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ABSTRACT
Objectives: To identify and rank the most significant
workplace stressors to which consultants and trainees
are exposed within the publicly funded health sector in
Ireland.
Design: Following a preliminary semistructured
telephone interview, a Delphi technique with 3 rounds
of reiterative questionnaires was used to obtain
consensus. Conducted in Spring 2014, doctors were
purposively selected by their college faculty or
specialty training body.
Setting: Consultants and higher specialist trainees
who were engaged at a collegiate level with their
faculty or professional training body. All were
employed in the Irish publicly funded health sector by
the Health Services Executive.
Participants: 49 doctors: 30 consultants (13 male,
17 female) and 19 trainees (7 male, 12 female).
Consultants and trainees were from a wide range of
hospital specialties including anaesthetics, radiology
and psychiatry.
Results: Consultants are most concerned with the
quality of healthcare management and its impact on
service. They are also concerned about the quality of
care they provide. They feel undervalued within the
negative sociocultural environment that they work.
Trainees also feel undervalued with an uncertain future
and they also perceive their sociocultural environment
as negative. They echo concerns regarding the quality
of care they provide. They struggle with the interface
between career demands and personal life.
Conclusions: This Delphi study sought to explore the
working life of doctors in Irish hospitals at a time
when resources are scarce. It identified both common
and distinct concerns regarding sources of stress for 2
groups of doctors. Its identification of key stressors
should guide managers and clinicians towards
solutions for improving the quality of patient care and
the health of care providers.

INTRODUCTION
The working environment for hospital
doctors in Ireland has undergone radical

change in recent years.1 Practice changes
resulting in increased accountability, growing
bureaucracy and the use of standardised
evidence-based treatments which improve
patient outcomes but erode physician auton-
omy are global phenomena.2 It is likely that
unique local factors are also having an
impact, not least of which was the implemen-
tation of the Medical Practitioners Act.3 This
set out to enhance patient safety and profes-
sional accountability and it fundamentally
altered how doctors would be treated by the
regulator. Fitness to practice hearings are
now held in public risking reputational
damage even when no findings are made. A
new offence of poor professional perform-
ance has been introduced and the Medical
Council now has a lay majority.
There is evidence that hospital posts have

become less attractive to both trainees and
consultants. A recent review of basic

Strengths and limitations of this study

▪ This study provides new information on the
working lives of hospital consultants in Ireland
and adds to previously published data on the
working lives of specialty trainees at a time when
resources are severely depleted.

▪ The high response rate among a wide range of
specialties suggests that the topic was one of
interest and importance to the participants, and
that the Delphi method was attractive to them
and allowed for in-depth exploration of the topic.

▪ The study draws attention to the links between
workplace stress and health, and its identification
of key stressors should guide managers and clin-
icians towards solutions for improving the
quality of patient care and the health of care
providers.

▪ A limitation of the study is that cohorts selected
were likely to be highly engaged employees and
their responses may not be applicable to hospital
doctors in general.
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specialist training (BST) in Ireland notes that the ten-
sions between training requirements and service
demands have contributed to the reported ‘brain drain’
of young doctors, with over half leaving to work abroad
after graduation.4 Many of the graduates of Irish
medical schools fail to return for higher specialist train-
ing here, despite having earlier indicated their aspir-
ation to do so.5 Levels of distrust of the employer are
high6 and recruitment and retention of consultants has
been challenged by a 30% pay reduction for new consul-
tants introduced in October 2012.7 Many senior posts
are vacant or are filled on a temporary basis impacting
on the quality of patient care.8 This, when added to the
stringent public service austerity measures of overall
salary reductions and employment embargoes, has
ensured that employment conditions for doctors are no
longer attractive and has contributed to a national short-
age at a time of a growing and ageing population and a
greater burden of chronic diseases.9

Doctors are instrumental in delivering quality patient
care. Resource shortages and their undermining of
improved patient care programmes have contributed to
low morale.10 There has been a breakdown in talks
between the consultants’ main representative associ-
ation, the Irish Hospital Consultants Association (IHCA)
and the employer, which has contributed to a lack of
trust.10 In this environment, it is likely that stress levels
in this group are high though there has been little
research on sources of stress in the Irish consultant
population. A recent study has analysed the experiences
of junior hospital doctors who were unanimous in their
conviction that workloads were too heavy with high
numbers of patients along with staff shortages and little
time to spend with patients or to attend to training
needs.11 The Irish Medical Council’s recently published
survey Your Training Counts attests to the very variable
quality of the training environment experienced by trai-
nees and to levels of bullying and undermining behav-
iour which are double those reported by UK
counterparts.12

Exposure to psychosocial risk factors at work has been
shown to increase the risk of stress-related disorders and
depression in workers generally.13 14

This study set out to identify the most significant work-
place stressors to which hospital doctors in Ireland are
exposed. Carried out in 2014, this qualitative study is the
preliminary phase of a national quantitative study on
health and well-being in this group. Though a wide
range of standard instruments is available for measuring
occupational psychosocial factors quantitatively, a quali-
tative method was favoured to enable a detailed descrip-
tion of diverse stressors to be identified including those
which might pertain to the recent work challenges out-
lined above.15

The Delphi technique has been used in a variety of
settings to establish consensus on a topic and to rank
priorities.16 In this study, it allowed individual opinion
on key workplace stressors for this geographically

dispersed, working population to be transformed,
through the multistage iterative methodology, into con-
sensus. The 10 highest ranked items for each group
were used in a national quantitative phase of the study.

