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Abstract

Introduction: Working in a critical care unit environment may constitute a risk factor for depression and anxiety. Numerous
studies have shown a high prevalence of these symptoms among medical critical care staff.

Aim of the research: To assess the level of anxiety and depression and the prevalence of the most stressful factors related to
work in the critical care unit.

Material and methods: A total of 89 physicians with various specialties working in critical care units were included. To
evaluate the level of anxiety and depression, the standardized Hospital Anxiety and Depression Scale (HADS) was used.
Results: Low to moderate anxiety and depressive symptoms were observed in 25 (28.09%) and 26 (29.21%) respondents,
respectively. The score reflecting probable depression and anxiety symptoms was noted in 18 (20.2%) and 10 (11.2%) respon-
dents, respectively. The anxiety subscale HADS score was related to gender and professional experience. Age, professional
experience, working overtime, and type of hospital were associated with the depression subscale HADS score. The most fre-
quently endorsed stressful factors at work were as follows: the fear of committing an irreversible error (64.0%), the attitude
of patients and their families toward medical staff (58.43%), and responsibility for another person’s life (56.2%). Regression
analysis revealed that sex was the only variable influencing the anxiety subscale score. In the case of depression, no signifi-
cant factor was identified.

Conclusions: Approximately 1 in 7 physicians presented symptoms of anxiety and/or depression. The next step could be to
identify other factors influencing the level of depression and anxiety, focusing on critical care unit staff to prevent and reduce
psychopathological symptoms.

Streszczenie

Wprowadzenie: Praca na oddziatach intensywnej opieki medycznej moze stanowi¢ czynnik ryzyka wystapienia leku i de-
presji. Liczne badania wykazaly powszechno$¢ wystepowania tych objawéw wsréd personelu medycznego zajmujacego sie
leczeniem krytycznie chorych.

Cel pracy: Ocena poziomu leku i depresji oraz zidentyfikowanie najbardziej stresujacych czynnikéw zwiazanych z praca na
oddziale intensywnej opieki medycznej.

Materiat i metody: Uwzgledniono 89 lekarzy réznych specjalnosci pracujacych na oddziatach intensywnej terapii i opie-
ki medycznej. Do oceny poziomu leku i depresji wykorzystano standaryzowany kwestionariusz Skala leku i depresji (Hospi-
tal Anxiety and Depression Scale — HADS).

Wryniki: Niskie i umiarkowane objawy leku wykazano odpowiednio u 25 (28,09%) i 26 (29,21%) badanych, natomiast wy-
soki poziom leku i depresji u 18 (20,2%) i 10 (11,2%) badanych lekarzy. Stwierdzono istotny zwigzek miedzy ptcia i do§wiad-
czeniem zawodowym a podskala leku HADS. Wiek, doswiadczenie zawodowe, praca w godzinach nadliczbowych i rodzaj
szpitala istotnie korelowaty z wynikiem HADS w podskali depresji. Do najczesciej stresujacych czynnikéw w pracy nale-
zaty: lek przed popetnieniem nieodwracalnego btedu (64,0%), stosunek pacjentéw i ich rodzin do personelu medycznego
(58,43%), odpowiedzialnos¢ za zycie drugiego cztowieka (56,2%). Analiza regresji wykazata, Ze jedyna zmienna wpltywajaca
na wynik podskali leku jest pte¢. W przypadku depresji nie stwierdzono zaleznosci statystycznej.

