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Summary

Background and objectives: To date, there have
been several prospective cohort studies investigat-
ing the workplace experiences of junior physicians,
but with limited focus on gender issues. The ob-
jective of the present study is to explore the work-
place experiences of first-year residents according
to gender, type of training hospital, and clinical
field.

Methods: Data reported are from the second
assessment of the longitudinal Swiss physicians’
career development study, begun in 2001. In 2003,
497 residents (54.7% females, 45.3% males) as-
sessed their workplace conditions, social support
at work, and effort-reward imbalance.

Results: There are few, but relevant, gender-
related differences in workplace experiences, with
female physicians experiencing less mentoring and
higher over-commitment, yet more positive social
relationships at work. In a multivariate model, sig-
nificant differences in some workplace variables
with regard to type of training hospital and/or clin-
ical field are found: workplace conditions are rated
worse in type “A” hospitals (university and can-
tonal hospitals) than in type “B”/“C”/“D” hospi-
tals (regional hospitals and highly specialised
units), and in surgical fields than in internal med-

icine. In “A” hospitals mentoring is assessed as bet-
ter, but positive social relationships as worse. Both
scales are rated worse in surgical fields than in
internal medicine. The effort-reward imbalance
(ERI) is rated significantly higher (unfavourable)
in “A” hospitals than in “B”/“C”/“D” hospitals, re-
gardless of gender and clinical field. Significantly
more subjects with an ERI quotientabove 1 (which
is unfavourable) work in “A” hospitals, and in sur-
gical fields regardless of hospital type. Of the total
sample, 81 subjects (16.3%), 41 males and 40 fe-
males, show an ERI quotient above 1. The greater
the workload, the worse the rating of workplace
conditions, effort-reward imbalance, and over-
commitment.

Conclusion: Institutional determinants are cru-
cial factors for the workplace experiences and first
career steps of junior physicians. Medical edu-
cators, especially those in “A” hospitals, should
become more involved in structured residency
programs and be aware of potential gender inequa-
lities in the career support of female physicians.

Key words: junior physicians; workplace experi-
ences; effort-reward imbalance model; training hospi-
tals; clinical fields

Introduction

There are several longitudinal studies on res-
idents’ workplace experiences from the United
States, and one each from Great Britain, Norway,
and Germany. Some of the US resident studies
focus on the quality of residency training pro-
grams, factors affecting a resident’s choice of a cer-
tain speciality, and sources of stress, such as incom-
patibility between the resident’s skills and person-
ality traits and the chosen speciality [1-3]. A recent
US study [4] reports that a controllable lifestyle is
becoming an increasingly important factor in
physicians’ career decisions. The British study
focuses on employment conditions, speciality

choice, and work-life balance [5]. Some British au-
thors report on the relationship between special-
ity choice, stress, and personality [6]. The Norwe-
gian study investigates speciality choice [7, 8] and
mental health issues in medical students and jun-
ior physicians [9, 10]. The German BELA-study
[11] comprises a selected sub-sample of physicians
and focuses primarily on career advancement, ie,
employment conditions. Most of the published co-
hortstudies to date started in the mid-1990s. Since
then, sweeping changes have occurred in medical
education, the hospital environment, and the res-
idents’ employment situation, encompassing the
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Table 1

Sample and sample
development of the
prospective study.

financial constraints of health budgets, greater ad-
ministrative demands, and an increasing number
of women graduating from medical schools and
entering residency. These factors change both the
workplace ethos (Betriebskultur) of a hospital and
the training conditions encountered by junior
physicians during their residency. Our study is the
first prospective physicians cohort study in
Switzerland investigating individual and institu-
tional career determinants of junior physicians.
Data of the first assessment are published in a pre-
vious issue of this journal [12]. In Switzerland, res-
idents are asked each year to evaluate the quality
of their training institution [13, 14], but these as-
sessments are only cross-sectional. The work-
place- and leadership ethos (Betriebs- und Fiih-
rungskultur) had the strongest impact on the over-
all assessment of the further-training institutions.
As described in several studies [15-18], sources of
unfavourable workplace conditions are time pres-
sure, stress at work, inadequate leadership, lack of
control over work, and poor social support. These
dimensions are related to the stress model of
Karasek & Theorell [19]. The workplace experi-
ence is also influenced by the reciprocity of effort
expended and rewards received in the work situa-

tion, according to the effort-reward imbalance
model (ERI) of J. Siegrist [20]. To date, failed rec-
iprocity (high cost/low gain) has not been widely
examined in physicians’ work in hospitals. Effort-
reward imbalance at the outset of a physician’s pro-
fessional career is likely to lead to a decision not to
pursue a demanding career.

