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Abstract:	 Nurses form the majority of the workforce for health care systems globally, 
but they face challenges including high turnover and mal-distribution. As a result of heavy 
workload, they experience health problems and burnout. This cross-sectional study measured 
the impact of illnesses among nursing staff at a tertiary hospital in Thailand.  In July 2015, 
780 staff members of the nursing department including registered nurses, nurse assistants 
and patient assistants, were asked to complete two parts of self-reported questionnaires 
including demographic data and prevalence and incident of diseases occurring during 
2014. The number of deaths was collected from the human resource department. Disability 
weights and disease duration were derived from the Thai Burden of Diseases study and 
international resources. The total disease burden was calculated using an organizational 
perspective based on the Disability-Adjusted Life Years.
	 Our results showed that total disease burden among nursing staff at the hospital 
in 2014 was 48.3 Disability-Adjusted Working Years. The Years of Working with Disability 
was 48.2% of total disease burden. The top three leading causes of disease burdens were 
ovarian cancer, 45.8% anxiety disorders 14.6%, and osteoarthritis 13.9%. Anxiety comprised 
the highest nonfatal cause which occurred mostly among younger nurses and those working 
in the inpatient wards. Cancer was the only fatal disease, incurring the largest burden, and 
accounting for 51.8% of total disease burden. Our finding raises attention to psychological 
conditions occurring among the young and inpatient wards and musculoskeletal disorders. 
It suggested that further investment to improve working conditions and support for nursing 
staff should be done. Moreover, patient handling and ergonomic training programs for 
nursing students could be included in the nursing curriculum, as well as refresher courses 
for employed nurses.
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Introduction

Nurses are the largest workforce contributors 
to health care in most countries. They face shortages, 
intention to leave their careers1 and inequitable 
distribution.2 This problem is being taken into account 
through strengthening the World Health Organization’s 
global strategy for using health resources.3 Despite 
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this, a study concerning the relationship between the 
nursing shortage and work outcome revealed that the 
current shortage among nursing staff has resulted in a 
heavy workload for the remaining staff.4  Therefore, 
this can directly cause stress and burnout and lead to 
low job satisfaction.4

Nursing professionals play a significant role in 
the health care system. Normally, they serve as primary 
and specialty care providers for patients, but nurses 
work under risky conditions or environments that 
incur needle stick and other penetrating injuries.5 In 
addition, nurses work long hours and have to take care 
of patients regarding repetitive activities. This can result 
in nursing professionals experiencing work-related 
illnesses such as musculoskeletal disorders.6 According 
to a study among registered nurses in Thailand, 
musculoskeletal diseases were the most common 
health problems followed by dyslipidemia, hypertension 
and viral hepatitis. Clinical nurses experienced insomnia 
and job strain more than nonclinical nurses.7

In Thailand, about 90% of nurses take care of 
patients, while 10% work in other fields such as 
education, research and management.8 Approximately 
15.4% of Thai nurses aim to leave their job and 
11.2% plan to leave in the next 2 years.1 A total of 
3.3% leave the job before retirement age. Hospital 
management should place importance concerning 
these critical problems as well as burnout and heavy 
workload impact on the remaining nurses’ health. 
One of the ways to support nursing staff is to take 
care of their health. This includes not only helping 
nursing staff to be healthy and work more efficiently 
but also saving the hospital health expenditures more 
effectively. However, we should select reliable indicators 
to measure the impact on their health to prioritize best 
practices in the hospital setting.

In the past decade, traditional population health 
indicators such as the number of death,9 the incidence 
of illness, do not combine the impact of nonfatal 
outcomes of disease and illness conditions with the 
impact from early death. Disability-Adjusted Life Years 

(DALYs) was first introduced in the Global Burden 
of Diseases (GBD) study conducted in 1993 to estimate 
the impact on both premature death and disability in a 
single unit as “time” allows comparison across population 
subgroups at the population level.10 This summary 
measure of population health is helpful in priority-setting 
in the health sector as well as useful in evaluating the 
cost-effectiveness of interventions in terms of cost 
per unit of disease burden averted.9 

