.59

Each node shows the sample average rank of Education group.

Sample1-Sample2 soost g SudTestsig.  adisig.

University-Higher school ~ -54.169 12713 4261 .00 000
University-Other 60662 22110 2744 006 018
Higher school-Other £493 22676 .86 775 1000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions

are the same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 11. Differences in unclear role scores among education groups

- conflicting roles scores between health workers who hold other
degrees (281.68) and health workers who hold university degrees

(220.63) (p = 0.02) (Figure 12),
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Pairwise Comparisons of Education group

Highgf school
24105

University
22063

Other
281.68

Each node shows the sample average rank of Education group.

Sample1.Sample2 soest Su. Su.Test g Adjsig.

University-Higher school 21123 12796 1,651 098 296
University-Other 61045 22254 2743 008 018
Higher school-Other 39822 22824 1749 080 241

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions

are the same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05

Figure 12. Differences in conflicting roles scores among education groups

- being under-skilled for a job scores between health workers who
hold higher school degrees (263.37) and health workers who hold
university degrees (208.45) (p < 0.01) (Figure 13).
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Pairwise Comparisons of Education group

University

Higher school
26337

Each node shows the sample average rank of Education group.

Test Std. Std. Test . ;o
Statistic  Error Statistic Sig. Adj.Sig.

Samplel-Sample2

University-Other 51180 22,192 -2.306 021 063
University-Higher school  -54.927  12.760 -4.304 .0oo .000
Other-Higher school 3747 22780 V165 .869 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions
are the same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 13. Differences in being under-skilled scores among education groups

Five organizational intervention objects (work-life balance, ¥2 (2)
= 7.44, p = 0.02; variety of tasks, ¥2 (2) = 21.42, p < 0.01;
communication, x2 (2) = 9.80, p < 0.01; manager feedback, x2 (2) =
10.95, p < 0.01; stress management training, x 2 (2) = 17.49, p < 0.01)
had mean rank scores differing statistically significant across
education groups (Table 19).
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Table 19. Organizational intervention objects and education group results of
the Kruskal-Wallis test

. A 2
Variables University Higher Other @) |p
school

Mean Mean Mean

rank N rank N rank N
Work-life 20388 | 247 | 253.88 | 180 | 207.00 | 40 | 7.44 | 0.02
balance
Skills/abilities

matching to the | 229.74 | 247 | 239.09 | 180 | 237.40 | 40 | 0.59 0.74
job demands

Variety of tasks | 259.76 | 247 | 210.19 | 180 | 182.09 | 40 | 21.42 | <0.01

Social support 226.35 | 247 | 238.62 | 180 | 260.44 | 40 | 2.56 | 0.28

Organizational | 55988 | 247 | 235.19 | 180 | 254.09 | 40 | 1.14 | 0.56
support

Participation in
decision- 224.28 | 247 | 239.38 | 180 | 269.85 | 40 | 4.45 | 0.11
making

Communication | 217.23 | 247 | 247.41 | 180 | 277.24 | 40 | 9.80 | <0.01

Justice of 233.40 | 247 | 229.30 | 180 | 258.84 | 40 | 1.61 | 0.45
reward
Manager
foodback 227.04 | 247 | 228.60 | 180 | 301.30 | 40 | 10.95 | <0.01
Stress

management 211.19 | 247 | 254.09 | 180 | 284.45 | 40 | 17.49 | <0.01
training

The post hoc analysis revealed statistically significant differences
in:

- variety of tasks scores between health workers who hold
university degrees (259.76) and health workers who hold higher
school degrees (210.19) (p < 0,01), and between health workers who
hold university degrees and health workers who hold other degrees
(182.09) (p < 0.01) (Figure 14),
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Pairwise Comparisons of Education group

University
259.76

Higher schoo
27818

ther
1|g2.04

Each node shows the sample average rank of Education group.

Sample1-Sample2 gt pud. o S Test gjg.  adisig.

Other-Higher school 28.104  23.090 1217 24 671
Other-University 77670 22514 3450 001 002
Higher school-University 49565 12945 3829 000 000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions

are the same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05,

Figure 14. Differences in variety of tasks scores among education groups

- communication scores between health workers who hold other
degrees (277.24) and health workers who hold university degrees
(217.23) (p = 0.03) (Figure 15),
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Pairwise Comparisons of Education group

University
217.23

Highehschool

Each node shows the sample average rank of Education group.

