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Deliverables to the European Commission 

The contract with the European Commission, stated
that a national conference should encourage targe-
ted interventions to avoid nurse's early exit.
It should also specify conditions associated with h eal-
thy ageing at work.

Deliverables to the French actors in the
healthcare sector

The French follow up committe facilitated accuracy
through participatory analysis. 
The French follow up committe facilitated distribu-
tion of the results.
The six issues of the PRESST letter were send to asso-
ciated institutions.
A first booklet was widely distributed in 2004.
Presentations were made at French congresses and
articles were published in journals.

Priorities appeared with the initial data set

Priorities to be discussed according to local situa tion

The longitudinal study confirmed these priorities.
All institutions may use these results. Institution s
involved in the PRESST-NEXT Study have an excel-
lent opportunity to discuss how to implement impro-
vements and which ones in each specific case.
Institutions involved in the PRESST-NEXT Study coul d
be analysed during and after these changes to
evaluate the efficiency of the targeted interventio ns. 

Participatory improvements

In 1994, the Swedish institute of working life conc lu-
ded that participatory improvements were efficient
and were a necessity in democratic societies. 
It is not often enough the case in the healthcare
environment. But some convincing experiences have
been published in Quebec (Villeneuve1995; Vezina
2003), in Great Britain (Hignett, 2003) in France
(Estryn-Behar 1996). 
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1. More team work, discussion and psychological support
2. Better  sharing of information between paramedi-

cal HCWs and with physicians
3. Longer handover when changing shifts with precis e

use (education, discussion about organisation, staf fsÉ)
4. More support from supervisors  
5. Development of tutor positions, and of nurses ex perts
6. An architecture which values real needs, and not

an Çarchitecture of the enveloppe È
7. Choices integrating safety, such as non slippery

floors de sols with acoustic propertiesÉ.
8. Ergonomic participatory trials for hospital furnitu-

res and equipments 
9. Respect of chronobiological knowledge and conter-

measures for specific compensation
10. Cost  / efficiency studies  integrating quality of

life at work
11. Support for housing, sport and hobbies
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2

Almost all the countries in the European Union face
a lack of active nurses. Demographic changes within
the coming 20Ð30 years might even worsen this
situation if no action is taken. Three aspects play a part
in this: Firstly, the proportion of younger people in
the working-age population will decrease; Secondly,
the proportion of older people in the working-age
population will increases. Thirdly, the growing num ber
of aged patients will require increased care (1-2).
Due to these demographic developments, almost all
European countries face a shortage of qualified
nurses unless targeted measures are taken.
Consequently, on the one hand the attractiveness
of the nursing profession must be increased to keep
young people interested in the profession; on the
other hand, working conditions have to be improved
to keep nurses longer in their profession Ð because
today most nurses leave their profession long befor e
reaching retirement age. 
To assure healthcare (HC) for the population, futur e
attention has to be paid to the ageing workforce in
HC. We investigated occupational factors associated
with Ôintent to leave HCÕ among nurses.

Why NEXT?

In theory, there are four ways in which the pool of
active nurses might be increased. The input may be
increased, by providing more educational facilities at
nursing schools. However, currently, it seems unli-
kely that an increase in the provision of nursing t rai-
ning alone will solve the future demands for nursin g
staff. Among the other reasons, this chortage is due
to the relative unattractiveness (increasing worklo ad,
decreasing job satisfaction, and comparatively low
pay (3) of the nursing profession) to young people in
countries such as (Western) Germany, Austria, Polan d,
and Slovakia. However, this situation seems to diff er
substantially between the European countries,
regions and even over time. 
Another way to increase input would be through
immigration of nursing staff from other countries.
Such a migration of nursing professionals is curren tly
under discussion at the European level, with consi-
deration of both its positive and negative conse-
quences. Nurse migration mainly occurs in an East-
West direction and in the UK to a larger degree fro m
overseas. Attempts have been made to recruit many
thousands of nurses from the new member states
of the European Union to countries such as Germany,
the Netherlands, and Italy. The success, however,
seems to be limited (4). Language problems and high
attachment to their community in Eastern Europe
might be some of the underlying reasons for this.
This so-called Ôhigh attachmentÕ of nurses to their

community is a complex phenomenon that varies
from region to region. It is influenced by the family
economic situation, the lack of means to leave the
region, and care obligations at home.
On the output side, raising the retirement age may
be regarded by some as a solution to the problem.
However, in many countries such as Germany and
Italy, few nurses are active in their profession until
normal retirement age. The most effective way of
assuring nursing in the future therefore seems to b e
to promote the retention of existing nursing staff .
Employee turnover is a concern to Human Resource
Development (HRD) professionals as their main goal
is to develop and maintain human expertise. It is
important to understand by means of empirical
studies what organizational practices influence
employee turnover. 
In France, the 2004 report of the General Inspection
of Social Affairs (IGAS), called "Management of age s
in the sanitary and social sector", underlines the
insufficient awareness of problems linked to this
management of ages . They explain that, in 2002,
21 % of state registered nurses were over 50 years
old, while only 8 % were in 1990.  They propose
taking actions on working conditions more syste-
matically, taking into account the age dimension.
They propose using ergonomic knowledge about
ageing to adapt work organisations. They insist on
the importance of developing mentorship , to value
the expertise of older workers to the benefit of yo un-
ger ones (5). Other countries, such as Finland, consi-
der that "experience is a national treasure ?" (6).
The inadequate match between healthcare job
content, as it is currently organised, and the abil ities
of older workers have been studied recently (7-8).
However, certain hospital reorganizations, taking
place in several countries, do not address the fund a-
mental need for team work; the need to be satis-
fied with the quality of care given; and the need to
be able to fulfil job in good health (9). Furthermo re,
some signs show that these reorganisations were
not as efficient as they were supposed to be (10-11 ).
Nurses' turn-over in London is superior by one third
to the national mean; the vacancies are twice as
high. These difficulties are even greater in the ce ntre
of London. Turn-over increases by 38 % per year (12 ).
Furthermore, the profession is ageing. More than
the half of UK nurses are over 40 years old; only 3,5
% of them are 25 or less. This situation would be
even worse without the recruitment of nurses from
the Commonwealth.

Introduction
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The report made by the Permanent Committe of
European Union Hospitals stated that there was a
lack of 3,000 physicians in the public sector, in F rance
(13). In Germany, 2,500 registered nurses posts and
3,000 physicians' posts are vacant. In Sweden, the
number of specialised nurses decreased recently by
2 % and the number of specialised physicians by 4 %.
In the Netherlands, the number of nurses speciali-
sed in surgery decreased by 3 % and the number of
nurses specialised in anaesthesiology by 6 %. In
Hungary, there is a lack of 6,000 nurses making 6 %
of vacant posts. The number of nurses and physician s
has decreased dangerously in Belgium, Denmark,
Ireland, and Portugal.
In France, the evaluation of the number of vacant
posts showed that, in 2000, 6,000 paid registered n urses
were missing in the Ile-de-France region alone (14) .
"We do not know how future demands for care will
be satisfied" , explained Malberg and Schoerstršm,
from SALTSA, the Swedish joint program of research
for working life, directed by three workers' unions
(LO, TCO, et SACO) and the National Institute for
Working Life (15). "One of the solutions Ð probably
the most efficient Ð would be to allow healthcare
workers to practice their profession longer " . We
cannot, though, ignore their working conditions.
This is why the European Union sponsored NEXT study
(Nurses' Exit Study Ñ Quality of life and managemen t
sustaining Working Ability in the Nursing Professio n:
investigation of premature departure from work).

Why PRESST?

In France, to favor the acceptance of the study by
non-English speakers, we used the name PRESST. It
means: PRomouvoir en Europe SantŽ et Satisfaction
des Soignants au Travail (Promote in Europe health
and satisfaction of healthcare workers). It belongs
to NEXT study and follows the same protocol.
In order to understand the advantages and the parti -
cular difficulties of the various medical and socia l insti-
tutions in which healthcare workers (HCWS) practice  in
France, we created a follow-up committee composed
of persons representing the various social partners  and
decision makers of the French healthcare system. Th e
results, given here, were chosen by the follow-up
committee to provide elements to make it possible t o
determine a realistic track for future improvement.

Protocol for the sample collection 

The initial questionnaire 

The NEXT-study design is cross-cultural and longitu di-
nal and is performed in the same way in all partici pa-
ting countries (with some exceptions for Sweden), a nd
includes hospitals, nursing homes and home care ins ti-
tutions. The initial questionnaire assessment was c arried
out in 10 countries between October 2002 and June

2003. The different dates were due to the fact that  the
research teams from Poland and Slovakia did not joi n
the NEXT-Study until 2003. The participation of the se
countries is being financed by a European Commissio n
fund aimed at the Õnewly associated statesÕ. 
Initial questionnaire (Q0), was developped by the
expert group from the different participating count ries,
based on previous studies. A pilot questionnaire, a sses-
sing work content, organisation and relevant privat e
conditions, was submitted to French, German and
Italian nurses. Then the final version was discusse d
and adopted. Each team could add a limited number
of questions. This was the case in France (mainly c oncer-
ning the reduction of work week duration). Great
Britain shortened the questionnaire very much.  And
other countries shortened it slightly on some aspec ts. 
The questionnaire was between 24 to 37 pages, diffe ring
for each country. It concerned professional curricu lum,
workpost characteristics, work organisation, team f unc-
tioning, and wishes concerning the professionnal fu ture.
It also concerned personal and family situation and
health status. To measure professional exhaustion, the
Copenhaguen Burnout Inventory (CBI) was used to
evaluate physical as well as psychological exhausti on.
The French and Swedish teams added the Maslach
Burnout Inventory (MBI) which is more specific to t he
emotional exhaustion found in the caring profession s.
The French Q0 questionnaire had 122 questions
and many subquestions. Three open questions
ended the questionnaire, giving HCWs two pages
to express themselves freely. 

