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3

 	 The	digitalization	of	young	children	is	happening	in	this	era	of	21st	century.	
People	often	consider	usage	o	screen	by	very	young	children	as	a	credit	and	the	parents	
are	proud	about	it.	But	the	hidden	dangers	in	the	use	is	not	foreseen	by	them.	Screen	
time	is	an	inescapable	reality	of	modern	childhood	with	kids	of	every	age	spendinghours	
upon	 hours	 in	 front	 of	 I	 pads,	 smartphones,	 computer,	 laptops	 and	 television.	 The	
parentsthink	that	screen	time	will	help	the	child	to	learn	something.	Screen	time	is	not	a	
factor	among	many	of	those	which	includes	the	healthy	environment	of	the	child.	
The	screen	time	appears	to	impair	brain	structure	to	function,	main	damage	occurs	in	
the	frontal	lobe.Screen	time	causes	physical	and	developmental	problems.	The	physical	
problems	includesore,	irritated	and	dry	eyes	and	fatigue.	It	may	also	cause	obesity	due	
to	lack	of	physical	activity.Theproblems	include	delayed	language	and	social	skills.	This	
is	because	 the	 children	needreal	 life	 interactions	 to	develop	 these	 skills.	 Screen	time	
increases	a	child	risk	of	becoming	inattentiveaggressive	and	less	able	to	self	soothe.
High	exposure	to	background	television	has	been	found	to	negatively	affect	 language	
use	andacquisition,	attention,	cognitive	development	and	executive	function	in	young	
children.	It	also	reducesthe	amount	and	quality	of	parent-child	interaction	and	distracts	
from	play.	 Some	 studiesassociated	 prolonged	 television	 viewing	with	 lower	 cognitive	
abilities,	 especially	 related	 to	 short-termmemory,early	 reading	 and	 math	 skills	 and	
language	 development.	 The	 inability	 of	 youngchildren(below	 2	 years)to	 distinguish	
everyday	reality	from	what	happens	on	screen	along	with	theirefforts	to	make	sense	of	
competing	experiential	realms,	may	interfere	with	and	impede	executivefunction.
Parents	decision	making	with	their	young	children(from	birth	to	2	years)	was	influenced	
by	a	widerange	of	factors,including	parents	using	screens	as	a	coping	tool	or	to	occupy	
their	child	while	doinghousehold	chores,	the	ease	and	availability	of	screen	time	and	the	
fact	that	their	child	enjoyed	screentime.
American	academy	of	pediatrics	identified	the	health	implication	of	increased	screen	time	
and	in	1999	they	addressed	the	issue	in	their	policy	document	and	suggest	pediatricians	
to	communicate	with	the	parent	to	 limit	the	screen	time	under	the	age	of	two	years.	
After	17	years	they	again	reaffirm	the	policy	in	2016	and	recommended	no	screen	time	
for	children	under	the	age	of	18-	24	months	except	video	chatting	and	the	time	should	
be	less	than	1	hour	per	day	for	children	ages	2-5	years.
Effect	of	screen	media	on	children	ages	0-6	years	is	profound	and	immediate	attention	
and	concern	must	be	provided	to	reduce	the	exposure	time	by	effective	education	and	
counselling	to	parents	and	health	care	providers.	The	awareness	of	the	parents	should	
be	raised	in	this	regard.

Editorial

Dr Babu George
Director
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Abstract

	 Child’s	environment	is	critical	in	promotion	

of	healthy	development	of	 the	child.	The	natural;	

development	of	a	child	occurs	through	appropriate	

interaction	with	 the	 parents	 and	 care	 givers.	 The	

young	children	seem	to	depend	on	electronic	media	

including	 smart	 phone	 technology.	 The	 screen	

time	defined	as	spending	more	time	in	television,	

mobile	 phones,	 computers	 and	 video	 games	 is	 

considerably	 increasing	 with	 children	 aged	 0-6	

years.	 Various	 professional	 bodies	 including	

American	 Academy	 of	 Pediatrics	 have	 identified	

the	 health	 implications	 of	 increased	 screen	 time	

among	 children.	 Screen	 time	 is	 influenced	 by	

multiple	factors	which	includes	the	age	of	the	child,	

ethnicity,	family	characteristics,	home	environment	

and	the	parental	environment.	The	early	exposure	

may	contribute	problems	in	the	later	life	and	it	affect	

physical,	intellectual	linguistic	and	all	other	cognitive	

functions.	In	addition	to	that	it	increases	the	risk	for	 

cardiovascular	problems	among	children	indirectly	

through	increased	Body	Mass	Index.	

Key words:	 screen	 time,	 media	 use,	

young	 children,	 language,	 cognitive	 function,	 

parenting

Introduction

	 Childhood	is	a	period	of	intensive	growth	

and	 development.	 The	 changes	 that	 takes	 place	

in	 the	 child	 environment	 make	 large	 impact	 on	

the	entire	life	process.	A	robust	body	of	literature	

suggest	 the	 importance	 of	 child’s	 healthy	

environment	 characteristics	 that	 promote	 the	

healthy	development	of	the	child.	They	are	naturally	

sociable,	curious	and	try	to	communicate	with	the	

surroundings	 through	 eye	 contact,	 movements,	

sounds	and	facial	expression.	However,	the	natural	

development	 of	 such	 potentials	 only	 happens	

through	 interaction	with	 parents	 and	 other	 care	

givers	 through	 various	 plays	 and	 communication	

that	helps	to	nurture	the	curiosity,	exploration	and	

learning	(1,2).	