METHODS
Recruitment
According to Delphi methodology,16 we consulted two
groups of experts separately, that is, consultants and
higher specialist trainees (HST) who were engaged at a
collegiate level. They represent those currently practis-
ing in anaesthetics, emergency medicine, medicine,
obstetrics/gynaecology, paediatrics, pathology, psychiatry,
radiology and surgery within the Irish healthcare system.
Guidance was sought from the relevant professional

bodies on how their representatives would be selected.
In choosing consultants (trainers), doctors responsible
for the overall training programmes in both higher spe-
cialist training and BST were approached. Trainees were
chosen whose engagement was evident by their member-
ship of working groups or their role as trainee represen-
tatives within their training body. The administrator of
the relevant training body made direct contact with
members. Where enrolment was inadequate, snowball
sampling was used to augment the sample size or to
address deficiencies in the sample mix.
Fifty-two consultants were contacted and 30 agreed to

participate within the 2-month period allotted (table 1).
All specialties were represented. Of the original 52, 33
were male and 19 were female, possibly reflecting the
dominance of males at senior levels within training
bodies. Respondents were more likely to be female and
to be associated with Dublin teaching hospitals than
with regional teaching hospitals.
For the HST recruitment process, 19 of 28 trainees

contacted were available during the study timeframe
(table 2). The sample represented all but two specialties.
As with consultants, respondents were more likely to be
female and were more likely to be associated with
Dublin teaching hospitals.
Recruits were rewarded with certificates to be used by

consultants to claim continuous professional develop-
ment credits and by trainees to incorporate in their
training portfolio. Respondents were invited to partici-
pate by email and were given detailed information on
the process. They were asked to draw on their broad
experience of working in the health system as well as
their personal experience. Consent was received by reply
email. Identities were anonymised for analysis and
reporting.

Delphi process
As a precursor to the three-round Delphi process, a
semistructured, confidential telephone interview was
conducted incorporating six questions (table 3).
Interviews were recorded on paper and transcribed for
analysis. Following an introduction by the interviewer
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where confidentiality was reiterated, each participant
was asked to outline their own definition of stress. The
respondents were then offered a definition from the
Health and Safety Authority (HSA), to ensure that all
had a clear understanding of what was meant by the
term. The HSA defines stress as ‘the negative reaction
people have to aspects of their environment as they per-
ceive it. Stress is therefore a response to a stimulus and
involves a sense of inability to cope’.17 Question 4 (What
are the key sources of work stress for doctors working in
hospitals nowadays?) was the key component of the
interview and responses formed the basis for the next
stages of the study.
Responses to question 4 were analysed by both inter-

viewers, and items were distilled from all responses into
a list of individual statements. In order to ensure that
the statements generated would be understood by parti-
cipants, cognitive interviewing was used to test them.
Consultants generated 50 statements while trainees gener-
ated 45 (see online supplementary appendices 1 and 2).
Of these perceived stressors, a number were identified by
both groups but a larger number was individual to each
group.
The full list of stressors (50/45) obtained through the

interviews was distributed in random order by email to

participants using an online survey instrument (http://
www.surveymonkey.com). From this list, respondents
were asked to select the 10–25 most important stressors
in round 1. They were encouraged to add any new sug-
gestions to their selection. Consultants identified 21
most popular stressors (as determined by the statistical
mode) and this shortened list became the subject of the
second round. No new stressors were added to the con-
sultant list. Trainees identified 18 top stressors from the
original list and added two new statements.
In round 2, respondents were asked to select the 10

most significant stressors from the list presented. The
researchers selected the 10 most popular stressors col-
lectively. These were circulated in round 3.
Respondents were asked to rank the 10 stressors in

order of importance using a five-level Likert scale
strongly agree (+2), agree (+1), neutral (0) disagree
(−1) and strongly disagree (−2). These responses were
used to generate an arithmetic mean reflecting the
importance of each item as a stressor with SD reflecting
the spread of data and the degree of consensus. Any
item scoring >0 was considered important.
In order to gain greater understanding of the broader

themes behind these ranked items, an inductive exercise
was undertaken in which the researchers coded each

Table 1 Consultant recruitment to Delphi study

Specialty

Number registered with

professional body

Total number

contacted

Number

recruited Male/female Geographic area

Anaesthetics 243 11 3 1/2 A=2, B=1

Emergency medicine 60 2 2 1/1 A=2

Medicine 517 15 5 2/3 A=3, B=2

Obstetrics and gynaecology 106 4 3 1/2 A=2, B=1

Paediatrics 138 5 4 2/2 A=3, B=1

Pathology 158 4 4 1/3 A=2, B=2

Psychiatry 493 4 4 1/3 A=1, B=2, C=1

Radiology 257 2 2 1/1 A=1, B=1

Surgery 218 5 3 3/0 A=3

Total 3582 52 30 (58%) 13/17 A=19, B=10, C=1

A: denotes those working in a Dublin teaching hospital. B: denotes regional teaching hospital. C: denotes other.

Table 2 Trainee recruitment to Delphi study

Specialty

Number registered with

professional body

Total number

contacted

Number

recruited Male/female Geographic area

Anaesthetics 204 6 4 2/2 A=2, B=2

Emergency medicine 76 1 0 NA NA

Medicine 492 9 6 2/4 A=3, B=2, C=1

Obstetrics/gynaecology 120 1 1 1/0 A=1

Paediatrics 157 1 0 NA NA

Pathology 127 2 1 0/1 A=1

Psychiatry 256 2 2 1/1 A=2

Radiology 95 3 2 0/2 A=1, C=1

Surgery 306 3 3 1/2 A=3

Total 1833 28 19 (68%) 7/12 A=13, B=4, C=2

A: denotes those working in a Dublin teaching hospital. B: denotes regional teaching hospital. C: denotes other.
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item into broader categories to facilitate categorisation
and communication of results.
The top 10 stressors identified in this Delphi study

were included in a separate quantitative study which
yielded responses from over 1800 hospital doctors who
were asked to rate them on a Likert scale.