Test Std. Std. Test q -
Sample1-Sample2 Statisti Error Statistic ik Adj.Sig.
University-Higher school -30177 13183 -2.294 022 065
University-Other -60.009 22875 -2.623 009 026
Higher school-Other -29.832  23.461 -1.272 .204 B11

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions

are the same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05

Figure 15. Differences in communication scores among education groups
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- manager feedback scores between health workers who hold other
degrees (301.30) and health workers who hold university degrees
(227.04) (p < 0.01), and between health workers who hold other degrees
and health workers who hold higher school degrees (228.60) (p < 0.01)
(Figure 16),

Pairwise Comparisons of Education group

Higher school
228.60

University
227.04

Other
301.30

Each node shows the sample average rank of Education group

Test Std. Std. Test A A =0
el e Statistic  Error Statistic =izt Bl
University-Higher school -1.559 13180 -118 906 1.000
University-Other 74262 22940 -3.237 .001 .004
Higher school-Other 72703 23527 -3.090 .002 .006

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions
are the same
Asymptotic significances (2-sided tests) are displayed. The significance level is .05,

Figure 16. Differences in manager feedback scores among education groups

- stress management training scores between health workers who hold
university degrees (211.19) and health workers who hold higher school
degrees (254.09) (p < 0.01), and between health workers who hold
university degrees and health workers who hold other degrees (284.45)
(p < 0.01) (Figure 17).
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Pairwise Comparisons of Education group

Liniversity

25149

Other
284.45

iHigher scho
254.09

Each node shows the sample average rank of Education group.

Sample1-Sample2 gt . S Test gjg.  adisig.

University-Higher school  -42908 12900  -3326 001 003
University-Other 73264 2243 3266 001 003
Higher school-Other 30386 23010 1319 187 561

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions
are the same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 17. Differences in stress management training scores among

education groups

The post hoc analysis revealed no statistically significant
differences in work-life balance scores among education groups

(Figure 18).
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Pairwise Comparisons of Education group

Higher school
253.88

University
23.88

Other
207.00

Each node shows the sample average rank of Education group.

Test Std. Std. Test 0 AR
St Statistic  Error Statistic il BTtz
Other-University 16.883 22,148 TE2 AdB 1.000
Other-Higher school 46883 22716 2.064 039 7
University-Higher school ~ -30.001 12735 -2.356 018 085

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions
are the same.

Asymptatic significances (2-sided tests) are displayed. The significance level is .05.

Figure 18. Differences in work-life balance scores among education groups

Occupation. Table 20 shows that there were statistically significant
differences across the four occupational groups of respondents with
respect to stress at work, y2(3) = 12.14, p < 0.01.
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Table 20. Stress at work and occupation results of the Kruskal-Wallis test

Groups N Mean rank 7(3) p
Heads of units 29 183.29 12.14 <0.01
Doctors 132 | 262.90

Nurses 205 | 226.47

Other health workers 101 | 226.07

The post hoc analysis revealed statistically significant differences in
work-related stress scores between doctors (262.90) and heads of units
(183.29) (p = 0.02) (Figure 19).

Pairwise Comparisons of Occupations

MNurses
226.47

Doctors
262.50

Heads of unitg
183.29

Each node shows the sample average rank of Cccupations.

Sample1.Sample2 st . WL Test Sig.  AdjSig.

(L B i 0 ey (el 42781 2723 571 116 697
Heads of units-Nurses 43175 25646 -1.684 092 554
Heads of units-Doctors -r9.608  26.510 -3.003 .003 016
Other health workers-Nurses 394 15715 025 980 1.000
Other health workers-Doctors 36827 17.089 2,185 031 187
Nurses-Doctors 36.433  14.426 2526 012 063

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same

Asymptotic significances (2-sided tests) are displayed. The significance level is .05,

Figure 19. Differences in work-related stress scores among occupational

groups
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Six psychosocial risk determinants (work overload, 2(3) = 13.41,
p < 0.01; overtime ¥2(3) = 14.23, p < 0.01; tight deadlines ¥2(3) =
8,64, p = 0.03; unclear role, ¥2(3) = 15.24, p <0.01; being under-
skilled x2(3) = 10.30, p = 0.02; responsibility y2(3) = 13.66, p < 0.01)
had mean rank scores differing statistically significant across
occupational groups (Table 21).
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Table 21. Psychosocial risk determinants and occupational group results of the Kruskal-Wallis test

Variables Heads of the units Doctors Nurses Other 73) p
Mean rank N Mean rank N Mean rank N Mean rank N