From	 built	 in	 DVD	 players	 in	 minivans	 to	 smart	

phone	 technology	 the	 young	 children	 in	 today’s	

society	is	more	depend	on	electronic	media	than	

those	 of	 any	 previous	 generation	 (3)	 and	 this	

current	 trend	 in	 children	 life’s	 such	 as	 spending	

time	 in	 television,	 mobile	 phones,	 computers	

and	 video	 games	 etc.	 is	 collectively	 defined	 as	

“screen	 time”	 (4).	Multiple	 studies	 are	 reporting	

the	 impact	of	screen	time	in	child	 life	(4–7)	Here	

this	article	focused	on	the	age	group	of	0-6	years	

of	age.	American	academy	of	pediatrics	identified	

the	 health	 implication	 of	 increased	 screen	 time	

and	 in	 1999	 they	 addressed	 the	 issue	 in	 their	

policy	 document	 and	 suggest	 pediatricians	 to	

communicate	with	the	parent	to	 limit	 the	screen	

time	under	the	age	of	two	years	(3)	After	17	years	

they	 again	 reaffirmed	 the	 policy	 in	 2016	 and	

recommended	no	screen	time	for	children	under	

the	 age	 of	 18-	 24	months	 except	 video	 chatting	
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and	the	time	should	be	less	than	1	hour	per	day	for	

children	aged	2-5	years	(8).	

Magnitude of the problem

	 The	 magnitude	 of	 exposure	 to	 various	

screen	time	media	is	varied,	however	TV	becomes	

most	commonly	used	media	for	watching	content	

and	is	still	follow	the	same	trend	over	the	past	ten	

decade	(9).	Currently	90	percent	of	parents	report	

that	 children	 younger	 than	 2	 years	 watch	 some	

form	of	electronic	media	and	by	3	years	of	age	all	

most	all	the	children	have	a	TV	in	their	bedroom.	

Parents	 view	 this	 as	 a	 peacekeeper/	 and	 time	

saving	 activity	 through	 engaging	 their	 child	 and	

think	 that	 its	help	 the	 child	 to	develop	especially	

when	they	watch	educational	television	(3,10).

According	to	recent	statistics	an	average	child	aged	

0-23	months	watch	television	at	 least	55	minutes	

and	 is	 around	 90	 minutes	 while	 considering	 2-4	

years	 of	 age.	Mobile	 phone	 use	 is	 comparatively	

high	 in	 recent	 times	 and	 around	 38	 percent	 of	

children	less	than	2	years	of	age	now	use	a	mobile	

device.	The	percentage	 is	directly	proportional	 to	

the	age	of	the	child	(2).	Now	a	days	thousands	of	

apps	available	in	mobile	phones	and	internet	that	

exclusively	 focusing	on	early	 childhood	 to	dismay	

there	 is	 no	 substantial	 evidence	 to	 support	 the	

positive	 educational	 benefits	 of	 screen	media	 on	

children	(11)

	 According	 to	 various	 studies	quoted	 in	 a	

European	Union	study	report	states	that	50	percent	

of	 Swedish	 children	 ages	 3-4	 years	 use	 tablet	

computers	 and	 25	 percent	 use	 smartphones	 and	

in	Norway,	 23	percent	 of	 children	have	 access	 to	

touch	screen	at	home	and	around	32	percent	first	

using	 touchscreen	before	 the	 age	of	 3	 years	 (12)	

and	36	percent	of	household	having	young	children	

where	the	TV	is	on	most	or	all	of	the	time	(11).	A	

Korean	 study	 reported	 that	 about	 65	 percent	 of	

children	 were	 exposed	 to	 screen	 media	 before	

24	months	 and	 12.2	 percent	 of	 children	 exposed	

before	12	months.	Before	24	months	of	age	31.3	

percent	of	children	were	using	smartphones	(13)

Young children screen access and use

Among 3- to 4-year-olds: 

• 1%	have	their	own	smartphone,	21%		

have	their	own	tablet	

• 96%	watch	television	on	a	television	set,	for	

around	15	hours	a	week

• 40%	play	games	on	a	digital	device,	for	

nearly	6	hours	a	week	

• 53%	go	online,	for	nearly	8	hours	a	week,	

mostly	on	a	tablet

• 48%	use	YouTube;	of	those,	52%	prefer	

cartoons	and	15%	unboxing	videos

Among 5- to 7-year-olds: 

• 5%	have	their	own	smartphone,	35%	have	

their	own	tablet

• 95%	watch	television	on	a	television	set,	for	

around	13.5	hours	a	week	

• 40%	play	games	on	a	digital	device,	for	

nearly	7.5	hours	a	week

• 79%	go	online,	for	around	9	hours	a	week,	

mostly	on	a	tablet	

• 71%	use	YouTube;	of	those,	30%	prefer	car-

toons	and	18%	funny	videos	or	pranks	(9)

Foreground and background media 

Programs	that	are	intended	to	build	for	children	is	
termed	as	foreground	media	while	some	children	
are	exposed	to	programs	other	than	 intended	for	
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their	 view	 is	 termed	 as	 background	 media	 (3).	