RESULTS
Engagement with the process was good. Twenty-six
(87%) consultants responded in round 1, 24 (80%) in
round 2 and 26 (87%) in round 3. Sixteen (84%) trai-
nees responded in round 1, 14 (74%) in round 2 and
16 (84%) in round 3.
During interview, 28 (93%) consultants considered

stress a very significant or highly significant problem as
did 18 (95%) trainees. Twenty-three (77%) consultants
considered work-life balance to be important in mitigat-
ing work stress and the others made comments such as
‘we don’t have it’, ‘all has been sacrificed on the altar of
medicine’, and ‘it’s important to get a break from collea-
gues moaning’. The majority of trainees (16 (84%))
agreed and those who did not opined that ‘it is impos-
sible to achieve’ or that ‘for some it’s not important as
work success can mitigate stress’.

Consultant stressors
The top 10 stressors agreed by consultants were ranked
and a weighted average was calculated which reflected
the degree to which respondents affirmed or rejected
each statement (scale 0–2). All but 1 of these 10 state-
ments were ranked in the top 10 in round 1, suggesting
that stressors identified as significant in the first round
were seen as consistently important through sequential
rounds. However, their relative importance was influ-
enced by peer feedback during the process (table 4).
The most significant stressor experienced by consul-

tants in Irish hospitals is the lack of long-term planning
resulting in a service that is always reactive. Other highly

ranked concerns relating to healthcare management
were perceived ‘quick fix’ decisions and lack of good
management leadership (#1, 2, 8). Responses suggest
that consultants are also deeply concerned about the
quality of care being provided for patients. Four of their
10 highest ranked stressors relate to this theme. They
are aware that good treatment takes time and that this is
not available, citing staff shortages, poor facilities, inad-
equate time for important paper work and excessive
patient numbers (#3, 5, 7, 10). There is evidence that
they feel undervalued and sense a threat to their profes-
sional identity from their employer, the media and the
regulator (#4, 6). This is exacerbated by unrealistic
patient expectations (#9).

Trainee stressors
The top 10 stressors agreed by trainees were similarly
ranked. Of these, eight which were identified in round 1
appeared consistently through to round 3. As for consul-
tants, their relative importance was altered in sequential
rounds, suggesting openness to influence by peers and a
move towards the consensus for which the Delphi
process is valued.
Trainees too feel undervalued and this is reflected in

several statements including three of their top four stres-
sors (#1, 3, 4, 7, 10). They are concerned about recent
revisions to the consultant contract, overall financial loss
and an unattractive future. They share their trainers’
concerns regarding the negative sociocultural environ-
ment in which they work with negativity being perceived
to emanate from their employer and the media as well
as the often unrealistic expectations of patients. They
too are concerned by the quality of care they can
provide citing shortage of doctors, nurses and allied
health professionals (#2, 8, 9). The relative under-
resourcing of the European Working Time Directive
(EWTD) also has an adverse impact. There is evidence
that they struggle with the interface between career
demands and personal life. This is exemplified by 2 of

Table 3 Framework of semistructured interview and responses

Number Question

Consultant affirmative

responses: number (%)

Trainee affirmative

responses: number (%)

1 Is stress an important concern for hospital consultants/

trainees at the moment?

30 (100) 19 (100)

2 Which of the following best describes your view of the significance/extent of the problem

▸ Not significant 0 0

▸ Somewhat significant 2 (7) 1 (5)

▸ Very significant 13 (43) 7 (37)

▸ Highly significant 15 (50) 11 (58)

3 Do you think work stress constitutes a significant

component of hospital doctors’ overall stress?

See text See text

4 What are the key sources of work stress for doctors working

in hospitals nowadays?

See text See text

5 Do you think work-life balance is important in mitigating any

stress caused by work?

23 (77) 16 (84)

6 Do you have anything further to add? See text See text

4 Hayes B, et al. BMJ Open 2015;5:e009564. doi:10.1136/bmjopen-2015-009564
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their top 10 statements which relate to personal relation-
ships, planning a family and the disruption caused by
frequent moves (#5, 6).

DISCUSSION
This Delphi study sought to identify key workplace stres-
sors for hospital doctors in Ireland at a time of national
doctor shortage and great economic challenge. It is
likely that stress in doctors impacts negatively on the
delivery of high quality care.18 Much of the research on
external sources of stress in the profession has been
quantitative with use of validated tools identifying those
stressors which are well recognised as risks, for example,
long hours, sleep deprivation, high workloads, high
demand, low support.2 We were keen to explore some
unique aspects of medical working life which would not

be identified through the administration of a standard
‘tool’ (eg, the management standards Indicator Tool).19

This study has provided insight into specific stressors
within the current Irish context which would not usually
be measured in quantitative studies.
Through the multi-iterative Delphi process, each

group has reached a consensus on what are their key
stressors and these have been ranked (tables 4 and 5).
Over 90% of consultants and trainees interviewed con-

sider work stress to be a very significant or highly signifi-
cant problem. Consultants are aware of their role within
a complex organisational system and of the role and
quality of healthcare management within that. This
study suggests that their greatest concern is lack of long-
term planning. They identified this as an important
stressor with growing consensus as to its importance
through the Delphi iterative process. Other concerns

Table 4 Ten most significant consultant stressors (in RO)