Whioski: Uwzgledniajac powyzsze wyniki, nastepnym krokiem powinno by¢ dalsze identyfikowanie czynnikéw wptywa-
jacych na poziom depresji i leku wéréd lekarzy oddziatéw intensywnej opieki medycznej w celu minimalizowania czynni-
koéw stresujacych i zapobiegania wystapieniu objawéw psychopatologicznych w tej grupie.
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Introduction

Physicians hold the ninth position on the list of
the 100 most stressful professions in Poland [1]. How-
ever, the nature of a physician’s work depends main-
ly on their professional specialization and their place
of work. Professional activity in a hospital differs
significantly from work in an outpatient clinic - for
example, in Primary Health Care (PHC) counselling
or in the field of occupational medicine. Compared
to others, specializations characterized by the high-
est number of stressors include anaesthesiology and
intensive therapy, surgery, cardiac surgery, neuro-
surgery, orthopaedics, or oncology, where critically
ill patients are treated, and decisions and therapeu-
tic actions are taken to directly save their lives and
health with the use of life support interventions. The
situation in these departments is often very dynamic
and requires medical personnel to respond quickly
and appropriately, especially because every second
is important in resolving emergency tasks, and even
minor mistakes can have fatal consequences, includ-
ing the death of the patient. Saving the patient’s life,
postoperative care, and contact with a seriously ill
patient and his/her family all require highly devel-
oped interpersonal competencies and an extraordi-
nary degree of cooperation with other staff members.
At the same time, working conditions in hospitals
are difficult and far from optimal. Work in shifts,
night duties, excessive bureaucracy, and inappropri-
ate organization are just some of the aspects that, as
well as the responsibility for the life and health of
the treated patients, can affect the quality of work.
A separate aspect of stress factors is related to sudden
and unplanned treatments and aggressive behaviour
of the patients and their families, and their attitude
towards physicians [1, 2]. Work in a hospital envi-
ronment may be satisfying but may also have an ad-
verse effect on the medical staff’s physiological and
psychological well-being, and may contribute to the
occurrence of anxiety and depression.

Several studies have assessed the mental health
of intensive care unit physicians. It has been indi-
cated that the prevalence of depressive symptoms
among ICU physicians ranged from 10% to 15% in
the US, Britain, Norway, and Japan [3-7]. Ruitenburg
et al. concluded that the prevalence of anxiety and
depression was 24% and 29% of physicians, respec-
tively [8], while in Chinese studies by Shen et al. [9]
and Sun et al. [10], it ranged from 31% to 65.3%.

In Poland, little is known about symptoms of
anxiety and depression among intensive care unit
physicians; thus, a systematic comparison is dif-
ficult, and the data comprehensively describe far
more the issue of professional burnout of ICU medi-
cal staff [11, 12] rather than recognize the anxiety
and depression levels at work, especially of critical
care physicians.
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Aim of the research

The aim of the study was to assess the level of anxi-
ety and depression symptoms as well as the frequency
of specific stressful factors indicated by critical care
physicians related to work where patients in an im-
mediate threat to life and health are treated.

Material and methods

The research was conducted in Poland between
January and February, 2019 among 89 physicians
with various specialties working in critical care units
in 2 reference centres in a district capital. The Ethics
Committee approved the study (4/2019), and all par-
ticipants gave their written consent. The respondents
were informed that they would remain anonymous
and the obtained data would be generalized and used
only for scientific work. All participants completed
the questionnaires through personal contact and
face-to-face conversation with the researcher.

For data collection, the authors’ questionnaire was
used. It included single-choice questions about sex,
age, marital status, internship and main workplace in
the ward, specialization, work system and overtime
work, and a multiple-choice question regarding the
most stressful factors at work.

The standardized Hospital Anxiety and Depres-
sion Scale (HADS) questionnaire, constructed by Zig-
mond and Snaith [13] in the Polish version prepared
by Majkowicz, de Walden-Gatuszko, and Chojnacka-
Szawlowska [14] was used to assess the level of anxi-
ety and depression in the study group. According to
the authors of the scale, the following standards were
adopted for the analysis: 0-7 points — very low, 8§-10
points — borderline, more than 10 points — high level
of anxiety/depression. According to the primary as-
sumptions of the HADS scale, a high result requires
further verification through a full psychiatric exami-
nation.

