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Abstract: Health and social care workers are exposed to varying degrees of stress in their work, which
may be reflected in their trajectories of psychological distress during the education program and
the first years in the job. The aim of this study was to add to the knowledge concerned with the
long-term development of psychological distress in five groups of welfare state service workers in
Norway. The study included 1612 individuals. Psychological distress was measured with General
Health Questionnaire-12 at four occasions from the start of the education program to 6 years post-
graduation (nine year follow-up period). Results of linear mixed models (LMM) for repeated measures
showed that psychological distress changed significantly over time in the social work professional groups.
At the start of the education program, the lowest and highest levels of psychological distress were found
among the child welfare and social workers, respectively. Six years post-graduation, social workers had
become less distressed and child welfare workers had become more distressed. No significant change
pattern for psychological distress was found among any of the health care professional groups.

Keywords: general health questionnaire; longitudinal study; psychological distress; mental health;
health- and social work professions welfare state; service workers

1. Introduction

Healthcare and social work professionals, among these are physiotherapists, occu-
pational therapists, social educators, social workers and child welfare workers, provide
essential work in the modern Norwegian welfare state. Working in one of these professions
can produce challenges that cause emotional exhaustion and psychological distress. Psycho-
logical distress has been found to be high among healthcare professionals [1–4] and social
workers [5–8] in different cultures and contexts. A trend of increased self-reported psycho-
logical distress has also been found among students [9]. Over one year, approximately 20%
of the Western general population experience psychological distress levels corresponding
to a clinically significant burden (case level), and research on students in higher educa-
tion has reported that 30–40% of these suffer from even higher levels of psychological
distress [10–13]. In Norway, annual student surveys conducted over the last decade have
given cause for concern about the development of students’ mental health [14–16]. Studies
of psychological distress among students have shown variations between different study
programs, and it has been assumed that education programs preparing students for caring
and treatment professions may evoke more distress than other education programs [16–18].

However, researchers have also criticized the notion of higher psychological dis-
tress among students compared to other groups. A well-founded critique came from
Hunt and Eisenberg [19], who examined ten studies in which students’ mental health was
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compared with that of same-aged individuals in the general population. These researchers
found that the level of, and the increase in, mental health problems in students were like
those of their same-aged comparisons.

Previous Norwegian studies concerned with the period of transition—the time during
which students take leave of university and establish themselves as employees in their
profession of choice—have found a general decrease in psychological distress during the
first years in work, regardless of profession [16,18,20,21]. However, studies have come to
different conclusions about the mental health burden in different professional groups. A
report from the National Institute of Occupational Health (STAMI) found that 21% of nurses
had mental health problems indicating need of treatment, while the corresponding proportion
with case-level burden was 11% among teachers [22]. In contrast, Nerdrum et al. [16] found
that in comparison to nurses, teachers had higher levels of psychological distress both three
and six years after graduation.

Potentially, differences in psychological distress between groups of professionals may
have serious long-term consequences. Tufte [23] investigated the risk of disability-related
retirement from work in different professional groups. With a particular view to the five
professions under scrutiny in the current study, Tufte found that individuals working
within these professions had elevated risk of disability-related retirement. In comparison
to graduate engineers (reference; 1.0), the risk of disability was 9.9 for social workers,
6.9 for social educators, 6.8 for occupational therapists, 6.7 for child welfare workers and
2.8 for physiotherapists. For employees with lower educational degrees, it was generally
concluded that those who worked with people in the service professions had higher risk of
disability, compared to those who were not directly involved in the well-being and welfare
of individuals [23].

In summary, research has shown high levels of psychological distress among students,
while the distress levels appear to be reduced as the students move on to their professional
careers. In this study, we present a longitudinal study across nine years concerned with
five different professional groups central to the public welfare system in Norway. To our
knowledge, such long-term comparative longitudinal studies of psychological distress in
these five professional groups have not been previously conducted.

Study Aim

The aim of this study was to add to the knowledge concerned with the long-term
development of psychological distress in five healthcare and social work professional
groups in Norway.

