STRES | MENTALNI ZAMOR U RADNOM
PROCESU KAO PROBLEM INDUSTRIJSKI
RAZVIJENIH ZEMALJA

Backovié D., Milovanovié¢ S., Maksimovi¢ M., Latas M.

Stres na radnom mestu i mentalna oboljenja povezana sa ra-
dom ostavljaju evidentne posledice smanjene produktivnosti i
povecanog apsentizma radnika. Otkaz sa posla kao mogucnost
otkaza, konkurencija i zastarelost kadrova, restruktuacije, fuzije
i slicni izvori organizacionog meteZa postali su deo tekuceg
trenda koji je erodirao shvatanje o sigurnosti radnog mesta i u
razvijenim zemljama

Faktori rizika po mentalno zdravije iz radne sredine u najve¢em
broju slucaja se lspoljavaju kratkotrajnim promenama
raspoloZzenja i osecanjem nezadovoljstva ili depresivnim
raspoloZzenjem a 3to esto moze biti praceno promenama u
ponasanju poput uznemirenosti ili izbegavanja kao dominant-
nim mehanizmom prevazilaZzenja aktuelnog problema. Situacije
koje su posebno opasne mogu odmah rezultirati hroni¢nim
poremecajima mentalnog zdravlja (post-traumatski stres
poremecaj PTSD). Kada je jedan ili vise uzroCnika stresa kon-
tinuirano prisutan, kratkoro¢ni, reverzibilni problemi mogu
ishoditi stabilnijim ireverzibilnim rezultatima kao S$to su:
iscrpljenost, veéi depresivni poremecaji ili npr. hronicne psihoze.

Mentalni zamor se moZe definisati kao proces vremenski
povratnog pada stabilnosti radnog ucinka, raspoloZenja i ak-
tivnosti posle produZenog radnog vremena. Karoshi je so-
ciomedicinski fenomen koji se odnosi na smrtnost ili radnu
nesposobnost povezanu sa preoptere¢enjem na radu, a posre-
dovan je etiopatoloskim mehanizmom naglog razvoja infakta
miokarda ili akutne src¢ane insuficijencije. Dizajniranje strukture
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zadatka prema konkretnoj osobi, dovoljan period odmaranja
tokom radnog vremena i dovoljan odmor, spavanje i rekreacija
predstavljaju nacine smanjenja simptoma nastalog mentalnog
zamora, kako ne bi doslo do pojave trajnih posledica.

Kljuéne reéi: stres, mentalni zamor, mentalna oboljenja, PTSD,
radni proces

svetu navode na potrebu preispitivanja koncepta rada u svetlu sve

prisutnijih mentalno-higijenskih problema: stresa, iscrpljenosti i mental-
nih oboljenja koja pogadaju radnike. Rad bi svojim pozitivhim ishodom i
povratnim dejstvom trebao da razvija racionalne aspekte licnosti i da dopri-
nosi prevazilazenju ifili reSavanju problema (Ross 1989). Afektivitet i
raspoloZenje za rad dobijaju sve vedi znacaj kako radno okruZenje postaje
kompleksnije. Konflikti do kojih moZe do¢i izmedu pojedinca i okoline, mogu
nastati od momenta kada se radnik-pocetnik susrec¢e sa radnim procesom u
koji pristupa sa adolescentnom egocentri¢no$c¢u pa sve do perioda disciplino-
vane podredenosti potrebama koje zahteva radno mesto. Mnogi radnici
moraju da nauce da li¢na osecanja vrednosti Cesto igraju malu ulogu i da se
adaptiraju realnosti na radnom mestu (Poleksi¢ i Savicevi¢ 1979.)

Dru§tvene, ekonomske, demografske, politicke i ekoloske promene u

Samo radno mesto i njegovi provokativni faktori u najve¢em broju slucaja
mogu dovesti do kratkotrajnih promena raspolozZenja i gubitka osecanja zado-
voljstva i entuzijazma ili depresivna raspoloZenja. Opisana stanja su Cesto
pra¢ena promenama u ponasanju poput pojave uznemirenosti, ili izbegavanja
kao dominantnog mehanizma prevazilaZzenja aktuelnog problema. Situacije
koje su posebno opasne mogu rezultirati i hroni¢nim poremecajima mental-
nog zdravlja (npr. hroni¢ni post-traumatski stresni poremecaj PTSP). Te kada
jedan ili vise uzrocnika stresa ostane aktivan, kratkorocni, reverzibilni problemi
mogu uticati na pojavu stabilnih ireverzibilnim posledica, kao 3to su:
iscrpljenost (sy. hroni¢nog zamora), veci depresivni poremecaji, pa cak i psi-
hoti¢na ispoljavanja..

Karakteristike li¢nosti radnika se kombinuju sa faktorima psiholoskog riz-
ika na radu. Sposobnost savladavanja problema se uspesno u najve¢em broju
sludajeva povedava sa sticanjem radnog iskustva. Sa druge strane, dugorocni
problemi mentalnog zdravlja sigurno smanjuju sposobnost i kapacitet
savladavanja problema na radu.

Mentalno-zdravstvena problematika prozima sve aspekte radnog procesa,
ostavljaju¢i evidentne posledice poput smanjene produktivnosti, povecanja
broja dana odsustvovanja sa posla, trajnih promena ili napustanja radnog
mesta. Pored bolesti osteomuskularnog sistema, problemi mentalnog zdravlja
obuhvataju skoro dve tredine zdravstvenih razloga napustanja posla. U Ho-
landiji kod jedne trecina sluzbenika kod kojih je dijagnostikovana radna
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nesposobnost, najznacajnije probleme ima bas u sferi mentalnog zdravlja, a
od cega je 58% problematike u direktnoj vezi sa radni procesom. Health and
Safety Executive, procenjuje da je 30 do 40% svih bolesti zbog kojih dolazi do
odsustvovanja sa posla povezano sa nekim oblikom mentalnog poremedaja
(Ross, 1989; O’Leary, 1993). U Velikoj Britaniji se procenjuje da jedan od pet
radnika svake godine pati od neke psihicke smetnje i da se pri tome izgubi 90
miliona radnih dana u poredenju sa 8 miliona dana izgubljenih specifi¢no
zbog alkoholizma i njegovih komplikacija i 35 miliona dana izgubljenih usled
problema koronarne bolesti (O'Leary, 1993). Kod profesija sa visokom brzi-
nom rada i/ili niskom slobodom odlucivanja, rizik nastanka poremecaja men-
talnog zdravlja je najveli. Profesionalne grupe koje su posebno sklone
odsustvovanju sa posla a zbog mentalnog stanja su: osoblje koje neguje
bolesnike, ¢istaci, domari i radnici u saobradaju i nastavnici .

Analiza propisa, politike i prakse koji tumaci i reguliSe odnose kod
problema mentalnog zdravlja i stresa na radu, u pet evropskih drzava ukazuje
da Svedska, Holandija i Britanija tretiraju pitanja mentalnog zdravlja radnika
kao vazne zdravstvene teme, dok su zemlje koje nemaju takav stav Francuska i
Nemacka. Uspesan primer dobrog programa prevencije u sferi mentalnog
zdravlja radnika u reprezentativnom nacionalnom uzorku triju vecih industri-
jskih grana je: 69% povecanja motivacije, smanjenje za 60% odsustvovanja sa
posla, za 49% poboljsanje atmosfere i za 40% povecanje produktivnosti
(Houtman i Kompier 1998).

Stres na poslu

Stres na poslu predstavija interakciju izmedu li¢nosti radnika i radnog
okruZenja sa velikim zahtevom i/ili prinudnim uslovima. " Stres se moze po-
javiti kada se neka situacija shvati kao da preti da prevazide ljudske
mogucénosti i pod uslovima u kojima radnik ocekuje individualnu razli¢itost u
nagradivanju rezultata rada (McGrath 1976). U toj kategoriji, emocionalne,
fizioloske i ponasajne reakcije su pod znacajnim uticajem personalne interpre-
tacije neke osobe o "objektivnoj" ili eksternoj stresnoj situaciji."