Number Stressors

Round 1

Per cent

respondents

(number of

respondents) RO

Round 2

Per cent

respondents

(number of

respondents) RO

Round 3

Weighted

average

(0–2) RO

1 The lack of long-term planning means that the

service is always reactive

54 (14) 10 58 (14) 5 1.6 1

2 Decisions taken by management are often ‘quick

fix’ and driven by standards imposed externally, (eg,

HIQA, accreditation, appointing consultants without

supportive resources) while ignoring unique local or

clinical concerns

77 (20) 1 54 (13) 7 1.44 2

3 The shortage of NCHDs and/or consultants impacts

on our ability to deliver safe care

65 (17) 5 58 (14) 5 1.44 2

4 The contribution of doctors is perceived as having

been devalued by commentary from both the HSE

and the media and in recent years has contributed

to a negative working environment and lack of trust

77 (20) 1 79 (19) 1 1.44 2

5 The facilities and infrastructure are inadequate to

provide appropriate clinical care while respecting

the patient’s dignity

50 (13) 16 63 (15) 3 1.36 5

6 The threat of complaints (and/or litigation) is a

backdrop to daily practice exacerbated by the

Medical Council’s hostility to the profession

77 (20) 1 75 (18) 2 1.32 6

7 There is inadequate time to accomplish the

important paper work required to support safe

clinical care (eg, screening referrals, checking

results, reviewing letters)

54 (14) 10 50 (12) 8 1.32 6

8 There is a lack of good management leadership

which truly understands the complex demands and

responsibilities of the clinician’s role

69 (18) 4 50 (12) 9 1.28 8

9 Expectations of patients (and/or of their families)

have increased and are sometimes unrealistic. This

includes a sense of entitlement, often to procedures

or investigations which might be available in the

private sector but are not necessarily appropriate

according to best practice

62 (16) 6 50 (12) 10 1.28 8

10 The number of patients to be treated exceeds

international norms

62 (16) 6 63 (15) 3 1.18 10

HIQA, Health Information and Quality Authority; HSE, Health Service Executive; NCHD, Non-Consultant Hospital Doctors; RO, rank order.
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relating to management performance vis-à-vis quick fix
decisions and lack of leadership were also identified as
key stressors in early rounds suggesting that further
rounds would not have changed the consensus that
these are important stressors. A quote serves to illustrate:

You are responsible and accountable for things over
which you have no control.

They feel insecure within the system of which they are
part and powerless to influence what matters to them.
This is an important finding as lack of control is well
recognised as a predictor of workplace stress. Karasek’s20

job-strain model of work stress encompasses job demand
and control and he theorised that control buffered the
negative effects of demand, reducing strain. Control in

this context refers to the exercise of control over one’s
activities and skill usage.21 There is now strong evidence
showing a causal association between ‘high strain’ jobs
and common mental disorders.22 Further work by
Theorell and Karasek23 identified the mitigation pro-
vided by workplace support. This demand-control-
support (DCS) model is perhaps the most influential
model of stress in the workplace today.24 It focuses
entirely on extrinsic aspects of the psychosocial work
environment and not on the individual. Our study con-
cerns a group of highly skilled employees who work long
hours at high intensity whose key stressor reflects lack of
control. This important finding adds to previous obser-
vations and may fuel further discussion about the ten-
sions between clinician autonomy and the need to
curtail costs.25

Table 5 Ten most significant trainee stressors (in RO)

Number#

Round 1

Per cent

respondents

(number of

respondents) RO

Round 2

Per cent

respondents

(number of

respondents) RO

Round 3

Weighted

average

(0–2) RO

1 The revision to the consultant contract with its

attenuated terms and conditions has devalued the

role of consultant contributing to low morale

56 8 86 (12) 1 1.75 1

2 The shortage of NCHDs and/or consultants and

the limited depth of choice at this time of general

shortage impacts on our ability to deliver safe care

69 4 71 (10) 4 1.75 1

3 There is financial stress attributable to reduction in

income, loss of overtime payments and significant

reduction in the education grant

69 4 79 (11) 2 1.69 3

4 The consultant package is no longer attractive

enough to well-trained specialists, is potentially

divisive within departments and also restricts the

mobility of those currently in posts

88 1 71 (10) 4 1.69 3

5 Relationship commitments and/or planning a

family are surrendered to career demands

88 1 71 (10) 4 1.63 5

6 Having to move workplace (and accommodation)

frequently is disruptive, particularly to one’s

personal life. This can occur at short notice

63 7 79 (11) 2 1.56 6

7 The contribution of doctors is perceived as having

been devalued by commentary from both the HSE

and the media and in recent years has contributed

to a negative working environment and lack of

trust

50 13 64 (9) 7 1.5 7

8 The shortage of nurses and/or AHPs and/or

administrative staff (some of whom are now less

experienced than the demands of the job require)

impacts on our ability to deliver safe care

50 13 57 (8) 8 1.5 7

9 Though the EWTD is welcome in principle, the

necessary resources have not been provided to

ensure continuity of care (eg, doctors who are

familiar with the patients are not available for ward

rounds)

56 8 57 (8) 8 1.38 9

10 Expectations of patients (and/or of their families)

have increased and are sometimes unrealistic.

56 8 57 (8) 8 1.13 10

AHP, allied health professional; EWTD, European Working Time Directive; HSE, Health Service Executive; NCHD, Non-Consultant Hospital
Doctors; RO, rank order.
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By contrast, trainee responses suggest that they are
unaware of the role and responsibility of management
though they can access management and leadership
courses during their training. It seems they have little
experience of this aspect of practice being preoccupied
with front-line service delivery, training demands and
career progression. Trainees are most concerned with
threats to their professional identity. They feel underva-
lued in their role citing recent contractual and salary
changes as major stressors. They perceive their employer
and the media as having contributed to a negative
working environment and lack of trust. Some direct
comments highlight their lack of connectedness to the
organisation in which they work:

Doctors are seen as passing through so there’s no interest
and we are not valued.