The European sample

The selection of respondents, as far as possible, r eflects
the national distribution of nurses working in the
different types of institutions and covers differen t
regions. Usually, an agreement of the employers and
of employee representatives had to be reached befor e
hand. Different procedures for the distribution of
the anonymous questionnaires were used. Direct
posting from the national NEXT teams to the parti-
cipantsÕ home address was possible in some coun-
tries after agreement of all parties involved was o btai-
ned. In some instances, the questionnaires were sen t
to participants via the institutionÕs internal mail. In
other cases, the institutions put on the address la bels
on themselves to avoid handing out addresses. This
left workers free to answer at home. This was the
case in France. In all countries (except Belgium),
completed questionnaires were returned to the natio -
nal research institution by post, using a prepaid e nve-
lope. In Belgium, the researchers personally collec ted
the questionnaires at the institutions. 
The initial or basic questionnaires (Q0) were sent out to
a total of 77,681 nurses (covering all qualificatio n levels)
working in hospitals, nursing homes, and home care
institutions, as well as in outpatient care. Of the se, 39,894
participants have returned the questionnaire, resul ting
in a response rate of 51.4% for the total investiga tion.
This rate varies between participating countries fr om
30.0% to 76.9%. 
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The French sample

In order to represent the diversity of the occupatio-
nal conditions in the French territory, we selected
five different regions to create a partnership for a
longitudinal study. These regions are distributed i n the
north as well as in the south of France (Languedoc
Roussillon, Rhone-Alps, Poitou Charente, Upper
Normandy and Ile-de-France).
In each area, a sample of the various types of insti-
tutions was chosen with the assistance of the gover n-
mental agency in charge of hospitalization (ARH).
Fifty-six institutions were selected to provide a s ample
representing the diversity in proportion to each ty pe
of healthcare structure in France. 
We used data from the SAE (Statistique annuelle des
Žtablissements de soins), which shows that 75% of
paramedical healthcare workers work in the public
sector, in France (16-75).. The rest, 25%, work in private
institutions. Among these, those who work in privat e
institutions participating in public service (PSPH) , by
accepting emergencies, account for 9%.  Those who
work in non-commercial institutions, but not in PSP H,
account for 3% and those working in commercial
institutions account for 14%. The distribution of H CWs
between the public and private sectors is quite dif fe-
rent if we take into account only the medical secto r,
or if we analyse the medical and medico-social sect ors
together. When we analyse them together, the privat e
sector, commercial and non-commercial, participa-
ting or not in public service (accepting emergencie s)
employs 31.8% of HCWs and not 25%.
Our sample was made up of 84 % of HCWs belonging
to public institutions, 12 % to the private commerc ial
sector, and 4 % to the private non commercial secto r.
But the private medico-social sector is made up of
many small institutions; and we were able to includ e
only 14 retirement homes. Our sample thus contains
21.8 % of HCWs from the private sector. 
The response rate, by institution, was unequal, but  the
distribution of healthcare workers in the various
structures was preserved. We compared the respon-
ses of HCWs to 20 major questions, in the 16 institu-
tions with a high response rate, the 25 institutions
with a medium response rate and the 15 institutions
with a low response rate. We sought significant dif fe-
rences. Only one of the 20 major questions used was

significantly different. So we analyzed the entire
sample from 55 institutions, having excluded one
institution (an old people's home) because only one
employee answered.

The analysis of the distribution of HCWs in the selec-
ted institutions shows that the selected sample is in
accordance with the national distribution in terms of
the number of head nurses, nurseÕs auxiliaries, mid wi-
ves and ÒotherÓ. However, state-registered nurses
are slightly over-represented and hospital ancillary
staff (HAS) under-represented. But, since the major
aim of this study was to see how to avoid the early
exit of the highly qualified registered nurses, we
proceeded with our analysis.

The direction and the Health and safety committee
of the Assistance Publique ÐH™pitaux de Paris (AP-HP)
decided to develop the PRESST study. A specific fun d
allowed us to use the same protocole in 8 instituti ons
belonging to AP-HP. In spite of certain advantages
(continuous education, innovation etc.), the AP-HP
looses more HCWs each year than other institutions in
the country (difficulties linked with the life in t he
Parisian region such as travel duration and cost of
housing as well as specific organisation of workÉ).  
The sample of the AP-HP is made up of HCWs sligh-
tly more qualified than the national sample.
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The longitudinal study

The longitudinal part of the study consisted of a
second questionnaire given 12 months after the firs t
one (Q12), to every HCWs still in the same institu-
tion. 
HCWs leaving the institution during the 12 months
following the first questionnaire, were supposed to
be given a specific questionnaire (Qex). This ques-
tionnaire asked about the raisons and circumstances
for this departure, and about future professional
plans. Completed questionnaires were returned to
the national research institution by post, using a
prepaid envelope. Departing HCWs who accepted
were sent a third questionnaire one year after (Qex
12), asking about his/her new professional and pers o-
nal situation. Some other data, to better understan d
the financial and organisational situation of the i nsti-
tution, was obtained from management. Questions
were asked about the actions undertaken to promote
health at work and about healthy ageing at work.

Methods for data analysis

Statistical methods

Data entry and data processing were conducted by
each national team. The complete national data set
was then forwarded to the co-ordinator of the NEXT-
Study and merged to a common data set. SPSS 11.0
was used for data handling.  Due to the large sampl e
size, the limit for significance was set at p < .01. 
Binomial logistic regression was used in order to
assess the impact of a set of predictors on different
health issues and on intent to leave nursing.

French participatory data analysis 

The French follow up committee was created in the
spring of 2002. The committee helped in the elabo-
ration of the information material at each step. It
monitored the sample selection, the response rate, the
analysis of results, the reports and publications. It
promotes national diffusion of results and their use.

Presentation of the French results

Results presented here, concerning the French sampl e
are, mostly, those of the national representative
sample of 5,376 HCWs, including two hospitals belon -
ging to the AP-HP, but not the eight hospitals conc er-
ned by the extension, to avoid over representing
their characteristics.

Each institution could, if wanted, have a specific
presentation of its results. This was explained in the
6th issue of the "PRESST program letter".

Comparisons between countries and, in
France, with the Dress study

The Drees (Research department in the Ministry of
Health) used the data from the National institute of
statistics (INSEE), in 2003, to select 4,977 HCWs from
private and public healthcare institutions. This sa mple
included 28 % of all state registered nurses (RN), 24
% of all nursing aids (NA) and 13 % of all hospital
ancillary staff (HAS). It was a telephonic home sur vey,
which, since it was official, received a 92 % respo nse
rate (18). This sample was made up of 50 % of HCWs
from the public and 50 % from the private sector. T he
study was purely descriptive and was called
"Conditions et organisation du travail ˆ l'h™pital"
(working conditions and organization in hospitals). 
The Drees study (1407 RN, 1045 NA and 636 HAS)
gives descriptive results similar to those of PRESST-
NEXT (2674 registered and specialised nurses, 648
head nurses, 2043 NA and HAS). 
This gives even more credibility to the health and intent
to leave nursing study conducted on PRESST-NEXT dat a.

A comparison with the total NEXT sample, from all
10 countries, will also be conducted.

There are some remarkable differences, between the
French and the European sample, in the distribution  of
HCWs by occupational level. Nursing aids and hospit al
ancillary staff are more numerous in the French sam ple.
The distribution of HCWs differs also according to
departments. French HCWs are more numerous to work
in medical and surgical departments (26.2% vs 17.1%
in the European sample), in old people's home or ge ria-
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tric departments (21.4% vs 12.6%) and in psychiatry
(13.2% vs 4.8%). They are less numerous to work in
intensive care or emergency departments (17.9 % vs 24.4
%) in home care or day care centers (4 % vs 8.4 %)
and in paediatrics Ð maternity (8.5 % vs 16.9 %).

The French PRESST-NEXT sample is made of 11.2 %
of males and the European sample has 10.2 %. In
France, 51.6 % of the sample is aged 30 to 45 years
old and 28.6 % are over 45. These figures are respe c-
tively 56.1 % and 25.6 % in the European sample.
We compared the different aspects of job satisfacti on,
health and intent to leave nursing in the different
European countries. These comparisons allowed us to
underline, for France, the more relevant factors for
job satisfaction, health and intent to leave nursing.
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For the total European sample of all occupational
levels in the 10 countries studied, the main reasons
for dissatisfaction or strong dissatisfaction are, by
order of importance:

- Pay in relation to need for income 
- Lack of psychological support 
- Physical working conditions 
- Lack of opportunities to give patients the care

they need 
- Lack of work prospects 
- Staff handovers when shifts change  
- The way abilities are used.

In France, the dissatisfaction about psychological
support has the leading position (expressed by 66.1 %
of HCWs versus 50.3 % in Europe).

Firstly, we will present all topics regarding mental
load; secondly those regarding physical load and
thirdly, satisfaction with pay.

Psychological support

More than the half of HCWs complained about the
lack of psychological support with respect to the
emotional demand of job, ethical aspects, violence
etc... This difficulty is major in Italy, France, G ermany
and Slovakia (respectively 77.4 %, 66.1 %, 62.6 % et
60.8 % of HCWs are dissatisfied). This question is less
problematic in Norway, in the Netherlands, in Polan d,
in Finland, in Great Britain and in Belgium, (respec-
tively 21.4 %, 28.3 %, 38.4 %, 40.8 %, 40.8 % et
42.4 % are dissatisfied).

Team work and team support exist when time for
team building is possible, when there is stability of
the group which is then able to tutor newcomers.
Time for discussion is necessary, for the team memb ers
to build collaboration around a commonly held
purpose.
It is important for healthcare institutions to care -
fully pay attention to finding ways to increase the
opportunities to obtain social support for all heal th-
care staff members. Social support could be impro-
ved, for example, by creating social networks. It is
important also to recognize the social reasons for
networking because of the important buffer function
that may be exerted by means of contact, develop-
ment of identity, control of stress or other burdens
in a context of rapid innovations and need for spec i-
fic abilities.
The quality of an organization as an effective infor-
mation-processing vehicle depends in large part on
its social infrastructure. In its turn this infrast ructure
depends above all on the people taking part, on
their qualities as partners and co-workers involved  in
social interaction with others both inside and outs ide
the organization, including their abilities to exch ange
social support.
The success of a social network depends upon the
ability of employees to exchange and to apply rele-
vant information, especially where rapid technolo-
gical changes or re-organizations are taking place.  In
order to be of advantage to the employeeÕs further
development, networks need to act as goal-oriented,
interactive learning environments. The type of lear-
ning that occurs in social networks through Ôcommu-
nities of practiceÕ can have a two-way effect, as
people draw knowledge from and infuse learning
into the work groups they join. Network resources a re
part of an individualÕs social capital. Social capi tal

MAIN REASONS FOR SATISFACTION 
AND DISSATISFACTION
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means resources (i.e. information, influence, mutua l
support) that one has at oneÕs disposal by means of
the nature of oneÕs relationship ties with others, and
oneÕs position in a particular social structure.
As those working in nursing are exposed to emotio-
nal involvement, stress, work constraints and role
uncertainty, the need for talking things through wi th
colleagues and supervisors is strong. When it comes
to situations of psychological stress, colleagues a ppear
to be the most important source of support.