2. Materials and Methods
2.1. Design and Data Collection

A prospective longitudinal design was employed for the study. The data were ex-
tracted from the STUD-DATA database [18], constituting self-report data from five profes-
sional groups measured at four occasions over a nine-year period. In total, 1612 persons
participated in the study. Of these, 448 (27.8%) were social workers, 413 (25.6%) were
child welfare workers, 234 (14.5%) were social educators, 198 (12.3%) were occupational
therapists, and 319 (19.8%) were physiotherapists. The participants were recruited from six
different Norwegian higher education institutions, with the majority of participants from
Oslo. The four measurement occasions were at the start of their professional education pro-
gram (first year students), at the end of their education program (third year students), three
years after graduation, and six years after graduation. Thus, the study period included the
education period and six years after graduation, i.e., 9 years. The STUD-DATA database
consists of 4 panels of participants who responded to 3–4 surveys between 1989 and 2018.
Unfortunately, only the second panel responded to the psychological distress measure at
all 4 timepoints, i.e., over 9 years, which means that this particular paper is based on data
collected between 2002 and 2011.
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2.2. Measures
2.2.1. Sociodemographic Variables

The demographic variables used in the present study were age in years (continuous),
civil status and gender.

2.2.2. The General Health Questionnaire

The 12-item General Health Questionnaire (GHQ-12) is widely used as a self-report
measure of psychological distress [24,25]. The measure has been validated in a large number
of studies of the general adult population, clinical populations and work populations,
as well as in populations of students and young professionals [10,25–28] and has been
translated to and validated in more than 40 languages, among these is Norwegian [29].

Six items of the GHQ-12 are positively phrased (e.g., ‘able to enjoy day-to-day ac-
tivities’), while six items are phrased negatively (e.g., ‘felt constantly under strain’). For
each item, the person indicates the degree to which he or she has experienced the item
content during the last fortnight, using four response categories (‘less than usual’, ‘as
usual’, ‘more than usual’ or ‘much more than usual’). Items are scored between 0 and 3,
where 0 represents the absence of negative stress, 3 represents a high degree of negative
stress. As a result, the GHQ-12 scale score range is 0–36, where higher scores indicate more
psychological distress.

2.3. Statistical Analysis

Continuous variables were described with mean and standard deviation (SD), categori-
cal data with counts and percentages. Group differences regarding age were examined with
one-way analysis of variance (ANOVA) and with Chi-square test for gender proportions
and marital status. To investigate the reliability of the GHQ-12 in this particular Norwegian
sample, we used Cronbach’s alpha to compute internal consistency.

The longitudinal analysis of psychological distress (continuous measure) was per-
formed using linear mixed models (LMM) for repeated measures. Unlike the traditional
ANOVA approaches for analyzing repeated measures, LMM allows for estimating trajecto-
ries in spite of missing values, provided the participant has valid scores at a minimum of
one measurement occasion. It thereby expands on the general linear model to permit the
data to exhibit correlated and non-constant variability. LMM models also estimate possible
within-individual dependencies by using all available data.

Because repeated measures (level 1) were nested within individuals (level 2), we used a
two-level hierarchically nested mixed effects growth model to analyze the longitudinal data.
Log transformation of time fitted the data discernibly better than a linear time slope (change
in −2 log likelihood). Intercept and logarithmically transformed time were included in
both the random and the fixed part of the model. Random intercepts and random slopes
were fitted for each person. After the time variable was entered as predictor at Level 1, the
education group predictor was entered at Level 2. In this study we compared different
combinations of education groups. The reference group in each analysis was coded 0, and
the group to be compared with the reference group was coded 1. Type of education was
treated as fixed effect only.

The following composite model equation was used to test possible differences in
GHQ trajectories between the education groups over the 9-year study period:
Yij = B0i +B1 EDUCATION GROUP + B2 LNTIME1ij + B3 (EDUCATIONi × LNTIME1ij) +
[ζ0i + ζ1i LNTIMEij + εij]. Yij is the GHQ score for subject i at time point j. B0–B3 are the
fixed effects and [ζ0i + ζ1i LNTIMEij + εij] are the random intercept, random time and error
term, respectively. The relevant parameters are B1, representing the difference in GHQ
scores at baseline; B2, representing the slope (amount of change over time) for the education
group coded 0; and B3, representing the difference in slopes between the education groups
being compared. We could detect significant covariance between intercepts and slopes,
and an unstructured covariance matrix was selected for the analyses in this study, which
yielded the best goodness-of-fit measures in our model.
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Effect sizes (converted to Cohen’s d), derived from the F-test for mixed effects model,
were calculated as d = 2

√
F

d f , where F is the F-test statistic for the effect of interest in the
repeated model as well as other multilevel designs [30,31].