Statistical analysis

The analysis of quantitative variables was carried
out by calculating the mean, standard deviation, me-
dian, quartiles, minimum, and maximum, while the
analysis of qualitative variables was carried out by
calculating the number and percentage of occurrenc-
es of each value. The comparison of qualitative vari-
ables between groups was made using the ¥? test (with
Yates correction for 2 x 2 tables) or the exact Fisher
test where low expected frequencies appeared. The
comparison of quantitative variables in 2 groups was
performed using the Student’s t-test or Mann-Whit-
ney test, and the comparison of the quantitative vari-
ables in 3 or more groups was performed by means of
the ANOVA or Kruskal-Wallis test. After detection of
statistically significant differences, post-hoc analysis
was performed using the Fisher’s LSD test or Dunn’s
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test. Correlations between quantitative variables were
analysed using the Pearson or Spearman correlation
coefficient. The normality of the variable distribution
was examined using the Shapiro-Wilk test. A linear
regression model was built to determine the relation-
ship between sociodemographic variables and the
scores for anxiety and depression subscales of HADS.
The independent variables were age group, sex of re-
spondents, marital status, work experience, type of
ward, specialization, overtime, work system, or type
of medical centre. A significance level of 0.05 was as-
sumed in the analysis. All analyses were performed in
the R software, version 3.5.2 [15].

Results

Completed questionnaires were obtained from
89 physicians, including 52 (58.43%) men and 37
(41.57%) women aged 25 to 64 years. The respon-
dents’ mean age was 40.33 +10.29 years and ranged
from 25 to 64 years. Seventy-one out of 89 (79.8%)
participants were in a relationship, 15 (16.9%) respon-
dents were not in a relationship, and 3 (3.4%) respon-
dents did not answer this question. Regarding the
ward on which the respondents worked, 26 of them
marked the surgical care unit, 24 intensive care unit,
16 worked in the clinic of cardiology and cardiac sur-
gery, 14 in the orthopaedic and trauma care unit, and
9 in the cardiovascular surgery intensive care unit.
No paediatricians or neonatologists participated in
our study. In total, 51 respondents had worked in
the ward for 10 years, 23 had worked between 11 and
19 years, and 15 had worked for 20 years or more. Of
the respondents, 59.6% worked in the 8-hour system,
15.7% worked in a 12- and 24-hour system, 13.5% in
a 24-hour system, 5 in a 12-hour system, and 4 in an
8-, 12-, and 24-hour system. Out of 89 participants,
75 answered that they worked additional hours. The
majority of participants worked in teaching hospi-
tals. The above values are presented in Table 1.

To assess the level of anxiety and depression, the
Hospital Anxiety and Depression Scale (HADS) was
used. Interpreting the anxiety, it was shown that
46 out of 89 participants declared a score of 7 or lower,
25 respondents had a borderline status — which means
that anxiety symptoms are present and more severe
than normal - and 18 respondents had a score of
11 and above — which means that anxiety symptoms
are severe. In turn, analysing the level of depression,
53 out of 89 participants noted a score of 7 or lower,
26 respondents had a borderline condition, and 10 re-
spondents had a score of 11 and above (Table 2).

It has been noted that the severity of depressive
symptoms is significantly and positively correlated
with the age of the respondents (p = 0.034), so the
older the person in the study group, the more severe
their depressive symptoms. Anxiety was not corre-
lated with age (p = 0.881). Women (8.05 £3.24) had
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significantly higher anxiety symptoms than men
(6.62 £3.3); (p = 0.046). There were no significant as-
sociations observed between men and women with
regard to the level of depression (p = 0.42). The data
did not reveal any associations in relation to marital
status, ward, specialization, and work system. How-
ever, significant associations were shown regarding
years of service and overtime work. It was noted that
persons working in the ward up to 10 and from 11 to
19 years had a significantly higher severity of anxiety
symptoms than those working in a ward for 20 years
or longer. In turn, people working in the ward for
11-19 years had a significantly higher severity of de-
pressive symptoms than those working in the ward
for up to 10 and 20 years and longer (Table 3). In the
case of working time, people taking overtime had
a significantly higher severity of depressive symp-
toms than people who did not take additional work-
ing hours (Table 4).