Druga komponenta stresa je prethodno iskustvo nekog pojedinca u sli¢noj
situaciji i njegova (iskustvena) empirijska reakcija. Pored toga bitan je i efekat
ishoda stresne situacije, bilo da je pozitivan ili negativan (uspeh ili neuspeh),
koji moze da uti¢e na smanjenje ili ubrzanje nastanka i nivo subjektivhog
dozivljaja stresa.

Prema Karasekovom modelu zahtev-kontrola (1979): posao visokog stresa
je onaj koji u kombinaciji sa velikim zahtevom i malom kontrolom (sloboda
odlud¢ivanja) povecava rizik psiholoske napetosti i fizicke bolesti, a aktivan
posao - onaj koji pored velikog zahteva i velike kontrole - razvija motivaciju
ucenja razvoja novih oblika ponasanja.

Znacajni psihosocijalni uzrocnici stresa na poslu poput: dvostrukih
poruka, diskriminacija, sukobi izmedu kontrolora i kontrolisanog (podredenog
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i nadredenog), i preteskog posla, smatraju se udruzenim sa ve¢om sklonoscu
za kasnjenjem, odsustvovanjem, loSim radnim udinkom, depresijom i strahom
(Sutherland i Cooper 1988). Na radnom mestu stres se pojavljuje kada neki
faktor ili kombinacija faktora uti¢u na radnika u smislu remecenja njegove
psiholoske ili fizioloske homeostaze. Ti faktori mogu biti eksterni ili interni.
Eksterni faktori su razliciti pritisci ili zahtevi spoljnog okruzenja i izviru iz
zanimanja neke osobe, dok su interni faktori vezani za psiholoske
karaketrisitke: "ambicioznost, materijalizam, kompetitivhost i agresivnost"
(Yates 1989).

Akutni snazan ili kumulativan stres, moze izazvati razliCite psiholoske
poremecaje vezane za radno mesto (Bentall, 1990; Link, Dohrenwend i Skodol
1986). Neki autori opisuju halucinacije kao zdruZzen fenomen sa incidentima u
rudnicima, situacijama nastalim u eksploziji u hemijskoj fabrici, otmici sa tao-
cima i ratnim stanjem (Hobfoll 1988.; Wells 1983).

Kognitivni poremecaji se nalaze medu problemima mentalnog zdravija za
koje se obi¢no misli da nisu povezana sa stresom. Poremecaj koji je nazvan
disocijativna amnezija karakteriSe se nesposobnos¢u secanja na neki prethodni
traumatski ili stresni dogadaj ali ne nosi bilo koju drugu vrstu pogorsanja
memorije, nije kategorisan kao kognitivni poremeéaj u skladu sa DSM IV.
Pokazalo se ipak da iskustvo psihosocijalnog stresa uti¢e negativno na nacin
na koji ljudi obraduju informacije kao i na njihovu sposobnost da se secaju tih
informacija. Pobuda autonomnog nervnog sistema koja Cesto prati izloZzenost
uzroénicima stresa upozorava neku osobu na Cinjenicu da "sve nije onako kako
se olekuje ili kako treba da bude" (Mandler 1993). Ta pojava moze povecati
sposobnost neke osobe da usredsredi paznju na centralna pitanja i da resi
probleme, ali sa negativne strane ta pojava koristi izvor "raspolozive ka-
pacitete svesti" ili izvore koji su raspolozivi radi obrade ulaznih informacija i
tako visoki nivoi psihosocijalnog stresa konacno: (1) limitiraju sposobnost da
se prate sve relevantno raspolozive informacije na pravilan nacin, (2) interferi-
raju sa sposobnos$¢u brzog otkrivanja perifernih drazi, (3) smanjuju
sposobonost odrzavanja usredsredene paznje, i (4) pogorsavaju neke aspekte
memorije.

Mentalni zamor

Mentalni zamor predstavlja normalnu posledicu procesa mentalnog preop-
tere¢enja. Opterecenje ili visoki intenzitet zahteva posla mogu imati za ishod:
kratkotrajne posledice preoptereenja (zamor) i duze opteredenje nizeg in-
tenziteta (monotonija, zasicenje), kao i dugoro¢ne posledice (na primer simp-
tomi stresa i profesionalne bolesti vezane za rad). Poznavanje procesa
mentalnog zamora se mozZe konceptualizovati kao transakcioni proces reguli-
sanja akcije faktora opterelenja koji obuhvataju ne samo negativne kompo-
nente procesa zamora ve¢ i pozitivne aspekte ucenja u radu, kao 3to su
podesavanje i restruktuiranje procesa rada i pozitivna motivacija. Mentalni
zamor se moze definisati kao jedan proces vremenski povratnog pada stabil-
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nosti ponasanja u ucinku, raspoloZzenju i aktivnosti posle produzenog radnog
vremena. To stanje je vremenski povratno putem promena radnih zahteva,
uticaja ili stimulacije okoline i potpuno je reverzibilno putem sna. Mentalni
zamor predstavlja posledicu izvodenja zadatka sa visokim nivoom sloZenosti
koja predominantno obuhvata obradu podataka velike slozenosti i obima i
produzeno trajanje radnog procesa. Simptomi zamora se identifikuju na nek-
oliko nivoa regulacije ponasanja: disbalans u bioloskoj homeostazi izmedu
okoline i organizma, deregulacije kognitivnih procesa usmerenih ka cilju i
gubitak stabilnosti motivacije usmerene ka cilju kao i opadanje nivoa global-
nog postignuca.

Simptomi mentalnog zamora se identifikuju u svim podsistemima obrade
informacija:

o percepcija: smanjena diskriminacija signala, deterioracija praga
opaZanja

o obrada informacija: produZetak vremena odluclivanja, greska u akciji,
nesigurnost pri donosenju odluka, blokada, pogresan redosled akcija,
poremecaji senzomotorne koordinacije pokreta

o funkcije memorije: produZenje vremena upamdivanja u kratkotrajnom
memorisanju, kasnjenje pri prenosu informacija kod dugotrajnog
memorisanja i usporenje procesa pretrazivanja memorije

Fenomenologija mentalnog zamora je dobro izufena i iscrpno opisana, a
mnogi vredni metodi procene i velika koli¢ina eksperimentalnih rezultata nude
moguénost stepenovanja nivoa mentalnog zamora (Hacker 1998). To stepeno-
vanje bazira se na kapacitetu u suprotstavljanju padu radne sposobnosti.

Nivo 1: Optimalno efikasan uéinak: bez simptoma pada nivoa ucinka,
raspolozenja i aktivacije.

Nivo 2: Kompletna kompenzacija koju karakteriSe poveéana psihofizioloska
aktivacija (mereno elektromiogramom misica prstiju), zapaZeni porast mental-
nog napora, povecana varijabitnost u kriterijumu ucinka.

Nivo 3: Labilna kompenzacija, uz simptome nivoa 2 i: zapazeni zamor, kom-
penzatorno povecanje psihofizioloske aktivnosti na osnovu merenja centralnih
indikatora (brzina otkucaja srca, krvni pritisak)

Nivo 4: Smanjena efikasnost, pored one koja je opisana u nivou 3 i pad
kriterijuma o ucinku

Nivo 5: Dalji poremeéaji funkcije: poremecaji u socijalnim odnosima i
saradnji na radnom mestu; simptomi klinickog zamora kao $to je gubitak
kvaliteta sna i vitalna iscrpljenost

Iscrpljenost predstavlja oblik stresa, proces koji je definisan kao osecanje
progresivnog pojacanja zamora i osecaja troSenja energije. ¢esto je propracen
gubitkom motivacije, osecanja koje sugerise "dosta, ne viSe" i prolaskom vre-
mena teZi negativnom uticaju na raspoloZenje i opste ponasanje (Freudenber-
ger 1975.). Osobe koja su pogodene lesto i ne prepoznaju simptome

ENGRAMI 22 (2000) 1 HENNEEGEGNGNEENEENEEEE— 43



Backovi¢ D., Milovanovi¢ §., Maksimovi¢ M., Latas M. I

iscrpljenosti ve¢ manifestuju: psihosomatske Zalbe, poremecaje spavanja,
preterani zamor, gastrointestinalne simptome, bolove u ledima i glavobolje.
Iscrpljenost se cesto manifestuje poveéanom razdrazljivoséu, seksualnim
problemima i niskim pragom na frustracije. Stanje moze progredirati do po-
jave ravnodusnosti, gubitka samopouzdanja, brzih promena raspoloZenja, slo-
bosti koncentracije i depresije.