2.4. Ethics

All participants were informed that participation in the study was voluntary and that
they could refuse to participate or withdraw from the study at any time. Permission to
collect, compute and store the data was approved by The Norwegian Data Inspectorate.

3. Results
3.1. Participants

A summary of the sample characteristics is displayed in Table 1. In the total sample, the
median age of the participants was 22 years (range 18–54 years). The age distribution was
similar across professional groups ranging from median 21 to 23 years when starting the
study, with the highest median for social educators. There was a predominance of women
(n = 1340, 83.4%), compared to men (n = 266, 16.6%). In comparison to non-responders
who were participants in the STUD-DATA dataset but did not respond to the GHQ at any
of the measurement occasions, no significant differences occurred with regard to gender
proportions. However, the mean age of the sample was somewhat lower than among the
non-responders (M = 24.11 versus 24.54 years, p < 0.05).

Table 1. Mean age and gender proportions in the total sample and in the five professional groups.

Groups n Median Age Female Gender [n (%)]

Social workers 448 22.0 384 (85.9)
Child welfare

workers 413 22.0 362 (88.1)

Social educators 234 23.0 192 (82.1)
Occupational

therapists 198 21.0 169 (86.2)

Physiotherapists 319 22.0 233 (73.3)
Total sample 1612 22.0 1340 (83.4)

No differences were found according to civil status among the groups. The gender
proportions differed significantly between the five professional groups, and all groups
consisted of more women than men. There was a statistically significant association between
gender and professional group; the lowest proportion of women was for physiotherapy,
the highest for child welfare workers.

3.2. Developmental Patterns of Psychological Distress

The GHQ-12 had high internal consistency, which indicated good reliability at all
measurement times (Cronbach’s alpha = 0.85, 0.87, 0.86 and 0.88). Figure 1 lists the number
of participants and descriptive data regarding psychological distress (GHQ scores) for the
five education groups at the four time points and illustrates the trajectories over time.

Among social educators, occupational therapists and physiotherapists we detected no
significant change over the 9-year time period. On the other hand, psychological distress in
social workers and child welfare workers changed significantly over time. Table 2 shows
intercept and slopes comparing estimated GHQ trajectories in these two education groups
throughout the nine-year study period. B1 shows that the difference between the groups at
baseline was significant (as also reported in the descriptive analyses). B2 shows that the
child welfare workers deteriorated significantly over time (effect size = 0.34). B3 shows the
difference in slopes between the two education groups (effect size = 0.48). While the social
workers improved over time, the child welfare workers reported increased psychological
distress over the follow-up period., 1.40 − 2.67 = −1.27 (lower scores over time indicates
improvement).
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Table 2. Predictors of GHQ scores in social workers and child welfare workers: Estimates of fixed
and random effects.

Parameter Estimate Std. Error df t p

Intercept (B0) 10.01 0.47 257.00 21.48 0.000

Education group (B1) 2.67 0.65 262.67 4.11 0.000

LNTime (B2) 1.40 0.44 331.93 3.93 0.002

LNTime1xEducation (B3) −2.67 0.61 342.09 −4.37 0.000

Random effects Estimate Std. Error Wald Z Sig

Residual 18.37 1.24 14.81 0.000

Intercept 8.70 2.71 3.20 0.001

LNTime 7.92 3.64 2.18 0.030

Covariance −5.01 2.87 −1.7 0.082

Note. Dependent variable: GHQ. Social workers = 1, Child welfare workers = 0.

4. Discussion

At the start of the education program, the lowest and highest levels of psychologi-
cal distress were found among child welfare and social workers, respectively (Figure 1).
However, this situation was reversed during the 9-year period. Social workers became less
distressed and child welfare workers became more distressed during this period. On the
other hand, no significant changes in psychological distress over time were found among
social educators, physiotherapists and occupational therapists.
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However, descriptively, as can be seen from Figure 1, the GHQ mean scores showed a
slight increase during the education period among all educational groups but occupational
therapists. Similarly, all groups except from the child welfare workers showed decreased
psychological distress during the first years as an employee. The findings related to the
education period mirror the results of some studies. For example, Zivin et al. [32], who
conducted a study among college students with two measurement points, found that
approximately half of the students suffered from at least one mental health problem. The
mixed findings in our study, with both decreasing and increasing psychological distress for
different groups, are in line with former studies that have examined psychological distress
from education and into the first three years after education in healthcare profession [21]
and among other professional than in the particular study [16].