However, to estimate the magnitude of health 
impact on nursing staff at working age, we modified 
the calculation of DALY to estimate the burden of 
disease based on an “organizational perspective”, 
not a population perspective as in the GBD study. 
The burden of disease in the GBD study is calculated 
using the life expectancy at birth; 82.5 years for female 
and 80.0 years for men.9 This may be an overestimate 
in an employer’s point of view. So, in this study we 
captured only the impact of diseases that happened 
during the working period before retirement age. The 
objective of this study was to understand disease burden 
among nursing staff in a tertiary hospital using employer’s 
perspective. The proposed measure combines disease 
burden from both mortality and morbidity into a single 
measurement unit. It can support organization design 
and management by comparing diseases across population 
groups, e.g., disease category, age groups, hospital ward 
and disease group. Moreover, this new measure can be 
used to assess the cost-effectiveness of interventions 
for prevention in the future.

Conceptual Framework and               

Literature Review

Traditional population health measures were 
designed in a period when majority of health burdens 
were related to acute illnesses or diseases and so, their 
focuses were mainly on the incidence or prevalence 
of disease or mortality. For example, the number or 
incidence of death, is not practical for policy makers 
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these days because this does not consider non-fatal 
health outcomes which are more predominant in the 
age of chronic and non-communicable diseases.  

Disability Adjusted Life Years (DALYs) is a 
concept to measure the health gap between an unhealthy 
population and a healthy population without disease.  
DALYs are population-based measures that combine 
the impacts of premature death and disability as a unit 
of measurement in the number of health year loss.9 
There are two related studies which applied the DALY 
concept to estimate the impact of diseases in working 
people including General Motors (GM)11 and North 
American Industrial Classification System (NAICS) 
code 113310 in the LCA study.12 Both studies 
calculated the disease burden using the life expectancy 
at birth of the population sampled.  This may be an 
overestimate in the employer perspective because 
they might include the impact of elderly diseases while 
employees have worked in an organization until their 
retirement.   However, little has been done to quantify 
the disease burdens of health workers.

This study used the concept of quality of life 
(QoL) and population health metrics similar to DALY. 
The main difference from DALY in this study is that 
it uses an organizational perspective. Based on the 
latter, as researchers we focused on the healthy time 
lost while in productive working years. Our measure 
considers the burden of disease to an organization by 
combining years of working with disability (YWD) 
and years of work lost (YWL) due to premature 
mortality before retirement age. It includes loss from 
any diseases or conditions that happened during 
employment. For example, when applied to nursing 
personnel it means any loss that occurred during the 
period from the start of work in the hospital until 
retirement age or between 20-22 until 60 years of 
age, a shorter time period than what is used in the 
calculation of DALYs. 

Aim of Study:  To understand disease burden 
among nursing staff in a tertiary hospital using the 
employer’s or the organization’s perspective. 

Methods

Design: A cross-sectional study.
Sample and Setting: This study is a part of 

a research study13 which proposed to develop a new 
health measurement for an organization to understand 
their staff’s health burdens. A public tertiary hospital 
in eastern Thailand was the study site. It was chosen 
based on being a referral hospital with a large number 
of staff and their willingness to participate in the 
study. The study population included all staff under 
the nursing department such as registered nurses, nurse 
assistants and patient assistant in any hospital units. 
Those joining the hospital after 2014 were excluded. 

Ethical Considerations: Ethics approval (IRB 
no. 082/57) was granted by the Institutional Review 
Board, Faculty of Medicine, Chulalongkorn University, 
Bangkok, Thailand. Informed consent was collected 
from each participant before data collection. Participants’ 
rights were explained to them verbally and their privacy 
was protected throughout the study

Measures:  The self-reported questionnaire 
consisted of two parts including a demographic part 
and the prevalence and incidence of diseases among 
nursing staff. 

The demographic part: this contains questions 
on gender, age, marital status, job level and year of 
work.