However, although relations are mostly good, a sign i-
ficant percentage of HCWs feel "hostile and tense" or
"quite hostile" relations at work. In the whole
European sample, this was the case for 3.7 % of HCW s
with their colleagues, 11.4 % with physicians, 13.1  %
with head nurses, and 28.4 % with top nurse mana-
gement. These figures are, respectively, in France
3.2 %, 12.3 %, 16.8 % et 41.1 %. These data are in l ine
with the DRESS study which found 32 % hostile rela-
tions at work although no details were provided.

We note that the global interpersonal relations' sc ore
(with colleagues, physicians, head nurses, top nurse
management and administration) differs widely
according to countries.  

Only 1.9 % of registered and specialised nurses in
Norway, 5.4 % in the Netherlands and 8.4 % in
Belgium have a low interpersonnal relations' score.

On the other hand, 30.9 % of registered and specia-
lised nurses in Italy, 22.5 % in Poland and 22.5 % in
France have a low interpersonnal relations' score.

Discussion about professional matters is often shor t.
Only 33.2 % of the total European sample and 39.1 %
of French HCWs declared having these discussions
in detail.

Staff handovers when shifts change

Appropriate quality of continuous (24 hour) care is
possible only if sufficient knowledge is shared, be tween
successive teams, about changes to the diagnosis an d
treatment during the hospital stay, about possible
side effects and about the psychological reactions of
patients and their families. This is why staff hand overs,
when shifts change, are a key period for teams to
gather information and to discuss this information.
These discussions are fundamental to provide the
global care which was learned during nursing trai-
ning. So, dissatisfaction regarding this specific p eriod
is important in countries where reorganisation has
reduced this time recently, such as France (56.5 % of
HCWS dissatisfied), Germany (54.7 %) and Italy (52. 1
%). On the other hand, less than 30 % are dissatisf ied
about staff handovers in other countries.
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The way abilities are used

Over two-third of HCWs are satisfied about the way in
which their abilities are used. However dissatisfac tion
is higher in Italy, Poland, France, Slovakia and Ge rmany
(respectively 51.8 %, 39 %, 36.7 %, 34.7 % and 31.9  %),
than in Norway, Belgium, the Netherlands and Finlan d
(respectively 11.3 %, 17.9 %, 21.7 % and 25.5 %).

Autonomy within work, once the criteria and conditi ons
of quality have been collectively developed, is an impor-
tant part of professional recognition and satisfact ion.

The autonomy of registered and specialised nurses,
while low in general, is slightly higher in France.

Opportunities to give patients
the care they need 

The intensification of work and of the work load re sults
in dissatisfaction about the quality of care that H CWs
have the opportunity to give. This is the cause of even
more suffering for HCWs because it occurs when accr e-
ditation and certification insist upon it but it be comes
more and more difficult to put into practice.
Indeed, 61.9 % of HCWs in Germany are dissatisfied about
their opportunities to give patients the care they need.

This percentage rises to 58.1 % in Poland, 49.5 % i n
France, 40.2 % in Great Britain, 39.6 % in Italy an d
39 % in Slovakia. It represents only 33.1 % of HCWs
in Finland, 33 % in the Netherlands, and 31.2 % in
Belgium where less than 5 % declare themselves
very dissatisfied. Only 18.3 % of Norwegian HCWs ar e
dissatisfied, while only 2.1 % are very dissatisfie d.

Worry about making mistakes is a major concern for
HCWs. Over two-third work with this in mind.

French registered and specialised nurses worry more
often about making mistakes than do those in the
European sample (85.7 % within the PRESST study and
93 % within the DRESS study, as opposed to 68.7 % i n
the European sample). Nursing aids and hospital
ancillary staff also worry often about making mista kes.
Mistakes may be technical, related to frequent
and urgent modifications of prescriptions or linked
to a reduction in mean duration of patients'stays. 
In France, 38.8 % of HCWs say that they receive inf or-
mation which is relevant to their work insufficient ly or
too late, every day, 31.5 % receive conflicting / c ontra-
dictory orders concerning the performance of their
work and 27.3 % receive inadequate information from
a doctor regarding the medical condition of a patie nt. 



10

Specific equipment is no longer found only in inten -
sive care units. It is linked to high levels of anxiety if
it is used without previous detailed explanations,
without mentorship and not routinely. Over 12 %
of Polish, Italian and French registered and speciali-
sed nurses declared having frequent or very frequen t
uncertainty regarding the operation and functio-
ning of specialized equipment as opposed to 6 % or
less in Norway and in the Netherlands.

Mistakes may also occur concerning the psychologi-
cal aspects during this holistic approach to health care.
This can be difficult without team discussions and
psychological support. 

We observed that countries where time for team
building and support are more developed, are also
those  where HCWs declare less frequently that they
do not know what a patient or a patientÕs family
ought to be told about the patientÕs medical condi-
tion and treatment.

Work prospects 

Dissatisfaction about work prospects is very unequa lly
distributed.

Dissatisfaction about work prospects is declared by
67.7 % of HCWs in Poland, 61 % in Slovakia 55 % in
Germany and 50 % in Italy. In contrast, Finland has
only 38.4 % of HCWs dissatisfied, France 34.7 % and
Great Britain 27.9 %. The situation is even better in
Belgium, the Netherlands and Norway where only
19.1 %, 17.2 % and 12.2 % of HCWs are dissatisfied.

Physical working conditions 

Physical load is described very differently in the diffe-
rent countries. 

Dissatisfaction linked with physical working condi-
tions is a major concern in Poland (56.3 %), Slovakia
and Italy (55.2 %), France (52 %) and Germany 50.9
%. In Finland, only 36.2 % of HCWs are dissatisfied,
34.1 %, in Great Britain, 34 % in Belgium, 30.4 % in
Norway and 24.8 % in the Netherlands  

NA and HAS are more exposed to physical load, and
even more so in France in terms of uncomfortable
postures and prolonged standing. These results
are in line with thoses of the Dress Study.
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Indeed, 82.9 % of French NA and HAS stand 6 hours
per day or more, as opposed to Finnish NA and HAS
who are also very exposed but their number is smal-
ler compared to the number of registered nurses in
the Finnish sample.

Physical load is also described by most of the regi ste-
red and specialised nurses (over 60 % are concerned
with the different aspects in Europe), but slightly  less
in France, except for the prolonged standing. These
results are also in line with thoses of Dress Study .

Half of registered and specialised nurses participa -
ting to the PRESST study, and to the Dress study,
considered that their work space was in not well-
suited to their job. This statement is declared eve n
more often by French NA and HAS. This question was
not asked in other countries.

Standing 6 hours per day or more is described by
more than 60 % of RN and SN in France and Germany.
On the other hand, this is the case for less than 4 0 %
of them in the Netherlands and less than 50 % in
Finland, Poland and Slovakia.  

Pay in relation to need for income 

Dissatisfaction with pay seems important in each
country studied. On average, 53 % of HCWs are dissa -
tisfied. This question is most relevant in countrie s
that recently joined the European Union (Poland 85. 3
%; Slovakia 73.9 %). Dissatisfaction with pay is also
very high in Finland and in Italy. Pay is less of a
problem with respect to financial needs in the
Netherlands and in Belgium.
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The question was as follows: "In the following list , mark
your current diseases or injuries. Also indicate whether
a physician has diagnosed or treated these diseases ".
HCWs crossed off items in the detailed list that we  will
reproduce later.
Healthcare workers of the European sample declared
suffering from the following disorders:

- Injury due to an accident 13 % (9.7% physician's
diagnosis),

- Musculoskeletal disorders in the back, limbs or
other body part 52.8 % (28.7 % physician's dg), 

- Cardiovascular disease 11.6 % (9.1 % physician's
diagnosis),

- Respiratory disease 13.8 % (9.2 % physician's
diagnosis),

- Mental disorder 18.9 % (5.4 % physician's dg),  
- Neurological or sensory disease19.4 % (10.5 %

physician's diagnosis), 
- Digestive disease / condition 22.3 % (11.3 %

physician's diagnosis),
- Skin disorders 27.7% (15.6 % physician's dg),
- Endocrine or metabolic disease 8.4 %
- Blood diseases 5.7 %
- Tumour or cancer 2 %
- Birth defects 1.6 %
- Other disorder or disease 6.2 %. In France, for

instance, a lot of pathologies during pregnan-
cies such as risks of premature birth were coun-
ted in this part.

We will focus here on risk factors linked to accide nts, muscu-
loskeletal disorders, mental disorders, and skin di sorders.

Injury due to an accident 

The questionnaire asked respondents to reply to the
following item: "Injury due to an accident (e.g. in
back or limbs, or burns)"
Over 15 % of HCWs in Poland, Italy and France decla -
red having had an accident. This is the case for le ss than
8 % in Finland, the Netherlands, Norway and Slovaki a.

Nursing aids and hospitals ancillary staff are more
often victims of accidents. Over 20 % of NA and HAS
in France and in Germany declared having had an
accident as opposed to less than 8 % in Finland, in
the Netherlands and in Norway. The NA sample size
data in Poland is too small to analyse them.

The findings of the PRESST ÐNEXT study are, in France,
in line with the national statistics about partial or total
disability, published in January 2004 by the Caisse  des
DŽp™ts ÐEtablissement de Bordeaux, Service "Etudes et
Actuariat",  which has the financial responsibility  for
the 70 % of HCWs belonging to the public sector.
NAs have 60 % more work-related accidents with
financial compensation for partial disability (ATI)
than do state registered nurses. HAS have 45 % more
occurrence of work-related accidents with financial
compensation than do state registered nurses.

The most frequent reason, for receiving financial
compensation for partial disability, is "effort" (2 7 %).
The second reason for receiving financial compen-
sation for partial disability is due to fall (15.3 %).

If we include, as is standard to do, slips and fall s,
accidents while circulating must be added to falls. It
this case, falls and accidents while circulating repre-
sent 24 % of all work-related accidents.