"To date, there has been no in-depth investiga-
tion of residents’ institutional experiences at the
outset of their speciality training, and the impact
of these experiences on further career paths from
a gender perspective. The main aim of our longi-
tudinal study of a cohort of medical school gradu-
ates is therefore to evaluate the individual and in-
stitutional career determinants from the point of
view of gender. It is assumed that negative work-
place experiences will influence women physicians’
career choice and career paths even more than
their male colleagues.

The objectives of the present paper are (1) to
explore junior physicians’ workplace experiences
in their first year of residency according to gender,
in the total sample; and (2) to investigate differ-
ences in workplace experiences with regard to type
of training hospital, clinical field, and gender, in a
subsample.

Methods

Study design, sample development, and study
sample

The study is an ongoing prospective survey of a cobort of
graduates of the three medical schools in German-speak-
ing Switzerland, beginning in 2001 (T)). (Details of the
study design and sample recruitment are described in a
previous issue of this journal [12]). Subjects were re-eval-
uated after two years in 2003 via a postal questionnaire
(T,). By then, they had worked in hospital as doctors for
about 12-15 months. Table 1 shows the sample development
from T (questionnaires sent to all registered graduates at
the medical schools of Basel, Berne, and Zurich) to T’ and
T, for participants, non-participants and “dropouts”.

There are no significant differences between the dropouts
(T1-T>) and the subjects participating at both measure-
ments with regard to socio-demographic data, personality
traits, and career-related variables at T'i. This paper pres-
ents the data of the second assessment. To investigate the
issues of this paper, 497 participants (272 females [54.7 %],
225 males [45.3%]) were included in the analyses. We plan
to conduct further assessments every two years through-
out the participants’ specialist studies.

"To ensure participants’ anonymity, the returned ques-
tionnaires were only identified by a code. The respondents
sent their addresses to an independent address-adminis-
tration office, allowing for follow-up.

addressed sample non participants sample “drop-outs” sample
Ty (2001) To-T: T (2001) T-T: T: (2003)
n (%) n (%) n (%) n (%) n (%)
Gender female 487 (48.5) 107 (37.5) 380 (52.9) 97 (49.2) 283 (54.2)
male 517 (51.5) 178 (62.5) 339 (47.1) 100 (50.8) 239 (45.8)
Ageinyears mean 274 27.6 29.3
range 23-44 23-44 26-44
Civil status ~ single 677 (94.2) 181 (91.9) 466 (89.3)
married 42 (5.8) 16 (8.1) 55 (10.5)
divorced 0 0 1(0.2)
Partner present 474 (66.2) 120 (61.2) 395 (76.4)
absent 242 (33.8) 76 (38.8) 122 (23.6)
data missing 3 1 1
Children yes 26 (3.6) 9 (4.6) 24 (4.6)
no 677 (96.4) 188 (95.4) 494 (95.4)
data missing 16 - 4
Total 1004 (100) 285 (100) 719 (100) 197 (100) 522* (100)

* The following subjects were not included in the further data analyses of this paper: 4 subjects who had embarked on a professional

career outside medicine at T2, 21 participants with missing data.
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Workplace characteristics and distribution
of the residents

The workplaces are categorised as follows: Type “A”
hospitals: university hospitals or county hospitals, accred-
ited for the whole of speciality training; type “B” hospi-
tals: regional hospitals, accredited for at least two years’
training; type “C” and “D” hospitals: small regional hos-
pitals or highly specialised units, accredited for one year
of training; research institutions; workplace not otherwise
specified.

Distribution of the residents working at various #rain-
ing institutions related to 272 females (100%) and 225
males (100%): Type “A” hospitals: 31.2% females, 35.0%
males; zype “B” hospitals: 42.2% females, 33.6% males; rype
“C” and “D” hospitals: 20.2% females, 18.6% males; re-
search institutions: 3.8% females, 5.9% males; workplace not
otherwise specified: 2.7% females, 6.8% males.

Clinical fields and distribution of the residents

Surgery, gynaecology & obstetrics, urology, and or-
thopaedics were categorised as surgical fields; internal med-
icine comprised all subspecialties of internal medicine.
Distribution of the 272 female (100%) and 225 male
physicians (100%) was as follows: Surgical fields: 52.1%
females, 46.9% males; Internal medicine: 28.1% females,
32.2% males; High-technology fields: 6.5% females, 10.0%
males; Psychiatry: 3.8% females, 1.9% males; Paediatrics:
3.0% females, 2.4% males; Others: 6.5% females, 6.6%
males.

Employment and workload

Of the participants, 96.3% declared themselves in
full-time employment; 3.7 % worked part-time. Participants
reported a mean workload of 58.3 hours per week (SD 8.8
hours, range 24-90 hours). There were no significant dif-
ferences according to gender, type of training hospital, or
clinical field.