Here	the	media	displacement	effect	have	positive	

outcomes,	 because	 it	 displaces	 the	 less	 valuable	

items	 (14).While	 considering	 infants	 and	 toddlers	

the	 attention	pattern	 is	 variable	 and	 they	 do	 not	

comprehend	 until	 about	 18	 to	 24	 months.	 Since	

the	 television	 use	 among	 such	 children	 have	

negative	displacement	effect	such	as	they	miss	the	

opportunity	 to	 interact	with	the	real	world	and	 it	

affect	the	cognitive	development		(15).

Determinants of screen time among children aged 

0-6 years 

Sociodemographic characteristics

1.Age and sex of the child 

	 A	birth	cohort	study	conducted	to	assess	

the	 amount	 of	 daily	 screen	 time	 in	 children	 18	

months	 of	 age	 shows	 that	 around	 40	 percent	

of	 children	 at	 this	 age	 group	had	more	 than	 two	

hours	of	screen	time	per	day	(4)	The	finding	is	again	

supported	 by	 a	 tri	 ethnic	 Singaporean	 mother	

offspring	cohort	 study,	 the	substantial	 increase	 in	

screen	 viewing	time	 increases	 in	 early	 childhood,	

especially	 from	age	 2	 to	 3	 years	 and	 is	 largely	 in	

hand	held	devices	viewing	time.	 In	the	early	ages	

the	 television	 is	 the	 common	 screen	 and	 few	

children	used	computer	at	that	age	(16)

Gender	 difference	 in	 screen	 time	 is	 evident	 and	

significant	of	 this	 in	early	years	of	 life	and	screen	

time	is	not	much	studied.	Systematic	review	done	

to	find	out	the	correlates	of	screen	time	were	also	

report	that	there	is	no	association	between	screen	

time	and	gender	in	early	years	of	life	especially	0-	

36	months	(17)		 	However	studies	shows	that	the	

being	male	 child	have	 the	higher	odds	of	using	a	

screen	media	than	girl	child	(18).

2.Ethnicity 

	 Ethnicity	 is	 the	 state	 of	 belonging	 to	

a	 group	 who	 have	 the	 same	 national,	 racial	 or	

cultural	origin	(19).		It	is	a	factor	that	have	influence	

in	 child	 screen	 time.	 Studies	 reported	 the	 strong	

association	 between	 screen	 time	 and	 ethnic	

differences	 (17,18).	 In	 an	 observational	 study	

Chinese	 ethnicity	 shows	 strong	 association	 with	

lower	level	of	screen	time	less	than	2	hours	per	day.	

In	a	systematic	review	done	by	Helen	et.al	(2013)	

more	 than	 70	percent	 of	 studies	 reported	higher	

screen	time	among	children	under	3	years	of	age	in	

ethnic	minority	groups	 (17).	Another	study	based	

in	UK	 (predominantly	white	British	and	Pakistani)	

in	 a	 sample	 of	 children	 aged	 from	 6-	 36	months	

old,	 found	out	that	the	children	born	to	Pakistani	

heritage	have	higher	screen	viewing	by	36	months	

(20).			

3.Family characteristics 

	 Family	 characteristics	 such	 as	 the	

employment	 status	 of	 parents,	 the	 presence	 if	

siblings	 and	 grandparents	 have	 influence	 in	 child	

overall	 development.	 Multiple	 studies	 reported	

the	 influence	 of	 these	 characteristics	 in	 screen	

time	of	young	children.	In	a	systematic	review	the	

finding	indicate	that	increased	access	to	cognitive	

stimulation	 in	 the	 home	 environment	 was	

negatively	associated	with	screen	media	exposure	

among	children	0-36	months	of	age	and	the	(17).	

The	socioeconomic	influence	of	screen	time	in	very	

young	children	 is	not	much	studied	however,	one	

study	 conducted	 among	 6-11	 years	 of	 age	 found	

out	 that	 screen	 viewing	 was	 more	 among	 lower	

socioeconomic	status	and	its	varied	from	1.7	hours/

day	to	2.4	in	low	socioeconomic	status	families(21).	
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The	 difference	 is	 mainly	 due	 to	 the	 presence	 of	

greater	media	access	in	low	socioeconomic	family	

and	 the	 increased	 outdoor	 play	 equipment’s	 in	

high	income	families	(22)

Employment	 status	 of	 mother	 and	 father,	 the	

number	 of	 siblings	were	 other	 sociodemographic	

factors	 significantly	 associated	 with	 screen	 time	

use	and	access		(4).		

4.Home environment 

4.1.Parenting practices 

	 A	 growing	body	of	 research	 shows	weak	

and	mixed	evidence	of	parental	influence	in	screen	

time	of	young	children.	In	a	systematic	review	the	

findings	shows	that	parental	perception	regarding	

the	 Television	 affect	 the	 child	 screen	 time.	 If	 the	

parent	 consider	 it	 has	 benefits	 then	 its	 increases	

the	 screen	 time.	 In	 addition	 to	 that	 screen	 time	

rules	in	the	family	have	mixed	influence	in	screen	

time.	In	some	families	the	restrictions	become	the	

reason	for	increased	screen	time	(23)	while	studies	

also	 shows	 authoritative	parenting	 style	 limit	 the	

screen	 time	 use	 as	 compared	 with	 indulgent	 or	

neglectful	style	(6,23).	