HEALTH AT WORK
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Musculoskeletal disease 

The questionnaire asked respondents to reply to the
following item: "Musculoskeletal disease in back,
limbs or other part of the body (e.g. repeated pain
in joint or muscle, sciatica, rheumatism, arthritis)"
Musculoskeletal disorders (MSD) are declared by
nearly 60 % of German, Slovak, Italian and French
HCWS. MSD concern less than 40 % of those working
in the Netherlands, Great Britain and Norway.

The study of NA and HAS shows similar results excep t
in Belgium where they are more concerned by MSD
than the other occupational levels.
If we consider only MSD with a physician diagnosis,
more NA and HAS are concerned. They are more
than 40 % to have this diagosis in Belgium and in
German, and less than 40 % in the other countries.

In France, we separated treatments with and without
sick leave for MSDs. 

We observed that head nurses who are older and who
have had former careers at patientsÕbeds, suffer as
much as NA and HAS, who are younger. But the HNÕs
actual work is more compatible with these disorders ,
if they are moderate. The work of NA and HAS compri -
ses the most lifting and uncomfortable postures. Th is
has been linked with more sick leave for NA and HAS
(10.6 % as opposed to 6.7 % for head nurses).

It is possible to determine the effect of each risk
factor on the total European sample, after adjustme nt
for age, gender and the most relevant risk factors. 

This analysis shows, after adjustment for age, gend er,
occupational level and mental health, that inade-
quate physical working conditions (uncomfortable
postures over 6 times per day) are specifically lin ked
with 50 % more MSD with a physician's diagnosis.
HCWs who declared having to lift patients without a id
more than 10 times per day have 16% more MSDs
than those who do not or who do this less than 5
times per day. Support from colleagues is important
to prevent MSDs (14 % more MSD when the social
support score is low). Mental desorders are more
frequent among HCWs with a physician's diagnosis fo r
MSD (nearly twice as much among HCWs who decla-
red mental disorder with a physician's diagnosis).

In France, we observe the same trends, with the
strong impact of unconfortable postures and more
unfavorable physical situation for NA and HAS. Some
other factors follow the same trend in France as in
Europe, but do not reach the significance level due
to the smaller size of the sample.
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The French questionnaire asked more specifically
about sick leave for each health problem during
the last 12 months.

We observed that HCWs over 45 who do not have to
maintain uncomfortable postures take less sick leav e
than those aged 30 to 44 who maintain uncomfor-
table postures frequently.

We found the same results when we looked at the
Von Korff disability score due to neck- or low back
pain (significant interference with daily activitie s,
with the ability to take part in recreational, soci al and
family activities and ability to work). Multivariat e
analysis shows, after adjustment for age, gender,
occupational level and mental health, that inade-
quate physical working conditions are linked with
disability scores that are twice as high. Indeed, H CWs
who declare having to maintain uncomfortable
postures over 10 times per day have disability scor es
that are 78% more frequently high than those who
do not or who do this less than 5 times per day. HC Ws
who declare having to lift patients without aid over
10 times per day have 50% more frequently high
disability scores than those who do not or who do t his
only once per day. 
Support from colleagues has also an important role
in preventing physical disability (22% more disabil ity
when the social support score is low). Mental disor-
ders are more frequent among HCWs with a physi-
cal disability (87 % more frequent among HCWs who

declare mental disorders with their own diagnosis a nd
72 % morefrequent among HCWs who declared
having mental disorders with a physician's diagnosi s).
Sport and leisure activities are protective (35 % m ore
frequent among those who do not practice these acti vities).

In France, we found the same risk factors for a hig h Von
Korff disability score due to neck- or low back pai n.
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Mental disorders

The questionnaire asked respondents to reply to the
following item: Mental disorder (e.g. depression,
Òburn-outÓ, anxiety or insomnia)
Nearly a quarter of HCWs declared having mental
disorders in Poland, France and Germany. This was t he
case for only 15 % or less in the Netherlands, in
Finland and in Norway.
It is in France that HCWs declared having the most
physician-diagnosed mental disorders (9.8 %), follo -
wed by Germany, Great Britain and Belgium (7.8 %,
7.6 % et 6.7 % respectively). Less than 5 % of HCWs
in the other countries declared having a physician's
diagnosis for mental disorder.

It is possible to determine the effects of each ris k
factor on mental health on the total European sampl e,
after adjustment for age, gender and the most rele-
vant risk factors in a multiple logistic regression  model. 
This analysis shows, after adjustment for age, gend er,
occupational level and musculoskeletal disorders,
that having frequent worries about making mistakes
is linked to a 71 % increase in mental disorders.
Uncertainty regarding equipment, a lack of relevant
information, and interruptions play an important
part in the occurrence of mental disorders. We must
also consider the impact of violence and of dissatis-
faction about the quality of care.

In France, we observe the same risk factors: worries
about making mistakes, work unevenly distributed

so that things pile up, and violence. Quality of rela-
tions within the team has an even stonger impact.
Some relations are in the same trend in France as in
Europe, but do not reach the significance level due
to the smaller size of the sample.

Mental disorders increase with age but, in the Fren ch
sample, we see that older workers who seldom worry
about making mistakes have no more disorders than
younger ones who often worry.

This aspect concerning worries about errors reinfor-
ces our results about the importance of multidisci-
plinary team work.
Multivariate analysis determines the effects of each
risk factor on worries about making mistakes for th e
total European sample after adjustment for age,
gender and the most relevant risk factors. 
Odds ratios above two, which means twice as much
worry about making mistakes, are observed in certai n
situations. Uncertainty regarding equipment, not
knowing what a patient or a patientÕs family ought
to be told about the patientÕs medical condition an d
treatment, and emotional exhaustion are factors
which increase worry about making mistakes.
Worries about making mistakes are also linked, as w e
will see later, to higher ITL (intention to leave).
To reduce these worries it is necessary to let HCWS
stay 2 to 4 years in the same department.
Protocols have to be decided in order to choose, te st,
and implement new equipment in wards, in order to
assure that each HCW be at ease with using it, befo re
working alone with it.  Ç Making the patient a part-
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ner È requires frequent discussions involving all t hose
who care for these patients. Attention must be paid
to where and when to have these discussions as well
as who can participate to them. Ergonomic obser-
vations of the real work done can help to find prac-
tical solutions to reduce interruptions.

Good relations with colleagues are protective at an y
age, and they reduce the negative influence of age.

Violence

Violence, which may have dramatic consequences,
happens more frequently in certain circumstances.
The multiple logistic regression analysis on the to tal
European sample shows the positive influence of a
coherent care plan, elaborated by a cohesive team, in
the prevention of violent incidents. In order to be
able to calm violence in psychiatry or old people w ith
Alzheimer's disease, the appropriate attitude with
each patient has to be discussed. HCWS also need
time to devote to the patient without interruption.  

In France, the same risk factors (interruptions, in cer-
tainty, night shifts, work in psychiatry or geriatrics)
are even more significant. Work in intensive care or
emergency is also a risk factor.

Factors linked with frequent worries about
making mistakes (Europe) 

(Adjusted odds ratios)
Uncertainty regarding equipments 2.33 ***
Have to work very fast 2.09 ***
Frequently things pile up 1.60 ***
Not knowing what a patient ought to be told1.42 ***
Full time job (/ part time) 1.46 ***
Fixed night shift 1.41 **
Mental health disorders 1.46 ***
Emotional exhaustion 1.44 ***

Fatigue 1.36 ***
Standing 6 hours per day and more 1.28 ***
Medium quality of relations with physicians 1.22 ***
Medium quality of relations with administration 1.28  ***
Have a partial say in how to fulfil the tasks 1.26 ***

Seniority 15 years or more 0.83 ***
Geriatrics (/medicine) 0.70 ***
Paediatrics - maternity (/medicine) 0.80 ***
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The risk related to cognitive overload is in line w ith
Broadbent et al. (1982) who argue that cognitive
overload can lead to cognitive failure and subseque nt
proneness to making errors, irrespective of the glo bal
disposition of the individual. Nurse staffing level s and
patients outcomes have become a significant topic o f
discussion. Dugan et al. (1996) showed a relatively
strong relationship between stress and the occur-
rence of patient incidents, and between staff turno -
ver and stress. Potter et al. (2003) demonstrated a
negative correlation between the percentage of RN
hours and patients' perceptions of pain.
Tiredness, a long work week and sleep deprivation
has often been shown to impair neurobehavioral
performance. Landrigan et al. (2004) demonstrated
that elimination of extended work shifts and the re duc-
tion of the number of hours interns work per week c an
reduce serious medical errors in the intensive care  unit.
The protective role of seniority is in line with Be ll et al.
(1997). According to these authors, skilled perform ers
of cognitive tasks make fewer errors than novices.
The major part of burnout and stress is also under-
lined by Bissoondial (2002) who consider that there
is no doubt that stress enhances the probability of
cognitive failure. The relationships between over-
work, tiredness, job satisfaction, stress and clinical
performance may need specific improvements.
To the two dimensions, technical and relational, a
third, called organizational can be added. This org a-
nizational dimension is taking on more and more
importance: managing the ward with colleagues,
sharing equipment, scheduling admissions and
discharges, lab tests and patient care. In the hyper-
organized world of the big hospital, management
and regulatory activities are taking over. More and
more importance is placed on equipment and lab
tests, written care protocols, and the rigorous use
of medications; more and more, regulations and
procedures take up time.
In part, the changes that are occurring in the cont ent
of nursesÕ tasks find their source in the general
development of the organisation and the proce-
dures that concern all healthcare professionals. 
A large part of the activity, developed by nurses
themselves, but also all the other people gravita-
ting around the patient: doctors and non-doctors,
is organisational and is based on a theoretical log ic
of efficiency in time. This part of the activity ha s
evolved greatly, and has even invaded a good
portion of the space, due to shortened hospital
stays, and attempts at functionalizing it.
Furthermore, the different safety procedures which
surround healthcare are often managed by nurses. 
Nurses consider these tasks to be administrative on es
and complain that they are invaded by them. It is,
however, clear that the activities destined to ensure
quality control, traceability, and rigorous treatment
procedures are today an integral part of healthcare
and not destined to decrease any time soon. 
In France, the average length of stay (DMS) in acute
care facilities continues to decrease. Known for a
long time, this fact takes on another dimension whe n

impressions become hard data: in the public sector
and according to the FNORS (1), the average length
of stay has decreased from 7 to 5.7 days from 1990
to 1998, that is, a 18.6% decrease; this rate reaches
21.9% for medical wards alone (from 9.9 to 6.8 days ).
And whereas, in the private sector and for the same
period, the average length of stay has decreased by
only 13.1% (from 6.1 to 5.3 days), this rate is found
to be 31.3% on surgical wards (from 9.9 to 6.8 days ).
Preventing errors occurs by reinforcing the Òcollec-
tive senseÓ of work and by using most experienced
healthcare professionals as ÒmentorsÓ to their coll ea-
gues. This fact interests managers who tend current ly
to develop flexible assignments and working sche-
dules. Flexible assignments and working schedules
have seemed, indeed, to be one way of finding repla -
cement workers due to sick leave and other types
of leave, to the general penury of qualified health-
care workers and to their entrances and exits from
the establishment. The recognized work stress asso-
ciated with some work positions and specific hours
has led to proposals of organizational affectations
and alternating hours with the goal of dividing up
difficult conditions. However, we have observed tha t
the support of oneÕs colleagues and of oneÕs nurse
manager, specific knowledge about how to use
certain equipment and about how to respond to
questions about a patient are favourable conditions
for improving the safety of healthcare workers and
the quality of the work they are carrying out.
We conclude, together with Kaissi et al. (2003) that
substantial reduction in healthcare errors will not
come until more attention is given to human solu-
tions, such as improving teamwork and communi-
cation in healthcare teams.
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Skin disease