Prevencija mentalnog zamora

Dizajniranje strukture zadatka, okruZenja, perioda odmaranja tokom rad-
nog vremena i dovoljno spavanje predstavljaju naine smanjenja simptoma
nastalog mentalnog zamora kako ne bi doslo do pojave klinickih posledica:

1. Promene strukture zadataka. Dizajniranje preduslova za adekvatno
ucenje i struktuiranje zadataka nije samo sredstvo za dalji razvoj efi-
kasnih poslovnih struktura, ve¢ je i sustina za prevenciju u smisiu
mentalnog preopterecenja ili povecanja motivacije kod nestimula-
tivnih poslova.

o Teret obrade informacija moZe biti umanjen razvojem efikasnih
prezentacija zadatka i organizacijom informacija.

o Humano centrirane tehnologije sa visokom kompatibilnoséu izmedu
redosleda informacija i zahtevanog zadatka ¢e umanjiti mentalni
napor.

o Dobro balansirana koordinacija razlicitih nivoa regulacija (odnose se na
vestine, pravila i znanje) mogu redukovati napor, i Cak povecati ljudsku
pouzdanost .

o Obuka radnika u redosledu akcija usmerenih ka cilju pre aktuelnih
problema ¢e povelati nivo njihove svesti o mentalnom naporu pa ce
im poslovi pod njihovom kontrolom biti bliZi, predvidijiviji i evidentniji.

2. Uvodenje sistema kratkoroénih prekida tokom rada. Vise kratkih prekida
su efikasniji od manjeg broja duzih prekida; efekti zavise od fiksnog i
predvidljivog plana vremena, ali sadrzina prekida mora kod fizickih i
mentalnih poslovnih imati kompenzatornu funkciju.

3. Dovoljno relaksacije i sna: Posebni programi pomo¢i radnicima i tehnika
upravljanja stresom mogu pomodi sposobnosti relaksacije i prevenciji
razvoja hroni¢nog zamora .

Karoshi - smrt usled preteranog zamora radom
Karoshi je japanska re¢ koja znaci smrt zbog preteranog rada. Taj je ek-
stremni fenomen prvi put identifikovan u Japanu, a izraz je naknadno i

medunarodno prihvaéen (Drinkwater 1992). Uehata je 1978. objavio 17
karoshi slu¢ajeva, medu kojima su sedam bili tretirani kao profesionalne
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bolesti, dok deset nije. Isti autor opisuje karoshi kao sociomedicinski izraz koji
se odnosi na smrtnost ili radnu nesposobnost usled naglog razvoja infakta
miokarda ili akutne sréane insuficijencije $to se moze ispoljiti usled pogorsanja
stanja hipertenzivih ii1degenerativnih skleroti¢nih oboljenja krvnih sudova
usled teSkog rada (Hartani 1998.).

Karoshi slucajeve karakterise visoki stepen radnih zahteva i niza socijalna
podrska. Analiza karoshi slucajeva opisuje ove ljude kao su entuzijaste,
odusevljene svojim poslom, koji su Cesto ignorisali li¢cne potrebe za regularnim
odmorom. Sugerisano je da ne samo radnici koji se nalaze na poslovima
visoke napetosti, ve¢ i radnici na aktivnim poslovima mogu biti u velikom
riziku. Ukoliko su im poslovi visoko zahtevni, oni mozda nece mo¢i kontrolisati
svoje radne sate $to ¢e te radnike odvesti u zonu visokog rizika. Dobro je
poznato da japanski radnici rade duze u poredenju sa radnicima ostalih razvi-
jenih industrijskih zemalja. Normalni broj godi$njih radnih sata u Japanu je
1993. iznosio 2.017, u SAD 1.904, 1.763 u Francuskoj i 1.769 u Velikoj Bri-
taniji (ILO International Labor Organisation 1995).

Veza preteranog rada i fenomena iznenadne smrti na radnom mestu jo$
uvek nije u potpunosti utvrdena, najpre jer je vise studija potrebno da bi se
utvrdio uzro¢ni odnos, ipak, japansko nacionalno radno zdravlje se usred-
sreduje i sveobuhvatno bavi opasnostima koje vrebaju na radu, kao
zdravstvenom brigom o radnicima sa mentalnim problemima.

Stres i anksiozni poremecaj na radu

Strah, briga i zebnja i zdruZeni poremecaji kao nesanica i poremecaji libida
pocinju prozimajuca karakteristika radnog mesta devedesetih godina dvadese-
tog veka ("Age of Angst" Zachary i Ortega 1993). Otkaz i price ili moguénost
otkaza, konkurencija, zastarelost kadrova i restruktuacije, novi inZenjering,
fuzije i sli¢ni izvori organizacionog meteza - sve je to postalo deo tekuceg
trenda koji je erodirao shvatanje o sigurnosti na poslu (Buono i Bowditch
1989).

Faktori profesionalnog rizika
kod anksioznog poremecaja

Etiologija najveceg broja psihickih poremecaja je visefaktorna, te u genezi
stanja anksioznosti nismo u stanju da odredimo doprinos genetike, razvojnih
faktora i faktora koji nisu vezani za radno mesto. Verovatno je da organi-
zacioni i individualni faktori rizika deluju medusobno, i da ba$ ta interakcija
odreduje nastanak, progresiju i tok anksioznog poremecaja. Opisani su uslovi
rada, radni zadaci i profesionalni uzroclnici stresa koji su zdruZzeni sa nas-
tankom ili manifestacijom anksioznosti poput radnog optereéenja, brzine rada
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i nedostatka li¢ne kontrole. Model zahtev-kontrola predvida da radnici na
poslovima koji nude malo li¢ne kontrole i koji zaposlene izlazu visokom nivou
psiholodkog zahteva imaju rizik mnogih negativnih ishoda po zdravlje, uk-
ljuuju¢i anksiozne poremecaje (Karasek i Theorell 1990).

Novije epidemioloske studije, pored teoretskih i biohemijskih modela ank-
sioznosti i depresije, povezuju te poremecaje identifikacijom njihovog funda-
mentalnog uzajamnog komorbiditeta (10-60%), (Kaplan 1995).

Pojedinci koji su zaposleni na opasnim radnim mestima kao $to su polica-
jci ili vatrogasci su nosioci rizika za stanja anksioznosti (Beaton et al.1995).
Medutim, ima dokaza da pojedini radnici u tim opasnim zanimanjima posma-
traju svoj rad kao "zanimljiv i dinamican" kao suprotnost opasnosti i mogu se
dobro suocavati sa svojim emocionalnim reakcijama u odnosu na profesiju.

Druga populacija radnika, koja se evidentno nalazi u riziku doZivljavanja
visokog i povremeno iznuruju¢eg nivoa uznemirenosti su profesionalni
muzicari i estradni izvodadi jer se susre¢u uznemireno$¢u koju nosi izvodenje i
“strah od pozornice', a od njih se ocekuje "perfektni performans" (Lazarus
1991).

Druge grupe profesionalaca kao $to su pozorisni izvodaci pa cak i pre-
davaci koji istupaju pred javno3c¢u, mogu doziveti akutne i hroni¢ne simptome
anksioznosti koji se odnose na njihov rad. Do sada je sakupljeno veoma malo
podataka o aktuelnoj prevalenciji ili znacaju takvih poremecaja.