The study revealed significant differences in the
study group according to work in individual centres.
It was noted that physicians working in the district
centre had a significantly higher severity of depres-
sive disorders than physicians working in a teaching
hospital (p = 0.037).

The respondents were asked to choose the most
stressful factors at work. A list of 15 stressful factors
was proposed as a multiple-choice question, devel-
oped on the basis of previous non-committal con-
versations with physicians at work. The analysis of
quantitative variables was carried out by calculating
the number and percentage of the occurrence of each
variable. The most frequently endorsed stressful fac-
tors at work were as follows: fear of making an irre-
versible error (64%), the attitude of patients and their
families to medical personnel (58.43%), responsibility
for another person’s life (56.2%), overload with duties
(52.8%), poor organization of work (49.5%), and lim-
ited possibility of help for some patients (41.6%). The
above values are classified in Table 5.

Analysing the most frequently endorsed stressful
factors at work in detail, it was noted that the answer
“Lack of support from superiors and colleagues” was
most often indicated by people over 45 years old and
least often by those up to 35 years old. The above val-
ues are classified in Table 6.

Including sex of respondents, the answers “Fear
of committing an irreversible error” (83.8%) and “Re-
sponsibility for another person’s life” (70.2%) were
more often indicated by women (# = 37), and “Poor
work organization” (59.6%) by men (1 = 52).

Significant differences were also noted depending
on the type of ward. It was shown that for the doc-
tors working in the cardiology and cardiac surgery
clinics, the most frequently endorsed stressful factors
at work were related to overloading with duties. This
response was given by 87.5% of doctors in these de-
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Table 1. Data of the studied group

Katarzyna Biatek

Parameter N %
Ward Anaesthesiology and intensive care 24 26.97
Cardiovascular intensive care 9 10.11
Surgical care unit 26 29.21
Clinic of cardiology and cardiac surgery 16 17.98
Orthopaedic and trauma care unit 14 15.73
Age [years] N Mean SD Median Min. Max. Q1 Q3
89 40.33 10.29 38 25 64 31 47
Parameter n %
Sex Women 37 41.57
Men 52 58.43
Marital status  In relationship 71 79.78
Not in relationship 15 16.85
No answer 3 3.37
Experience Employed for up to 10 years 51 57.30
11-19 years 23 25.84
20 years and more 15 16.85
Work system 8-h 53 59.55
8-, 12-, and 24-h 4 4.49
12-h 5.62
12- and 24-h 14 15.73
24-h 12 13.48
No answer 1 1.12
Overtime Overtime 75 84.27
No overtime 12 13.48
No answer 2 2.25

Table 2. The level of anxiety and depression of physicians in the examined group measured by the Hospital Anxiety and

Depression Scale (HADS)

Variable HADS interpretation n %

Anxiety 0-7 No disorders 46 51.69
8-10 Border state 25 28.09
11-21 Anxiety symptoms 18 20.22

Depression 0-7 No disorders 53 59.55
8-10 Border state 26 29.21
11-21 Depression Symptoms 10 11.24

partments (n = 16). Interestingly, this factor was the
least frequently indicated by people working in the
orthopaedic care unit (26.8%).

On the other hand, the answer “No support from
supervisors and colleagues” was most often (62.5%)
declared by physicians working in the ICU (n = 24),

and least often (12.5%) by physicians working in the
cardiology and cardiac surgery ward.