The prevalence and incidence of diseases 
occurring during 2014:  This part of questionnaire 
was developed based on the list of diseases of the 
Burden of Disease Thailand.14 The questionnaire was 
tested for content validity using 5 experts including 2 
burden of disease experts and 3 epidemiology experts. 
The pilot test was conducted with 30 nursing staff 
in a general hospital. The results showed that the 
questionnaire was too long list of diseases especially 
the list of acute diseases. As a result, we separated 
diseases in two groups; 

The chronic diseases consist of 14 diseases 
such as diabetes mellitus, ischemic health disease, and 
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hypertension. Other chronic diseases are identified in 
open-ended questions. In each disease, nursing staff 
were asked question, “Has a doctor ever told you that 
you have … (disease)…?” The answers could be 1= 
“yes” or 0= “no” for each disease, with additional 
answers on the year of diagnosis for chronic diseases 
and the health status for some disease such as diabetes 
mellitus.

The acute disease component was further 
stratified into 7 groups of disease including digestive 
system, respiratory system, musculoskeletal system, 
excretory system, cardiovascular system, reproductive 
system, and other acute diseases being identified in 
open-end question. Nursing staff were asked question, 
“Has a doctor ever told you that you have ...(disease)… 
during 2014?”. The answers could be 1= “yes” or 
0= “no” for each disease, with additional answers on 
the frequency of having that acute disease during 
2014 and the health status for some diseases such as 
diarrhea.

Data Collection: The project staff explain the 
purpose and processes of study before signing the 
consent form. Next, primary data was collected in July 
2015 gathering individual’s information about diseases 
that occurred during the 2014 calendar year by using 
self-reported questionnaire. It took approximately 
10 minutes to complete the questionnaire.  In addition, 
the data on disability weights were from the GBD 
study.14, 15 Data on estimated duration of disease for 
each disease stage and severity was derived from the 
disease burden working group Thailand (Thai BOD 
study).14 The number of cause-specific deaths in the 
study site was retrieved from the hospital’s human 
resource department.

Data Analysis

The analysis was based on DALY calculation 
as used in the 1996 GBD study which is the measurement 
of the sum of the impact from premature death and 
from disability in one single unit.9 However, we 

modified the calculation of DALY to estimate the 
burden of disease of nursing staff in this study to 
reflect organizational perspective. This was based on 
the employer’s point of view, focusing on the impacts 
of the diseases that the employees have in their 
organization known as Disability-Adjusted Working 
Year (DAWY). DAWY captures the magnitude of the 
disease burden among working-aged staff by considering 
only Years Working with Disability (YWD) and Years 
of Work Lost (YWL).13 

YWD is calculated by multiplying the incidence 
of each disease by disability weight and duration of 
disease (F1).13 For diseases of long duration, we counted 
as the YWD until retirement age. The YWD uses an 
incidence-based approach which catches the future 
health consequences of new cases occurring in the 
study year. The formula for calculating YWD13 is:

YWD = Incident * Disability weight * Duration 
of disease ….. (F1)

Disability weights indicate social preference 
or utility towards specific health or disease conditions. 
Disability weight is valued between 0 and 1, where 0 
means perfect health and 1 means death.9 In our 
study we used disability weights from the disease 
burden working group Thailand (Thai BOD study), 
relying on the person trade-off (PTO) elicitation 
method. Note that comorbidity was not considered in 
this study and disability weight was used independently 
for each disease. 

To calculate the YWD in this study; first, we 
categorized all diseases and conditions using the 
International Classification of Diseases and Related 
Health Problem 10th Revision (ICD-10). Second, 
incident cases of chronic diseases were enumerated 
only from the people whose disease first occurred in 
2014.  For incidence of acute diseases, we calculated 
it from the survey data using the number of nursing 
staff’s visits in 2014. Third, to calculate the weighted 
time spent in disability, incidence cases were multiplied 
by disease weight, reflecting the severity level of each 
disease, and the duration of disease. For chronic 
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diseases with a duration of illness longer than one 
year, we estimated the YWD using the time until 
retirement age of 60 years. This is the public-sector 
retirement age in Thailand. Fourth, the YWD were 
calculated for three specific age groups, i.e., 15-29, 
30-44 and 45-60 years. Moreover, the YWD results 
were presented by disease category and hospital service 
units.  In this study we classified hospital service units 
in 6 inpatient wards and 13 other hospital service 
units including the emergency room, occupational 
health unit, and the health insurance center. Each 
staff generally worked at one specific ward or unit. 
Those with administrative roles working in more than 
one unit and in our analysis, were assigned to ward or 
unit they spent the most time in.