Druga klasa anksioznosti vezanih za rad o kojima imamo malo podataka
su "kompjuterski fobicari", ljudi koji uznemireno reaguju na dolazak kompjut-
erske tehnologije (Stiles 1994). Mada je svaka generacija kompjuterskog
softvera sve viSe usluzna prema korisniku, mnogi radnici su zabrinuti, dok su
drugi bukvalno u panici usled izazova "tehno-stresa". Neki se plase licnog i
profesionalnog propusta zdruzenog sa njihovom nesposobno3¢u sticanja
potrebne vestine suofavanja sa generacijom tehnologije. Ovi problemi znatno
su izraZeniji kod starijih radnika, Sto se uklapa u koncept mizeoneizma - straha
od novog. Verovatno je da faktori rizika li¢nosti radnika "personalnost tipa A"
uti¢u potencirajudi faktore organizacionog rizika u nastanku, progresu i toku
anksioznog poremecaja.

Prevencija i tretman anksioznog
poremecaja na radnom mestu

Pored promena u organizacionoj politici, rukovodec¢i organi kao i pojed-
inci na svakom radnom mestu imaju i li¢cnu odgovornost u borbi protiv svog
sopstvenog stresa i uznemirenosti. Neke opste i efikasne strategije obuhvataju
razdvajanje radnih i neradnih aktivnosti, obezbedivanje dovoljno vremena za
odmor i vezbe i kretanje na radu. Druge korisne kognitivno-bihejvioralne alter-
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native u samokontroli i spre¢avanju anksioznosti obuhvataju: tehnike disanja i
obuka relaksacije putem autogenog treninga (Rosch i Pelletier 1987).

Post-traumatski stresni
poremecdaj radnika

Istrazivanja o stresu na radu obraduju efekte dugotrajnije izloZzenosti stresnim
situacijama vise nego problemima koji prate neki specificni dogadaj kao sto je
po Zivot opasna povreda ili prisustvovanje nekom udesu u industriji (Brodsky
1984.). Post-traumatski stresni poremecaj (PTSD) je stanje koje je sredinom
osamdesetih godina dvadesetog veka dobilo zasluzenu paznju i interes. Pose-
bne intervencije su bile razvijene radi spreCavanja PTSD kod radnika koji su bili
izloZeni radnim traumatskim stresovima kao $to su povrede sa mutilantnom
invalidno$¢u kao i smrtnim ishodima. Te intervencije naglasavaju potrebu da
se izloZzenim radnicima pruzi obuka o reakcijom pri traumatskom stresu, kao i
aktivno suolavane sa svom osecanjima i reakciom pred posmatracima.
Medutim, moguénost traumatskog stresa vezanog za rad nije ogranicena
samo prema radnicima u industrijama visokog rizika i mnogi od principa
preventivne intervencije mogu se primeniti na programe smanjivanja traumat-
skih stresnih reakcija kod svih radnika.

Upravnici i zdravstveno osoblje radne organizacije mora usredsrediti
paznju kako bi prepoznali znake stalnog larviranog ili zakasnelog stresa koji
poti¢e od traume tokom nedelja i meseci posle traumatskog dogadaja. Svaki
znak emocionalnog stresa, kao 3to je razdraZljivost, povlacenje u sebe ili pad
produktivnosti, mogu predstavljati signal neke reakcije traumatskog uzrocnika
stresa. Svaka promena u ponasanju, ukljuCuju¢i povecano odsustvovanje s
posla, ili ¢ak i povecanje radnih sati ("rado-manijastvo"), moze predstavljati
signal. Indikacije zloupotrebe droga ili alkohola ili promena ponasanja trebaju
biti ispitane kao moguca veza sa post-traumatskim stresom.

Prevencija PTSP na radnom mestu

Niz drugih dogadaja ili situacija koje nastaju a radnom mestu mogu
dovesti radnike u rizik post-traumatske stres reakcije: nasilje ili pretnje, samou-
bistvo, oruzana pljacka, fatalna ili ozbiljna povreda i iznenadna smrt. Te si-
tuacije mogu uzrokovati niz negativnih ishoda, mogu dovesti do klinickog
nivoa i ostale efekte koji se odnose na stres i koji ¢e negativno uticati na
zdravlje i radni ucinak (izbegavanje radnog mesta, otezanu koncentraciju,
poremecaj raspoloZenja, povlacenje iz drustva, zloupotrebu psihoaktivnih sup-
stanci i porodi¢ne probleme). Poseban rizik odnosi se na rukovodeci kadar
zbog konflikta izmedu njihovih radnih odgovornosti, osecanja licne odgovor-
nosti za radnike i sopstvenog osecaja Soka i bola. U odsustvu jasne politike
kompanije i hitne pomoc¢i od strane zdravstvenog osoblja pri reSavanju posle-
dica traume, upravnici na svim nivoima mogu patiti od oseéanja be-
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spomocnosti koji uvecavaju njihovu reakciju sopstvenog traumatskog stresa.
Plan reakcije na kriznu situaciju treba da ispunjava tri primarna cilja:

(1) prevenciju post-traumatske stres reakcije komuniciranjem sa
ugrozenm pojedincima i grupama pre nego $to dodu u opasnost od
izolacije

(2) komunikaciju u plasiranju informacija vezanih za krizu radi kontrole
glasina

(3) podizanje poverenja (da uprava kolektiva ima kotrolu nad krizom) i
demonstriranje zainteresovanosti za interese radnika.

Komplikacije povreda na radu u svetlu stresa

Sindromi post-traumatskog stresa predstavljaju opsti ishod povreda na
radu. Kada se ne prepozna, to moZe usporiti pa ¢ak i spreciti oporavak od
neke fizicke povrede. Invalidnost i povrede vezane za psihcloski stres se nalaze
medu najskupljim i najkomplikovanijim za reSavanje od svih povreda vezanih
za rad. Na osnovu rada sa traumatskim povredama na radnom mestu i sa
epizodama nasilja na nizu radnih mesta, procenjuje se da najmanje polovina
spornih tuzbi radnika za obeSte¢enjem obuhvata neprepoznate i nelecene
posledice post-traumatskog stresa ina poremedaje. U okviru pritiska za
razreSenjem medicinskih problema i odredivanja statusa radnika u firmi, kao i
zbog mnogih strahova i nepoverenja u mentalnu zdravstvenu intervenciju,
emocionalni stres i psiholoska pitanja bivaju potisnuta na drugo mesto.

Stresna reakcija vezana za traumu moze spreciti radnika da se vrati na
svoje radno mesto, Cak i kada je izleCenje ocigledno. Tokom vremena,
neleena stresna reakcija na prvobitnu povredu rezultira hroni¢nom ank-
sioznoscu ili depresijom, somatskim oboljenjem ili zloupotrebom psihoak-
tivnih supstanci.

Zbrinjavanje radnika sa PTSP

PTSP i stanja vezana za traumatski stres nastaju delom kao posledica
izbegavanja tesko prihvatljivih i intezivnih emotivnih i kognitivnih reakcija na
traumatske stresove. Obi¢no se smatra da sindrom stresa moZze biti sprecen
putem obezbedenja mogucnosti za kontrolisanu obradu reakcija na traumu
pre nastanka posledica traume. To znadi da prevencija putem pravovremene i
stru¢ne intervencije predstavlja kamen temeljac u lecenju PTSP-a. Vazno je da
se radnici koji su u opasnosti od reakcija post-traumatskog stresnog
poremecaja budu leceni od strane stru¢njaka za mentalno zdravlje sa specijali-
zovanom obukom i iskustvom.