Parenting	practices	of	mother	and	father	influence	

the	 screen	 time	 use	 among	 children	 aged	 1.5	 to	

5	years.	 Study	based	on	a	Canadian	 family	based	

cohort	shows	that	mothers	screen	time	modeling,	

meal	time	screen	use	and	use	of	screens	to	control	

behaviour	 (Significant	 number	 of	 parents	 use	

screen	 device	 as	 a	 discipline	 tool,	 to	 reward	 the	

children	 for	 their	 good	 behaviours	 and	 limit	 the	

time	as	a	punishment	of	bad	behaviours(24))	 are	

positively	associated	with	screen	time	and	mothers	

practice	 of	 monitoring	 and	 limiting	 screen	 time	

were	 negatively	 associated	 with	 children	 screen	

time	 (17,21).Considering,	 father	 the	meal	 time	 it	

increases	 the	weekday	 screen	 time	while	 fathers	

monitoring	 and	 screen	 time	 ruling	 reduced	 the	

screen	time	(25).	

4.2 Parental involvement

Study	conducted	among	children	aged	15	months	

of	age	shows	that	the	involvement	of	parents	while	

the	child	is	watching	a	touch	screen	media	improve	

the	 toddler’s	 transfer	 of	 learning	 from	 device	 to	

the	 real	 world.	 However,	 findings	 suggest	 that	

more	than	half	of	the	children	(66.6	percent)	had	

no	 parent	 child	 interaction	 during	 the	 exposure	

(26)		Studies	also	report	that	children	younger	than	

three	 years	 of	 age	 generally	 learn	 less	 from	 2D	

sources	including	television,	touchpad	devices,	and	

books	compared	to	real	objects	and	events	(27).	A	

longitudinal	study	conducted	using	5	year	follow	up	

data	from	a	trial	undertaken	in	Australia	from	2007-

2013	aimed	to	assess	the	modifiable	risk	factors	of	

screen	time,	revealed	that	mothers	involvement	in	

child’s	outdoor	play	activity	and	screen	time	at	one	

year	of	age	and	predicted	children’s	daily,	weekly	

and	weekend	day	outdoor	play	time	during	the	age	

of	2	to	5	years	(23)

4.3 Early exposure to screen media 

As	the	age	increases	the	amount	of	time	the	child	

spend	 in	 screen	 media	 increases	 (18).	 A	 study	

based	on	data	from	a	national	longitudinal	survey	

of	youth,	during	1990	to	1998	assess	the	influence	

of	 television	 viewing	 in	 the	 early	 years	 (	 0-35	

months	of	age)	and	the		pattern	in	6	years	of	age,		

study	shows	that	children	who	watch	TV	more	than	

two	hours	a	day	follow	the	same	pattern	at	the	age	

of	six	years	(20)

	Study	assessed	the	early	screen	exposure	and	the	

health	 outcomes	 give	 the	 evidence	 of	 decreased	

cognitive	 abilities,	 decreased	 growth,	 addictive	

behaviour,	 poor	 school	 performance,	 increased	

obesity	and	poor	sleep	(28)
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Effect of screen time on child

1. Language development

 Language development is directly linked 
to the amount of time parents and other family 
members spend with the child. The excessive screen 
time act as a barrier for communication and thus it 
negatively affect the language development of the 
child (29). Study aiming at impact of early exposure 
to screen media on language development and 
autistic like behaviour, revealed that children 
spent greater than or equal to 3 hours in electronic 
screen had language delay, short attention span 
and hyperactivity (26)
Quality of the programme content have implication 
in language development of a child (2). Researchers 
concluded that programs in which one screen 
characters such as ‘Dora the explorer’ which 
directly speak to the child and elicit communication, 
participation and provide opportunity to respond 
are positively associated with language production 
and vocabulary (30) it’s also true for the story 
books that tell the stories through written verbatim 
and provide colorful visuals of the particular events 
(2) (Balarama, Kalikkudukka, poompatta etc.)  

 

Implications 

1. When children are watching TV accompany 
them and make the experience socially 
interactive, ask questions, label and provide 
description of what they are seeing and 
interpret the content that help the children to 
expand their learning.

2. Make connection between what they see on 
screen and in real world, for example child 
watched the counting of numbers in a show 
and then the parent incorporate it in real child 
environment such as help the child to count 
such as counting the steps to get to the car, 
counting the items etc.

3. Take an interactive approach with all 2D 
objects, robust body of literature give the 
importance of parental involvement in screen 
use and its positive effect, since parents should 
spend time with the child to make the session 
more lively  

4. Limit the screen time through other activities 
that make the child engaged such as play, 
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appropriate	for	the	age.	
5.	 Screen	 time	 rules	 in	 the	 family	 have	 both	

positive	 and	 negative	 impact,	 since	 the	 rule	
should	 be	 liberal	 and	 try	 to	 avoid	 night	time	
viewing	that	compromise	the	sleep.