The questionnaire asked respondents to reply
to the following item: Skin disease (e.g. allergic
or other rash, varicose veins)

One fourth of registered and specialised nurses in
the European sample declared having skin disorders,
but more in France (44.8 %). These disorders have a
physician diagnosis for more than 16 % of registere d
and specialised nurses in France, Italy, Germany and
Belgium. They are less than 15 % to declare this ph ysi-
cian diagnosis in the other countries.

Work organisation and ways for information trans-
mission may create frequent interruptions. (How to
wash hands at each entrance and exit, when the
work organisation is linked with 50 entrances per
day, because of interruptions, mostly due to insuffi-
cient transmission of information? Above 25 hand-
washing per day creates skin disorders!). Team work
may reduce interruptions and improve hygiene.
It is possible to determine the effect of each risk
factor on skin disorders, on the total European
sample, after adjustment for age, gender and the
most relevant risk factors in a multiple logistic r egres-
sion model.

This analysis show, after adjustment for age, gende r,
occupational level and musculoskeletal disorders th at
skin disorders occur more often in medical and surg i-
cal departments and in intensive care than in home

care, paediatrics or geriatrics where work organisa-
tion reduces hand washing needs. Women who also
have wet work at home are more at risk than men.

Sick leave

Over half of HCWs in Poland, Slovakia, Belgium and France
declared having had no sick leave in the last 12 mo nths. 
Short sick leaves, 5 days or less, are far more fre quent
in Great Britain, Norway, The Netherlands and Finla nd.
But more than 16 % of HCWs had more than 15 days
of sick leave in France, Finland and Germany.

Multivariate analysis, concerning the existence of
sick leave of more than 5 days, on the total Europe an
sample, after adjustment for age, gender and the
most relevant risk factors shows the major influence
of mental health disorders followed by physical
health. HCWS in geriatrics and home care, who
frequently face physical load and psychological loa d,
declare more sick leaves.

In France, multivariate analysis, concerning the ex is-
tence of sick leave, of more than 5 days, shows an
even higher influence of mental health disorders.
Influence of physical load is also clearer.
In this context females' situation and NAs' situation
is the most difficult with more sick leaves.
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Total disability

The national statistics about partial or total disa bility,
published in January 2004 by the Caisse des DŽp™ts
ÐEtablissement de Bordeaux, Service "Etudes et
Actuariat", clarify the necessity to reduce risk fa ctors
for MSDs and mental disorders. PRESST Ð NEXT study
clarify the risk factors for these health problems.
According to the Caisse des DŽp™ts, NAs and HASs are
the most exposed to disability (1.7 as much for NAS
compared to registered nurses and 2.5 as much for H ASs).
NAs and HASs work in posts with high physical load and
have fewer opportunities to change their occupation ,
as they have less acces to continuous education dur ing
their carreer (PREEST results, not shown here).

Anxiety, depression and musculoskeletal disorders a re the
most frequent reasons for disability pensions. For the
year 2002, 1,942 HCWS become pensioned for total di sabi-
lity. The reasons were psychiatric for 621 women an d159
men. Also among women 267 cases were recognised as
disable for rheumatologic reasons and 86 for trauma to-
logic origin. Among men, these figues are 65 for rh eu-
matologic reasons and 24 for traumatologic origin.
It apparears clearly that reduction in the number of
new cases of total disabilities must include measu-
res to reduce risk factors for anxiety and depressi on
and for musculoskeletal disorders.
Possible actions to reduce the magnitude of the

problems have been effective in certain countries
and may be used elsewhere.
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Intent to leave nursing before retirement age may b e
precisely known, in France for the public sector wh ich
employs 70% of HCWs. Indeed the retirement fund
"CNRACL" registered every active worker. In 2003 an d
2004, among the 8,288 female registered nurses who
stopped being active, 35.2 % were aged under 55.

According to the initial PRESST-NEXTstudy, 15.4 % o f
all HCWs often thought about leaving nursing. This
figure increases in the Ile de France region (18.4 %) and
decreses in the Haute Normandie region (11.2 %).

The mean French percentage is similar to the
European mean. The percentage of HCWs with
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Health care profession has specific characteristics  and
is described in the open questions, with love voca-
bulary. This profession choice is linked with high
pride to work with patients.
Among all European sample 76.5 % agree totally or
fairly that they are proud to belong to the nursing
profession. The less qualified HCWs are even more
proud and hope to progess with continuous educa-
tion. Registered and specialised nurses are slightl y less
proud, as their abilities and knowledge make clear,
for them, the gap between theory and reality.

In France, this pride of the profession in even mor e
frequent: 56.6 % of registered nurses agree totally
and 30.3 % fairly that they are proud to belong to the
nursing profession and respectively 42.9 % and 34.4
% for Europeans registered nurses.

French specialised nurses are less proud than Frenc h
nursing aids bur still more proud than European
specialised nurses.

PRIDE IN THE PROFESSION

INTENT TO LEAVE NURSING



frequent intent to leave nursing (ITL) is higher in
Great Britain, Italy and Germany. It is lower in
Belgium, Norway and the Netherlands.

Respective influence of personal
characteristics and work content on
ITL among state registered nurses

Changes in nursing leadership style are promoted
as a way to improve the retention of nurses. Data
from the NEXT study show that supervisor support is
somewhat important in shaping nurses' attitudes
toward leaving the profession. However, multiva-
riate analysis of NEXT data shows that other factors
have stronger influences on intent to leave (ITL).

These factors include teamwork, team building, diss a-
tisfaction in the utilization of specific clinical abilities,
balance between work and family life, dissatisfac-
tion with scheduling, and physical load. Good leade rs-
hip and management are certainly important to
improving job satisfaction, but changes in leadersh ip
style alone are certainly not sufficient to improve
nurse retention. To be effective, changes in leaders-
hip style must bring about significant changes in t he
specific working conditions that strongly influence
nurses' ITL. Role conflict and job satisfaction are
correlated. NEXT data allowed us to study the impac t
of career, occupational level, night and evening sh ifts,
overtime and irregular shifts on the one hand, and
family status, age and young children on the other
hand, on role conflict and the work-family imba-
lance, according to gender.

Subjects and method 

To take into consideration the influence of persona l
characteristics, we had to acknowledge that in Pola nd
and Slovakia, respectively, 99% and 97.7% of the
sample are female (Table 1). Also, family responsibi-
lities differ between countries: over 15 % of nurses
live alone in Germany, France and Norway; over 7 %
live as a single parent family in Finland, France and
Slovakia; over 40 % do not have children at home in
Germany (52.9 %), Finland (44,1 %), Great Britain
(47 %), Norway (45.7 %), the Netherlands (43.7 %).
The age distribution is also very different according
to countries. In four countries, more than 19 % of
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TABLE 1. PERSONAL CHARACTERISTICS OF/AMONG NURSES(NURSING AIDS NOT INCLUDED) IN 10 EUROPEAN COUNTRIES
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nurses are under 30 years old: Belgium, Germany,
Norway and the Netherlands. In four countries more
than 19 % of nurses are over 50 years old: Finland,
France, Great Britain and Norway.
The question of the compatibility of the nursing
profession with child rising for women between 30
and 50 years old remains a great concern. It appear s
clearly that in Belgium, Germany and France, the
percentage of male head nurses exceeds widely the
overall percentage of males. This shows that women
do not have the same career opportunities as men
do because they face insufficient compatibilities
between their family and job responsibilities. Only
in Norway, the Netherlands and Poland are nurses
able to reconcile job and family.
For each occupational group, the intent to leave is  the
lowest in the Netherlands, Belgium and Norway and t he
highest in Germany, Italy and Great Britain (Table 2).

TABLE 2. INTENT TO LEAVE THE PROFESSION OF HEALTHCARE WORKERS

BY OCCUPATIONAL LEVEL AND COUNTRY[%]

We assume that nurses will generally show a lower
intent to leave if they believe that they are fairl y
treated. As we are interested in understanding the
different influences of social support, work content
and the work-family balance on the intent to leave
for males and females, and according to age, we
controlled for gender and age. 
We tried to determine the effect of each risk factor
on the total European sample after adjustment for
age and gender. As a first step, we included each
factor showing significant influence when adjusted
on age and gender. In a second step, we restricted to
the factors remaining significant in the global mod el. 