Ukoliko se ubrzo posle traumatske izloZenosti obezbedi odgovarajuca pre-
ventivna edukacija i savetovanje, nastupanje stresnih reakcija se moZe min-
imizirati ili ¢ak i spreciti. lako intervencije na preventivi ili terapiji u mnogome
zavise od faktora vremena, metodologija je u osnovi slicna. Prvi korak u
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uspesnom lecenju ili preventivnoj intervenciji je omogudavanje Zrtvi da
uspostavi vezu izmedu uzro¢nika stresa i simptoma. Ta identifikacija i
suocavanje sa onim $to dovodi do reakcije straha i konfuzije je veoma vazna
za smanjenje ili prevenciju simptoma PTSP. Kada stresna reakcije bude
obuzdana, leCenje se usmerava ka kontroli obrade emocionalnog i kogni-
tivhog uticaja iskustva. Duzina leCenja ¢e zavisiti od vremena intervencije,
jacine uzrocnika stresa, jacine simptoma i mogudnosti da izlozenost traumi
moZe ubrzati neku emocionalnu krizu koja je vezana za ranija ili srodna
iskustva. Dalja pitanja leCenja odnose se na znacaj modaliteta grupnog
leCenja. Zrtve traume mogu izvuci vanrednu korist od pomo¢i drugih ljudi koji
su doziveli isto ili slicno iskustvo. To je u kontekstu radnog mesta od znacaja
narocito kada citave radne organizacije bivaju pogodene tragi¢nim udesom,
¢inom nasilja ili traumatskim gubitcima.

Povratak na posao posle dozivljene traume

Svaka aktivnost u smislu savetovanja ili procene mora biti koordinisana sa
planom povratka na posao. Radnici koji su prosli neku traumu cesto osecaju
strah ili zebnju kada se radi o njihovom povratku u radnu sredinu. Kombi-
nacija kratke edukacije i savetovanja uz posete radnom mestu tokom perioda
oporavka su dali odlicne rezultate u izvr3avanju ove tranzicije i ubrzali su
povratak. Cak i u slucajevima kada vise nema psihickog ogranicenja, emocion-
alni faktori mogu zahtevati postepeno prilagodavanje, tako sto ce se: blaga-
jniku koji je bio opljackan dozvoliti da deo dana radi u nekom drugom poslu
raunovodstva, $to ¢e ga postepeno ospokojiti da se vrati za svoj 3alter.
Pracenje radnika koji se vratio na posao, tokom intervala od jednog do 3est
meseci je veoma znacajno.

Stres i depresija kod radnika

Depresija predstavlja jedno od najcescih problema mentalnog zdravlja na rad-
nom mestu. U industrijalizovanim zemljama pojava depresije povelava se
tokom svake dekade, pocev od 1910. godine, dok starosno doba u kome neka
osoba moze postati depresivna opada od 1940. godine. Dva od deset radnika
mogu tokom svog Zivota ocekivati epizodu depresije, dok su Zene jedan i po
puta izlozenije depresiji nego muskarci. Jedan od deset radnika ce ispoljiti
depresiju, dovoljno ozbiljnu da ga za odredeno vreme odvoji od radnog
mesta. Greenberg et al. (1993a) procenjuju da ekonomski teret zbog depresije
u SAD iznosi godiSnje oko 43,7 milijardi dolara. Od tog 28% se pripisalo
direktnim troskovima medicinske nege, a 55% kombinaciji odsustvovanja sa
posla i smanjene radne produktivnosti. Isti autori su istakli dve prepoznatljive
osobine depresije, prva je da se ona moZe dobro leciti dok je druga, da
depresija uvek nije jasno prepoznatijiva. lzmedu 80% i 90% ljudi koji pate od
depresije moze se leci uspesno, ali samo jedan od tri obolela zeli da se leci.
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Afektivna sfera je izvanredno vazan predmet na polju mentalnog zdravlja
na radnom mestu, ne samo u smislu uticaja koju sama patologija depresije
moze imati na radno mesto, ve¢ i u smislu da samo radno mesto moze igrati
ulogu etioloskog agensa depresivhog poremecaja.

Udeo radnog mesta
u nastanku afektivnih poremedaja

U psihosocioloskom domenu se nalaze mnogi "depresivni faktori" radnog
mesta: pitanja gubitka ili zapre¢enog gubitka posla ili beneficija, trend
opadanja produktivnosti, spajanja i promene posla i konstantno uvodenje
novih tehnologija

Eksperimentalan model na Zivotinjama, poznat kao "naudena be-
spomocnost' moze se uzeti kao objasnjenje veze izmedu okruZenja stresnog
radnog mesta i pojave depresije. U tim eksperimentima, Zivotinje su bile
izlozene bolnim elektri¢nim udarima od ¢ega se nisu mogli odbraniti. Ni jedna
akcija koju su preduzimale nije davala efekat, te su zivotinje su iskazivale sve
jaCa pasivna i depresivna ponasanja. Ovaj model nije tesko uporediti sa
danasnjim radnim mestima, gde mnogo zaposlenih oseca sve slabiju
mogucénost kontrole nad svojom svakodnevnom aktivnos¢u i kao kada su u
pitanju dugoro¢ni egzistencijalni planovi.

Zanimanja koja su posebno sklona ve¢im depresivnim poremecajima, di-
jagnostkovana U SAD, putem DSM Il (Diagnostic and Statistical Mannual of
Mental Disorders) su: radnici u sudu, sekretarice i nastavnici (Eaton et al.
1990).

Tretman depresije

Osnovna postavka leenja je putem primarne, sekundarne i tercijarnim
modelom prevencije. Primarna prevencija je pokusaj eliminisanja korena uzroka
problema, zahteva izvrSenje fundamentalnih organizacionih promena radi
otklanjanja nekih uzro¢nika stresa. Sekundarna prevencija, odnosno pokusaj
"imuniziranja" pojedinca koji se suprotstavlja bolesti, bi obuhvatila takve interven-
cije kao Sto su antistres obuka i promene nacina Zivota. Tercijarna prevencija ili
pokusaj povratka pojedinca ka zdravlju, obuhvata kako psihoterapeutsko, psiho-
farmakolosko lecenje tako i psihosocijalnu rehabilitaciju.

Sveobuhvatni sistem zastite radnika

Primarna prevencija mentalnog zdravlja radnika treba da spreci nastanak
bolesti i treba da bude usmerena ka smanjivanju ili kontroli rizika u okruzenju
uz povecanje sposobnosti savladivanja problema i povecanje produktivnosti
pojedinca. Sekundarna prevencija je usmerena ka odrzavanju radne sposob-
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nosti onih ljudi koji ve¢ imaju neki oblik (mentalnog) zdravstvenog problema i
edukaciju da bi radnici postali osetljiviji na signale rane pojave mentalnog
oboljenja i da bi se smanjile posledice mentalne bolesti ili iste bile sprecene.
Tercijarna prevencija je usmerena ka rehabilitaciji ljudi koji su napustili svoj
posao usled problema sa mentalnim zdravljem. Ova vrsta prevencije treba biti
usmerena i ka prilagodavanju radnog mesta potrebama pojedinca $to se ¢esto
pokazuje veoma efikasnim pored samog lecenja.
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STRESS AND MENTAL FATIGUE
AT WORK AS A PROBLEM IN HIGH
INDUSTRIAL COUNTRIES

Backovié D., Milovanovic S., Maksimovi¢ M., Latas M.

Occupational stress and work-related mental disorders made
evident problems in decreased productivity and high absen-
tism. Rumors of impending lay-offs, global competition and
acquisition, re-structuring, fusion and similar sources of organ-
izational turmoil have all been recent trends that have eroded
workers sense of job security in high industrial countries to.

Environmental risk factors for mental health generally result in
short-term effects such as changes in mood, affect and depres-
sion. These changes are often accompanied by restless behavior
and avoiding as well as active problem-solving behavior. Situ-
ations that are extremely threatening may even immediately re-
sult in chronic mental disorders (e.g. PTSD). When one or more of
these stressors remains active, the short-term, reversible re-
sponses may result in more stabile, less reversible mental health
outcomes like burnout, major depressive disorder and psychoses.