6.	 Select	 the	 screen	 programs	 cautiously,	
consider	the	age	and	developmental	needs	of	
the	child	

2. Influence of background Television in children

	 Researchers	 believe	 that	 whenever	
the	 child	 exposed	 to	 background	 TV,	 they	 can’t	
understand	what	is	going	on,	since	the	scenes	and	
characters	 are	 appearing	 fast	 and	 the	 language	
is	 much	 complex,	 if	 the	 exposure	 happening	 an	
average	 of	 5	 and	 half	 hours	 per	 day	 the	 child’s	
cognitive	 functioning	 may	 be	 continuously	
challenged	 cause	 negative	 effects	 (2).	 One	 of	
the	 studies	 conducted	 to	 assess	 the	 influence	 of	
background	television	in	very	young	child	toy	play	
behaviour,	 revealed	 that	 background	 television	
significantly	reduce	the	toy	play	episode	length	and	
focused	attention	during	play	even	if	the	child	look	
on	 the	background	TV	 less	 than	ones	per	minute	
(31).		

Implications

1.	 Avoid	TV	in	the	back	ground	when	the	children	
are	playing	

2.	 Turn	off	the	screen	if	no	one	is	watching
3.	 Plan	 the	 TV	 schedule	 for	 adult	 to	 limit	 the	

background	TV	among	children

3. Sleep 

Sufficient	 sleep	 is	 essential	 for	 children	 to	 attain	
their	maximum	growth	and	development.	Multiple	
studies	 reported	 the	 health	 impact	 of	 poor	
quality	 sleep	 among	 children	 as	 well	 as	 adults.	
The	 presence	 of	 screen	 media	 in	 bedroom	 have	
significant	 influence	 on	 children	 screen	 time	
(32,33).	 In	 a	meta-analysis	 finding	 suggest	 strong	
relation	 between	 bedtime	media	 device	 use	 and	

inadequate	 sleep	 quantity,	 quality	 and	 excessive	
day	time	sleepiness	(34).		

Implication 

1.	 Limit	the	screen	time	at	night	and	avoid	placing	
TV	and	other	screen	devices	(	mobile	phones,	
tablets)	in	the	child	bedroom

2.	 Maintain	proper	sleep	hygiene	during	sleeping,	
avoid	background	noises	from	screen	media

3.	 Limit	media	in	the	hour	or	two	before	bedtime,	
as	it	can	be	stimulating	and	making	it	hard	to	
calm	themselves	to	go	sleep

4.	 Do	not	expose	violent	screen	content	to	young	
children

4. Screen media on physical health

Obesity	is	one	of	the	most	challenging	public	health	
concern	faced	by	both	developing	and	developed	
countries.	Obesity	 is	one	of	the	best	documented	
evidence	 of	 screen	 media	 exposure.	 Many	
observational	 and	 experimental	 studies	 reported	
the	evidence	of	obesity	among	high	screen	viewers	
(35)	and	the	risk	for	overweight	developed	in	the	
early	years	of	life		due	to	high	screen	time	persist	
in	later	life	(36).	In	a	study	assessing	the	TV	viewing	
and	weight	status	from	kindergarten	to	first	grade	
the	 study	 shows	 that,	 weekly	 TV	 viewing	 and	
obesity	(BMI)	 follow	a	dose	response	relationship	
(37).	However,	some	studies	reported	the	positive	
effect	 of	 screen	media	 on	 physical	 health	 of	 the	
child,	these	promote	physical	activity	through	the	
rhymes	and	dances	developed	for	children,	and	it	
is	enjoyed	by	the	kids	especially	after	3	years	of	age	
(35).

5.The radiation exposure

Mobile	or	cell	phones	become	an	 integral	part	of	
modern	telecommunication	and	in	many	countries	
the	 market	 is	 booming	 with	 more	 than	 half	 of	
the	 population	 using	 mobile	 phones	 (38).	 These	
devices	 emit	 non-ironizing	 radiation,	 which	 can	
be	 absorbed	 by	 tissues	 close	 to	 the	 phone	 and	
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the	 impact	of	 this	exposure	may	varies	according	
to	the	technology	of	phone,	the	distance	between	
phone	and	the	user	and	the	distance	from	the	cell	
phone	tower	(39).In	the	past	few	years	the	number	
of	international	health	agencies	contributed	to	the	
debate	 over	 cellphone	 radiation	 and	 its	 possible	
health	 impact	 especially	 the	 risk	 for	 cancer.	 The	
national	 Cancer	 institute,	 part	 of	 the	 United	
Nations	world	health	organization	put	forward	the	
assumption	that	a	family	of	frequencies	that	include	
the	mobile	 phone	 emission	 possibly	 carcinogenic	
to	human	(40).	 Impact	of	radiation	and	the	effect	
is	more	predominant	 in	children	especially	young	
children,	the	exact	mechanism	for	this	vulnerability	
is	not	known,	it	is	likely	to	be	linked	to		increased	
cell	division	and	growth	during	these	age	(41).

Screen time guidance for parents 

The	 revised	 screen	 time	 guidance	 from	 the	
American	Academy	of	Pediatrics	(AAP)	(Council	on	
Communications	 and	 Media,	 2016,	 based	 on	 an	
evidence	review	by	Chassiakos	et	al,	2016)	remains	
the	main	internationally	cited	authority.	

The	guidance	states	that:

1.	 Infants	 and	 toddlers	 should	 have	 no	 screen	
exposure,	except	for	interactive	video	chats.	

2.	 From	 18	 months,	 high-quality	 television	
content	 is	 acceptable,	 provided	 a	 parent	
watches	with	the	child.

3.	 For	 2-	 to	 5-year-olds,	 screen	 time	 should	 be	
limited	to	one	hour	per	day,	again,	with	parents	
present	to	help	to	interpret	the	content.	