Results

Personal and health characteristics and ITL 

There is a slight trend toward an increasing intent  to
leave after 5 years of seniority (Table 3). 
But older HCWs think less often about leaving the p rofes-
sion because it is more difficult to find a new occ upation
with age, particularly if they have health problems .
Females intend less to leave than males (OR = 0.78;
95% CI 0.71-0.86). Their family responsibilities do  not
push them to be mobile. Indeed, those who live with
an adult and child (ren) intend less to leave the p rofes-
sion (OR = 0.78 ; 95% CI 0.72 Ð 0.84) . HCWs who are
the most prone to leave their profession are those
who live alone (OR = 1.15; 95% CI 1.04-1.27). A fun da-
mental question is if "the amount of time the job t akes
makes it difficult to fulfil family responsibilitie s". HCWs
who totally agree to this statement have higher odd s
ratios (OR = 2.27; 95% CI 2.10-2.46).
Pay dissatisfaction with regard to personal need is  also
in relation with the family needs (housing etc.). H CWS
who are dissatisfied with their pay intent more oft en
to leave nursing (OR = 1.68; 95% CI 1.55-1.82).
Health matters have more influence when adjusted
for age and gender. HCWs who declared being tired o r
having musculoskeletal or mental health disorders
show more than twice as much ITL, and, we will see
later, that these health problems are very much lin ked
with work content. The odds ratios are as high as 2 .47
(95 % CI 2.24-2.71) for those who feel frequently t ired
and 3.13 (2.79-3.52) for those who are treated for
mental disorders. The influence of musculoskeletal
disorders on intent to leave nursing is a little lo wer
(0R = 1.57; 1.46-1.69).

Work schedule, work rotas and vacant
nursing posts relative to intend 

to leave nursing 

Work schedules seems to be less important for inten t
to leave the profession than all the different aspe cts
linked to control of one's work rota and work dura-
tion so as to be able to organise one's personal life
(Table 4). Changing shifts with short notice is a m ajor
difficulty (OR = 1.66; 95% CI 1.50-1.84). So is the
necessity of working overtime.This creates difficul ties
for the work/family balance when HCWs cannot be
sure of what time they will be returning home 
(OR = 1.38; 95% CI 1.30-1.48).
Having to work more than two weekends per month
is also a factor which does not facilitate social and

Hypothesis 1: There is a negative correlation between
career opportunities and the intent to leave the pr ofes-
sion (ITL), and this factor has been more correctly  addres-
sed in FI, GB and N.
Hypothesis 2: There is a negative correlation between
work-family balance and ITL, and this is mediated, in
certain countries, by part-time jobs, if the family  situa-
tion allows it in financial terms.

Hypothesis 3: The amount of job satisfaction is positively
correlated with: intent to stay, satisfaction with psycho-
logical support, quality of care and physical worki ng
conditions; job satisfaction has a different influe nce on
males and females. 
Hypothesis 4: It is the magnitude of these risk factors in
each country which explains the differences in ITL and
not cultural differences.



23

family life, and is linked with a higher odds ratios
(OR=1.23; 95% CI 1.15-1.31).
Some reorganisation of work in certain countries,
such as France, reduced the overlap between conse-
cutive shifts. But the time left for team support and
discussion, to better organize work and reduce inte r-
ruptions, is insufficient. This may reduce the quality
of care and psychological support available (see
below). HCWs dissatisfied with shift handover have
higher ITL (OR = 1.62; 95% CI 1.52-1.74). 
Those who declare vacant nursing posts in their wor k
place have higher ITL (OR = 1.51; 95% CI 1.42-1.61).  

Job satisfaction relative to ITL

Job satisfaction is made of different aspects, each  with
its own influence (Table 5). 
Satisfaction about work prospects is the most impor -
tant part; when HCWs are not pleased with their
work prospects, the odds ratio for ITL is at the hi ghest
level (OR = 3.62; 95% CI 3.39-3.86). The question
refers to general work prospects, because we see
that receiving continuous education within the last

12 months does not make any difference.
Team work is the second group of factors linked wit h
ITL. When HCWs are not pleased with psychological
support at their work place, ITL is more than twice
as high (OR = 2.40; 95% CI 2.24-2.56).
HCWs who are pleased with the way their abilities a re
used are also those who can discuss professional ma tters
and have a say in when to fulfil the tasks given to  them.
Social support from superiors and from colleagues i s an
absolute necessity when dealing with death and seve re
or chronic illnesses. For use of abilities, the odd s ratio is
very high (OR = 3.00; 95% CI 2.81-3.19). For the fo ur
other aspects of team work, the odds ratios are bet ween
1.54 and 1.82. Another very pejorative aspect is de claring
being subject to harassment by superior; in this ca se, ITL
is more than twice as high (OR = 2.24; 95% CI 2.01- 2.49).
When HCWs are not pleased with their opportunities
to give their patients the care they need, they int end
nearly twice as often to leave nursing (OR = 1.91;
95% CI 1.79-2.03). Quantitative demand, workload
unevenly distributed so that things pile up, or
frequent interruptions are among the important
quality of care factors linked with ITL.. Their respec-

TABLE 3. PERSONAL CHARACTERISTICS AND HEALTH STATUS RELATIVE TO INTENT TO LEAVE NURSING AMONG NURSES(NURSING AIDS NOT INCLUDED)
IN 10 EUROPEAN COUNTRIES

* BOLD NUMBER INDICATE VARIABLES INCLUDED IN THE SUBSEQUENT FINAL MODEL** O DDS RATIO WITH95% CONFIDENCE INTERVAL
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tive odds ratios are 2.32, 1.91 and 1.87 (p<.001 fo r all).
In such a context, HCWs also declare they lack time  to talk
to patients, they are uncertain about using equipme nt
and they worry about making errors. These factors a re
also linked with ITL:   lack of time to talk to pat ients (OR
= 1.54; 95% CI 1.43-1.65); uncertainty regarding eq uip-
ment (OR = 1.50; 95% CI 1.39-1.62); frequent worrie s
about making errors (OR = 2.00; 95% CI 1.87-2.13).W hen
HCWs are frequently interrupted, do not have time t o talk
to patients, or worry about making errors, anxious
patients and relatives may have violent reactions. HCWs
subjected to violence from patients and relatives h ave
higher ITL (OR = 1.77; 95% CI 1 .65Ð1.90). Physical working
conditions are nevertheless to be considered. HCWs dissa-
tisfied with their physical working conditions inte nd
more than twice as often to leave nursing (OR = 2.3 9; 95%
CI 2.24-2.54). Maintaining a standing posture more than
6 hours per day, and lifting patients without aid, have a
moderate influence. But maintaining uncomfortable
postures more than 10 times per day has a stronger link
with ITL (OR =   1.99; 95% CI 1 .83-2.16).  

Multivariate analysis relative to ITL 

We conducted the multivariate analysis with all the
variables showing significance at p<0.001, adjusted
for age and gender. Only those remaining were
studied in a stepwise analysis, introducing step by
step the factors by growing importance. We remo-
ved, no more significant factors: support from coll ea-
gues (because it is seldom low), opportunities to
discuss, interruptions, time to talk to patients, q uan-
titative demand, changing shifts with short notice,
weekend work, musculoskeletal disorders, lifting,
standing, satisfaction with quality of care and satis-
faction with pay. 
Personal characteristics remained relevant even whe n
adjusted on the 20 other variables (tables 6-1 for
steps 1 to 9 and 6-2 for steps 10 to 21). Female nurses
intend less to leave nursing than their male collea-
gues (0R = 0.77 when considered alone and OR=0.81
after adjustment at step 21; p<0.001). Older nurses
intend less to leave nursing, and this decreases ev en

more after adjustment for health problems (OR =
0.86 when considered at step 2 and OR=0.80 after
adjustment at step 21; p<0.01 for nurses aged 40-49
compared to those under 30 and OR = 0.70 when
considered at step 2 and OR=0.62 after adjustment
at step 21; p<0.001 for nurses over 50 compared to
those under 30). Indeed it is more difficult to fin d
another job for an older worker with health problem s. 
Responsibility for children also keeps HCWs from
changing professions and this even more so for
nurses living as the only adult with a child. We
found an OR=0.78 when first considered at step 3
and OR=0.85 after adjustment at step 21; p<0.01
for nurses living with another adult with children as
compared to those living as two adults without
child and OR=0.93 when considered at step 3 and
OR=0.78 after adjustment at step 21; p<0.001 for
nurses living as the only adult with children when
compared to those two adults without children.
Nurses having higher qualifications, intend more of ten
to leave nursing. This is particularly true when oc cu-
pational level is first introduced in the model at step
4 and less so after adjustment on the 20 other vari a-
bles (OR=1.08; p<0.05 for specialised nurses compar ed
to state registered nurses and OR=1.16; p<0.05 for
head nurses compared to state registered nurses).
The five factors, introduced in the model at steps 5
to 10, concern the complexity of nursing work and
worries about making mistakes . All had odds ratios
above 1.50 when first introduced.They all remained
significant when adjusted on the 20 other variables .
Having to work overtime has an odds ratio of only
1.10. Low autonomy concerning the possibility of de ci-
ding when to do tasks started with an OR=1.59 at st ep
6 and shows an OR of only 1.12 at step 21. Uncertai nty
regarding equipment keeps an OR of 1.15 at step 21.
Low autonomy concerning "having a say in when they
fulfil the tasks given to them" started with OR=1.5 9 at
step 6 and shows only OR=1.12 at step 21. Nurses wh o
stated that their workload was "unevenly distribute d
so that things pile up" started with OR=1.80 at ste p 6
and showed only OR=1.18 at step 21. Nurses "worried
about making mistakes" started with OR=1.75 at step

TABLE 4. WORK SCHEDULE, WORK ROTAS AND DEPARTMENT RELATIVE TOINTENT TO LEAVE AMONG NURSES(NURSING AIDS NOT INCLUDED) 
* Bold number indicate variables included in the subsequent final model    ** Odds ratio with 95% confidence interval 
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6 and remained at OR=1.39 at step 21.
Quality of leadership has often been considered to
be the major factor in retaining nurses in institu-
tions. We see that the low score of social support
from superiors is highly linked with intent to leave
nursing at step 11 (OR=1.63; p<0.001) but has a muc h
less specific impact when adjusted for the other
factors at step 21 (OR=1.20; p<0.001). A stronger

influence is observed for the small group of nurses
who declared that they "are subjected to harass-
ment by their superiors" (OR=1.73 at step 10 and
OR=1.30 at step 21; p<0.001).
Dissatisfaction with the use of abilities was analysed
with respect to team work and team support. Nurses
dissatisfied with the use of abilitiess started wit h OR=1.98
at step 18 and remain at OR=1.53 at step 21(p<0.001 ).