Mental fatigue can be defined as a process of some reversible
decrement of behavioral stability in work performance, mood
and activity after prolonged working time. Karoshi is so-
ciomedicinal phenomenon that refers to work disability or
death due etiopathogenesis of sudden myocardial infarction
and acute cardiac failure connected with work overload. The
personally adusted design of task structures and rest periods
during working time, sufficient resting, sleep an recreation at
home, are the good ways to reduce symptoms of mental fa-
tigue in order that no greater consequences will occur.

Key words: stress, mental fatigue, mental disorders, PTSD, work
process
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Why pay attentiontion
to mental health issues?

Social, economic, demographic, political and ecological changes around the
world are prompting for review of the concept of work regarding emerging
problems of mental health: stress, exhaustion, and mental illnesses that affect
workers. Work should, with its positive result and feedback, develop rational
aspects of personality and help overcoming and/or solving problems (Ross,
1989). Affectivity and willingness to work are gaining on importance, as
working environment becomes more complex. Conflicts that may arise be-
tween an individual and co-workers may appear from the moment when
worker-beginner encounters the working process that he approaches with
adolescent egocentrism, and can extend to the time of disciplinary obedience
to the needs of the working place. Many workers have to learn that personal
self-esteem plays minor role and adapt to the reality of working place require-
ments (Poleksi¢ i Savic¢evi¢, 1979.)

In the majority of cases, working place by itself and its provocative factors
can induce brief mood changes and loss of satisfaction and enthusiasm feel-
ings, or even depressive mood. Stated conditions are often accompanied with
changes in behaviour, such as anxiety or avoidance, as dominant mechanisms
of overcoming the current problem. Situations that are particularly dangerous
can result in chronic mental disorders (e.g. chronic Post-Traumatic Stress Dis-
order - PTSD). If one or more stress generators stay active, short-term, revers-
ible problems can affect the occurrence of steady irreversible consequences,
such as: exhaustion (symptoms of chronic tiredness), major depressive disor-
ders, and even psychotic manifestations.

Characteristics of personality of worker are combined with factors of
psychological risk at work. Capability of overcoming the problem is success-
fully increasing with gaining working experience. On the other hand, long-
term problems of mental health undoubtedly reduce capability and capacity
for successful overcoming of problems at work.

There are several reasons that illustrate the need for attention to mental
health issues. First of all, national statistics of several countries that a lot of
people drop out of work because of mental health problems. In the Nether-
lands, for example for one third employees who are diagnosed as diasabled
for work each year, the problem is realted to mental health. The majority of
this category, 58 %, is reported to be work related (Grindemann, Nijboer and
Schellart 1991). Together with musculosceletal problems, mental health prob-
lems account for about two-thirds of those who drop out for medical reasons
each year.

Mental health is an extensive problem in other countries as well. Accord-
ing to the Health and Safety Executive Booklet, is has been estimated that 30
to 40 % of all sickness absence from work in the UK is attributalble to some
form of mental illness. It is difficult to be precise about the number of work-
ing days lost each year because of mental ill health. For the UK, a figure of 90
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million certified days or 30 times that lost as a result of industrial disputes is
widely quoted (O’Leary 1993). this compares with 8 million days lost as a
result of alcoholism and drink-related diseases and 35 million days as a result
of coronary heaer diseases and 35 million days as a result of coronary heart
disease and strokes. The analysis of laws, policies and practice that interpret
and regulate relations regarding mental health and stress at work in five
European countries shows that Sweden, the Netherlands and the United King-
dom face the worker’s mental health as important health issue, while coun-
tries that pay less attention to that issue are France and Germany. Successful
model of adequate prevention programme regarding worker’s mental health
on the representative national sample of three major industrial sectors shows
as a result following: 69% of increase in motivation, reduction of work ab-
sence for 60%, 49% of improving the working atmosphere and 40% increase
in productivity (Houtman i Kompier, 1998)

Stress at workplace

Economic, social, psychological, demographic, political and ecological
changes around the world are foreing us to reassess the concept of work,
stress and burnout on the workforce. Stressors alerts a person to the fact that
"all is not as expected or as it should be" (Mandler 1993). At first, this arousal
may enhance a person’s ability to focus attention on the central issues and to
solve problems. However on the negativ scale, the arousal uses up some of
the "avaliable concious capacity" or the resources that are available for the
processing incoming information. This, high levels of psychosocial stress ulti-
mately (1) limit one’s ability to scan all the of the relavant available informa-
tion in an orderly fashion, (2) interfere with one’s ability to sustain focused
attention and (4) impair some aspects of memory performance. To date, even
though these decrements in information-processing skills can result in some
of the sympomatology associated with cognitive disorders, no relationship
has been demonstrated between these between these minor impairments and
the likelihood of exhibiting a clinically diagnosed cognitive disorder.

Mental fatigue

Mental strain is a normal consequence of the coping process with work-
load (MWL). Long-term load or a high intensity of job demands can result in
short-term consequnces of overload (fatigue) and underload (monotony, sa-
tiation) and in long term consequnces (e.g. stress simptoms and work related
diseases). The maintenance of the stable regulation of actions while under
strain can be realized through changes in one’s action style (by variation of
strategies of information-seeking and decision-making), in the lowering of the
level of need for achievement (by redefinition of tasks and reduction of qual-
ity standards) and by means of a compensatory increase of psychophysiologi-
cal effort and afterwards a decrease of effort during work time.
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This understanding of the process of mental strain can be conceputalized
as a transactional process of action regulation during the imposition of load-
ing factors which include not only the negative components of the strain
process but also the postive aspects of learning such as accretion, tuning and
restructuring and motivation.

Mental fatigue can be defined as a process of time reversible decrement
of behavioural stability in performance, mood and activity after prolonged
working time. This state is temporarily reversible by changing the work de-
mands, the environmental influences or stimulation and is completely revers-
ible by means of sleep.

Mental fatigue is a consequence of performing tasks with a high level of
difficulty that involve predominatly information processing and/or are of pro-
tracted duration. In contrast with monotony, the recovery of the decrements
is time-consuming and does not occur suddenly after changing task condi-
tons. Symptoms of fatigue are identified on several levels of behavioural
regulation: dis-regulation in the biological homeostasis between environment
and organism, dis-regulation in the cognitive processes of goal-directed ac-
tions and loss of stability in goal-oriented motivation and achievment level.

Symptoms of mental fatigue can be identified in all subsystems of the
human information processing system: perception: reduced eye movements,
reduced discrimination of signals, threshold deterioration; information process-
ing: extension of decision time, action slips, decision uncertainty, blocking,
"risky strategies" in action sequences, disturbances in sensorimotor coordina-
tion of movements; memory functions : prolongation of information in ul-
trashort-term storages, disturbances in the rehersal processes in short-term
memory, delay in information transmission in long-term memory and in mem-
ory searching processes.

Prevention of mental fatigue

The design of task structures, environment, test periods during working
time and sufficient sleep are the ways to reduce symptoms of mental fatigue
in order that no clinical consequences will occur:

1. Changes in the structure tasks. Designing of preconditions for adequate
learning and task structuring is not only a means of furthering the
development of efficient job structures, but is also a essential for the
prevention of a misfit in terms of mental overload or underload:

o Information processing burdens can be relieved by developing effi-
cient internal task representations and organization of information.
The resulting enlargement of cognitive capacity will match information
needs and reduces more aptly.

o Human centred technologies with high compatibility between the or-
der of information as it is presented and the required task (Norman
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1993) will reduce the mental effort necessary for information recoding
and, in consequence, relieve symptoms of fatigue and stress.

o Well balanced coordination of different levels of regulation (as they
apply to skills, rules and knowldge) may reduce effort and, moreover,
increase human reliability (Rasmusen 1983).

o Training wokers in goal-directed action sequences in advance of actual
problems will lighten their sense of mental effort by making their jobs
clearer, more predicatable and more evidently under their control.
Their psychophysiological activation level will be effectively reduced.