Instruments

"The workplace experiences were assessed by the follow-
ing components:

Waorkplace Conditions Short Questionnaire (Kurz-Frage-
bogen zur Arbeitsanalyse KFZA) [21], abridged and
adapted by Abele [11]: 14 items, five-point Likert scale, as-
signed to five scales: 7007z for manoeuvre (3 items), stress (3),
team co-operation (2), qualification opportunities (3), and lead-
ership (3).

Social Support at Work Questionnaire (Fragebogen zur
sozialen Unterstiitzung am Arbeitsplatz) [22]: 12 items,
five-point Likert scale, assigned to the scales mentoring
(4 items), positive social relationships (5), and negative social
relationships at work (3).

Effort-Reward Imbalance at Work Questionnaire ERI
(Fragebogen zu beruflichen Gratifikationskrisen) [23]: 17
items (five-point Likert scale), assigned to the scales effort
(6 items) and reward (11). The items of the “effort” scale
measure an intrinsic (personal, coping-related) compo-

nent of stressful experience at work, whilst the items of the
“reward” scale measure an extrinsic (perceived work situ-
ation) component. The effort/reward quotient is a mea-
sure of the imbalance between these two components. A
value close to zero indicates a favourable condition (rela-
tively low effort, relatively high reward), whereas values
above 1.0 indicate a high amount of expended effort not
equalled by the rewards received or expected in return.

Over-commitment (6 items) (four-point Likert scale)
focuses on an excessive effort at work as evidenced by the
respondent’s inability to withdraw from work obligations
and develop a more distant attitude towards job require-
ments.

Sociodemographic data

Statistical analyses

Data included in the analyses

In a first step, data of the residents’ workplace expe-
riences at T, (n = 497) are analysed according to gender,
and controlled for age, presence/absence of a partner and
workload (issue 1). In a second step, a single three-facto-
rial multivariate model is used to check whether there are
differences in workplace experiences based on type of
training hospital and clinical field (issue 2). In order to
yield an adequate number of subjects in each cell, the train-
ing institutions are grouped into type “A” and type
“B”/”C”/”D” hospitals. Since the subjects working in
other training institutions such as research and industry
were too heterogeneous and small in number for statisti-
cal analysis, these data were excluded. Because of the small
number of physicians working in areas such as high-tech-
nology fields, psychiatry or paediatrics, only residents of
the two main specialities “surgical field” and “internal
medicine” (n = 353: 203 females [57.5%], 150 males
[42.5%]) are included in the analyses of the second issue.
The number of subjects in the eight cells of the 2 X 2 X 2
design are as follows (F = females, M = males, A = “A” hos-
pitals, B = “B”/”C”/”D” hospitals, S = surgical field, I = in-
ternal medicine): FAS = 35, FAI =21, FBS = 99, FBI = 48,
MAS =36, MAI = 13, MBS = 60, MBI = 41.

Statistical methods

All analyses are performed with SPSS for Windows,
Release 12.0. Descriptive statistics are given in terms of
means and confidence intervals. To investigate the objec-
tives, one-factorial and three-factorial multivariate analy-
ses of covariance (MANCOVA), respectively, are carried
out. Independent variables are gender on the one hand,
and type of training hospital, clinical field, and gender on
the other. Dependent variables are workplace conditions,
social support at work, effort-reward imbalance, and over-
commitment, and covariates are age, presence/absence of
a partner, and workload. Model residuals are normally dis-
tributed. To estimate the influence of main effects, inter-
actions, and covariates, Wilks’ Lambda and partial eta
squared are used.

Results

Gender-related workplace experiences

After 12-15 months of residency, the partici-
pants were asked to assess their experiences at work
in the hospital. Mean scores and standard error of
means (SE) of the scales for female and male physi-
cians and results of multivariate analyses are given
in table 2.

There are significant gender-related differ-

ences in workplace experiences with regard to less
mentoring but more positive social relationships at
work, and higher over-commitment scores, be-
tween female physicians and their male colleagues.
In the total study sample (n = 497), the ratio of ef-
fort and reward did not differ according to gender.
The mean scores were below 1, indicating that the
majority of junior physicians did not in general ex-
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Table 2a

Gender-related
means and Deltaci
(standard error of

Workplace experiences
Dimensions and scales

females (n = 272)

Mean = SE X 1.96!

males (n = 225)
Mean = SE X 1.96!