4.	 Families	 should	 develop	 a	 ‘media	 plan’	 (the	
AAP	 provides	 an	 interactive	 tool),	 including	
designated	‘media-free’	times.	

5.	 Rather	 than	 controlling	 their	 child’s	 media	
use,	parents	should	act	as	their	child’s	‘media	
mentor’,	including	managing	their	own	screen	
time	as	a	model	for	their	child.	

(Australian	 Government	 Department	 of	 Health	

(2017)	and	Canadian	Pediatric	Society	(2017)

Recommendations 

Based	on	the	evidences	gained	from	the	literature	
here	 some	 recommendations	 are	 suggested	
for	 health	 care	 providers	 and	 parents	 of	 young	
children	to	mitigate	and	reduce	the	risk	of	screen	
time	effect	on	children.

Minimize	screen	time	

• Screen	time	for	children	younger	than	2	years	
is	not	recommended

• Limit	routine	screen	time	less	than	1	hour	per	
day	for	children	2-5	years	of	age	

• Maintain	 daily	 ‘screen	 free’	 times,	 especially	
for	family	meals	

• Avoid	 screen	 time	 for	 at	 least	 1	 hour	 before	
bedtime

Mitigate	the	risk	associated	with	screen	time	

• Be	 present	 and	 engaged	 when	 screens	 are	
used	and	co-view	with	children	

• Be	aware	of	content	and	prioritize	educational,	
age	appropriate	and	interact	programming	

• Use	 parenting	 strategies	 that	 teach	 self-	
regulation,	calming	and	limit	setting		

As	 a	 family,	 be	 mindful	 about	 the	 use	 of	 screen	
time:

• Conduct	 an	 assessment	 of	 current	 screen	
practices	 and	 habits	 and	 develop	 a	 family	
media	plan	for	the	entire	family.	

• Help	 the	 children	 to	 understand	 the	
problematic	 content	 and	 provide	 proper	
explanation	

• Be	 reassured	 that	 there	 is	 no	 evidence	
to	 support	 introducing	 technology	 at	 an	
earlage	

Adults	should	model	healthy	screen	use:

• Choose	healthy	alternatives,	 such	as	 reading,	
outdoor	play	and	creative,	hands-on	activities.

• Turn	 off	 the	 devices	 at	 home	 during	 family	
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time.
• Turn	 off	 screens	 when	 not	 in	 use	 and	 avoid	

background	TV.(36)

Conclusion

Effect	of	screen	media	on	children	ages	0-6	years	
is	profound	and	immediate	attention	and	concern	
must	be	provided	to	reduce	the	exposure	time	by	
effective	education	and	counselling	to	parents	and	
health	 care	 providers.	 Screen	 time	 is	 influenced	
by	multiple	factors	and	the	effect	varies.	The	early	
exposure	may	contribute	problems	in	the	later	life	
and	 it	 affect	 physical,	 intellectual	 linguistic	 and	
all	 other	 cognitive	 functions.	 In	 addition	 to	 that	
it	 increases	 the	 risk	 for	 cardiovascular	 problems	

among	children	indirectly	through	increased	BMI. 
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Abstract

	 A	 medical	 emergency	 is	 an	 unforeseen	
injury	 or	 illness	 (physiological	 or	 psychological)	
requiring	immediate	medical	care	Emergency	care	
for	the	patient	is	vital	and	thus	the	current	situation	
of	 existing	 emergency	 services	 including,	 human	
resources,	 infrastructure	 and	 other	 resources	
need	 to	 be	 studied.	 This	 study	 aims	 to	 look	 into	
the	 functioning	 of	 the	 casualty	 Department	 in	
the	 Medical	 College,	 Thiruvananthapuram	 from	
a	 professional	 point	 of	 view.	 The	 study	 sample	
constituted	of	professionals	–	Doctors	and	Nurses	
working	in	the	Casualty.	This	study	was	conducted	
using	 a	 structured	 questionnaire.	 A	 total	 of	 38	
professionals	 participated	 in	 the	 study.	 Three	
fourth	 of	 the	 professionals	 reported	 that	 they	
were	 dissatisfied	 with	 the	 overall	 services	 at	 the	
Casualty.	The	problems	with	infrastructure	as	well	
was	inadequacy	of	the	staff,	medicine,	equipment	
and	deficiency	of	other	resources	were	highlighted	
in	the	study.	The	services	at	the	casualty	need	to	be	
well	planned	to	accommodate	the	varying	needs	of	
the	beneficiaries	as	well	as	the	professionals.	
Key	Words:	Patient	satisfaction,	emergency	service,	
hospital,	health	care	quality,	casualty	services