Experiencing stress over time may increase the level of psychological distress. For
example, higher levels of job demand have been found to be associated with higher levels
of psychological distress in healthcare and social workers and teachers [33], as well as
quality of life being negatively affected by psychological distress in these professionals [33].
The respondents in our study represent students and workers in different caring and
treatment professions. For people representing these professions, psychological distress
may be particularly high for a number of reasons. For example, they may more often
witness suffering in others and may feel a strong obligation to help, even in the face of client
resistance and system-based obstacles for providing help. Thus, mental health problems in
health and social work professionals might be the result of long-term psychological stress
during the education program and later in the job.

However, moral distress is a common phenomenon in the daily life of those who
work in the social and healthcare professions, which occurs when the professional does not
act, or cannot act, on what he or she believes to be morally right in a particular situation
because of institutional or internal constraints [34]. Social and healthcare professionals
care for people of all ages and in different life circumstances, but often with little fanfare
or recognition, and they sometimes perceive their level of competence to be inadequate.
In our study, this may seem to affect child welfare workers most. While they had lower
scores on psychological distress than all the other student groups in general, and lower
than social work students in particular, a plausible explanation for their increased level of
psychological distress 6 years past graduation may be the perceived gap between work-
related expectations and the realities of daily work. According to Pryce et al. [35], child
welfare workers may take in the traumas of the children and families they meet in the line
of duty. In addition, they may experience a lot of critique concerned with the decisions they
make, both from individuals, groups, society and the media, but with little opportunity to
defend or argue in favor of their decisions due to confidentiality and professional ethical
considerations. In the health and social service professions, a significant source of stress
is often referred to as the practice shock [36–39], denoting the stressful feelings arising
when the reality of professional practice appears to be far from the theoretical descriptions
disseminated to students during their education programs. This is likely to contribute to
elevated psychological distress. In line with this perspective, Kim [40] reported higher
workload, stronger role conflicts and more depersonalization among child welfare workers
than among social workers. Similarly, Sprang et al. [41] reported more compassion fatigue
and burnout in this group of workers compared to other groups of therapists and social
and health care workers. Taken together, our findings support the notion that child welfare
workers are among those who experience most strain in their work.

4.1. Future Research

According to Harvey et al. [42], several aspects of the work environment, including job
demands, level of perceived control, interpersonal support and organizational factors, play
an important part in determining the mental health of individual workers. Recently, conflict
related to the work–home interaction and job demand were found to be significantly related
to psychological distress in several groups of healthcare professionals [20,33]. Future studies
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may continue to examine mental health in different professional groups and may focus on
assessing whether aspects of the work environment that may affect mental health differ
systematically between groups. Future studies may also consider individual expectations
towards the job and its requirements as another explanation. Another line of future research
may investigate whether there are systematic differences with regard to individual factors
between groups of students at the time of admission to the study programs, and the
degree to which these are maintained throughout the course of the study, at the period
of transition to work and during the first years of work. Moreover, some authors have
argued a longstanding female predominance in the ‘helping professions’ [43–45]. While
this notion has been vigorously debated by others [46], our results indicate that there may
be reason to study more carefully the male students who come to the healthcare and social
work professions, and the factors of importance for sustaining their mental health.

4.2. Study Strengths and Limitations

The longitudinal study design with four measurement occasions across a nine-year
study period are major strengths of the study. Similarly, the relatively large sample size
consisting of individuals representing five professional groups, and the use of modern
statistical techniques for analyzing repeated measures, are notable strengths. Limitations
of the study are related to participant non-response and attrition, and to a lack of informa-
tion about the participants’ individual characteristics and about the study and working
environments they have been exposed to during the follow-up period.

5. Conclusions

The aim of this study was to add to the knowledge concerned with the long-term
development of psychological distress in five healthcare and social work professional
groups in Norway. The levels of distress did not change significantly over time in any of the
three health-care groups, while it showed a significant decrease among social workers and
an increase among child welfare workers. It seems plausible that learning about, witnessing,
and potentially vicariously experiencing traumatic events imposed on children and their
families add substantially to the psychological distress of child welfare workers. Moreover,
being morally and legally responsible for implementing effective interventions in often
very complex circumstances can be burdensome. However, not all of the variation can be
explained adequately with reference to inherent properties of the professional groups and
the environments within which they work. On the other hand, the results might be helpful
in developing prevention programs for early burnout in the target group.
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