Specialist registrars always did long hours but they were
well paid and this took the sting out of it and you were
more likely to ‘suck it up’. Now we are undervalued by
the HSE and the public.

It all starts with HR. If they are welcoming, that sets
things up positively.

They also believe there is little support for them if
they are unwell as illustrated by:

There is pressure not to appear sick even if you have a
problem as ultimately it will narrow your career options.

Consultants share this feeling of being undervalued
and unsupported though they seem less affected by its
financial manifestations than their junior colleagues.
Though contractual and salary changes are clearly seen
as stressors, they do not feature in the top 10. This belies
the popular portrayal of consultants as ‘greedy’.26 The
perceived devaluation of their contribution attributed to
the employer and the media is a highly ranked stressor
as evidenced by its top ranking in rounds 1 and 2 yield-
ing to joint second place in the final round. The nega-
tive working environment and lack of trust identified is
likely to have a significant impact on well-being and is
exacerbated by perceived hostility by the regulator and
unrealistic societal expectations:

We are not looking for adulation, just appreciation for
what we do.

The public perception is not that consultants work crazy
long hours.

People feel they could be reported (to the regulator) for
anything.

There is much evidence to support the positive role of
occupational social support in mitigating stress. Within
the DCS model, this usually refers to peer and super-
visor support, particularly the latter which is not exactly

what is emerging from this qualitative study.22 For a
deeper understanding of the significance of this finding
and its potential links with stress, one needs to look at a
model which incorporates both intrinsic and extrinsic
components of the psychosocial work environment.21

Siegrist’s27 effort-reward imbalance (ERI) model theo-
rises that a lack of reciprocity between high effort and
low reward leads to strain and that this is exacerbated by
overcommitment. High ERI is strongly associated with
an increased risk of mental health disorders.21 Reward
encompasses three areas: money, esteem and career
opportunities, including job security.21 Experience of
ERI is frequent in the service professions and our study
identifies this perceived lack of esteem by the employer
and the media (arguably the voice of society) as being a
significant occupational stressor for both consultants
and trainees. Within the ERI model, overcommitment is
a personality trait characterised as a pattern of coping
with demand in combination with a strong desire for
approval and esteem.21 While this trait is likely to be
common in our study population, our focus was on
external stressors and not on personality traits.28

Another concern for consultants is the quality of care
being provided for patients. Some direct quotes serve to
illustrate their concerns:

We are being pushed to see patients in shorter times
than best practice would suggest.

There is not enough time to communicate with those
who are less sick so they get more stressed.

They are also aware of the inadequacy of existing
resources, both human and infrastructural:

The ridiculous workload and lack of staffing mean you
can’t progress and develop the service.

When you try to have difficult conversations with patients
in an inappropriate environment (e.g. trolley) their con-
fidence is undermined and this colours how they view
adverse outcomes.

Trainees too are concerned about quality of care and
list three such items in their top 10 stressors. One senses
the intensity of the demand and the lack of down time
in the following observations:

There are so many patients coming through and we are
battling against delays so that their diseases don’t
progress.

We are not afraid of hard work but the daily demand is
such that you don’t even get to avail of simple human
needs like lunch or the bathroom because of staff
shortages.

They are experiencing the impact of the recent moves
to implement the EWTD, an endeavour which is recog-
nised to be challenging.29 Their concerns about the
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manner of its implementation highlight a great aware-
ness of the risks to patient safety:

There is huge management pressure to comply with
EWTD. This means having to put in the appearance that
working times are confined but there are no safety
mechanisms in place (e.g. safe hand-over period).

Finally, the trainee role is inherently conflicted with
both service and training demands to be managed. The
time commitment required to deliver on both, notwith-
standing the EWTD, is considerable and the nature of
the work, with demands that are unpredictable at times,
and the requirement to move workplace frequently can
interfere significantly with social and personal life.
These are articulated as highly ranked stressors and any
effort to be made in addressing them will require the
close cooperation of the training bodies and the
employer.
This study used a Delphi approach to explore the

working life of doctors in Irish hospitals, an area which
has not been well researched. Though viewed as a quali-
tative tool, the Delphi affords the opportunity for some
quantitative analysis through use of the Likert scale in
determining ranking allocation. As well as identifying
key stressors, this study drew conclusions, through an
inductive process, on what is the overall meaning of the
findings which may help to identify solutions and appro-
priate supports. While the sample size of each cohort
studied met the necessary criteria for the Delphi
approach, the number of trainees interviewed was less
than hoped and relatively few males contributed which
may have biased the responses. However, there was rep-
resentation from a variety of hospital types, good geo-
graphical spread and a wide range of specialties. The
high response rates suggested an enthusiasm for the
process and the subject.
Another possible limitation is that this group is com-

prised of consultants and trainees who are likely to be
highly engaged employees. Though asked to consider
the research question from their general rather than
their personal experience, their responses may be
biased to the latter and may not be applicable to doctors
in general, for example, a less engaged doctor might
well prioritise more immediate or personal priorities.
The degree to which these doctors reflect the true con-
cerns of their peers will be explored when the quantita-
tive data are analysed.
This study provides new information on the working

lives of consultants and adds to previously published
data on the working lives of trainees.11 Both groups con-
sider that the care they provide for patients is chal-
lenged by inadequate human and infrastructural
resources. Both feel undervalued. Consultants view the
regulator as unsupportive while trainees are quite pre-
occupied by financial concerns and poor future pro-
spects. This is unsurprising given the well-documented
removal of the training grant5 and the fact that many

young doctors have incurred significant debts during
training which they struggle to pay-off.30