Workplace conditions

means (SE) x 1.96) Room for manoeuvre 2.86 +0.10 2.80 +0.12
of workplace experi- ¢ (i verse) 2.48+0.10 237 +0.10
ence scales (Work-
place Conditions “Team co-operation 4.03 £0.10 3.88 +0.12
short questionnaire,
Social Support at Qualification opportunities 3.55+0.10 3.65 +0.10
Work questionnaire, . N N
Effort-reward imbal- Leadership 3.41+0.10 3.34+0.12
ance, Over-commit- Social support at work
ment) and results of -
multivariate analyses Mentoring 2.54 £ 0.10 2.75+0.12
of covariance (covari-  pigiive social relationships 3.92£0.10 3.640.10
ates: age,
presence/absence Negative social relationships (reverse) 1.62 +0.08 1.66 + 0.08
of partner, workload), N
n = 497. Effort-reward imbalance 0.78 £ 0.02 0.81 £ 0.04
Over-commitment 233 £0.08 2.15 +£0.08
! estimation for CI (95%)
Table 2b Workplace conditions perience an imbalance of effort and reward; how-
'Vl“'“"ar_iate analyses  Effect Wilks’ A F(5,488) P Partial eta>  ever, 40 females and 41 males had an ERI quotient
OT covariance. K X
Gender 0.99 1.23 029 001 above 1 (unfavourable and posing a health risk).
Covariates The c(;)varlaters o_ffage alrld pgesence/ ﬁbs;ncedqf
a partner do not significantly influence the four di-
Age 0.98 1.47 0.20 0.02 p . 3 4 .
mensions of the workplace experiences. Workload,
Efrgsfrﬁzabsence 099 081 0.5% <001 however, has a significant impact, being positively
Wortlond ot o ool ot correlated with stress at work (r = 0.40, p <0.001),
oreod : . = : effort-reward imbalance (r = 0.33, p <0.001), and
over-commitment (r = 0.22, p <0.001), and nega-
tively correlated with room for manoeuvre (r=0.21,
Table 2¢ Effect Wilks’ A F(3,492) P Partial eta’  p <0.001). Workload accounts for 16% of the vari-
Social support Gender 0.92 13.73 <0.001  0.08 ance of the workplace conditions, 11% of the ef-
atwork. Covariates fort-reward imbalance, and 6% of the over-com-
Age 0.99 0.85 047 <001 mitment.
Presence/absence  0.99 1.29 0.28 <0.01 Career and mentor
of partner
Workond o8 o8 0 om Of the 272 females (100%) and 225 males
oreos : : : : (100%), 84 female (30.9%) and 101 male physi-
cians (44.9%) aspire to a hospital or academic career
(p =0.001). Only 36 (42.9%) of the women pursu-
Table 2d Effect F(1,494) P Partial et ing such a career reported having a personal mentor,
Effort-reward Gender 0.64 0.43 <0.01 as compared to 60 (59.4%) of the male residents
imbalance.
Covariates (p = 0018)
Age 0.47 0.49 <001 — . " y
orkplace experiences with regard to type
Presence/absence  0.06 0.81 <0.01 p . P al. clini & P
of part3ner of training hospital, clinical field, and gender
Worklond 50,08 0001 .t . Tabl_e 3 presents the results. of the three—facto—
rial multivariate model concerning the four dimen-
sions of the workplace experiences.
For the rating of workplace conditions, type of
1 2 .« . . .« . . .
Table 2e Effect FA,49% P Partial e®  training hospital and clinical field are significant,
Over-commitment. Gender 17.92 <0.001 0.04 while gender is not. Type “A” hospitals and “sur-
Covariates gical fields” are rated worse. Of the three covari-
Age 0.06 0.81 <001 ates, only workload has a significant influence; the
Presence/absence  <0.01 0.98 001 higher the wor'k.load, the worse the perceived
of partner workplace conditions.
Workload 2935 20001 0.06 Social support at work: Type of training hospi-

tal, clinical field, and gender exert an influence.
Type-“A” hospital residents receive more mentor-
ing, but perceive social relationships at work as
being less positive. Subjects in surgical fields of
both hospital categories also rate social relation-
ships as less positive. Females receive less mentor-
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Table 3a residents in training hospitals residents in clinical fields gender
Means and Deltaci Workplace experiences “A” “B”/“C”/“D” surgical internal females males
(standard error of Dimensions and scales (n = 105) (n = 248) (n =230) (n =123) (n =203) (n =203)
ror}ev?/gfk(;gc):exelgszi— Mean = SE X Mean = SE X Mean + SE X Mean + SE X  Mean + SE X Mean = SE X
ence scales (Work- 1.96! 1.96! 1.96! 1.96! 1.96! 1.96!
place Conditions Workplace conditions
short questionnaire,
Social Support at Room for manoeuvre 2.65 £0.16 2.84+0.10 2.72 £0.10 2.88 £0.16 2.87 £0.10 2.66 +0.14
‘é‘\f}?’k questionnaire, Stress (reverse) 2.18+0.16 2.47£0.10 2.40+0.12 234+0.14 242:0.12  234=0.12
ort-reward imbal-