2. Introduction of systems of short term breaks during work. The postive
effects of such breaks depend on the observance of some precondi-
tions. More short breaks are more efficinent than fewer long breaks;
effects depend on a fixed and therefore anticipatable time schedule;
and the content of the breaks should have compensatory function to
the physical and mental demands.

3. Sufficient relaxation and sleep. Special employee-assistant programmes
and stress management techiques may support the ability of relaxa-
tion and the prevention of the development of chronic fatigue (Sethi,
Caro and Schuler, 1987).

Karoshi: death from overwork

Karoshi is a Japanese word which means death from overwork. The phe-
nomenon was first identified in Japan, and the word is being adopted interna-
tionally (Drinkwater 1992). Uehata (1978) reported 17 karoshi cases at the 51
st annual meeting of the Japan Association of Industrial Health. Uehata
(1989) described karoshi as a sociomedical term that refers to fatalities or
associated work disability due to cardiovascular attacks (such as strokes, myo-
cardial infarction, or acute cardiac failure) which could occur when hyperten-
sive arteriosclerotic diseases are aggravated by a heavy workload. Karoshi is
not a pure medical term. The media have frequently used the word because it
emphasizes that sudden deaths (or disabilities) were caused by overwork and
should be compensated. Karoshi has become an imortant social problem in
Japan. Ueahata (1991b) reported that the jobs in karoshi cases were charac-
terized by a higher degree of work demands and lower social support,
whereas the degree of work control varied greatly. He described the karoshi
cases as very delighted and enthusiastic about their work, and concsequntly
likely to ignore their needs for regular rest and so on even the need for health
care. It is suggested that workers in not only high-strain jobs but also active
jobs could be at high risk. Managers and engineers have high-decision lati-
tude. If they have extremely high demands and are enthusiastic in their work,
they may not control their working hours. Such workers may be a risk group
for karoshi.
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It is well known that Japanese workers work long hours compared with
workers in other developed industrial countries. Normal annual working hours
of manufacturing workers in 1993 were 2,017 hours in Japan; 1,763 in
France; and 1,769 in the UK. However Japanese working hours are gradually
decreasing

The evidence that overwork causes sudden death is still incomplete. More
studies are needed to clarify the causal realtionship. To prevent karoshi work-
ing hours should be reduced. Japanese national occupational health policy
has focused on work hazards and health care of workers with problems. The
phychological work environment should be improved as a step towards the
goal of a comfortable working environment. Health examinations and health
promotion programmes for all workers should be encouraged. These activites
will prevent karoshi and reduce stress.

Work related anxiety

Anxiety disorders as well as subclinical fear, worry and apprehension, and
associated stress-related disorders such as insomnia, appear to be pervasive
and increasingly prevalent in workplaces in the 1990s-so much so, in fact that
the Wall Street Jouranal has reffered to the 1990s as the work related "Age of
Angst" (Zachary and Ortega 1993). Corporate downsizing, threats to benefits,
lay-offs, rumours of impending lay-offs, global competition, skill obsolence
and "de-skilling", re-structuring, re-engineering, acqusitions, mergers and simi-
lar sources of organizational turmoil have all been recent trends that have
eroded workers' sense of job security and have contributed palpable, but
difficult to precisely measure, "work related anxiety" (Buono and Bowditch
1989).

Occupational risk factors for anxiety disorders

There is a paucity of data pertaining to the incidence and prevalence of
anxiety disorders in the workplace. Furthermore, since the aetiology of most
anxiety disorders is multifactorial, we cannot rule out the contribution of
individual genetic, developmental and non-work factors in the genesis of
anxiety conditions. It seems liekly that both work-related organizational and
such individual risk factors interact, and that this interaction determines the
onset, pregoression and course of anxiety disorders.

The term job related anxiety implies that there are work conditions, tasks
and demands, and/or related occupational stressors that are associated with
the onset of acute and/or chronic states of anxiety or manifestations of anxi-
ety. These factors may include an overwhelming workload, the pace of work,
deadlines and preceived lack of personal control. The demand-control model
predicts that workers in occupations which offer little personal control and
expose employees to high levels of psychological demand would be at risk of
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adverse health outcomes, including anxiety disorders (Karasek and Theorell
1990).

Individuals employed in dangerous lines of work, such as law enforce-
ment and firefighting, characterizing by the probability that a worker will be
exposed to a hazardous agent or injurious activity, would also seem to at risk
of heightened and more prevalent states of psychological distress, including
anxiety. However there is some evidence that individual workers in such dan-
gerous occupations who view their work as "exhilarating" (as opposed to
dangerous) may cope better in terms of their emotional responses to work
(McIntosh 1995). Nevertheless, an analysis of stress symptomatology in a
large group of professional firefighters and paramedics identified a central
figure of perceived apprehension on dread. This "anxiety stress pathway" in-
cluded subjective reports of "being uneasy and apprehensive." These and simi-
lar anxiety-related complaints were significantly more prevalent and frequent
in the firefighter / paramedic group realtive to male community copmarison
sample (Beaton et al. 1995).

Another worker population evidently at risk of experiencing high, and at
times debilitating, levels of anxiety are professional musicians. Professional
musicians and their work are exposed to intense scrutiny by their supervisors;
they must perform before the public and must cope with performance and
pre-performance anxiety or "stage fright"; and they are expected (by others as
well as by themselves) to produce "note-perfect performances" (Sternbach
1995). Other occupational groups, such as theatrical performers and even
teachers who give public performances, may have acute and chronic anxiety
symptoms related to their work, but very little data on actual prevalence or
significance of such occupational anxiety disorders have been collected.

Another class of work related anxiety for which we have little data is
"computer phobics", people who have responded anxiously to the advent of
computing technology (Stiles 1994). Even though each generation of com-
puter software is arguably more "user friendly", many workers are uneasy,
while other workers are literally panicked by challenges of "techo-stress".
Some fear personal and professional failure associated with their inability to
acquire the necassary skills to cope with each succesive generation of techol-
ogy. Finally, there is evidence that employeers subjected to electronic perform-
ance percieve their jobs as more stressing and report more psychological
symptoms, including anxiety, than workers not so monitored (Smith et al.
1992).

In addition to organizational plicy changes, the individual employee in the
modern workplace also has a presonal responsibility to manage his or her
own stress and anxiety. Some common and effective coping strategies em-
ployed by US workers include separating work and work-activities, getting
suficent rest and exercise, and pacing oneself at work (unless, of course the
job machine is paced). Other helpful cognitive-behavioural alternatives in self-
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managing and preventing anxiety disorders include deep-breathing tech-
niques, biofeedback-aided relaxation training and meditation (Rosch and
Pelletier 1987). In certain cases medications may be necessary to treat a severe
anxiety disorder. These medications including antidepressants and other anx-
iolityc agents, are generally available only by prescription.

Post traumatic stress
disorder of workers

Researches on stress at working place are more engaged with effects of
long-term exposure to stress situations than with problems that accompany
certain specific event, such as life threatening injury or presence to a industry
accident (Brodsky, 1984). Post-traumatic stress disorder (PTSD) is a condition
that acquired deserved attention and interest during mid-eighties of the
twentieth century. Special interventions were developed to prevent PTSD in
workers that were exposed to traumatic stresses at work, such as injuries with
mutilating invalidity, as well those resulting in death. Those interventions are
emphasizing the need for those workers to be trained to deal with reactions
to traumatic stress, as well as active confrontation with their feelings and
reaction before surrounding people. However, the possibility of work related
traumatic stress is not limited to the workers in industries with high potential
risk and some of the principles of preventive intervention can be applied to
the programmes for reduction of traumatic stress reaction in all workers.