This study draws attention to the links between work-
place stress and health. It provides a voice for a group of
professionals whose experience of their work environ-
ment matters. Its identification of key stressors should
guide managers and clinicians towards solutions for
improving the quality of patient care and the health of
care providers. Some solutions will require both capital
and human resources investment, for example,
improved infrastructure, further recruitment. Others
require a change in the culture of how healthcare is
managed and in how hospital doctors are valued. All will
require leadership and commitment. This in turn will
influence how the media portrays the profession and
how it is viewed by the public.
One unanswered question is whether the poor view of

the quality of management is a true reflection of the
performance of managers or representative of poor
understanding among consultants of the demands and
constraints under which managers operate. This ques-
tion is hard to answer within an environment where per-
formance management is in its infancy31 and where the
perception when things go wrong is that fault lies with
the clinician notwithstanding the evidence that with the
inevitability of human error, adverse events are best pre-
vented by addressing latent system failures.32 An explor-
ation of how healthcare managers view their particular
stressors might provide a useful comparison. The per-
ception of clinical directors might also be explored, as
they are doctors in management roles, expected to strad-
dle the chasm between the demands of patient care and
society’s need to control costs. Such work would
undoubtedly create a bridge for more collaborative
engagement between senior doctors and managers.
In conclusion, this group of hospital doctors who may be

considered to be exemplars and experts within their
respective peer group believe that workplace stress for
doctors is an issue of great concern. Both consultants and
trainees are concerned about issues impacting on the
quality of care they can provide to patients and they feel
undervalued within their work organisation and beyond.
Consultants are very concerned about the quality of health-
care management, while trainees struggle with the impact
of training and service delivery on their personal lives.
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Appendix 1: Consultant stressors (and rank order) identified in 3 consecutive rounds of the Delphi process (n=50).  The 

top 10 statements were identified after round 2.  However, their relative position in the rank table was altered by the 

Likert scale system used in round 3.  Of the top 10 themes identified in the Delphi process, all but one were listed in the 

top 10 after round 1.   

# Stressors Round 1 
% respondents  
(# respondents) 

Rank order 
(RO) 

Round 2 
% respondents 
(# respondents) 

RO Round 3  
Weighted average 
(0-2) 

RO 
 

1 The lack of long-term planning means that the 
service is always reactive. 

53.85 10 58.3 5 1.6 1 

2 Decisions taken by management are often 
“quick fix” and driven by standards imposed 
externally, (e.g. HIQA, accreditation, 
appointing consultants without supportive 
resources) whilst ignoring unique local or 
clinical concerns. 

76.92 1 54.17 7 1.44 2 

3 The shortage of NCHDs and / or consultants 
impacts on our ability to deliver safe care. 

65.38 5 58.3 5 1.44 2 

4 The contribution of doctors is perceived as 
having been devalued by commentary from 
both the HSE and the media and in recent 
years has contributed to a negative working 
environment and lack of trust. 

76.92 1 79.17 1 1.44 2 

5 The facilities and infrastructure are 
inadequate to provide appropriate clinical 
care whilst respecting the patient’s dignity. 

50.00 16 62.5 3 1.36 5 

6 The threat of complaints (and / or litigation) is 
a backdrop to daily practice exacerbated by 
the Medical Council’s hostility to the 
profession 

76.92 1 75 2 1.32 6 

7 There is inadequate time to accomplish the 53.85 10 50 8 1.32 6 



important paper work required to support 
safe clinical care (e.g. screening referrals, 
checking results, reviewing letters).   

8 There is a lack of good management 
leadership which truly understands the 
complex demands and responsibilities of the 
clinician’s role. 

69.23 4 50 9 1.28 8 

9 Expectations of patients (and / or of their 
families) have increased and are sometimes 
unrealistic.  This includes a sense of 
entitlement, often to procedures or 
investigations which might be available in the 
private sector but are not necessarily 
appropriate according to best practice. 

61.54 6 50 10 1.28 8 

10 The number of patients to be treated exceeds 
international norms. 

61.54 6 62.5 3 1.18 10 

11 There is a constant need to measure up to 
national and international standards without 
the resources being provided to facilitate this 

61.54 6 45.83 11 N/A N/A 

12 The shortage of nurses and / or allied health 
professionals (AHPs) impacts on our ability to 
deliver safe care 

57.69 9 37.5 16   

13 Consultants usually strive for excellence in the 
services they provide and often have to settle 
for mediocrity due to lack of support and 
resources 

53.85 10 37.5 16   

14 The revision to the consultant contract with 
its attenuated terms and conditions has 
devalued the role of consultant and is 
potentially divisive within departments 
contributing to low morale. 

53.85 10 45.83 11   

15 The consultant package is no longer attractive 
enough to well-trained specialists and also 

53.85 10 29.17 19   



restricts the mobility of those currently in 
posts. 

16 There is inequity between consultants in their 
clinical workloads which is not effectively 
addressed by managers. 

50.00 16 41.67 
(+2) 

13   

17 A large amount of clinically unimportant (and 
sometimes irrelevant) information is sent to 
consultants, often by email, by way of 
keeping them ‘informed’. Likewise multiple 
meetings are often wasting of time. Such 
‘bureaucracy’ erodes the time available to be 
spent on clinical work. 

53.85 10 20.83 21   

18 The consultant role is challenging and often 
straddles a variety of responsibilities including 
clinical, academic and training 

50.00 16 41.67 13   

19 The high number of temporary staff (locums) 
puts extra demand on those in permanent 
posts 

46.15 19 41.67 13   

20 Though the EWTD is welcome in principle, the 
necessary resources have not been provided 
to ensure continuity of care (e.g. doctors who 
are familiar with the patients are not available 
for ward rounds) 

46.15 19 33.33 18   

21 The consultant’s role as leader is ill-defined.  
While seen as ultimately responsible for 
patients, consultants have an undefined 
vicarious liability for the actions of other team 
members, even those to whom treatment 
responsibility has been delegated. 