YWL was calculated considering the number of 
years one nursing staff member would have lived until 
retirement age if they had not died prematurely.13 Our 
calculation of YWL required multiplying the number 
of cause-specific deaths using the duration between 
retirement age and average age at death (F2) as the 

remaining working years of a staff.13 The YWL were 
presented by disease as shown below. Age weight or 
discounting was not applied in the calculation.

YWL = Cause-specific death * (Retirement 
age – Age at death) ….. (F2) 

Results

Sample characteristics

Of 780 nursing staff, 98 were excluded from 
the study due to their short period of employment. Six 
hundred and seven questionnaires were returned making 
a response rate of 89%. Most participants were female, 
married and aged 30 to 44 years. Mean age was about 
40 years. About two thirds of participants were registered 
nurses after that were patient assistant and nurse assistant, 
respectively. The average length of work was 15 years. 
Basic characteristics of the respondents are shown in 
Table 1.

Table 1	 Sample Characteristics

General data Questionnaire (N=607)
Number %

Sex
female
male 

577
30

95.1
4.9

Age in years
15-29
30-44
45-60.  

94
298
215

15.5
49.1
35.4

Mean 40.7 yrs. Max. 60 Min. 21 SD = 9.5
Marital status

single
married
other

174
340

93

28.7
56.0
15.3

Job level
registered nurse 
nurse assistant
patient assistant

418
13

176

68.9
2.1

29.0
Average years of work (yrs.) Mean 14.8 yrs. Max. 40 min. 1 SD=10.3
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Illnesses and deaths in the study year

Illnesses
Of diseases occurring among nursing staff in 

2014, back pain, upper respiratory infection and 
dental caries were among the top three illness conditions 
as shown in Table 2. Regarding the prevalence of a 
comorbidity, 33.4% of nurses had a comorbidity 
while 43.2% of nurses had none. 

Deaths & Years of Work Lost (YWL)
As shown in Table 2, two deaths were caused 

from ovarian cancer at age 38 years and intrahepatic 
bile duct carcinoma at age 57 years. The premature 
mortality at work or YWL among nursing staff totaled 
25 years in 2014. Ovarian cancer had the greatest 

impact on YWL, accounting for 22.0 years or 88% 
while intrahepatic bile duct carcinoma accounted for 
3.0 years or 12.0%.

Years Working with Disability (YWD)
By disease
The YWD in 2014 totaled 23.3 years. The 

top ten leading causes of YWD are shown in Table 2. 
Anxiety, osteoarthritis and hypertensive heart disease 
were the leading causes of YWD in the nursing 
department in 2014, accounting for 30.3%, 28.8% 
and 15.8%, respectively. When we considered the 
causes by classification of disease, mental disorders 
and musculoskeletal diseases were the leading causes 
of YWD for nursing staff, accounting for 33.9% and 
32.6%, respectively.

By ward
In consideration of YWD per person by ward, 

wards H, C, and F were the top three leading causes of 
YWD, accounting for 0.11, 0.08, and 0.06, respectively 
(see Figure 1). Anxiety disorders exhibited the highest 
health impact on most service units especially those 
with high workloads such as wards H, E, A, B and D. 
Osteoarthritis was the first and second leading cause 
of YWD in wards C, E, and D.  Hypertensive heart disease 
was the first and second leading cause of YWD in 
wards C, F and B. 

By age group
Figure 2 shows the YWD per person by age 

group. The YWD was highest in age group 15 to 29, 
accounting for 0.0055, followed by age group 45 to 
60 and 30 to 44, accounting for 0.0029 and 0.0018, 
respectively. Anxiety was the highest leading cause 
in age group 15 to 29. The top three leading causes 
of YWD for other age groups were the same, i.e., 
anxiety disorders, osteo-arthritis and hypertensive 
heart disease.