Introduction

	 A	casualty	is	any	event	resulting	in	a	large	
number	 of	 victims	 enough	 to	 disrupt	 the	 normal	
course	 of	 emergency	 and	 health	 care	 services	
(PAHO/WHO	 2001).	 Mostly,	 such	 incidents	 are	
marked	 by	 a	 relatively	 sudden	 and	 dramatic	
event	 that	 causes	 a	 surge	 in	 number	 of	 patients	
and	 covers	 a	 wide	 range	 of	 incidents	 of	 varying	
degrees	 of	 severity.	 The	 emergency	 care	 services	
in	 India	are	 in	nascent	stage.	The	National	Health	
Policy	2002	has	highlighted	the	increasing	burden	
of	disease	due	to	accidents	and	envisaged	setting	
up	of	trauma	care	centres	and	fully-equipped	‘hub-

spoke’	trauma	care	networks	in	urban	areas	of	the	
country.	At	 the	professional	 level,	 the	emergence	
of	emergency	medicine	as	a	recognized	academic	
specialty	in	developed	countries	and	international	
collaborations	 in	this	area	has	fostered	 increasing	
interest	 in	 emergency	 care	 among	 clinicians	 in	
developing	 countries	 like	 India(1).	 A	 medical	
emergency	 is	 an	 unforeseen	 injury	 or	 illness	
(physiological	 or	 psychological)	 requiring	
immediate	medical	care.	The	individual	may	be	in	
danger	of	loss	of	life	or	health	impairment,	or	may	
be	incapacitated	or	helpless	as	a	result	of	a	physical	
or	 mental	 condition.	 Emergency	 medical	 care	
focuses	 on	 the	 provision	 of	 immediate	 or	 urgent	
medical	interventions	to	stabilize	such	patients	and	
prevent	death	and	disability.	Poisonings	may	either	
be	 due	 to	 food,	water	 and	 alcohol	 consumption.	
Outbreaks	 of	 disease	 can	 quickly	 outstrip	 the	
ability	of	local	health	care	facilities	to	contain	and	
treat	 them.	Most	 vibrant	 among	 the	 public	 view	
are	 the	 natural	 disasters	 that	 endanger	 both	 the	
populations	 and	 environments	 such	 as	 floods,	
windstorms,	and	earthquakes.	Time	 is	one	of	 the	
most	important	factors	relating	to	patient	outcome	
in	emergency	situations.
Emergency	 department	 is	 considered	 as	 an	
important	section	for	hospital	care.	Trauma	patient	
experiences	 only	 the	 emergency	 department	
for	 initial	 treatment.	 During	 life	 threatening	
conditions,	 emergency	 departments	 in	 tertiary	
care	 centers	 offers	 fast	 diagnosis	 and	 treatment.	
This	 department	 provides	 both	 clinical	 and	 para-
clinical	services	in	emergency	situation	(2).
The	 apprehension	 of	 the	 patients	 and/or	 the	
accompanying	 persons	 at	 the	 time	 of	 trauma	 or	
emergency	can	be	reduced	by	timely	and	prompt	
treatment	as	it	becomes	the	need	of	the	hour.	The	
availability	of	treatment	and	accessibility	of	related	
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supportive	facilities	will	be	a	boon	to	the	patients	
and	their	attendants.	The	accident	and	emergency	
department	of	 the	hospital	has	a	key	role	 to	play	
in	 this	 regard	 (3).	 	 The	 effectiveness	 of	 current	
practices,	 guidelines,	 resource	 allocations	 and	
system	capabilities	shall	be	studied(1).	
Objectives
1.	 To	 evaluate	 the	 functioning	 of	 the	 Casualty	

Department	 in	 the	 Medical	 College,	
Thiruvananthapuram	in	the	perspective	of	the	
medical	professionals.

2.	 To	assess	the	insufficiencies	if	any,	with	regard	
to	the	functioning	of	the	casualty				Department	
in	the	Medical	College,	Thiruvananthapuram.

Materials and methods
	 This	 study	 was	 a	 descriptive	 study	

Table 1: Age and gender distribution of the participants

Doctors N (%) Nurses N (%)

Age Distribution

Less	than	25 0 4	(18.2)

25	to	35 10	(62.5) 10	(45.5)

35	to	45 6	(37.5) 6	(27.3)

45	and	above 0 2	(9.1)

Gender 

Male 11	(68.8) 2	(9.1)

Female 5(31.3) 20	(90.9)

Total 16	(100) 22	(100)

Majority	of	the	doctors	were	in	the	age	group	25-
35	years	and	about	69	percent	of	them	were	male.	 

conducted	at	Casualty	Department	of	Government	
Medical	 College,	 Thiruvananthapuram.	 The	 study	
sample	constituted	of	professionals	–	Doctors	and	
Nurses	 working	 in	 the	 Casualty.	 This	 study	 was	
conducted	using	a	structured	questionnaire.	All	the	
professionals	currently	working	in	the	casualty	for	
at	least	a	month	and	who	consented	to	participate	
in	the	study	were	included	in	the	study.	The	total	
sample	size	was	38,	which	included	16	doctors,	22	
Nurses.	
Results 
	 A	 total	 of	 38	 professionals	 and	
beneficiaries	 participated	 in	 the	 study.	 The	
results	 are	 summarized	 below.	 The	 professional	
participants	 included	 16	 doctors	 and	 22	 nurses	
(table	1).	