Hazardous working 169.83 29 | 235.16 132 236.41 205 246.01 101 7.79 0.05

conditions

Work overload 187.41 29 263.63 132 232.77 205 211.15 101 13.41 <0.01

Excessive work pace 230.62 29 242.72 132 232.08 205 227.47 101 1.03 0.79

Overtime 245.28 29 263.42 132 229.85 205 200.73 101 14.23 <0.01

Tight deadlines 212.28 29 25747 132 233.84 205 209.89 101 8.64 0.03

Unclear role 1525 29 226.68 132 239.14 205 256.53 101 15.24 <0.01

Conflicting roles 219.72 29 224.91 132 228.67 205 260.80 101 558 0.13

E?'g%oub”der'Sk"'ed 193.55 29 | 21252 132 251.81 205 237.53 101 10.30 0.02

Responsibility for

decision-making and 282.62 29 252.87 132 230.21 205 203.07 101 13.66 <0.01

actions

Lack of control over | 14 7 29 | 24361 132 241.97 205 211.85 101 522 0.16

work pace

Lack of control over | 5, o7 29 | 234.89 132 240.40 205 214.41 101 3.48 0.32

work method

Harassment 200.97 29 231.59 132 238.73 205 237.02 101 2.55 0.47

Conflicts 22272 29 220.33 132 249 84 205 222.95 101 539 0.14

Tension 20755 29 222.98 132 246.24 205 231.16 101 4.03 0.26
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The post hoc analysis revealed statistically significant differences
in:

- work overload scores between doctors (263.63) and heads of the
units (187.41) (p = 0.028), and between doctors and other health
workers (211.15) (p = 0.02) (Figure 20),

Pairwise Comparisons of Occupations

Doctors
263.63

Each node shows the sample average rank of Occupations.

Sample1-Sample2 goost o S Testsig.  AdjSig.

tasdslopie St 23740 27703 -BST 391 1000
Heads of units-Nurses -45.354  26.089 -1.738 082 493
Heads of units-Doctors -76.215  26.968 -2.8626 005 028
Other health workers-Nurses 21.615 155986 1.382 JTE 1.000
Other health workers-Doctors 52475 17.384 309 003 018
Nurses-Doctors 30,860 14.675 2.103 035 213

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 20. Differences in work overload scores among occupational groups

- overtime scores between doctors (263.42) and other health
workers (200.73) (p < 0.01) (Figure 21),
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Pairwise Comparisons of Occupations

Doctors
263.42

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Other health workers-Nurses 29121 185563 1.871 081 368
Ertlfil;r health workers-Heads of 44543 26971 1652 099 59
Other health workers-Doctors 62,684 16.924 3.704 .000 001
Nurses-Heads of units 15422 25339 BO7 544 1.000
Nurses-Doctors 33563 14.287 2.349 019 113
Heads of units-Doctors -18.141  26.285 -.691 490 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 21. Differences in overtime scores among occupational groups

- tight deadlines scores between doctors (257.47) and other health
workers (209.89) (p = 0.03) (Figure 22),
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Pairwise Comparisons of Occupations

Doctors
257 .47

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Ertlfil;r health workers-Heads of 2390 27.306 08 930 1.000
Other health workers-Nurses 23985 187ET 1.520 28 a7l
Other health workers-Doctors 47584 17135 2777 005 033
Heads of units-Nurses -21.566 25714 -839 402 1.000
Heads of units-Doctors -45.194  26.581 -1.700 089 535
Nurses-Doctors 23628 14.464 1.634 02 614

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 22. Differences in tight deadlines scores among occupational groups

- unclear role scores between heads of the units (152.50) and
doctors (226.68) (p = 0.03), heads of the units and nurses (239.14)
(p < 0.01), and heads of the units and other health workers (256.53)
(p < 0.01) (Figure 23),
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Pairwise Comparisons of Occupations

(Other health workers

Doctors
226.68

Heads of units
152.50

MNurses
239.14

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Heads of units-Doctors 74178 2B.604 -2.788 005 032
Heads of units-Nurses -BE.644 25737 -3.367 .0m 005
unsilopiE St 104030 27330 3806 000 001
Doctors-Nurses -12.466 14477 -.861 389 1.000
Doctors-Other health workers -29.852 17180 -1.74 082 430
Nurses-Other health workers -17.386 15771 -1.102 270 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 23. Differences in unclear role scores among occupational groups

- being under-skilled scores between doctors (212.52) and nurses
(251.81) (p = 0.04) (Figure 24),
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Pairwise Comparisons of Occupations

Doctors
212.52

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Heads of units-Doctors -18.971  2B6.703 -710 ATT 1.000
Heads of units-Other health 43978 27431 1603 109 653
Heads of units-Nurses -58.260 25833 -2.2585 024 145
Doctors-Other health workers -28.007 17213 -1.4583 REL are
Doctors-Nurses -39.289 14531 -2.704 007 041
Other health workers-Nurses 14282 15829 802 367 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 24. Differences in being under-skilled scores among occupational
groups

- responsibility scores between other health workers (203.07) and

doctors (252.87) (p = 0.02), and other health workers and heads of the
units (282.62) (p = 0.02) (Figure 25).
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Pairwise Comparisons of Occupations

Doctors
252.87

Hagds of units
2

Other health workers
203.07

Each node shows the sample average rank of Occupations.

