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Abstract

Aims: This study explored behavioral health risk factors among healthcare professionals and
investigated the at-risk persons’ satisfaction with their health habits and ongoing change

attempts.

Methods: The study was based on a cross-sectional web-based survey directed at the nurses
and physicians (N=1233) in Finnish healthcare. Obesity, low physical activity, smoking, and
risky alcohol drinking were used as behavioral health risk factors.

Results: In all, 70% of the participants had at least one behavioral risk factor, and a significant
number of at-risk persons were satisfied with their health habits and had no ongoing change
process. Good self-rated health and good self-rated work ability were significantly associated
with whether a participant had a behavioral health risk factor.

Conclusion: Overall, unhealthy behaviors and a lack of ongoing change attempts were
commonly observed among healthcare professionals. Work in healthcare is demanding, and
healthy lifestyles can support coping. Thus, healthy lifestyle programs should also be targeted

to healthcare professionals.

INTRODUCTION
Noncommunicable diseases (NCDs), such as
cardiovascular diseases and diabetes, are major
challenges worldwide. The diseases cause
premature deaths, inability to work, and sickness
absences. It is known that a large percentage of
those diseases and disorders could be prevented
by reducing behavioral risk factors, such as
tobacco use, harmful use of alcohol, physical
inactivity, and unhealthy diet."2 This study focuses
on examining the risky health behaviors of
healthcare professionals. There is evidence that
although their habits are healthier than the general
population, in some respects, they are
comparable with the general population in, for
example, preventive screening, physical activity,
and weight control.3-7

Healthcare professionals’ tasks and
responsibilities are particularly demanding, thus
maintaining and promoting their wellbeing and

ISSN 1757-9139 DOI: 10.1177/1757913917751564

work ability requires special attention and efforts.
In previous studies, a healthy lifestyle among
healthcare professionals has been associated
with a good self-rated health and physical and
mental wellbeing, and thereby with various
positive work-related indicators such as good
work ability, low sickness absence, and low
retirement intentions.8-10 Another aspect of the
issue is that healthcare professionals may play an
important role in intervening in the lifestyle of
patients. Previous studies have shown that
doctors’ own health habits are strongly related to
their professional health promotion practices:
those who have healthy habits are more likely to
provide health counseling to their patients and
can be powerful role models of a healthy
lifestyle.1-14 In the case of nurses, however, there
is little evidence to support this effect.1®

Over the last decade, more attention has been
paid to the issue of healthy lifestyle behavior
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among healthcare professionals and
students.46.7.11.16.17 |n addition, the
international movement of the Health
Promoting Hospitals and Services (HPH)
network emphasizes the importance of
addressing the health and health
behavior of healthcare professionals.'®
Several studies have examined
healthcare professionals’ behavior-
related health risk status and their
perceived barriers to a healthy lifestyle,
such as feeling tired, not having time,
work schedules, and family
commitments.®20 Changing one’s health
behavior is a multifaceted process, one
that is influenced by informational,
environmental, self-regulatory, and other
factors.2!' And just as these factors affect
the general population, healthcare
professionals are also influenced by
them. Surrounded by work and life
challenges, a mere informational
approach is not enough, and it is
precisely this approach that has
traditionally been strong among
healthcare professionals. Adopting and
maintaining behavior change demands
motivation, self-efficacy, social support,
and self-regulatory skills, including goal-
setting, action planning, self-monitoring,
and self-reinforcement.22 The planning of
effective lifestyle intervention begins with
the identification of the target group’s
health behavior profile and the need for
changes. This research focuses on this
issue.

THE AIM OF THE STUDY

The purpose of this study was to
examine behavioral health risk factors
among healthcare professionals, to
explore the at-risk persons’ satisfaction
with their health habits and ongoing
change attempts.

METHODS

All employees based on a hospital
campus with the Central Finland Health
Care District (CFHCD), a member of the
HPH Network since 1998, were invited to
take part in a web-based questionnaire
survey (N=3586) in spring 2010. The
response rate was 54%. The physicians
and nurses who answered the
questionnaire formed the sample of this
study (n=1233). The ethical clearance for

the study was obtained from the ethical
committee of the respective institution.

The participants assessed their general
health and work ability with a single item
per issue (scoring 1=poor to 5=good).
Obesity (body mass index (BMI) = 30)
was used as a behavior-related risk
factor and as an indicator of the
increased behavioral risk in eating habits.
BMI was calculated from the participants’
self-reported weight and height. Low
physical activity, smoking, and risky
alcohol drinking were used as behavioral
health risk factors. The physical activity
level was evaluated using the FIT
(Frequency, Intensity, Time) Index, which
is a crude measure of physical activity
level based on subjective ratings of the
frequency, intensity, and time (duration) of
aerobic activity.23 The participants were
requested to describe their physical
activity with three items: (1) options for
frequency of exercise (scoring 1-5
points): less than one time per month, a
few times per month, 1-2 times per
week, 3-5 times per week, 6 or more
times per week; (2) options for intensity
of exercise (scoring 1-5 points): light
aerobic exercise, low to moderate
aerobic and sports activities, moderate
aerobic activities, moderately high
aerobic activities and intermittent sports
activities that result in sustained heavy
breathing and perspiration, and high-
intensity activities that result in sustained
heavy breathing and perspiration; and (3)
options for time spent working out
(scoring 1-4 points): less than 10min,
10-19min, 20-30min, and over 30 min.
The FIT index (scores range from 1 to
100) was calculated so that a higher
value indicated a more sufficient level of
physical activity. The limit for insufficient
physical activity was below 37 points.