ance, Over-commit- Team co-operation 3.74 £0.16 4.06 = 0.10 3.93 £0.10 4.04 +0.16 4.03 £0.12 3.88+0.14
ment) related to type
of training hospital Qualification opportunities  3.76 = 0.14 3.41 +£0.10 3.43 £0.10 3.67 £0.14 3.51£0.10 3.52+0.12
(“A"”- versus .
“B7/“C"/"D"-hospi- Leadership 3.23+0.16 336+0.12 3.20+0.12 3.56£0.16 3.39+0.12 3.23+0.14
tals), clinical field Social support at work
(surgical versus inter- -
nal field) and gender, Mentoring 2.73+0.18 2.51+0.10 2.54+0.12 2.65+0.16 2.53+0.12 2.64+0.14
and results of multi- Positive social relationships ~ 3.61 = 0.14 3.88 £ 0.10 3.77 £ 0.10 3.86+0.14 3.95+0.12  3.59:0.12
variate analyses of
covariance (covari- Negative social relationships  4.33 + 0.14 4.38 £ 0.08 4.30 £ 0.08 4.47 £0.10 4.39 +0.08 4.33£0.10
ates: age, presence (reverse)
or absence of part-
ner, workload), Effort-reward imbalance  0.89 = 0.04 0.79 = 0.02 0.84 = 0.04 0.79 = 0.04 0.80+0.04  0.85 +0.04
n = 353. Over-commitment 2.32+0.12 2.23+0.08 225008  226+0.10 2342008 215008

! estimation for CI (95%)
Table 3b Workplace conditions
Multivariate analyses  Effect Wilks’ A F(5,338) P Partial eta?
of covariance.

Training hospital 0.88 9.52 <0.001 0.12

Clinical field 0.92 5.84 <0.001 0.08

Gender 0.99 0.86 0.51 0.01

Training hospital X Clinical field 0.97 2.04 0.07 0.03

Training hospital X Gender 0.98 1.38 0.23 0.02

Clinical field X Gender 0.99 0.25 0.94 <0.01

Training hospital X Clinical field X Gender  0.98 1.17 0.32 0.02

Covariates

Age 0.98 1.31 0.26 0.02

Presence/absence of partner 0.98 1.30 0.26 0.02

Workload 0.86 11.45 <0.001 0.15
Table 3¢ Effect Wilks’ A F(3,340) P Partial eta’
Social support Training hospital 0.91 11.50 <0.001 0.09
at work.

Clinical field 0.97 3.46 0.02 0.03

Gender 0.91 11.52 <0.001 0.09

Training hospital X Clinical field 0.97 3.86 0.01 0.03

Training hospital X Gender 0.96 4.61 <0.01 0.04

Clinical field X Gender 0.99 0.08 0.97 <0.01

Training hospital X Clinical field X Gender ~ 0.99 0.51 0.67 <0.01

Covariates

Age 0.99 0.43 0.73 <0.01

Presence/absence of partner 0.98 2.64 0.05 0.02

Workload 0.99 1.56 0.20 0.01

ing, but report more positive social relationships.

There are two significant interactions: Firstly,
males working in “A” hospitals receive more men-
toring than females. In “B”/”C”/”D” hospitals,
there is no gender difference. Secondly, mentor-
ing experiences in “A” hospitals are significantly

worse in “surgical fields” than in “internal medi-
cine”, independent of gender. In “B”/”C”/”D”
hospitals there is no difference in mentoring de-
pending on clinical field.

The effort-reward imbalance is rated signifi-
cantly higher in “A” hospitals than in “B”/“C”/“D”
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Table 3d Effect F(1,342) p Partial eta?
Effort-reward imbal- "Training hospital 5.91 0.02 0.02
anee Clinical field 1.62 0.20 <0.01
Gender 0.70 0.40 <0.01
Training hospital X Clinical field 1.18 0.28 <0.01
Training hospital X Gender 0.94 0.33 <0.01
Clinical field X Gender 0.48 0.49 <0.01
Training hospital X Clinical field X Gender 0.02 0.90 <0.01
Covariates
Age 0.16 0.69 <0.01
Presence/absence of partner <0.01 0.97 <0.01
Workload 17.59 <0.001 0.05
Table 3e Effect F(1,342) p Partial eta’
Over-commitment. Training hospital 1.40 0.24 <0.01
Clinical field 0.66 0.42 <0.01
Gender 8.54 <0.01 0.03
Training hospital X Clinical field 0.02 0.88 <0.01
Training hospital X Gender 0.02 0.90 <0.01
Clinical field X Gender 0.61 0.44 <0.01
Training hospital X Clinical field X Gender 1.02 0.31 <0.01
Covariates
Age 0.62 0.43 <0.01
Presence/absence of partner 0.75 0.39 <0.01
Workload 13.44 <0.001 0.04

hospitals. There are no significant differences be-
tween the two clinical fields and between male and
female residents.