Table 2	 Top 10 diseases among nursing staff in 2014 by disease prevalence versus by Disability Adjusted 
Working Year 

Prevalence Disease Prev.
Rank

DAWY
Rank Disease YWD YWL DAWY

153 Back pain 1 1 Ovarian cancer - 22.0 22.1

108 Upper respiratory infection 2 2 Anxiety disorders 7.1 - 7.1

54 Dental caries 3 3 Osteo-arthritis 6.7 - 6.7

31 Hypertensive heart disease 4 4 Hypertensive heart disease 3.7 - 3.7

31 Peptic ulcer 5 5 Intrahepatic bile duct carcinoma - 3.0 3.0

30 Diarrheal diseases 6 6 Diabetes mellitus 2.1 - 2.1

25 Diabetes mellitus 7 7 Tuberculosis 1.2 - 1.2

17 Osteo-arthritis 8 8 Back pain 0.9 - 0.9

13 Periodontal disease 9 9 Depression 0.8 - 0.8

11 Asthma 10 10 Dental caries 0.2 - 0.2
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Figure 1 Top 10 leading causes of Years Working with Disability (YWD) by disease and ward

Figure 2 The leading causes of Years Working with Disability (YWD) by disease and age group
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The burden of diseases by disease and by disease group

The total disease burden of nursing staff 
including register nurse, nurse assistant and patient 
assistant from organizational perspective in 2014 
totaled 48.3 DAWYs as shown in Table 2. The 
YWD or nonfatal outcome of diseases accounted 
for 48.2% of total DAWYs. The top three leading 
causes of the disease burden were ovarian cancer, 
45.8%, anxiety disorders, 14.6% and osteo-arthritis, 
13.9%.

Considering the DAWYs by disease group as 
shown in Figure 3, the top three leading causes were 
cancer, mental health and musculoskeletal diseases, 
accounting for 52.2%, 16.4% and 15.7%, respectively. 
Only cancer was affected by mortality by changing from 
the sixth YWD disease group to the first leading cause 
of DAWY (YWL=25.0 yrs., YWD=0.2 yrs.).

Discussion

Disease burden of nursing staff in a public 
sector tertiary hospital in southeast Thailand in 2014, 
when calculated as DAWY, totaled 48.3 years. This 
was on average, around one month of health lost 
per person. The majority of the burden came from 
noncommunicable diseases (NCDs) and nonfatal 
diseases. Cancer was the only fatal disease which 
incurred the largest DAWYs, almost all from early 
deaths. Mental disorders were the leading cause of 
the disease burden for nonfatal diseases. They occurred 
mostly in age group 15 to 29 years especially among 
those working in inpatient wards.  

The results of this study indicated that traditional 
approaches of measuring the disease burden only by 
looking at the prevalence of illnesses or the number 
of deaths fragmentally may underestimate the health 
impacts of many key diseases that contribute to health 

Figure 3 Proportion of total Disability Adjusted Working Years (DAWYs) for all staff by disease
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and productivity lost. As a result, wrong priorities are 
used to set the health prevention and intervention 
strategies for hospital nursing staff.  The differences 
can be easily seen in the change in ranking between 
the rank based on disease prevalence and the rank 
based on DAWYs (Table 2).  Mental health and 
chronic diseases such as anxiety disorders, osteo-
arthritis, hypertensive heart disease, diabetes mellitus 
and tuberculosis moved up to the top fifth rank of 
YWD while the ranks of common diseases such as 
back pain, upper respiratory infection and dental 
caries declined. This was because the calculation of 
DAWY, particularly YWD, considers the pattern of 
each disease, which differ in severity and duration. 
Other diseases that have high impact on DAWY are 
those that resulted in deaths as in the case of ovarian 
cancer and intrahepatic bile duct carcinoma. 

One interesting finding from this study was 
the significant contribution of anxiety in overall disease 
burden especially among younger staff. Patient care, 
decision making, high responsibility and organizational/
structural change are common causes of anxiety 
among nurses. Younger nursing staff generally face 
higher workloads and stress from their daily roles in 
the workplace. They are assigned to high intensity 
wards and may not receive adequate supervision and 
support.16 They are also hired as temporary staff 
before they receive a permanent position due to the 
restriction on civil service positions in the Ministry of 
Public Health. Stress is experienced from a major life 
transition from previously being a student with limited 
responsibility and family expectation. 