46.15 19 25.00 20   

22 The limited depth of choice of NCHDs at this 
time of general shortage can have an impact 
on the quality available 

42.31 22 N/A N/A N/A N/A 

23 When seeking resources, managers no longer 42.31 22 N/A    



considerate it adequate that one provide data 
supporting the request but will ask that a 
business case be prepared. 

24 The patients’ frustration in negotiating the 
hurdles of access to care presents as hostility 
to the consultant who is thought to be 
responsible 

42.31 22 N/A N/A N/A N/A 

25 The resources within the community are 
inadequate and some of this burden is shifted 
onto hospitals 

42.31 22     

26 The efficiency of daily work is frustrated by 
constant interruptions 

42.31 22     

27 There is a need to be overly concerned with 
documentary detail and unnecessary 
investigations / referrals in order to provide 
the evidence that appropriate care has been 
provided should things go wrong 

38.46 27     

28 Doctors are unique in having to take 
responsibility for getting their own cover, 
whether acutely unwell or taking planned 
leave 

38.46 27     

29 The stresses currently being borne by trainees 
affect their ability to cope and this increases 
the burden on consultants 

38.46 27     

30 Patients’ medical conditions are increasingly 
complex (e.g. multi-morbidity) 

34.62 30     

31 There is financial stress attributable to 
reduction in income and / or the relative lack 
of private practice opportunities 

34.62 30     

32 Consultants are competing with each other 
for resources for their particular programmes 
within the public sector and are increasingly 
territorial rather than collegial 

34.62 30     



33 Existing information technology (IT) systems 
and infrastructure are inadequate to support 
safe clinical care 

34.62 30  
  

    

34 Long hours worked and / or sleep deprivation 
associated with onerous rotas is a cause for 
concern 

30.77 34     

35 The requirements for CPD and its 
documentation are onerous 

30.77 34     

36 The services available to patients are not 
always equitable and can be determined by 
geography and other factors 

30.77 34     

37 Patient flow is now determined by arbitrary 
targets which crudely categorise need 
without reflecting the complexity of the 
clinical case (e.g. OPD appointments, 
procedures, investigations) 

26.92 37     

38 The heavy caseload does not allow sufficient 
time to develop good rapport with patients 
which is essential to the development of a 
trusting relationship and is particularly 
important if things go wrong 

23.08 38     

39 There is a culture of bullying behaviour within 
the health service 

23.08 38 N/A N/A N/A N/A 

40 Clinical and administrative colleagues expect 
you to be available throughout and beyond 
the working day with no respect for breaks 

23.08 38     

41 At times I feel I need to apologise or make 
excuses for things which are not of my making 

23.08 38     

42 Patient stress (a reflection of generally 
increased societal stress) complicates the 
medical issues presenting to doctors.  These 
presentations are more time consuming to 
assess and require a holistic approach to 

19.23 42     



treatment 

43 There is a lack of access to newer 
sophisticated investigations and / or 
technologies which are available elsewhere 

19.23 42     

44 As teams get larger there can be tension in 
relationships which is more challenging to 
manage than when they were smaller 

19.23 42     

45 Newer models of GP care (e.g. group 
practices, arrangements for out of hours 
cover) means that patients are often referred 
to hospitals by GPs who don’t know them 
very well.  This contributes to an increase in 
referrals. 

19.23 42     

46 The nurses and / or AHPs available are now 
often less experienced than the demands of 
the job require 

19.23 42     

47 The consultant contract is rigid and allows for 
little flexibility for those wanting to work less 
than full time 

15.38 47     

48 There are tensions between practising in the 
specialist role for which you are trained and 
the generalist that the service as structured 
requires 

7.69 48     

49 The threat of violence from patients is a 
problem and can be difficult to manage while 
also having responsibility for the clinical care 
of the patient 

7.69 48     

50 Structural changes bringing hospitals into 
groups results in a lack of autonomy for 
individual hospitals 

3.85 50     

 



Appendix 2: Trainee stressors (and rank order) identified in 3 consecutive rounds of the Delphi process (n=45).  Two 

new statements were added after round 1 (#44,45).  The top 10 statements were identified after round 2.  However, 

their relative position in the rank table was altered by the Likert scale system used in round 3.  Of the top 10 themes 

identified in the Delphi process, 8 were listed in the top 10 after round 1.         

#  Round 1 
% respondents 
(# respondents) 

Rank order Round 2 
% respondents 
(# respondents) 

RO Round 3 
Weighted 
average (0-2) 

RO 

1 The revision to the consultant contract with its 
attenuated terms and conditions has devalued 
the role of consultant contributing to low 
morale. 

56.25 8 85.71 (12) 1 1.75 1 

2 The shortage of NCHDs and / or consultants and 
the limited depth of choice at this time of 
general shortage impacts on our ability to 
deliver safe care. 

68.75 4 71.43 (10) 4 1.75 1 

3 There is financial stress attributable to 
reduction in income, loss of overtime payments 
and significant reduction in the education grant. 

68.75 4 78.57 (11) 2 1.69 3 

4 The consultant package is no longer attractive 
enough to well-trained specialists, is potentially 
divisive within departments and also restricts 
the mobility of those currently in posts. 