It was also examined whether the work experience
in a particular ward may affect a given stressor’s sub-
jective feeling. The responses “Fear of committing an
irreversible error” and “The attitude of patients and
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Table 3. The level of anxiety and depression in the examined group in relation to work overtime taken

HADS Up to 10 years 11-19 years 20 years and more P-value*
(n=51)-A (n=23)-B (n=15)-C

Anxiety Mean + SD 7.25 +3.03 8.48 3 5.2+4 0.011
Median 7 8 4 P
Quartiles 5-9.5 7.5-11 2.5-7.5 B,A>C

Depression Mean + SD 5.37 £3.58 8 +4.12 5.4 +4.26 0.021
Median 5 9 4 NP
Quartiles 2-9 4.5-10.5 2.5-9 B>CA

*P — Normal distribution in groups, ANOVA + post-hoc analysis results (Fisher LSD test), NP — lack of normality of distribution in groups,
Kruskal-Wallis test + post-hoc results (Dunn test).

Table 4. The level of anxiety and depression in the examined group in relation to work overtime taken

HADS Overtime (n = 75) No overtime (n = 12) P-value*

Anxiety Mean + SD 7.16 £3.46 7.04 £2.47 0.91
Median 8 7 P
Quartiles 5-10 5-7.5

Depression Mean + SD 6.27 +3.83 4.07 +4.43 0.049
Median 7 2 NP
Quartiles 3-9 1-5.25

*P — Normal distribution in groups, Student’s t test, NP — No normality of distribution in groups, Mann-Whitney test.

Table 5. The most frequently endorsed stressful factors at

their families to medical staff” were most often indi-
cated by physicians working 11-19 years and the least

work

frequently by those working 20 years and more. In The most stressful factors at work N %*
turn, th? f'mswer ”chers” was most often indicated Fear of committing an irreversible error 57 64.04
by physicians working 20 years and longer and the
least often in those employed for up to 10 years. The | Responsibility for the life of another 50 5618
above values are classified in Table 7. human being

Interesting results were also obtained regarding Overloading duties 47 5281
the work system and overtime taken in the studied Limited possibility of help some patients 37 4157
group. It was noted that the answer “Lack of support
from supervisors and colleagues” (48.6%) was more | Danger of personal safety 8 899
often declared by physicians working in a system Communion with suffering 11 1236
different than 8-hour, i.e. 12- and 24-hour (n = 35). Communion with death 8 8.99
P-values lower than 0.05 also indicate significant dif- ’
ferences between groups regarding overtime taken. Lack of support from superiors and 27 3034
The present study revealed that the answer “poor colleagues
work organization” (54.7%) was most often indicated Contact with the patient’s family 19 2135
by people working overtime (n = 75). . L .

Y II)\/Iafital status,gspecialization, and type of medi- Breaking bad news to the patient’s family 21  23.60
cal centre were not associated with the most stressful Bad work organization 44 49.44
factors. Sudden and unplanned treatments and 14 15.73

The linear regression model revealed the influence surgeries
of only female gender on the scale of anxiety score .
of HADS (p < 0.05). In comparison to female gen- Resuscitation 8 899
der, male gender reduced it by 1.824 points on aver- Difficult intubation 7 787
age. The R? coefficient was 15.93%, which means that The attitude of patients and their 57 5843
15.93% of the variability of the score on the anxiety families to medical staff
scale was explained by variables taken into the model.
The remaining 84.07% depend on variables in the not Others ® o
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Table 6. The most frequently endorsed stressful factors in relation to age

Variable Up to 35 years 36—45 years 46 years and P-value*
(n = 35) (n = 26) more (n = 28)

Fear of committing an irreversible error 24 (68.57) 18 (69.23) 15 (53.57) 0.377 %2
Responsibility for the life of another human being 21 (60.00) 16 (61.54) 13 (46.43) 0.451 »?
Overloading duties 19 (54.29) 15 (57.69) 13 (46.43) 0.692 y?
Limited possibility of help for some patients 2 (34.29) 15 (57.69) 10 (35.71) 0.139 %2
Danger of personal safety 5 (14.29) 2 (7.69) 1(3.57) 0.332 F
Communion with suffering 4 (11.43) 3 (11.54) 4 (14.29) 1F