Job stress and burnout is shown to be 
significantly associated with high turnover17 and in 
Thailand, nurses employed between 1 to 5 years had 
the highest turnover rate.18 Another study found that 
about 38.6% of nurses, aged 25 to 29 years, 
intended to leave and change to a job unrelated to 
nursing.8 There could be several contributing factors 
including the lack of adequate training and orientation 
and proper deployment and support systems within 

the organization. Relationships between nursing staff 
and their supervisors including medical doctors19 
could be considered a contributing factor. Our results 
suggest that hospital management should provide 
adequate investment in good human resource 
management systems with particular attention to new 
or younger nursing staff that may include an effective 
orientation to the organization, clear job delegation, 
improvement in working conditions and support 
systems and other supportive measures. 

In the non-fatal disease group, musculoskeletal 
diseases were the leading cause of physical illness 
after mental disorders. This was consistent with earlier 
studies concerning health problems among nurses in 
Thailand and other countries where musculoskeletal 
diseases were the most common health problems.7, 20 
Osteoarthritis could be due to occupational related 
factors such as inappropriate or intensive work style 
and repetitive tasks.21 The strenuous works or job 
required physical effort constituted the third highest 
risks of musculoskeletal disorders (Odds ratio = 1.6; 
95% CI: 1.5 to 1.8).22 Besides, a meta-analysis study 
among hospital nurses and nursing aides showed that 
musculoskeletal disorders associated with psychosocial 
risk factors such as high psychosocial demands–low 
job control, effort reward imbalance, and low social 
support23 Better occupational health support and 
training may be warranted. From recent systematic 
reviews about interventions to prevent and decrease 
musculoskeletal disorders among nurses between 
2004 to 2016, it was found that most studies were 
of limited quality and they focused on patient lift 
systems and multi-component interventions include 
ergonomic program, patient handling, patient lifting, 
stress management and stretching exercise .6, 20 High 
quality studies showed that unstable shoes,24 stretch 
exercise,25 and combining manual handling and 
ergonomics training26 reduced pain and disability 
among nurses. Moreover, a study in the United States 
found that the knowledge of nurse educators and 
students could improve significantly with the inclusion 
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of safe patient handling and movement in the nursing 
school curriculum.27

The burden from other non-communicable 
diseases such as hypertension and diabetes mellitus 
are similar to what we see in the general public and 
are more likely the result of lifestyle and consumption 
behaviors. Job stress and burn out could be a contributing 
factor to this.

Our findings regarding the nursing staff are 
not totally different from the disease burden among 
the general female population of working ages as 
presented by the disease burden working group 
Thailand (ThaiBOD study); Depression, diabetes 
mellitus, and osteoarthritis were among the top three 
diseases in the age group 30 to 59 years for Thai 
females.28 These three diseases were also among the 
top ten disease burden in our study. 

One major difference is that the Thai BOD 
study showed that anxiety was not in the top-ten 
disease burden rank for 30 to 59 years old Thai 
females and it was in the fifth rank for those females 
15 to 29 years old.28 Our study, however, has anxiety 
in the second rank. This may be because hospital 
nurses have to cope with several major workplace 
stressors including workload, difficult relationship 
with other clinical staff, emotional needs of patients 
and their families, and shift working.16

The burden from road accidents among the 
nurses was much lower than those shown in the 
national statistics. This is likely because they mostly 
live in the hospital compound where a dormitory is 
provided. Because most of nursing staff are woman 
and they have night shift work. Hospitals generally 
provide accommodation in the hospital areas to 
support shift work. In our study hospital, about 59 
percent of the unmarried nurses stay in the residences 
provided within the hospital area. Furthermore, the 
study hospital has the reducing road accident policy. 
If nurses violent traffic law, it effects to their credit to 
promotion. 

Even though mental illnesses were the second 
ranked in terms of DAWYs, it may still be underestimated 
for two reasons. First, because of stigmatization, it 
may be underreported in our self-reported questionnaires.29 
In another study that used self-reported surveys of 
mental health, about 36% of respondents underreported 
their conditions compared with medical records.30 
Second, they may be the root causes of other illnesses 
that were not properly investigated or diagnosed.29

In this study, dental caries ranked the third in 
term of disease prevalence. However, it was low 
(about 8.9%) comparing with Thai working age 
population 35-44 years (approximately 35%).31