Sample1-Sample2 gt ol St Test g adisig.

Other health workers-Nurses 27143 15256 1.779 .0rs 451
Other health workers-Doctors 49.798  16.890 3.002 .003 .016
Other health workers Heads of 79551 26438 3009 003 016
Nurses-Doctors 22655 14005 1618 106 634
Nurses-Heads of units 52408  24.897 2.105 035 212
Doctors-Heads of units 29753 25736 1.156 248 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 25. Differences in responsibility scores among occupational groups

All organizational intervention objects (except stress management
training) had mean rank scores differing statistically significant across
occupational groups: work-life balance, ¥2(3) = 13.19, p < 0.01;
skills/abilities matching to the job demands, ¥2(3) = 15.29, p < 0.01;
variety of tasks, ¥2(3) = 51.06, p < 0.01; social support, ¥2(3) = 9.33,
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p = 0.02; organizational support, ¥2(3) = 17.88, p <0.01; participation
in decision-making, ¥2(3) = 8.08, p = 0.04; communication, ¥2(3) =
10.10, p = 0.02; justice of reward, ¥2(3) = 14.70, p < 0.01; manager
feedback, y2(3) = 15.65, p < 0.01 (Table 22).
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Table 22. Organizational intervention objects and occupational group results of the Kruskal-Wallis test

Variables Heads.of the Doctors Nurses Other
units 2(3) p
Mean Mean Mean Mean x
N N N N
rank rank rank rank

Work-life balance 282.10 29 | 202.67 132 | 244.51 205 | 239.81 101 13.19 <0.01

Skills/abilities
matching to the job 295.91 29 | 240.48 132 238.66 205 198.30 101 15.29 <0.01
demands

Variety of tasks 315.43 29 | 264.57 132 | 239.76 205 | 158.98 101 | 51.06 <0.01

Social support 295.64 29 | 213.57 132 | 236.10 205 | 238.73 101 | 9.33 0.02

gfgsgr'tzat'ona' 332.00 |29 |21853 |132 |23545 |205 |22312 |101 |17.88 | <0.01

Participation in 20564 |29 |217.84 |132 |23533 |205 |23472 |101 | 8.08 0.04
decision-making

Communication 270.62 29 | 204.50 132 | 241.47 205 | 246.87 101 | 10.10 0.02

Justice of reward 292.10 29 | 207.33 132 | 230.25 205 | 259.78 101 | 14.70 <0.01

Manager feedback 308.00 29 | 215.63 132 | 223.57 205 | 257.94 101 | 15.65 <0.01

tsrgfnﬁzg‘anageme”t 235.90 |29 |21492 |132 |24420 |205 |237.68 |101 | 4,09 0.25
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The post hoc analysis revealed statistically significant differences in:

- work-life balance scores between doctors (202.67) and heads of the
units (282.10) (p = 0.02), and between doctors and nurses (244.51)
(p = 0.02) (Figure 26),

Pairwise Comparisons of Occupations

Doctors Heads of unitg
202.67 282.10

Murses
244.51

Each node shows the sample average rank of Occupations.

Samplel-Sample2 st pu. - TEU i AdiSig.

Doctors-Other health workers -37.145 17179 -2.162 031 184
Doctors-Nurses -41.841  14.802 -2.885 .004 023
Doctors-Heads of units 79.437 26651 2.981 003 i
Other health workers-Nurses 4695 15798 287 .TB6 1.000
Other health workers-Heads of 42292 27377 1645 122 734
Nurses-Heads of units 37596 25.782 1.458 U145 .BEB9

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptatic significances (2-sided tests) are displayed. The significance level is .05

Figure 26. Differences in work-life balance scores among occupational
groups
- skills/abilities matching to the job demands scores between heads

of the units (295.91) and other health workers (198.30) (p = 0.002)
(Figure 27),
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Pairwise Comparisons of Occupations

Other health workers
198.

Murses
238.66

Heads of unitg
295.91

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Other health workers-Nurses 40359 15544 2556 .00g 07
Other health workers-Doctors 42188 16903 2.456 013 0ve
Other health workers Heads of 97617 26937 3624 000 002
Nurses-Doctors 1.829 14.269 128 898 1.000
Nurses-Heads of units 57.258 28367 2.287 024 144
Doctors-Heads of units 55429 26.222 2114 035 207

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 27. Differences in skills/abilities matching to the job demands scores

among occupational groups

- variety of tasks scores between other health workers (158.98) and
doctors (264.57) (p < 0.01), between other health workers and heads
of the units (315.43) (p < 0.01), and between other health workers and
nurses (239.76) (p < 0.01); between heads of the units and nurses

(p =0.02) (Figure 28),
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Pairwise Comparisons of Occupations

Other health workers
158.98

Doctors
264,57

Murses
239.76

Each node shows the sample average rank of Occupations.