As described above, female physicians report
significantly higher over-commitment. There is no
difference between the two groups of training hos-
pitals or for the clinical fields.

The covariates age and presence/absence of a
partner do not have an impact, unlike workload,
which plays an important role in workplace condi-
tions, effort-reward imbalance, and over-commit-
ment.

Effort-reward imbalance: residents at risk

In the sub-sample analysed in the three-facto-
rial multivariate model (n = 353), an effort-reward
imbalance (ERI >1) was seen in 34 females and
35 males (p = 0.080), in 28 residents of type “A”
and in 41 residents of type “B”/“C”/“D” hospitals
(p = 0.022), as well as in 51 physicians working in
“surgical fields” and 18 subjects working in “in-
ternal medicine” (p = 0.057).

Discussion

The data presented in this paper were gath-
ered from the second assessment of the Swiss
physicians’ career development study [12]. Out of
all registered medical students of the three med-
ical schools of the German-speaking part of
Switzerland (n = 1004), about 50% participated in
both study waves — a high participation rate, com-
pared with other cohort studies in this field. In the
first wave of the prospective study, respondents
were still attending medical school. In the second
wave, they had embarked on postgraduate medical
training. The aim of this part of the study was to
analyse the influence of gender, type of training
hospital, and clinical field on the first-year resi-

dents’ workplace experiences: factors which we as-
sume to have a relevant influence on the physi-
cians’ further career development.

Gender-related workplace experiences

We found few, but relevant, gender-related
differences in workplace experiences. Female resi-
dents received less mentoring, which we assume will
be disadvantageous for their further careers. It is
well known that mentoring is an important key to
professional success and personal growth, espe-
cially for women [24]. A literature overview on
mentoring programs [25] revealed that mentoring
is notas well established in Europe as in the United
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States. An integrated mentoring program for jun-
ior physicians has been in place in our group at the
University Hospital Zurich since 2002 [26]; three
quarters of the participants are female residents.

Female physicians experienced significantly
more positive social relationships at work. Zivanovic
[27] reported that female residents were given
more positive feedback from patients, nursing
staff, and senior physicians, but male residents
were given more career support, ie, men received
more purposeful support such as mentoring, while
the support women received was relatively unfo-
cused.

In the over-commitment scale, female junior
physicians scored significantly higher than their
male colleagues. In an as-yet unpublished study of
graduates of seven German medical schools now
working as physicians, J. Siegrist (personal com-
munication, 2004) found similar means for the
over-commitment scale as well as the same signif-
icant gender-related difference. Because of gender
stereotypes, female physicians still feel compelled
to prove that they are as bright, successful, and ca-
reer-oriented, ie, as driven by high intrinsic career
motivation, as their male counterparts. This might
contribute to the female doctors’ tendency towards
over-commitment.

Residents of both genders assessed low room for
manoeuvre and high stress at work. According to the
stress model of Karasek & Theorell [19] these con-
ditions are risk factors for developing physical and
psychological symptoms. Other authors report on
residents’ views of their working life [18, 28]. Sev-
eral causes for their unhappiness were presented,
the most common of which were being over-
worked, feeling stressed, and feeling inadequately
supported. Another common negative remark
concerned a feeling of being under-appreciated by
senior physicians. In our study, 16.3% of the resi-
dents also reported an unfavourable imbalance of
effort expended and rewards received according to
the effort-reward imbalance model of J. Siegrist
[20].

With regard to gender-related differences in
workplace experiences, studies published to date
show inconsistent results. Some authors (cited in
[3]) report that female physicians tend to claim
more stress reactions to residency. Time pressure
and problems balancing a family and career are
major sources of career dissatisfaction in women
[29]. In our study, however, only 2.5 percent of the
participating women have children of their own,
ie, at this point in their speciality training, female
and male residents have similar work and social en-
vironments. We assume that the residents’ work-
place experiences will change over time according
to gender. It is presumed that in time, more resi-
dents will have children, which will entail a greater
conflict between professional career and family
obligations for women than for men.

Since the age of the study participants is fairly
homogeneous (mean 29.3, SD 2.4), we did not ex-
pect it to have any influence on workplace experi-

ences. Contrary to the findings in the Norwegian
cohort study [10], the presence or absence of a part-
ner did not exert an influence on the residents’
workplace experiences at this stage of our study.
According to other studies [17, 18], however, work-
load did have a significant impact.