Directors and medical staff of health institutions have to concentrate their
attention to identify signs of chronic cocooned or late stress that originates
from the trauma, during weeks and months following traumatic event. Every
sign of emotional stress, such as irritability, retreat, or decrease in productiv-
ity, can suggest an indication of a reaction to the cause of traumatic stress.
Every change in behaviour, including increased absence from work, or even
increased number of working hours (‘workoholism"), can be an indication.
Indications of drug or alcohol abuse, or changes in behaviour should be
examined for a possible connection to post traumatic stress.

Post-traumatic stress disorder (PTSD)
and relationship to occupational health

PTSD or conditions related to traumatic stress result from the sealing off
an unacceptable or unacceptably intense emotional and cognitive reactions to
traumatic stressors. It is generally considered that the stress syndrome can be
prevented by providing the opportunity for controlled processing of the reac-
tions to the trauma before the sealing off the trauma occurs. Thus, prevention
through timely and skilled intervention is the keystone for the treatment of
PTSD. These treatment principles may depart from the traditional psychiatric
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approach to many conditions. Therefore, it is important that employees at risk
of post-traumatic stress reactions be treated by mental health professionals
with specialized training and experience in treating trauma-related conditions.
The lenght of treatment is variable. It will depend on the timing of the
intervention, the severity of the stressor, symptom severity and the possibility
that a traumatic exposure may precipitate an emotional crisis linked to earlier
or related experiences. A further issue in treatment concerns the importance
of group treatment modalities. Victims of trauma can achieve enormous
benefit from the support of others who have shared the same or similar
traumatic stress experience. This is of particular importance in the work place
context, when groups of co-workers or entire work organization are affected
by a tragic accident, act of violence or traumatic loss.

Prevention of post-traumatic stress reactions
after incidents of workplace trauma

A range of events or situations occuring in the workplace may put work-
ers at risk of post-traumatic stress reactions. These include violence, or threat
of violence, including suicide, inter-eployee violence and crime, such as armed
robbery; fatal or severe injury; sudden death or medical crisis, such as heart
attack. Unless properly managed, these situations can cause a range of nega-
tive outcomes, including post-traumatic stress reactions that may reach clini-
cal levels, and other stress realted effects that will affect health and work
performance, including avoidance of workplace, concentration difficulties,
mood disturbances, social withdrawal, substance abuse and family problems.
These problems can affect not only line employees but management staff as
well. Managers are at particular risk because of conflicts between their opera-
tional responsibilities, their feelings of personal responasbilities for the employees
in their charge and in their own sense of shock and grief. In the absence of clear
company politics and prompt assistance from health personnel to deal with the
aftermath of the trauma, managers at all levels may suffer from feelings of
helplessness that compund their own traumatic stress reactions.

Traumatic events in the workplace require a definite response from upper
management in close collaboration with health, safety, security, communica-
tions and other functions. A crisis resposnse plan fulfils three primary goals: 1)
prevention of post-traumatic stress reactions by reaching affected individuals
and groups before they have a chance to seal over, 2) communication of
crisis-related information in order to contain fears and control rumours, 3)
fostering of confidence that management is in control of the crisis and dem-
onstrating concern for employees’ welfare.

Stress-related complications of occupational injury

It has been our experience reviewing workers' compensation claims up to
five years post-injury that post-traumatic syndrome are common outcome of
occupational injury involving life treating or disfiguring injury, or assault and

ENGRAMI 22 (2000) 1 HEEENENEEGNGEGEEEENE— 61




Backovi¢ D., Milovanovié S., Maksimovi¢ M., Latas M. I

other exposures to crime. The condition typically remains undiagnosed for
years, its origins unsuspected by medical professionals, claims administrators
and human resource managers, and even the employee him- or herself. When
unrecognized, it can slow or even prevent recovery from physical injury.

Disabilities and injuries linked to psychological stress are among the most
costly and difficult to manage of all work-related injuries. In the “stress claim",
an employee maintains he or she has been emotionally damaged by an event
or conditons at work. Costly and hard to fight, stress claims usually result in
litigation and in separation of the employee. There exist however, a vastly
more frequent but seldom recognized source of stress related claims. In this
cases, serious injury or exposure to life threatening situations results in undi-
agnosed and untreated psychological stress conditions that significally affect
the outcome of work-related injuries.

Return to work

Any counselling or assesment activity should be coordinated with a re-
turn-to-work plan. Employees who have undergone a trauma often feel afraid
or tentative about returning to the worksite. Combining brief education and
counseling with visits to the workplace during the recovery period has been
used to great adventage in accomplishing this transition and speeding return
to work. Health professionals can work with the supervisor or manager in
develpoing gradual re-entry into job functioning. Even when there is no re-
maining physical limitation, emotional factors may necessitate accomoda-
tions, such as allowing a bank for part of the day as she gradually becomes
comfortable returning to work and customer window.

Stress and depression in workers

Depression is one of the most frequent problems of mental health at work. in
industrialised countries, occurrence of depression is growing in every decade,
starting from 1910, while the age in which a person can become depressive
decreases in 1940. Two workers out of ten can expect to experience an
episode of depression during their life, while women are 1.5 times more
exposed to depression than men. One worker out of ten will demonstrate
depression that is serious enough to keep him away from his working place
for a certain period of time. Greenberg et al. (1993a) are estimating that
economic loss due to depression in USA can reach 43.7 billion dollars annu-
ally. Of that amount, 28% account to direct costs of medical aid, and further
55% are assigned to the combination of absence from work and reduced
productivity. The same authors emphasized two recognizable characteristics
of depression; first, that it can be treated successfully and second, that it is
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not always clearly recognizable. Between 80 and 90% of people that suffer
from depression can be treated successfully, but only one out three wishes to
be treated.

Affective sphere is exceptionally important theme within work place re-
lated mental health, not only in regards influence that pathology of depres-
sion can have on working place, but also in the sense of fact that working
place by itself can be etiological cause of depressive disorder.

Contribution of working place
to the origin of affective disorders

Many "depressive factors" of working place are placed within psycho-socio-
logical domain: questions of losing or possible loss of job or benefits, the
"climate" of decreasing productivity, merging or changing jobs and constant
introduction of new technologies.

Experimental model that was introduced on animals, known as "acquired
helplessness" can be used as an explanation for relations between stressful
working place environment and occurrence of depression. In those experi-
ments, animals were exposed to painful electrical shocks that they could not
protect from. No action that they undertook showed any results, so animals
expressed more and more passive and depressive behaviour. It is not hard to
compare this model of behaviour with contemporary working places, where
many employees feel fewer possibilities to control their everyday activities, as
well as in case of long-term existential plans.

Professions that are particularly disposed to more serious depressive dis-
orders diagnosed in USA according to DSM Il (Diagnostic and Statistical
Annual of Mental Disorders) are: workers in the courts, secretaries, and teach-
ers (Eaton et al., 1990).

Treatment of depression

Basic presumption of treatment is primary, secondary and tertiary model of
prevention. Primary prevention is an attempt to root out the cause of the prob-
lem, and it requires carrying out fundamental organizational changes in order to
eliminate some cause of stress. Secondary prevention, that is, attempt to "immu-
nize" individual that resists to the illness, would include interventions such as
"anti-stress training", and lifestyle changes. Tertiary prevention, or the attempt to
return individual to health, includes psychotherapeutic, as well as psychopharma-
cologic treatment and psycho-social rehabilitation.
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Comprehensive system of worker'’s
mental health protection

Primary prevention of worker’s mental health should hinder the occurrence of
illness and should be directed to the reduction or control of risk in surround-
ings, with enhancement of capability to overcome problems and increase of
productivity of an individual. Secondary prevention is directed to preserving
of working capability of those workers that already have some kind of (men-
tal) health problem and education, so the workers can be more susceptible to
the indications of early occurrence of mental illness, and to reduce conse-
quences of mental illness or prevent them. Tertiary prevention is directed to
the rehabilitation of people that left their jobs due to problems with mental
health. This kind of prevention should also be directed to adaptation of
working place to individual needs, which often proves to be very effective,
beside treatment itself.
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