Smoking was measured with one item
in the questionnaire (Do you use tobacco
products — cigarettes, cigars, pipe, or
snuff — yes or no?) The alcohol
consumption was examined using an
Alcohol Use Disorders Identification Test
Consumption (AUDIT-C) Screening
Questionnaire, which included three
questions (How often do you have a
drink containing alcohol? How many
drinks containing alcohol do you have on
a typical day when you are drinking?
How often do you have six or more
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drinks on one occasion?) Each AUDIT-C
question was scored with 0-4 points,
resulting in a total score ranging from 0
to 12 points. The risk index was
calculated so that a higher value
indicated a more risky drinking behavior.
In this study, the limit for risky drinking
was female =5 points and male =6
points, indicating a need for a complete
identification of drinking habits using the
whole Alcohol Use Disorders
Identification Test (AUDIT).2425

Furthermore, the participants were
asked to report their satisfaction with their
health habits relating to physical activity,
smoking, alcohol drinking, and eating,
and their ongoing change attempts
relating to each habit. There were three
options for responses: satisfied with a
health habit, dissatisfied with a health
habit but no ongoing change attempt,
and dissatisfied with a health habit and
ongoing change attempt.

Statistical analysis

The comparison between groups was
made using a chi-square test. The
differences were estimated by a
generalized linear model with the binomial
family, identity link, and robust standard
error. Statistical analyses were conducted
using the Stata v.11.0 statistical software
(StataCorp, College Station, TX, USA).

RESULTS

Of the 1233 participants with complete
data, 89% (n=1102) were nursing
personnel and 11% (n=131) were
physicians. The majority of the
participants (87%, n=1077) were female.
Table 1 presents the detailed
characteristics of the study population. In
all, 70% (n=_864) of the participants had
at least one behavioral health risk factor.
In these data, a greater proportion of
female respondents had no behavioral
risk factors when compared with male
respondents. Male respondents more
commonly had at least two behavioral
risk factors. A large proportion of
physicians had no behavioral risk factors
when compared with nursing staff.
Nursing staff more commonly had at
least two behavioral risk factors. Good
self-rated health and good self-rated
work ability were significantly associated



0
n=369 (%)
Sex
Female (n=1077) 343 (32)
Male (n=156) 26 (17)
Age group
<31 (n=262) 92 (35)
31-40 (n=272) 73 (27)
41-50 (n=359) 116 (32)
51-60 (n=304) 81 (27)
>60 (n=236) 7(19)
Occupation
Physicians (n=131) 47 (36)
Nursing staff (h=1102) 322 (29)
Self-rated health: good 330 (89)
Self-rated work ability: 327 (89)

good

Characteristics of the study population (N=1233)

Number of behavioral health risks

p value
1 =2
n=481 (%) n =383 (%)
<.001
425 (39) 309 (29)
56 (36) 74 (47)
22
92 (35) 78 (30)
112 (41) 87 (32)
136 (38) 107 (30)
122 (40) 101 (33)
19 (53) 10 (28)
035
56 (43) 28 (21)
425 (39) 355 (32)
387 (80) 254 (66) <.001
398 (83) 276 (72) <.001

with whether a participant had a
behavioral health risk (Table 1).

A total of 46% (n=569) of the
participants were categorized as
physically inactive, and 37% (n=211) of
the physically inactive participants were
satisfied with their level of physical
activity. Among those who were
dissatisfied with their level of physical
inactivity, 42% (n=149) were in the
process of changing their exercise habits.
In all, 20% of the respondents (n=246)
smoked, and 51% (n=125) of the
smokers were satisfied with their smoking
habits. Among those respondents who
smoked and were dissatisfied with their
smoking habits, 31% (n=37) were in the
process of giving up smoking. Alcohol
consumption categorized as risky
drinking was reported by 17% (n=209),
and 74% (n=154) of the risky drinkers

were satisfied with their drinking habits. A
total of 60% (n=33) of the participants
who were dissatisfied with the risky
drinking situation were changing their
drinking habits. Overall, 14% of
respondents (n=175) were categorized
as obese, and 45% of the obese
participants (n="78) were satisfied with
their eating habits. Among those who
were obese and dissatisfied with their
eating habits, 58% (n=56) were in the
process of changing their eating habits
(Figure 1). In those risky health behavior
groups where the participants were
dissatisfied with their health habits,
ongoing change attempts were the rarest
among smokers (p<.001).