Communion with death 5 (14.29) 2 (7.69) 1(3.57) 0332 F
Lack of support from superiors and colleagues 5 (14.29) 9 (34.62) 13 (46.43) 0.019 %2
Contact with the patient’s family 7 (20.00) 4 (15.38) 8 (28.57) 0.482 y?
Breaking bad news to the patient’s family 8 (22.86) 5 (19.23) 8 (28.57) 0.715 2
Bad work organization 18 (51.43) 12 (46.15) 14 (50.00) 0.918 y?
Sudden and unplanned treatments and surgeries 8 (22.86) 5 (19.23) 1(3.57) 0.078 F
Resuscitation 5 (14.29) 2 (7.69) 1(3.57) 0.332F
Difficult intubation 3 (8.57) 2 (7.69) 2 (7.14) 1F

The attitude of patients and their families to medical staff 18 (51.43) 17 (65.38) 17 (60.71) 0.526 %?
Others 1(2.86) 2 (7.69) 3 (10.71) 0.434F

y? — chi-square test, F — Fisher’s exact test.

Table 7. The most frequently endorsed stressful factors in relation to work experience

Variable Up to 10 years 11-19 years 20 years and  P-value*
(n = 51) (n = 23) more (n = 15)

Fear of committing an irreversible error 34 (66.67) 18 (78.26) 5(33.33) 0.016 %2
Responsibility for the life of another human being 32 (62.75) 11 (47.83) 7 (46.67) 0.351 2
Overloading duties 24 (47.06) 15 (65.22) 8 (53.33) 0.35 2
Limited possibility of help for some patients 22 (43.14) 9 (39.13) 6 (40.00) 0.94 »?
Danger of personal safety 5 (9.80) 2 (8.70) 1(6.67) 1F

Communion with suffering 5 (9.80) 3 (13.04) 3 (20.00) 0.492 F
Communion with death 6 (11.76) 1(4.35) 1(6.67) 0.686 F
Lack of support from superiors and colleagues 11 (21.57) 11 (47.83) 5(33.33) 0.078 F
Contact with the patient’s family 9 (17.65) 6 (26.09) 4 (26.67) 0.592 F
Breaking bad news to the patient’s family 10 (19.61) 5 (21.74) 6 (40.00) 0.276 F
Bad work organization 25 (49.02) 15 (65.22) 4 (26.67) 0.067 %2
Sudden and unplanned treatments and surgeries 11 (21.57) 2 (8.70) 1(6.67) 0.281 F
Resuscitation 6 (11.76) 1(4.35) 1(6.67) 0.686 F
Difficult intubation 4 (7.84) 1(4.35) 2 (13.33) 0.745 F
The attitude of patients and their families to medical staff 27 (52.94) 19 (82.61) 6 (40.00) 0.016 y?
Others 1(1.96) 2 (8.70) 3 (20.00) 0.024 F

v? — chi-square test, F — Fisher’s exact test.
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included model and on random factors. However, the
observed correlation is very weak and thus should be
considered with caution. None of the analysed fea-
tures are an independent predictor of the outcome on
the depression scale score, and the R* coefficient was
20.95% for this model.

Discussion

As expected, this study reported a high rate of
anxiety and depressive symptoms among critical care
physicians. In the present study, the symptoms of
depression were related to poor work organizational
factors, such as workload and overtime taken by doc-
tors. It has been clearly demonstrated that physicians
taking overtime have a significantly higher levels of
depression than people who do not take extra hours
of work.

This is associated with a study in which it was
shown that the factor influencing the occurrence of
anxiety and depression was related to the number of
hours worked per week and the number of beds in the
ICU of which the doctors were in charge [16]. More-
over, physicians who work at least 60 h per week or
who work night shifts twice or more per week were
at greater risk of experiencing anxiety and depressive
symptoms [17]. Coomber et al. [3] noted that as many
as 10% of the surveyed physicians working in ICUs
had clinically significant depressive symptoms relat-
ed to the number of hours of work per week.