TABLE 5. JOB SATISFACTION RELATIVE TOITL AMONG HEALTHCARE WORKERS IN8 EUROPEAN COUNTRIES
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Physical load has an impact on the intent to leave,
but when musculoskeletal disorders have happen,
they do not have such an impact, as we already
wrote. Nurses who already suffer from MSDs prefer
to keep a secure employment. But when they are
simply dissatisfied with their physical working con di-
tions, they have more intent to leave nursing
(OR=1.93 at step 12 and OR=1.27 at step 21; p<0.001 ).
Also, nurses who "on an average workday maintain
an uncomfortable posture more than 10 times a
day", have more intent to leave nursing (OR=1.38
at step 13 and OR=1.23 at step 21; p<0.001).
Vacant nursing positions make the physical load
greater, and create more worries about making mista -
kes. The specific role of vacant posts is only mode rate
when it is introduced at step 14 (OR=1.33; p<0.001);
this decreses to 1.10 (p<0.05) at step 21.
Nurses dissatisfied with psychological support have
more intent to leave nursing (OR=1.72 at step 14
and OR=1.26 at step 21; p<0.001).

The most relevant factors were: work-family balance ,
health and work prospects.
Nurses who consider that "the amount of time their job
takes makes it difficult to fulfil family responsib ilities"
have at step 21 a quite high odds ratio (OR=1.34; p <0.001).
Nurses who declare feeling tired several times a we ek
have at step 21 a high odds ratio (OR=1.40; p<0.001 ).
Nurses who declare mental disorders have at step
21 a high odds ratio compared to those who do not
declare this difficulty (own opinion OR=1.64; p<0.0 01;
physician diagnosis OR=2.03; p<0.001).
Nurses dissatisfied with their work prospects have the
most intent to leave nursing (OR=2.91 at step 21; p <0.001).
Nurses in most countries do not differ from those i n
the Netherlands. Only those from Belgium, Poland
and Slovakia have less intent to leave (respectively
OR=0.81; p<0.05; OR=0.45; p<0.001; OR=0.61;
p<0.001). Socioeconomic reasons seem to play a majo r
role than any cultural differences.

TABLE 6-1 INTENT TO LEAVE NURSING AMONGSTATE REGISTERED NURSES, SPECIALISED NURSES AND HEAD NURSES IN10 EUROPEAN COUNTRIES-
ODDS RATIOS FOR THE DIFFERENT RISK FACTORS(STEP BY STEP ADJUSTMENT WITH ONE FACTOR ADDED AT EACH STEP)
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TABLE 6-2 INTENT TO LEAVE NURSING- ODDS RATIOS FOR THE DIFFERENT RISK FACTORS(STEP BY STEP)

Discussion
Multivariate analysis allowed us to confirm our fou r
hypotheses.Nurses dissatisfied with their career oppor-
tunities have nearly three times as much intent to
leave (ITL) than those who are satisfied, after adj ust-
ment for other risk factors. This dissatisfaction h as
been more correctly addressed in Finland, Great Bri tain
and Norway. Hypothesis 1 is thus strongly verified.
The work-family imbalance and ITL, is well reflected
by the answer to the question "the amount of time
their job takes makes it difficult to fulfil family  respon-
sibilities". Nurses who declare this difficulty hav e a one-
third greater risk for ITL than those who do not fa ce
this imbalance. We saw previously that part-time jo bs,

if the family situation allows it in financial term s,
mediate this difficulty in countries such as the
Netherlands, Norway, Belgium and Germany. It is
important to notice that household chores are done
without help by 70.7% of the female HCWs and by
22.9% of the male HCWs. Hypothesis 2 is thus verifi ed.
The amount of job satisfaction is positively correla-
ted with the intent to stay. Nurses dissatisfied of  the
use of their abilities or of psychological support ,
have much higher ITL. Abilitiess are recognized whe n
a nurse's diagnosis of a patients' condition, in me di-
cal and psychological terms, is taken into conside-
ration and discussed in multidisciplinary team. In



Respective influence of personal
characteristics and work content
on ITL among nursing aids and
hospital ancillary staff

In many countries, one of the solutions being discu s-
sed is to lighten state registered nurses' workload
by giving certain tasks to nursing aids.
This is already the case in France, and one-third o f the
French NEXT sample is made up of nursing aids and
ancillary staff. 
We applied the same multivariate model that we
used for registered nurses to the total sample of
4.488 nursing aids and less qualified healthcare
workers to compare them.

Subjects and method 

Among the total sample of 4488 nursing aids and
less qualified healthcare workers, 45.5 % are from
France, 12.7 % from Norway, 10.1 % from Belgium
and 9.6 % from the Netherlands. In this text, we wi ll
use "NA" to refer to both nursing aids and less qua li-
fied healthcare workers

TABLE1 DISTRIBUTION OF THENEXT SAMPLE OF NURSING AIDS OR LESS
QUALIFIEDHCWS ("NA" ) BY COUNTRY IN

Analysis was carried out with SPSS 11.0 software.
Multivariate analyses were binary logistic regressi ons
with 95% CI. The 20 variables significant for state
registered nurses will be used in the model for NAs. 

Results 

Intent to leave is less frequent among less qualified
healthcare workers: 12.4 % among the 3,814 NA
(where it could be calculated) versus 15.1 % among
the 21,324 registered nurses, 17.6 % among the 4620
specialised nurses and 16.5 % among the 5673 head
nurses; p<0.001.
Only 2,364 NA remained in the analysis after adjust ment
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this context, a treatment plan is decided on using a
holistic approach, respecting the know-how of each
member of the team. This has been demonstrated
as efficient in terms of tertiary prevention, reducing
possible complications. Psychological support is
another aspect of team work and when this support
is lacking it is difficult for HCWs to face the emotio-
nal demands of the job. A supportive leader is
someone who recognizes and helps to provide the
necessary time and space for these team discussions
and team building. In countries where job reorgani-
sation by head nurses is conducted to develop flexi-
ble assignments this is often considered by nurses as
a form of harassment. Dissatisfaction with team
support or worries about making mistakes are much
more frequent then. Dissatisfaction about physical
load remains an important contributor to ITL. It is
important that management associate nurses in the
choice of architecture and equipment which are adap -
ted to the work organisation and reduce uncomfor-
table postures or continuous standing. Again, dissa-
tisfaction with these aspects of the job has a diff erent
influence on males and females, as it is more diffi cult
for the nurse to leave a job when he or she has fam ily
responsibilities. But we have seen in another part of
the study that females will then be more often on s ick-
leave for mental or musculoskeletal disorders.
Hypothesis 3 is also verified.
The magnitude of risk factors in each country expla ins
the differences in ITL and not cultural differences .

Also, economic factors in the new European coun-
tries have an influence, as it is not possible to leave
a job when there is a high level of unemployment in
the country. Hypothesis 4 is also verified.
Work prospects are a major aspect which has to be
specifically addressed by managers of the healthcar e
system. But, if we want to understand how to retain
healthcare professionals, we must know which factor s
need to be improved. We also want to understand
how to retain healthcare professionals with high jo b
satisfaction. In some countries, there are opportun i-
ties for horizontal career advancement, by becoming
a mentor or a clinical expert , providing recognition of
practical abilities. In other countries, such as Fr ance, the
only way to advance in nursing is to become a head
nurse. This is a different type of job, often far f rom
clinical care, that women are sometimes reluctant t o
take on. Also, the training required to become a HN
is often far from where the family lives, making it
more difficult for women to do this. Mostly female
HCWs living alone have a choice. 
Also, the health consequences of work organization
and content play a major role in ITL, particularly mental
health. It is easier to recover from emotional exha ustion
in a new, stimulating job, especially for HCWs with  high
level qualifications. Musculoskeletal disorders hav e less
influence on ITL, as they make it more difficult to  find
another job. So, HCWs who have a permanent contract
will not take this risk of becoming unemployed. 
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on the 20 variables. The odds ratios of some factor s did
not reach the level of significance. But the trend was
always the same as that of the big group of registe red,
specialised nurses and head nurses (table 2).
The different personal factors were not significant  in
predicting ITL among NAs. Gender has less influence
because male are less numerous among NA (6.9 %
versus 10.5 % for registered nurses, 11.3 % for spe cia-
lised nurses and 10.6 % for head nurses; p<0.001)
But work-family imbalance and the answer to the
question "the amount of time their job takes makes
it difficult to fulfil family responsibilities" has  a higher
odds ratio for NA than for registered nurses (OR=1. 70;
p<0.01 for NA). More NA than registered nurses are
the only adult living with a child (9.5 % vs 5.8 % for
registered nurses, 6.2 % for specialised nurses and  7.2
% for head nurses; p<0.001). NAs are more often
concerned by split shifts, a schedule that keeps th em
away from home at the two main meal times. NAs are
23.9 % to work split shifts 3 times /month or more vs.
16.2 % for reg. N., 8.8 % for spec. N., and 14.7 % for
head nurses or other high qualified HCWs (p<0.001).  

TABLE 2 INTENT TO LEAVE NURSING AMONGNA IN 10 COUNTRIES

For all the other factors showing significance, the
odds rations are higher for NAs than for registered
nurses and more qualified HCWs.
This is the case for factors related to team work : frequent
worries about making mistakes (OR=1.43; p<0.05), lo w
psychological support (OR=1.42; p<0.05), low social
support from superiors (OR=1.53; p<0.001) and dissa -
tisfaction about use of abilities (OR=1.65; p<0.001 ).
This is also the case for the factors related to physi-
cal load : dissatisfaction about it (OR=1.43; p<0.05),
uncomfortable posture more than 10 times per day
(OR=1.43; p<0.05).
NAs are more exposed to physical load: they are 18. 6
% to transfer patients without aid more than 10
times a day (versus 14.3 % for reg. nurses, 10.7 % for
spec. nurses and 13.6 % for head nurses; p<0.001),
they are 20.3 % to maintain uncomfortable postures
more than 10 times a day (versus 17.5 % for reg.
nurses, 12.8 % for spec. nurses and 15.8 % for head
nurses; p<0.001). Furthermore, these results concer n
the total sample, but in France, where there are
more NAs, they are much more exposed to these
tasks than reg. nurses or head nurses.
Mental disorders have a major influence: own opinion
(OR=1.83; p<0.001), physician diagnosis (OR=1.76;
p<0.01). Indeed, mental disorders with a physician
diagnosis are more frequent among NAs (OR=9.1 %
versus 4.9 % for registered nurses, 5.3 % for speci ali-
sed nurses and 5 % for head nurses; p<0.001).
Dissatisfaction about work prospects is also the mo st
important factor linked with ITL for NA, though les s
important than for registered nurses (OR=2.03 for
NA; p<0.001).