DISCUSSION
The findings reveal that nearly half of the
healthcare professionals were not

physically active enough for the benefit of
their health. Levels of physical activity
were better than the general Finnish
population, but there was still a high
percentage of inactive healthcare
professionals.26 Over one-tenth were
obese, alcohol consumption categorized
as risky drinking was reported by 17%,
and one-fifth of the participants smoked.
Rates of obesity and risky alcohol
drinking were lower than the general
population, but the smoking rate was
comparable with the general Finnish
population.26 Overall, more than one-
quarter of the participants had no risk
factors, while nearly one-third of the
participants had at least two behavioral
health risk factors. In this regard, our
findings support the notion that
behavioral health risks can be
accumulated together.3
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The results demonstrate that those
who had behavioral health risk factors
were less likely to report good general
health and good work ability than those
without behavioral health risks. These
results are in line with those of Tountas
et al., who found that healthcare
professionals’ protective health behaviors
are associated with good general health
perception and wellbeing. This
association is significant because
previous studies have revealed that good
self-rated health, among other things,
decreases the risk of future long-term
sickness and the likelihood of retirement
intentions among healthcare
professionals.8®

The results also reveal that between
one-third and three-quarters of those
with a particular behavioral health risk
were satisfied with their health habits and
were not considering or implementing a
change process. Only a minority of those
with a health risk appeared to be in the
process of changing their health habits.
The at-risk persons’ satisfaction with
their health habits is an interesting finding
and it calls for further discussion. In this
study, the participants were nursing and
physician professionals, who should
know the negative consequences of
behavioral health risk factors. They also
ought to know that a large percentage of
NCDs could be prevented by reducing
these risk factors.'2 It is assumed that
knowledge plays an important role in the

perception of behavioral risk factors and
in the needs assessment, which naturally
precedes concrete behavior changes.2?
The results of this study showed, in line
with Mo et al., that mere professional
knowledge is not enough to produce
personal behavior changes among
healthcare professionals. Instead of
knowledge, reinforced self-efficacy and
efforts to reduce barriers have also been
found to be crucial variables in improving
health behavior among healthcare
professionals.19.20

The phenomenon is, in many ways, a
complex one. Having professional
knowledge and awareness of one’s own
health risk status produces contradictory
feelings for the at-risk healthcare
professionals.?” It may be easier to
combat the necessity of behavioral
change and try to maintain a sense of
satisfaction than to attempt to change
unhealthy habits. Conflicting thoughts
can also arise from situations in which
the healthcare professionals counsel
patients to change their behavioral health
risk factors, and at the same time, they
are satisfied with their own unhealthy
behavior. This unpleasant situation may
be reflected in healthcare professionals’
health counseling practices. It is known
that especially doctors who have healthy
habits are more likely to counsel patients
on healthy habits.1-13

The study has some limitations. The
survey data were collected from a single
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hospital district only, meaning the results
may not be generalizable to a larger
population of healthcare professionals.
However, the number of respondents
was moderate and the demographic
profile of the data was comparable with
that of the CFHCD. The proportion of
men among the respondents was small,
but it was comparable with the number
of male workers in Finnish healthcare.28
The average age of healthcare workers in
Finland is about 43years.28 In this studly,
half of the respondents’ ages were
between 30 and 50years.

The respondents may differ from the
non-respondents, but the hospital
personnel information system did not
allow the non-respondents’ background
information to be analyzed. It could be
assumed that the voluntary respondents
have healthy habits or that they have the
willingness to change unhealthy habits.
However, this study reached a large
number of at-risk persons who did not
have willingness to change their
unhealthy behavior. Most of the study
respondents belonged to nursing staff,
and it was not seen as necessary to
compare each health habit between
different occupational groups, because
the health promotion intervention was
intended to address defined risk limits
rather than to target specific
occupations. Self-reported information
may also have presented recall biases
and assessing satisfaction with health




habits includes subjective interpretations.
In this study, the different risk groups
were determined according to generally
defined risk limits. However, it is difficult
to determine a risky limit for eating
habits. The decision to use obesity as an
indicator of eating habit behavioral risk is
problematic because obesity can be
associated with physical activity and
other factors.2?

CONCLUSION

The results revealed that a significant
number of participants had behavioral
health risk factors. In each behavioral risk
group, a relatively large proportion of
participants were satisfied with their

health habits and were not considering a
change process or currently
implementing one. These findings
indicate the importance of increasing
efforts to improve healthcare
professionals’ healthy lifestyle behavior,
which would have benefits for both work
and wellbeing. The current findings show
that workplace health promotion
activities should primarily focus on
physical activity and smoking cessation.
Participation in structured, well-planned
workplace health promotion activities in
which mediating psychosocial factors
and experienced barriers are targeted
may improve the health behavior of
employees in healthcare settings.19:20.30,31
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