Sample1-Sample2 gt ol St Test g adisig.

Other health workers-Nurses 80.778  16.059 5.030 .000 .000
Other health workers-Doctors 105588  17.463 6.046 .0oo .000
Other health workers Heads of 156.451 27829 562 000 000
Nurses-Doctors 24810 1474 1.683 .09z 554
Nurses-Heads of units 75672 26.207 2.888 .004 .023
Doctors-Heads of units 50.863  27.0890 1.878 060 363

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 28. Differences in variety of tasks scores among occupational groups

- social support scores between doctors (213.57) and heads of the

units (295.64) (p = 0.02) (Figure 29),
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Pairwise Comparisons of Occupations

Doctors Heads of units
213.57 295.64

MNurses
236.10

Each node shows the sample average rank of Occupations.

Sample1-Sample2 gt ol St Test g adisig.

Doctors-Nurses -22837 14999 -1.503 133 798
Doctors-Other health workers -25.164  17.768 -1.416 187 .940
Doctors-Heads of units 82.070 27563 24978 003 017
Nurses-Other health workers -2628  16.339 -.161 872 1.000
Nurses-Heads of units 59533 26.E6S 2.233 .026 183
Other health workers Heads of 56.905 28.315 2010 044 267

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 29. Differences in social support scores among occupational groups

- organizational support scores between heads of the units (332.00)
and doctors (218.53) (p < 0.01), between heads of the units and nurses
(235.45) (p < 0.01), and between heads of the units and other health
workers (223.12) (p < 0.01) (Figure 30),
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Pairwise Comparisons of Occupations

2231

(Other health workers

Doctors
218.53

Heads of units
332.00

MNurses
23545

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Doctors-Other health workers -4.590  17.785 -.253 NEE] 1.000
Doctors-Nurses -16.920 14.988 -1.129 259 1.000
Doctors-Heads of units 113466  27.543 4120 .000 .000
Other health workers-Nurses 12330 16327 755 450 1.000
Other health workers Heads of 105675 25,294 3ssE 000 001
Nurses-Heads of units 96.546 26645 3623 .00o 00z

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 30. Differences in organizational support scores among occupational

groups

- participation in decision-making scores between heads of the

units (295.64) and doctors (217.84) (p = 0.03) (Figure 31),
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Pairwise Comparisons of Occupations

Doctors
217.84

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Doctors-Other health workers -16.881  17.712 953 34 1.000
Doctors-Nurses S17.497 14952 -1.170 242 1.000
Doctors-Heads of units 778001 27477 2.831 005 .028
Other health workers-Nurses B16  16.288 038 .g70 1.000
Ertlfil‘gr health workers-Heads of £0.920 28.226 2158 031 185
Nurses-Heads of units 60.304 26581 2.269 023 140

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 31. Differences in participation in decision-making scores among
occupational groups

- justice of reward scores between doctors (207.33) and heads of

the units (292.10) (p = 0.01), and between doctors and other health
workers (259.78) (p = 0.02) (Figure 32),
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Pairwise Comparisons of Occupations

Murseg
230.25

Other health worker
259.78

Each node shows the sample average rank of Occupations.

Sample1-Sample2 gt ol St Test g adisig.

Doctors-Nurses -22.915  14.892 -1.639 124 743
Doctors-Other health workers 52449 17642 -2.973 .003 .018
Doctors-Heads of units 84770  27.368 3.087 .00z 012
Nurses-Other health workers -289.533  16.223 -1.820 .069 412
Nurses-Heads of units 61.855  26.476 2.336 .019 T
Other health workers Heads of 32321 28114 1150 250 1000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 32. Differences in justice of reward scores among occupational

groups

- manager feedback scores between heads of the units (308.00) and
doctors (215.63) (p < 0.01), and between heads of the units and nurses
(223.57) (p < 0.01) (Figure 33).
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Pairwise Comparisons of Occupations

Doctors

Murses
22357

Heads of unitg
308.00

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Doctors-Nurses -7.937 15.020 -528 5897 1.000
Doctors-Other health workers 2312 17793 -2.378 017 104
Doctors-Heads of units 92371 27603 3.346 .001 .00s
Nurses-Other health workers -34.375 16.363 -2.101 038 214
Nurses-Heads of units 84,434 26703 3182 0oz .00s
Other health workers Heads of 50059  28.356 1768 077 465

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the

same.

Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 33. Differences in manager feedback scores among occupational

groups

The post hoc analysis revealed no statistically significant
differences in communication scores across occupational groups

(Figure 34).
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Pairwise Comparisons of Occupations

Doctors
204.50

Each node shows the sample average rank of Occupations.