Workplace experiences and training hospital

Junior physicians of both genders rate their
workplace experiences differently, depending
on the type of training hospital they work in. Type
“A” hospitals such as university hospitals or big
cantonal hospitals are ranked worse than
“B”/“C”/“D” hospitals with regard to most of the
dimensions of the workplace experiences. Which
factors account for this? Patients with more-com-
plex diseases requiring more specialised treatment
are cared for in “A” hospitals. First-year residents
lack the requisite professional skills to assume re-
sponsibility for diagnostic and therapeutic proce-
dures for these patients, and must be closely super-
vised by their senior physicians. Quite often, sen-
ior physicians are overburdened with clinical obli-
gations, are engaged in research projects, and want
first and foremost to pursue their own careers.
"Teaching and training residents, however, does not
advance their careers. Type “A” hospitals offer
more qualification opportunities, which can, how-
ever, lead to greater competitiveness. Further-
more, type “A” hospitals are bigger organisational
units, which often implies a more impersonal rela-
tionship between senior and junior physicians. All
of the above factors may contribute to residents
working in “A” hospitals not only reporting worse
workplace conditions and social support, but also
a greater effort-reward imbalance. In general,
first-year residents start their professional careers
with high commitment and great effort. In return
they expect adequate reward. High effort and low
reward conditions over an extended period can
lead to frustration and depression in the subjects
concerned [18, 20, 30].

Workplace experiences and clinical field
Residents working in surgical fields give work-
place conditions and social support at work a worse
rating than junior physicians working in internal
medicine. Our study data cannot explain these re-
sults yet. Some of the residents start their post-
graduate training in a clinical field other than their
chosen speciality (the so-called Fremdjabr or “non-
speciality year”). In the first year, half of the par-
ticipants worked in surgical fields. We assume that
many of these junior physicians have chosen a sur-
gical field as a Fremdjabr. M. Siegrist et al. [13] re-
ported in their study that residents working in their
chosen speciality rated workplace conditions as
significantly better than those working in a Fremd-
jabr. By the third wave of our study, after three
years of postgraduate training, participants will
have chosen their speciality. We will then be able
to analyse the influence of clinical field on resi-
dents’ workplace experiences in greater detail.
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Workplace experiences and workload

In our study, physicians’ workplace experi-

ences are strongly influenced by their workload.
The higher the workload, the more stressed the
residents feel, the higher their effort-reward im-
balance and over-commitment scores are, and the
lower their feeling of control over work. Other au-
thors report that the most common negative com-
ments regarding work have to do with the heavy
workload [18]. Reasons for residents” heavy work-
load at the outset of their clinical work could be a
mismatch between what the doctors were trained
for and what they are required to do [28], and/or a
lack of communication skills — not well trained
during medical school — which may result in more
time being needed to perform clinical work [31].
According to the stress model of Karasek & Theo-
rell [19], a combination of high demands and low
control over work owing to limited professional
experience increases subjects’ risk of developing
psychological and psychosomatic symptoms [17,
30] or leaving the profession at an early stage in
their careers [32].

Conclusion: the results of our study indicate that

institutional determinants are crucial for the work-
place experiences and initial career steps of junior
physicians. Medical educators, especially in “A4”
hospitals, should become more involved in struc-
tured residency programs, and be aware of poten-
tial gender inequalities in the career support of
female physicians.

Acknowledgement: We would like to thank Steffen

Niemann, M.A. for his competent administration of the
study participants’ addresses.

Correspondence:

Prof. Dr: med. Barbara Buddeberg-Fischer
Department of Psychosocial Medicine,
University Hospital Zurich
Haldenbachstrasse 18

CH-8091 Ziirich

E-Mail: Barbara.buddeberg@usz.ch

References

1

1

1

1

1

1

1

1 Bergen PC, Turnage RH, Carrico JC. Gender-related attrition
in a surgery training program. J Surg Res 1998;77:59-62.

2 Mayer KL, Perez RV, Ho HS. Factors affecting choice of surgi-
cal residency training program. J Surg Res 2001;98:71-5.

3 Levey RE. Sources of stress for residents and recommendations
for programs to assist them. Acad Med 2001;76:142-50.

4 Dorsey ER, Jarjoura D, Rutecki GW. Influence of controllable

lifestyle on recent trends in specialty choice by US medical stu-

dents. JAMA 2003;290:1173-8.

British Medical Association. BMA Cohort Study of 1995 Med-

ical Graduates. Ninth report. London: British Medical Associa-

tion, Health Policy & Economic Research Unit; June 2004.

6 Firth-Cozens J, Caceres Lema V, Firth RA. Specialty choice,

stress and personality: their relationship over time. Hosp Med

1999;60:751-5.

Gjerberg E. Medical women — towards full integration? An analy-

sis of the specialty choices made by two cohorts of Norwegian

doctors. Soc Sci Med 2001;52:331-43.