When non-technical care is delegated to nursing
aids, they stay longer in patients' rooms than regis-
tered nurses do. Indeed, washing patients, making
their beds, helping them with eating or elimina-
ting requires spending long periods of time with
patients. Patients are far from all having a univer-
sity degree and they feel at ease with the NA. So N As
receive different information from patients which
could help the team to re-evaluate the prescription
to better fit the patient's way of living and thus
increase compliance with treatments after the hospi -
tal stay.
NAs must also be included in the team and given
good opportunities to advance and become nurses
through continuous education. They cannot be just
a person who replaces and follows orders from the
registered nurses. If this is the case, they have m ore
ITL and more mental suffering. 
Multidisciplinary team building is one of the key
elements for keeping nurses who are proud of their
job and use affectionate words to discribe it.

Discussion
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Longitudinal study in France

This longitudinal part of the study, allowed compa-
ring four samples:

¥5376 HCWS in 55 institutions answered the
initial questionnaire (Q0).

¥2627 HCWS in 45 institutions answered the
questionnaire one year later, being always in
the same institution (Q12). Among them we
could link 1186 questionnaires with their own
Q0 in 44 institutions.

¥208 HCWS in 23 institutions answered the specific
questionnaire prepared for those having left their
institution (QEx). Among these, 91 could be linked
with Q0 in 15 institutions.

¥130 HCWS answered the specific question-
naire (Qex12) prepared for them one year
after their exit.

High intent to leave among those still in their
initial institution

Among the initial sample, 15.4 % of HCWs declared
frequent ITL (higher among specialised nurses: 17.2  %).
One year after, frequent ITL is still 13.3 % among the
respondent to Q12 (higher among specialised nurses 17.1%).
Disappointment of the more qualified HCWs is of
great concern.

For HCWS with a link between Q0 and Q 12:
¥Among the 914 HCWS who had no frequent

ITL, 11.2 % have it in 2004.
¥Among the 144 HCWS who had frequent ITL,

44.4 % have it in 2004, knowing that 208 have
already left and filled Q ex.

HCWS having answered the questionnaire one year
later, still in the same institution, declared that the
15 following reasons, out of 41 proposed, could
push them to change institution:

HCWs, still in their initial institution, who
had frequent ITL in 2002 but not in 2004

HCWs who changed their mind, and no longer intended
to leave, described better conditions (Wilcoxon tes t <.05):

- worry about making mistakes decreased for
35.4 % vs 15.2 % for whom it increased

- Care needed to be done less rapidly for 31.6 % vs
12.7 % for whom it had to be done more rapidly

- less lifting of patients without aid for 31.1 %
vs 12.2 % for whom lifting of patients without
aid increased.

HCWs, still in their institution, who did not
have frequent ITL in 2002 and have it in 2004

HCWs who changed their mind, for ITL described
worse conditions (Wilcoxon test <.05):

- Satisfaction about work prospects worsen for
47.9 % vs 10.4% for whom it ameliorated

- Pride to belong to the institution worsen for
54.5 % vs 13.9 % for whom it ameliorated

- Variety of work worsen for 36 % vs 18% for
whom it ameliorated

- Influence on work schedules worsen for
35.3 % vs 16.7 % for whom it ameliorated 

- Satisfaction with handover shift worsen for
20.7 % vs 4.3 % for whom it ameliorated

- Perceived health worsen for 30.7 % vs 13.9 %
for whom it ameliorated

- Work unevenly distributed so that it piles up
was more frequent for 43.4% vs 19.2 % for
whom it reduced.

Opportunities for child care 43.4 %
Adequate personnel numbers 41.1 %
Pay in the institution 37.6 %
Psychological support at work 36.4 %
Treated assessed in an appropriate way 34.1 %
Profess.development opportunities    32.4 %
Psychological working conditions 31.5%
Retaining of qualified HCWs 31.3% 
Balance administratives tasks/ care 31.0 %
Institution's values 30.2 %
Opportunities to change schedules 27.5 %
Sufficient time to talk to patients 27.3 %
Physical working conditions 26.9%
Recruitment of qualified HCWs 26.6 %
Philosophy of care 26.2 %
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Those who exit from institutions

HCWs who exit and answered Qex left at normal reti-
rement age (22.2 %) and premature (13.8 %). The
biggest group of those who returned this questionna ire,
found new employment within health care or were
studying for a higher degree in healthcare (43.3 %) .
However, 12.8 % started a new job outside care and
7.9 % left for other reasons, mostly child care. 
HCWS having exited from their institution conside-
red, among 63 reasons that 15 contributed strongly
to their decision:

These reasons do not differ (or very little) accord ing
to occupational level, except for the quality of ca re,
to which specialised nurses reacted more. These rea sons
do not differ (or very little) whether HCWs changed
institution or left care or retired prematurely. 
HCWs who completely left care were more nume-
rous to declare that the following reasons contribu-
ted to their decision:

- Bad work organisation 50% vs 44.2 %
- Too little autonomy 45.8% vs 39.2 %
- Bad general atmosphere 64% vs 46.3 %
- Dissatisfaction about work schedules 47.8% vs

38.5 %
- Work family imbalance 52% vs 39.5 %.
- Monotonous work 45.8 % vs 29.5 %

Health according to evolution of plans

SociodŽmographic characteristics differ among to
the four groups. 
The gender does not differ significantly. 
The proportion of HCWs over 45 years old is higher
among those who left healthcare (67.8%). The
proportion of HCWs under 30 years old is higher
among those who left their institution but not heal th-
care (32.9%) (p<0.001).
The proportion of registered and specialised nurses
is higher among those who left their institution but
not healthcare (67%) and among those who intend
to leave nursing (57.6%). On the other hand, the
proportion of head nurses is higher in the group
that left healthcare (14.9%), (p<0.001).
The general family situation does not differ signifi-
cantly between the four groups. But, the percen-
tage of HCWs with children is lower among those
who left nursing than among those who stayed
(49.5% vs 58.5%) (p<0.05). The department of care
is not significantly different. 

Health status of HCWs according 
to their evolution

Health profile of the different groups has been
studied after adjustment on sociodemographic in a
multiple logistic regression model.
HCWs who stayed in their institution with no ITL
are more often: 

¥females (OR=1.42). 
¥in good (OR=1.45) or medium perceived health

(OR=1.68) compared to those in excellent
health 

¥with low disability scores due to back pain; HCWs
with medium scores or high scores are less in this
group (OR=0.67 and OR=0.59 respectively).

¥without mental health disorders; HCWs with mental
health disorders are less in this group (OR=0.55) 

¥do not have sick leave over 3 days long during
the last 12 months (OR=0.69 for those who
have sick leave over 3 days).

Insufficient psychological support 41.9 %
Insufficient number of personnel 41.4 % 
Professional waiting not fulfilled 41.2 %
Time pressures 40.5%
Reduced nursing conditions for patientÕs care    40.3 %
Lack of time for patients 40.3 %
Inadequate occup.development opportunitie 37.9 %
Inadequate pay 35.6 %
Poor job promotion prospects 35.6 %
Difficulties in combining profess. / private life 32.7 %
Unsatisfactory work quality 32.2 %
Taking care of child / children 32.6 %
Inadequate work schedules 31.0 %
Low pay compared to other professions 30.2 %
Too much to do 30.2 %

SOCIODEMOGRAPHIC CHARACTERISTICS OFHCWS ACCORDING TO THEIR STAYING OR LEAVING HEALTHCARE WORK



HCWs who stayed in their institution with ITL are
more often: 

¥in bad health OR=1.81 
¥with mental health disorders (OR=2.36).

HCWs who left their institution but stayed in nursi ng
are more often: 

¥in excellent perceived health; HCWs with bad
scores or medium scores are less in this group
(OR=0.18 and OR=0.25 respectively) 

¥with medium score or high disability scores due
to back pain (OR=2.26 or OR=3.52 respectively)

¥without a physician's diagnosis of MSDs
(OR=0.28 for those who have it) 

¥having sick leave over 3 days long during the
last 12 months (OR=2.00).

HCWs who left their institution and nursing are mor e
often: 

¥aged 45 or over (OR=4.55). 
¥have an excellent health; HCWs with good

score, medium or bad score are less in this
group (OR= 0.32. and OR=0.55 (NS close to
significance) and OR=0.35 respectively) 

¥with high disability scores due to back pain
(OR=2.27).

These longitudinal results confirm the major influe nce
of mental health among HCWs with ITL and the good
mental health among HCWs with intent to stay. Those
who changed the institution and those who do not
work anymore in care do not declare having bad
mental health. Half of the Q ex respondents left th eir
institution more than 2 months and a half before an d
seem to have recovered good mental health.
These longitudinal results confirm also the negativ e
influence of back pain on ITL. On the other hand, a
physician diagnosis of MSD is linked with fewer cha n-
ges of institution. Indeed, it is difficult for HCW S to

arrive in a new job if they have a high risk of sic k leave. 

HCWs one year after they left 
their institution

In the sample of 130 HCWs who answered the ques-
tionnaire Qex12 one year after their departure, the
majority remained paid HCWs (54%). Only 5 %
worked as liberal nurse or become student in nursin g,
27% retired at normal age and as many as one out
of seven in this sample (14%) decided to leave nurs ing
completely.
HCWs who remained in nursing were more satisfied
with their physical and psychological working condi -
tions (57.5% and 66.7% respectively compared to
their former job. They are also more satisfied with
their work prospects (36.6%). However, they were no t
more satisfied with their pay.Among those respon-
ding Qex12 who remained in nursing, 25% had high
ITL. But this percentage differs according to their
satisfaction with their physical working conditions

(62.5% for those dissatisfied vs 14.3% for those sa tis-
fied; p<0.05). This percentage differs also according
to their satisfaction with their psychological work ing
conditions, but the small size of the sample do not
allow significance (36.4% vs 16.7% NS).
This percentage differs also according to their sat is-
faction with their psychological working conditions ,
but the small size of the sample do not allow signi-
ficance (36.4% vs 16.7%
NS).
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Satisfaction with physical working conditions better ( n=33) 14.3% p<0.05
Satisfaction with physical working conditions worse (n= 8) 62.5%
Satisfaction with psychological working conditions bette r(n=42) 16.7% NS
Satisfaction with psychological working conditions worse (n=11) 36.4%

ITL Fisher's exact test

CHARACTERISTICS OF EACH GROUP OF TRAJECTORY COMPARED TO THE OTHERS