In this study, we did not use age weight as in 
the GBD study because we used the organizational 
perspective among only working-age staff. However, 
age weight is a social preference, which values the 
young and older ages less than working ages.9 Age 
weights slightly differ at working-age, so we 
assumed that the year of health life of nursing staff is 
equal. in addition, age weight did not affect the disease 
rankings by broad cause group.9 Moreover, DAWYs 
differed from DALYs in the GBD study in that no 
discounting was used because a number of people 
have argued that discounting should not be applied to 
future health gains or losses.32 Furthermore, when 
comparing the DALYs with and without age-weight 
and discounting in a related study, the main change 
only in rank order were mental illnesses revealing a 
minimal difference.9 According to the impact of 
changing discounting in the GBD study, the DALYs 
were affected by discounting significantly, but it 
affected the older and younger age groups.9 Moreover, 
the life cycle assessment (LCA) was applied to DALYs 
to present the disease burden in the workplace. They 
thought that the timing of release, exposure or health 
effect is the same so the years of life lived in the past, 
present or future do not differ12.
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Limitation

The major limitation of this study was from 
the use of a self-reported questionnaire, for this  
could could cause  underreporting because of recall 
bias of participants, especially regarding the number 
of visits concerning acute disease and year of diagnosis 
in regards to chronic diseases. Moreover, the results 
may not be generalizable to the broader system, since 
the study participants were from one hospital only.   
Another problem was the misreporting of disease 
severity due to the lack of information or ignorance. 
It may have led to miscalculation of the disease burden 
from the use of incorrect disability weights. However, 
we expected the problem to be minimal given our 
study population comprised nurses possessing 
technical knowledge about illnesses and medical 
care.

In this study, we did not calculate the disease 
burden from comorbidity, i.e., when two or more 
disease conditions appeared together, occurring together 
with a primary disease.33 This may have resulted in a 
conservative estimation of overall disease burden. 
However, our intention was to avoid double counting 
the burden when we calculated all combined comorbidities. 
Additionally, the target population of our study 
comprised working age staff having fewer comorbidities 
compared with the general population or the elderly, 
so any existing bias should be minimal.

Conclusions and Implications for   

Nursing Practice

This study showed that the leading causes of 
the disease burden among nursing staff were cancer, 
mental related disorders and musculoskeletal diseases. 
The majority of the burden came from non-communicable 
diseases. Mental disorders such as anxiety occurred 
among young staff and staff working in the inpatient 
ward. 

Our findings have several policy implications 
for nursing practice. First, the method to calculate 
disease burden using an organizational perspective 
could be a model for other hospitals or organizations 
to follow as it can help prioritize diseases and identify 
areas for further investment in health prevention and 
promotion interventions. 

Second, hospital management and nurse 
managers should pay more attention to good management 
practice specially to provide adequate support to new 
or younger nursing staff to reduce stress and burnout. 
This may include development of a team support 
mechanism and building positive relationship between 
nurse staff and their supervisors. Improving work 
conditions, suitable working hours, appropriate 
remuneration, and effort reward balance are additional 
areas of nursing workforce management to be considered.19 
The Thailand Nursing and Midwifery Council’s 
upcoming residency training program for recent 
graduates could be another opportunity to strengthen 
staff competency and support to reduce their work-
related anxiety.

Third, interventions to prevent musculoskeletal 
disorders are necessary for nursing staff. Hospital 
management should invest not only on physical 
interventions such as stretching exercise25 and patient 
handling26 but also on psychosocial interventions.23 
Some of multi-component interventions such as 
ergonomic training and safety handling of patients 
could be considered and prepared among the nursing 
staff since they are in nursing schools.27 
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ภาระโรคของกลุ่มการพยาบาลในโรงพยาบาลระดับตติยภูมิแห่งหน่ึงใน
ประเทศไทย

ชนิดา เลิศพิทักษ์พงศ์   จิรุตม์ ศรีรัตนบัลล์   อุษา ฉายเกล็ดแก้ว   ปิยะ หาญวรวงศ์ชัย*