Gjerberg E. Gender differences in doctors’ preference —and gen-

der differences in final specialisation. Soc Sci Med 2002;54:

591-605.

9 Tyssen R, Vaglum P, Groenvold N'T, Ekeberg O. The impact of
job stress and working conditions on mental health problems
among junior house officers. A nationwide Norwegian prospec-
tive cohort study. Med Educ 2000;34:374-84.

0 Tyssen R, Vaglum P, Groenvold N'T, Ekeberg O. Factors in med-

ical school that predict postgraduate mental health problems in

need of treatment. A nationwide and longitudinal study. Med

Educ 2001;35:110-20.

Abele A, Nitsche U. Der Schereneffekt bei der beruflichen Ent-

wicklung von Arztinnen und Arzten. Dtsch Med Wochenschr

2002;127:2057-62.

2 Buddeberg-Fischer B, Klaghofer R, Abel T, Buddeberg C. The

influence of gender and personality traits on the career planning

of medical students. Swiss Med Wkly 2003;133:535-40.

Siegrist M, Gutscher H, Giger M. Was haben Betriebskultur,

Motivation und Fremdjahr mit der Weiterbildung zu tun?

Schweizerische Arztezeitung 2004;85:783-91.

4 Giger M, Siegrist M. Arztliche Weiterbildung auf dem Priifstand.
Erste Ergebnisse der aktuellen Umfrage bei Assistenzirztinnen
und -drzten iiber die Weiterbildung. Schweizerische Arzte-
zeitung 2003;84:2655-7.

5 Firth-Cozens J. Emotional distress in junior house officers. BMJ
1987;295:533-6.

6 Arnetz BB. Physicians’ view of their work environment and or-
ganisation. Psychother Psychosom 1997;66:155-62.

w

~

o]

—_

(9%}

17

18

19

20

2

—_

22

2

(9%}

24

25

26

27

28
29

30

Shanafelt TD, Bradley KA, Wipf JE, Back AL. Burnout and self-
reported patient care in an internal medicine residency program.
Ann Intern Med 2002;136:358-67.

Bergin EH, Johansson H, Bergin R. Are doctors unhappy? A
study of residents with an open interview form. Qual Manag
Health Care 2004;13:81-7.

Karasek R, Theorell T. Healthy work: stress, productivity and the
reconstruction of working life. New York: New York Basic Books;
1990.

Siegrist J. Adverse health effects of high-effort/low-reward con-
ditions. ] Occup Health Psychol 1996;1:27-41.

Priimper J, Hartmannsgruber K, Frese M. Kurz Fragebogen zur
Arbeitsanalyse. KFZA. Zeitschrift fiir Arbeits- und Organisations-
psychologie 1995;39:125-31.

Abele AE. Berufliche Laufbahnentwicklung von Akademikerin-
nen und Akademikern BELA-E. Dritte Befragung. Erlangen:
Universitit Erlangen, Psychologisches Institut; 1998.

Siegrist ], Starke D, Chandola T, Godin I, Marmot M, Niedham-
mer I, et al. The measurement of effort-reward imbalance at
work: European comparisons. Soc Sci Med 2004;58:1483-99.
Levinson W, Kaufman K, Clark B, Tolle S. Mentors and role
models for women in academic medicine. West ] Med 1991;
154:423-6.

Herta K-D. Systematische Literaturiibersicht zu formellen Men-
toring-Programmen fiir Medizinstudierende und ArztInnen
[Medical Thesis]. Zurich: University of Zurich; 2004.
Buddeberg-Fischer B, Vetsch E, Mattanza G. Career support in
medicine: experiences with a mentoring program for junior
physicians at a university hospital. Psycho-Social Medicine 2004.
Zivanovic I. Erste Berufserfahrungen in der Weiterbildungszeit
—eine Befragung von jungen Arztinnen und Arzten ein Jahr nach
dem Staatsexamen [Medical Thesis]. Zurich: University of
Zurich; 2004.

Smith R. Why are doctors so unhappy? BMJ 2001;322:1073-4.
Robinson GE. Career satisfaction in female physicians. JAMA
2004;291:635.

Firth-Cozens J. Depression in doctors. In: Robertson MM, Ka-
tona CLE, editors. Depression and Physical Illness. Chichester,
New York, Weinheim, Brisbane, Singapore, Toronto: Wiley;
1997. p. 95-111.

31 Jungbauer J, Alfermann D, Kamenik C, Brihler E. Vermittlung

32

psychosozialer Kompetenzen mangelhaft. Psychother Psych
Med 2003;53:319-21.

Cooke L, Chitty A. Why do doctors leave the profession? Lon-
don: British Medical Association, Health Policy & Economic Re-
search Unit; 2004.