Sample1-Sample2 soest o S Test sig.  AdjSig.

Doctors-Nurses -36.969  14.978 -2.468 014 .081
Doctors-Other health workers 42363 17743 -2.388 017 102
Doctors-Heads of units B6.117 27525 2.402 016 .098
Nurses-Other health workers 5393 16317 -3 741 1.000
Nurses-Heads of units 29.148  26.628 1.095 274 1.000
Ertlfil;r health workers-Heads of 93754  28.976 840 401 1.000

Each row tests the null hypothesis that the Sample 1 and Sample 2 distributions are the
same.
Asymptotic significances (2-sided tests) are displayed. The significance level is .05.

Figure 34. Differences in communication scores among occupational groups
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4. DISCUSSION

This study aimed to determine health workers’ attitudes towards
psychosocial risk determinants, organizational intervention objects,
and the level of stress in their primary healthcare institution,
considering the sociodemographic characteristics of medical staff and
the context of the institution. For that purpose, the psychosocial work
environment diagnostic model was developed and empirically tested.
Thus, a two-step diagnosis of the psychosocial work environment was
performed: at the level of the institution and at the level of health
workers.

First step of diagnosis (the institution level). Looking at the
common fourteen psychosocial risk determinants and ten
organizational intervention objects assessed in the primary healthcare
institution, it is clear that the organizational context conditions the
predominant psychosocial risk determinants and the health workers’
attitude towards the organizational intervention objects.

The research was conducted in February-March, when medical
staff face additional workload due to the outbreak of influenza and
other infections. Thus, the respondents’ stress level results reflect the
natural situation in the healthcare institution — about half of
respondents (47%) always or often experienced stress. Regarding the
psychosocial risk determinants, the most frequently reported
determinant was responsibility (78.2% of respondents), followed by
excessive work pace (52.4%) and hazardous working conditions
(39.6%). In healthcare institutions, one of the main sources of stress is
responsibility for other people, their safety and health [11]. Health
workers have to make ongoing decisions to ensure patients’ health or
save their lives. An excessive work pace is the second most common
psychosocial risk determinant in the public service sector, where
human resources are often seen as a source of expenditure rather than
a strategic capital of the system: work-related bureaucracy, workload,
staff shortages, high customer / patient expectations for speed of
service and quality [12; 13]. The third determinant — hazardous
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working conditions — is a common problem of the healthcare sector in
the European Union, leading to accidents at work, occupational
diseases, absenteeism, staff turnover, early retirement and staff
shortages [14]. Health workers may be exposed to a very wide variety
of risks: biological, chemical, and physical hazards, ergonomic
factors, organizational problems, and psychosocial hazards [15].
Concerning organizational intervention objects, respondents were
mostly satisfied with the institution’s efforts to ensure that their
qualifications and skills met their job requirements (71.3%) and least
satisfied with justice of reward (19.5%) and organizational support
(7.1%). It can be due to a complex system of remuneration regulation
and limited opportunities for incentives in the Lithuanian public
healthcare sector. First of all, there is the collective agreement of the
Lithuanian national health systems sector [16]. The agreement lays
down basic provisions on wage, safety and other working conditions,
holidays, and social guarantees for health workers of public health
settings. For example, it states that wages, bonuses, compensations,
and employee promotions shall be determined by a public healthcare
institution agreement in compliance with national laws and
regulations. In fact, health workers’ salary depends on the time
worked, the amount and complexity of the work, the scale of work, the
relevant profession or professional qualification, job seniority, the
employee’s contribution to the results of their healthcare institution,
the relevance of the profession to the institution etc. Secondly,
Lithuanian legislation on the working and social conditions of health
workers contains many details, criteria and reservations, which do not
give the healthcare institutions very much freedom to motivate and
reward workers for their efforts accordingly. Nevertheless, the
healthcare institution should demonstrate a concern for their staff,
provide staff with support to perform their jobs, and fulfill workers’
socio-emotional needs, as this helps workers to cope with stressors and
has a positive effect on worker satisfaction levels and job performance
[17; 18; 19]. In addition, the institution should provide more stress
management training. Only 30% of respondents believe that they are

70



getting enough stress management training. It does not require large
investments but is effective enough in combination with primary-level
interventions [20].

Second step of diagnosis (workers’ level). The results confirmed
that different sociodemographic groups of health workers emphasized
different psychosocial risk determinants and organizational
intervention objects. In reality, there was no statistically significant
difference between the gender groups. Only one organizational
intervention object, work-life balance, was more relevant to women
than to men. This may be due to gender imbalances in the institution
— as is the case in the whole healthcare sector. However, previous
research findings provide contradictory information on gender
differences in well-being at work [21].