The influence of working time was also described
by Howard [cf. 18], who first of all noticed permanent
fatigue of doctors resulting from long working hours.
The study showed that excessive fatigue and high-
level stress increase the incidence of mistakes made
by anaesthesiologists, which also negatively affects
the quality of their medical care. Additionally, it has
been shown that ICU physicians made 36% more seri-
ous medical errors in the ICU when they frequently
worked shifts of 24 h or more compared to when they
worked shorter shifts [19] and the time to intubate the
trachea was significantly longer during a night shift
than during the day [20]. The observed positive asso-
ciations between very long working hours or too fre-
quent night shifts within a short period of time and
symptoms of anxiety or depression should be careful-
ly considered by hospital administrators responsible
for preparing physicians’ schedules.

Overload with duties means that medical staff of
critical care units are also a group exposed to somat-
ic costs. An example of health complications among
physicians is provided by Gebska-Kuczerowska [21].
The most frequently reported complaints were as fol-
lows: arrhythmias (78%), sleep regulation disorders
(62%), headaches (56%), ischaemic heart disease and
unstable arterial pressure (53%), complaints associ-
ated with exacerbation of chronic disease of joints
(83%), and decrease in efficiency and concentration
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disorders (57%). Therfore, ICU organizational aspects
are very important and could be a major issue in de-
creasing physicians’ distress and depression [3].

It is very interesting to notice that the physicians
included in the present study with higher anxiety
symptoms had a shorter practice (employed for up to
10 years and 11-19 years) compared with those who
had a longer experience. Physicians with a medium-
length practice (11-19 years) had higher depressive
symptoms than experienced physicians employed for
up 10 years or 20 years and more. It may suggest that
distress or the prevalence of anxiety and depression in
intensivists are “occupational hazards” that can strike
atany time in an ICU career. It can be assumed that in
the case of physicians earlier in their practice, the con-
tact with death and seriously ill people is still a strong
experience, the negative emotions and reactions of
which may hinder the development of constructive
strategies for coping with difficult situations. In con-
trast, physicians with more experience approach it
with a greater distance and have a better developed
ability to cope with stress. The above assumption is
in accord with the study of Kousha et al. [22], which
showed that stress, anxiety, and depression were
stronger among resident doctors under 30 years old
with very short work experience in the ICU.

The sex of the subjects is also important for the
occurrence of anxiety and depression. In the pres-
ent study, women had significantly higher levels of
anxiety than men. Women more frequently declared
their fear of making an irreversible error and respon-
sibility for another person’s life. Frank and Dingle
[16] also reported that female physicians with de-
pression were more dissatisfied with their career or
workplace.

The analysis performed by other Polish authors
also contributed to the discussion of stress factors at
ICU physicians’ workplace [18]. The most stressful
factors listed include, among others, sudden and se-
vere condition of the patient, difficulties in making
the right diagnosis, chronic diseases, and physicians’
skills of breaking bad news to patients’ relatives.
Further studies mentioned difficult intubation, poor
work organization, resuscitation, poor chance for re-
covery of that patient’s condition, work under time
pressure, the need to make quick and error-free deci-
sions, extra duties outside the main workplace, lack
of social recognition, and low prestige of the profes-
sion relative to other specialties [12].

Interpreting stress factors in the physicians’
work, and the attitude of patients and their families
towards the medical staff seems to be of great im-
portance. Zafar et al. [23] have shown that as many
as 1 in 6 physicians working in emergency depart-
ments experience a physical attack from the patient,
and 3 out of 5 doctors were victims of verbal abuse
(insults, threats, blackmail). Physicians who experi-
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enced workplace violence on the part of the patient
or their family were nearly 7 times more likely to be
depressed compared to those who did not encounter
it. Previous studies also demonstrated that workplace
violence increases the prevalence of psychological
conditions such as anxiety and depression among ex-
posed physicians [24, 25]. Additionally, contact with
an aggressive patient and his/her family may also be
related to increased risk of post-traumatic stress dis-
order (PTSD) [23].