บทคัดย่อ:	 กลุ่มการพยาบาลถือเป็นก�ำลังคนหลักในระบบบริการสุขภาพ ซึ่งต้องเผชิญกับปัญหา
การลาออกและการกระจายมีความเหลื่อมล�้ำในแต่ละพ้ืนที่ ท�ำให้ต้องท�ำงานหนักและต้องเผชิญกับ
ปัญหาสขุภาพและความเหนือ่ยล้า การศกึษาแบบตดัขวางครัง้นีจ้งึท�ำการวดัผลกระทบของการเจบ็ป่วย
ในกลุม่การพยาบาลของโรงพยาบาลในระดบัตตยิภมูแิห่งหนึง่ในประเทศไทย เดือนกรกฏาคม พ.ศ. 2558 
กลุม่การพยาบาลจ�ำนวน 780 คน ในฝ่ายการพยาบาลซ่ึงประกอบด้วย พยาบาลวิชาชพี ผูช่้วยพยาบาล 
และผู้ช่วยเหลือผู้ป่วย ตอบแบบสอบถามแบบตอบด้วยตนเองซึ่งประกอบ 2 ส่วน ได้แก่ ข้อมูลด้าน
ประชากร ความชกุและอบัุตกิารณ์ของโรคต่างๆ ทีเ่กดิขึน้ในระหว่างปี พ.ศ. 2557 ข้อมูลการตายรวบรวม
จากฝ่ายทรัพยากรบุคคล ค่าถ่วงน�้ำหนักความพิการและระยะเวลาของโรคได้จากการศึกษาภาระโรค
ของประเทศไทยและแหล่งข้อมูลต่างประเทศ ภาระโรคท้ังหมดประมาณค่าโดยใช้การการสูญเสียปีสุข
ภาวะในช่วงท�ำงานในมุมมองขององค์กร ที่พัฒนาจากแนวคิดการสูญเสียปีสุขภาวะ
	 ผลการศกึษา พบว่า ภาระโรคท้ังหมดของกลุม่การพยาบาล ณ โรงพยาบาลแห่งนี ้ปี พ.ศ.2557 
มีค่า 48.3 ปี ปีที่อยู่ด้วยการเจ็บป่วยในขณะท�ำงานคิดเป็นร้อยละ 48.2 ของภาระโรคทั้งหมด โรค 3 
ล�ำดับแรกที่ท�ำให้เกิดภาระโรคมากที่สุด ได้แก ่โรคมะเร็งรังไข่ร้อยละ 45.8 โรควิตกกังวลร้อยละ 14.6 
และโรคข้อเสื่อมร้อยละ 13.9 โรควิตกกังวลเป็นโรคที่ท�ำให้เกิดการสูญเสียมากที่สุดในกลุ่มโรคที่ไม่
ท�ำให้เกิดการตาย สว่นใหญ่เกิดขึ้นในกลุ่มพยาบาลที่อายุน้อยและอยู่ในหอผู้ป่วยใน มะเร็งเป็นโรคที่
ท�ำให้เสยีชวีติเพยีงโรคเดยีวโดยก่อให้เกดิความสญูเสยีมากทีส่ดุคดิเป็นร้อยละ 51.8 ของภาระโรคท้ังหมด 
ผลการศกึษาชีใ้ห้เหน็ว่าควรให้ความส�ำคญักบัภาวะด้านจติใจทีเ่กดิขึน้กบัพยาบาลอายนุ้อยในหอผูป่้วย
ในและโรคระบบกล้ามเนื้อและกระดูก โดยควรมีการด�ำเนินการลงทุนในการพัฒนาสภาวะการท�ำงาน
และการให้การสนบัสนนุส�ำหรบักลุม่การพยาบาล นอกจากน้ันควรพจิารณาเพิม่การเรยีนรูด้้านการยศาสตร์
และการเคลือ่นย้ายผูป่้วยอย่างถูกวธิโีดยอาจบรรจใุนหลกัสตูรการฝึกอบรมทัง้ในกลุม่นกัเรยีนพยาบาล 
รวมทั้งหลักสูตรทบทวนความรู้ส�ำหรับพยาบาลที่ท�ำงานแล้ว
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ค�ำส�ำคัญ:	 โรควิตกกงัวล  ต้นทุนการเจบ็ป่วย  ภาระโรค  กลุม่การพยาบาลโรงพยาบาล  ความผิดปกติ
ทางจิต  พยาบาล
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