Our research revealed that only an excessive work pace as a
psychosocial risk determinant and the justice of reward and matching
the demands of the job as organizational intervention objects differed
statistically significant across age groups. The oldest group of health
workers (> 50) emphasized an excessive work pace more than the
youngest group of health workers (<30). The younger group of health
workers wanted their skills to better match the job demands compared
to the oldest group of health workers, and the oldest group of health
workers was more dissatisfied with justice of reward compared to the
youngest group of health workers. However, other researchers have
been cautious about age-related findings, because age might affect
several components of the stress process at work; as these effects are
partly conflicting, they might nullify each other in the overall relation
between age and stress [22].

Regarding the job seniority group, results were similar to the age
group, and this is consistent with other studies that found tenure had
correlated positively with age [23; 24]. Once more, the excessive work
pace had the greatest negative impact on health workers with the
highest seniority (>10). Pairwise comparisons of job seniority groups
showed that health workers who had worked in the institution for up
to three years wanted to have their skills better match the job needs
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than workers with the highest seniority, and workers with the highest
seniority were more dissatisfied with justice of reward than health
workers who had worked in the institution for up to five years. Health
workers who had worked in the institution for three to five years were
more willing to perform a variety of tasks than other job seniority
groups. These findings are original, but it can be due to specific
standards and regulations in the Lithuanian public primary healthcare
sector [16].

Compared with other groups, educational and professional groups
significantly differed in their approach to psychosocial risk
determinants and organizational intervention objects.

Concerning psychosocial risk determinants and education, health
workers who hold higher school degrees and other levels of education
pointed out role stressors (role overload (being under-skilled), unclear
role and conflicting roles), while workers who hold university degrees
stressed overtime. This is in contrast to Marinaccio’s findings [25] that
showed that workers with the highest level of education perceived
more role ambiguity and had skills that exceeded their job
requirements. An interpretation may be that these results were
influenced by the specificity of work at the public healthcare
institution. Regarding organizational intervention objects, health
workers who hold university degrees were less satisfied with stress
management training and more satisfied with a variety of tasks than
workers with other levels of education. A possible explanation for this
might be that workers having little chance of formal promotion rely
on building informal competence and local reputation [25; 26].

The results are in accordance with the studies indicating that
occupation is the key factor that should be considered when managing
psychosocial risks at organization [27; 28]. Work-related stress scores
were statistically significant different only across occupational groups.
Furthermore, more than half of the psychosocial risk determinants
significantly differed due to occupational groups. The doctors’ group
was the most exposed to work-related stress. Doctors experienced
stress mainly due to high job demands (workload, overtime, tight
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deadlines, and responsibilities). In addition, doctors were dissatisfied
with the institution’s efforts to ensure work-life balance, social
support, organizational support, involvement in decision-making,
justice of reward. This group also indicated a lack of managerial
feedback. In line with the literature, the findings confirm that the work
of doctors in the public sector is busier and more stressful than the
work of other occupations in a healthcare institution, which may lead
to burnout and mental health problems [29; 30; 31].

Nurses and other health workers were more stressed by role
stressors like role overload (being under-skilled for a job) and an
unclear role. The results also confirm the findings of previous studies
[32] and suggest that nurses and other health professionals face a
conflict between their professional role expectations and work realities
[33]. They also pointed out that organizational support did not fulfill
their needs. Organizational support has a positive effect on workers’
performance and plays an important role in terms of their loyalty to
the organization [34]. Other health professionals also indicated a lack
of variety of tasks, whereas the heads of units emphasized only
responsibility as a psychosocial risk and had no priorities concerning
organizational intervention objects. These findings are not surprising,
as heads of units are responsible for unit performance and their work
is largely administrative in nature.

In summary, the results showed that occupation (position) is the
key sociodemographic characteristic that should be considered when
managing psychosocial risks in a healthcare institution. Other
sociodemographic groups such as gender, age, education, and job
seniority should be considered, but with caution and only secondary
in reliability, as studies were very controversial on how and whom
they influence [21].

Nevertheless, this research also has limitations. First, the research
is a cross-sectional study and cannot make conclusions regarding
causality. Second, it did not include individual intervention objects
that focus on helping individual employees to develop skills to
manage, cope with, and reduce stress at work, whereas organization-

73



level interventions address the health and well-being of relatively
large groups of workers in a uniform way [4]. Third, the small number
of male workers in the sample may affect other subgroups of health
workers (e.g., heads of units or some categories of job seniority), but
this is the case for the whole EU healthcare sector [35]. Lastly, this
research was performed in only one public primary healthcare
institution; on the other hand, its safety and health policies for health
workers are formed in accordance with the Lithuanian national health
systems sector’s collective agreement. Despite its limitations, this
research provides some support for an integrated approach to the
consideration of the organizational context and target groups in order
to diagnose psychosocial risk determinants and to tailor organizational
interventions to their specific needs at the institution. It supports
participative problem-solving approaches because “employees are
experts on their work and management of the work environment” [36].