Some publications are even specifically targeted
at assessing the risk and incidence of post-traumatic
stress disorder among physicians working in the criti-
cal care unit. In such a stressful environment, second-
ary traumatization may be a significant consequence
of work, and the depression described above, suicidal
thoughts, or anxiety disorders may be a high risk of
PTSD. Studies have shown that 12-33% of physicians
working in ICUs meet the overall criteria of PTSD,
and 30% have one or more symptoms. What is more,
these symptoms are positively correlated with age,
which means that the more years of work, the more
severe may be the symptoms of PTSD [26]. In some
other studies, it was noted that as many as 28% of
ICU physicians experienced nightmares in relation to
their work, and the most common causes were break-
ing bad news to the patient’s family and end-of-life
care [23].

Additionally, the novel SARS-CoV-2 pandemic
may be a crucial stress factor and may result in an
overall surge in new cases of anxiety, depression,
and burnout in critical health care physicians. It is
recognized that the COVID-19 pandemic is putting
healthcare ICU professionals under extreme pressure.
Regarding ICU specialists’ mental health outcomes
during the COVID-19 outbreak, the prevalence of
anxiety, depression, and severe burnout symptoms
were 46.5%, 30.2%, and 51%, respectively [27]. Factors
associated with an increase of anxiety and depression
symptoms were female gender, younger age, living
in a city of > 1 million inhabitants, higher religiosity,
and not being in a relationship.

The results presented above justify that the risk
of anxiety and/or depression symptoms among phy-
sicians in critical care units is high. The study has
shown that poor ICU functioning is significant, re-
quiring the implementation of appropriate preventive
measures to ensure mental comfort for doctors and,
indirectly, for patients and their families. The exami-
nation of doctors’ needs seems to be crucial. The next
step should be to implement all kinds of interventions
and support programs in order to decrease negative
emotions, recognize and reduce the symptoms and
effects of stress, and learn to cope with difficult situ-
ations. The inclusion of a psychologist in the work
of the unit seems to be helpful. Health professionals
and their superiors should be aware of the negative
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psychological effects resulting from clinical practice
that may cause impairment in social, occupational, or
other important areas of functioning.

This study has several limitations. First of all, a rel-
atively small sample of 89 examined doctors limits
the representativeness of the results and the statisti-
cal power of the analyses obtained. No trend should
be extrapolated to a broader (or general) population
from such a small sample. Therefore, the results must
be interpreted with caution.

The strength of the study is its aim. Not many
studies concerning anxiety and depression among
physicians in general and ICU workers, in particu-
lar, are available. Secondly, a 100% response rate was
achieved, and almost no missing information and un-
answered questions were found in any questionnaire.

Conclusions

Our findings show that 18 examined physicians
had anxiety symptoms and in 10 responders there
were depressive symptoms above 11 points in the
HADS score. Respondents taking overtime had sig-
nificantly higher severity of depressive disorders than
physicians who did not work overtime. Female gender
was the only variable influencing the anxiety subscale
HADS score. The most frequently endorsed stressful
factors at work were as follows: fear of making an
irreversible error, the attitude of patients and their
families to medical personnel, responsibility for the
life of another person, overloading duties, poor work
organization, and limited possibility of help for some
patients. For women, the most stressful was the fear
of committing an irreversible error and responsibility
for another person’s life; for men it was poor work or-
ganization. The fear of committing an irreversible er-
ror and patients and their families’ attitude to medical
personnel were most often indicated as stressful by
persons working 11-19 years and the least frequently
by persons working 20 years and more. For physicians
working in a 12-hour and 24-hour system, the lack of
support from superiors and colleagues was the most
stressful, while the poor work organization turned
out to be the most stressful factor for people taking
overtime.
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