87.5 1 71.43 (10) 4 1.69 3 

5 Relationship commitments and / or  planning a 
family are surrendered to career demands 

87.5 1 71.43 (10) 4 1.63 5 

6 Having to move workplace (and 
accommodation) frequently is disruptive, 
particularly to one’s personal life.  This can 
occur at short notice 

62.5 7 78.57 (11) 2 1.56 6 

7 The contribution of doctors is perceived as 
having been devalued by commentary from 

50.00 13 64.29 (9) 7 1.5 7 



both the HSE and the media and in recent years 
has contributed to a negative working 
environment and lack of trust. 

8 The shortage of nurses and / or allied health 
professionals (AHPs) and / or administrative 
staff (some of whom are now less experienced 
than the demands of the job require) impacts 
on our ability to deliver safe care. 

50.00 13 57.14 (8) 8 1.5 7 

9 Though the EWTD is welcome in principle, the 
necessary resources have not been provided to 
ensure continuity of care (e.g. doctors who are 
familiar with the patients are not available for 
ward rounds). 

56.25 8 57.14 (8) 8 1.38 9 

10 Expectations of patients (and / or of their 
families) have increased and are sometimes 
unrealistic.   

56.25 8 57.14 (8) 8 1.13 10 

11 The threat of complaints (and / or litigation) is a 
backdrop to daily practice exacerbated by the 
Medical Council’s hostility to the profession. 

56.25 8 50.00 (7) 11 N/A N/A 

12 Academic pressure including examinations and 
the pressure to publish is huge and the bar is 
being set higher all the time 

56.25 8 42.86 (6) 12 N/A N/A 

13 The future is very uncertain 75.00 3 35.71 (5) 13   

14 The number of patients to be treated exceeds 
international norms. 

50.00 13 35.71 (5) 13   

15 Long hours worked and / or sleep deprivation 
associated with onerous rotas is a cause for 
concern. 

68.75 4 35.71 (5) 13   

16 Doctors are unique in having to take 
responsibility for getting their own cover, 
whether acutely unwell or taking planned leave. 

50.00 13 28.57 (4) 16   

17 Trainees are seen as transient and some 
hospitals make little or no effort to welcome 

50.00 13 28.57 (4) 16   



them or to provide meaningful induction or 
support. 

18 There are limited opportunities for flexible 
training 

50.00 13 21.43 (3) 18   

19 Trainees are often expected to undertake duties 
in which they are not yet competent and to take 
more responsibility than they are comfortable 
with 

43.75 (7) 19 N/A N/A   

20 The efficiency of daily work is frustrated by 
constant interruptions 

43.75 (7) 19 N/A N/A   

21 It can be tough to be the subject of scrutiny and 
continuously trying to impress one’s trainers, 
not all of whom are good at giving feedback. 

43.75 (7) 19     

22 There is inadequate time to accomplish the 
important paper work required to support safe 
clinical care which cannot be delegated (e.g. 
screening referrals, checking results, reviewing 
letters) 

43.75 (7) 19     

23 The requirements for training and its 
documentation are onerous 

43.75 (7) 19     

24 Mistakes arising from human error are not 
acceptable 

37.5 (6) 24     

25 Familiarising one’s self with new posts in 
different hospitals on a continuous basis is 
challenging 

37.5 (6) 24     

26 There is a constant need to measure up to 
national and international standards without 
the resources being provided to enable this 

37.5 (6) 24     

27 It can be difficult to form a good working 
relationship with one’s trainer 

31.25 (5)  27     

28 The consultant appointment process is opaque 
and difficult to prepare for 

31.25 (5) 27     

29 It can be difficult to maintain a social life in the 31.25 (5) 27     



face of last minute changes to work demands 

30 There is often insufficient time to develop good 
working relationships with junior team 
members to support them adequately in their 
work 

31.25 (5) 27     

31  There is a culture of bullying behaviour within 
the health service 

31.25 (5) 27     

32 Juggling the priorities of patient care (e.g. on 
call versus routine care commitments) is a 
frequent challenge 

25.00 (4) 32     

33 On-call accommodation and facilities are 
inadequate 

25.00 (4) 32     

34 The training rotations allow for people of very 
different levels of experience to occupy the 
same role and this has an impact on demands 
for tests and patient care 

25.00 (4) 32     

35 Trainees are often required to undertake basic 
duties which should be done by a less senior 
member of staff 

25.00 (4) 32     

36 There is a need to be overly concerned with 
documentary detail and unnecessary 
investigations / referrals in order to provide the 
evidence that appropriate care has been 
provided should things go wrong 

25.00 (4) 32     

37 Existing information technology (IT) systems 
and infrastructure are inadequate to maintain 
the ePortfolio 

25.00 (4) 32     

38 The knowledge base to be covered during 
training including medical, pharmacological and 
technological information is huge 

18.75 (3) 38     

39 There is pressure to work outside of one’s 
contract and assist the consultant in the care of 
private patients 

18.75 (3) 38     



40 Communication with patients and their families 
can be emotionally charged 

18.75 (3) 38     

41 Different trainers have different benchmarks for 
training and it can be difficult to be sure of what 
the required standard is 

12.50 (2) 41     

42 Consultants can be unsupportive in terms of 
clinical decision making 

12.50 (2) 41     

43 There is a lack of access to newer sophisticated 
therapies and / or investigations and / or 
technologies which are available elsewhere 

6.75 (1) 43     

44 There is a lack of transparency and trust 
between trainees and their training bodies 
which discourages trainees from making 
complaints (e.g. regarding training concerns / 
conflicts) due to fear of adverse effects on 
career progression 

N/A N/A 21.43 (3) 18   

45 There is a stigma around mental health issues 
such that trainees who suffer have to do so in 
silence 

N/A N/A 7.14 (?1) 20   
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