5. CONCLUSIONS

1. Based on the findings of the research, the three predominant
determinants out of fourteen psychosocial risk determinants and three
intervention priorities out of ten organizational intervention objects at
the institutional level were determined. The highest risk was
responsibility for decision-making and actions (risk level over 60%),
followed by the excessive work pace and hazardous working
conditions (risk level between 30-60%). These determinants are very
much relevant to the public healthcare sector: health workers face
responsibility for patient safety and health, demands from other people
for faster services, and various hazards (biological, chemical,
ergonomic, organizational, psychosocial, etc.) in their daily work.

Concerning organizational intervention objects, health workers
mostly pointed out the discrepancy between their efforts and the
institution’s rewards (justice of reward — 19.5%) and the need for
workers’ well-being improvement in the institution to better meet staff
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expectations (organizational support — 17.1%). The third object that
least met the expectations of medical staff was stress management
training. Only 30% of respondents believe that they are getting enough
stress management training. This is a problem of the Lithuanian public
sector: a complex system of remuneration regulation and limited
opportunities for incentives.

2. Different sociodemographic groups of health workers
emphasized different psychosocial risk determinants and
organizational intervention objects in the institution. Health workers
over the age of 50 with more than 10 years of tenure were worried
about the excessive pace of work and dissatisfied with the justice of
reward, while younger workers with little work experience wanted
their skills and abilities better matched to the job demands and a
variety of tasks.

Nurses and other health workers who hold higher school degrees
or other levels of education felt stressed about the risks related to their
role in the institution (unclear role, conflict roles, role overload (being
under-skilled)). They also wanted better manager feedback, a variety
of tasks and organizational support. Doctors (university degree)
mostly worried about risks related to high job demands (work
overload, overtime, tight deadlines, responsibilities). They also
highlighted poor social and organizational support, lack of
participation in decision-making, lack of justice of reward, insufficient
work-life balance, and insufficient manager feedback. Heads of units
pointed out only one psychosocial risk determinant — responsibility.
They were satisfied with the prevention related to almost all
organizational intervention objects.

3. The results of work-related stress differed only across
occupational groups. Compared to other occupational groups, doctors
were the most exposed to work-related stress. In addition, most
differences in the assessment of psychosocial risk determinants and
organizational intervention objects were found in occupational groups
compared to other sociodemographic groups.
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4. The developed and empirically tested model of psychosocial
work environment diagnosis allows to comprehensively assess the
level of stress at work and to determine the predominant psychosocial
risk determinants and the priority of intervention, considering the
worker’s sociodemographic characteristics and organizational
context.

6. PRACTICAL RECOMMENDATIONS

Difficult working conditions, namely a poor psychosocial work
environment, in the Lithuanian health system are frequently cited as a
key driver behind the emigration of health workers. The research
findings provide a structured process and practically support
policymakers and institutional bodies in identifying the specific needs
of existing strategies and national policies on the management of
psychosocial risks and stress at work. First, policymakers should
support to move practice above and beyond simple regulatory
compliance and help develop the required level of expertise in the
occupational health system. Therefore, the first question to be
answered is what works for whom and in which circumstances; for
example, the identification of homogeneous groups / occupational
groups and their needs, instead of the traditional joint employee
survey, could improve the development of stress management
programs. Second, organizational justice, as an essential predictor of
organizational success, should be given due emphasis in designing and
implementing policies and strategies of human resource management
in a healthcare institution. Organizational justice should include a
component of distribution (e.g. the fair allocation of resources among
workers), a procedural component (e.g. the extent to which decision-
making procedures include input from workers, are consistently
applied, non-bias, and are accurate and ethical), and a relational
component (e.g. a polite, attentive, and fair treatment of workers).
Third, healthcare institutions must become more adept at listening,
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and responding, to the needs of the medical staff. They have to refocus
systematically on a collaborative approach to identifying and
controlling risks in the workplace, and on improving day-to-day
management to better address existing and future occupational health
and safety challenges. Everyone should be involved in promoting a
good psychosocial work environment, which means that managers and
health workers should be equipped to deal effectively with a difficult
situation if it arises. The institutions should also understand the
differential effects of different job characteristics on job outcomes,
considering individual differences such as gender, age, job seniority,
education, and occupation. Lastly, the research proposed a way to
diagnose the psychosocial work environment in a public primary
healthcare institution using a simple and robust tool. For future
research, it is recommended that comparable studies be carried out in
different types and ownerships of healthcare institutions and in
different countries. In addition, the research can be an incentive for
new theories in qualitative studies.
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