Services/Facilities in the Casualty  Satisfied Dissatisfied 

A Overall	services	provided	in	the	casualty	 24.0% 76.0%

B Services	of	Casualty	attenders	 39.5% 60.5%

C Lab/x-ray/scanning	services	inside	the	casualty 23.7% 76.3%

D Casualty	Pharmacy	Services 24% 76%

E Nursing	Services 63.2% 36.8%

F TOILET/BATHROOM	FACILITIES 10.5% 89.5%

G SECURITY	SERVICES	 15.8% 84.2%

H ENQUIRY	SERVICES	 52.6% 47.4%

 
Table 2: Views of Professional group of participants (Doctors and Nurses)

Nearly		46	percent	of	the	Nurses	were	in	the	age	group	
25-	35	and	more	than	90	percent	of	them	were	female.
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a.Services provided in the casualty 

	 Only	 23.7%	 of	 the	 professionals	 were	
satisfied	with	 the	overall	 services	provided	 in	 the	
casualty.	The	rest	of	76.3%	were	unconvinced	with	
the	services	(Table	2).	Majority	of	the	participants	
reported	 that	 the	 insufficiency	 of	 staff	 and	
equipment	were	the	reason	for	underperformance	
of	the	casualty	services.	One	also	reported	that	the	
inappropriate	practice	of	receiving	the	patient	was	
one	of	the	reasons	for	its	underperformance.	

b.Satisfaction with services of casualty attenders/ 
nursing assistants

	 With	 regard	 to	 the	 services	 provided	
within	 the	 casualty	 by	 attendant	 or	 nursing	
assistants,	 the	 professionals	 are	 only	 satisfied	 to	
39.5%.However,	 60.5%	 of	 the	 participants	 seems	
to	be	displeased.	The	reason	for	dissatisfaction	are	
due	 lack	 of	 training	 (34.8%)	 and	 unavailability	 in	
time	(34.8%).

c.Satisfaction of Laboratory Services in Casualty

With	regard	to	the	laboratory,	X-Ray	and	scanning	
services,	 only	 23.7%	 of	 the	 professionals	 were	
satisfied	and	rest	of	76.3%	were	unhappy	with	their	
functioning.	The	main	reasons	of	underperformance	
with	regard	to	laboratory	services	(shown	in	table)	
is	due	to	insufficient	staff	(37.9%),	insufficient	staff	
and	 equipment	 (13.8%),	 insufficient	 equipment	
(10.3%),	 insufficient	 equipment	 and	 delayed	
results	 (10.3%),	 insufficient	 staff,	 equipment	 and	
delayed	 results	 reported	 by	 10.3%	 	 and	 delayed	
results	 (10.3%),	 insufficient	 staff	 and	 delayed	
results	(6.9%).

d.Pharmacy Services

Regarding	 Pharmacy	 services,	 26.3%	 responded	
satisfactorily,	 however	 the	 majority	 of	 the	
professional	 were	 unsatisfied	 (74%).	 The	 reasons	
for	underperformance	of	pharmacy	services	among	
professionals	 were	 due	 to	 insufficient	 medicines	
(42.9%),	 many	 also	 responded	 a	 combination	 of	
insufficiency	 of	 staff,	 medicine	 and	 high	 patient	
density	 as	 a	 reason	 for	 underperformance	 and	
7.1%	reported	the	reason	as	solely	due	to	 lack	of	
staff.

e.Nursing Services

From	a	professional	 view	point,	 63.2%	of	nursing	
services	 were	 satisfied	 and	 only	 36.8%	were	 not	
satisfied	with	it.	The	reasons	for	underperformance	
of	 nursing	 staffs	 as	 reported	 by	 professionals	 is	
due	 to	 insufficient	 staff,	medicine	 and	 density	 of	
patients	 (42.9%),	 insufficient	 staff	 and	 patient	
density	 by	 21.4%	 and	 due	 to	 poor	 performance	
from	the	staff	members	(7.1%).

f.Toilet/Bathroom Facilities

With	 regard	 to	 the	 satisfaction	 with	 toilet	 or	
bathroom	 facilities	 among	 professionals,	 only	
10.5%	were	satisfied	with	the	toilet	facilities	being	
provided	 and	 89.5%	 were	 unsatisfied	 with	 the	
facility	 being	 provided.	 The	 professionals	 were	
unsatisfied	 due	 to	 reasons	 owing	 to	 density	 of	
patients	by	23.5%,	due	to	lack	of	adequate	number	
of	toilets/facilities	and	lack	of	hygiene	by	17.6%.	All	
of	the	above	reasons	were	quoted	among	20.6%	of	
the	professionals.

g.Security Arrangements inside Casualty

About	 the	 security	 services	 provided	 inside	 the	
casualty,	 only	 15.8%	 of	 the	 professionals	 gave	
satisfactory	 opinion,	 however	 84.2%	 of	 the	
professionals	were	displeased.	The	main	reasons	for	
underperformance	as	pointed	out	by	professionals	
are	due	to	high	patient	density	and	insufficient	staff	
by	21.9%,	dearth	of	enough	staff	 (18.8%),	 lack	of	
space	(15.6%)	and	due	to	adequate	space	and	staff	
(6.3%)	and	all	the	above	reasons	were	reported	by	
15.6%	of	the	participants.

h.Performance of Enquiry Services

The	 performance	 of	 enquiry	 services	 inside	 the	
casualty	was	reported	to	be	satisfactory	by	47.4%	
of	the	professionals	and	52.6%	of	the	professionals	
were	 dissatisfied	 with	 it.	 When	 asked	 about	 the	
reason	for	dissatisfaction,	30%	of	the	respondents	
are	 of	 the	 opinion	 -	 due	 to	 lack	 of	 network	 in	
causality,	20%	said-because	of	lack	of	experienced	
staff,	15%	says	it	is	because	of	the	lack	of	networking	
insufficiency	and	high	density	of	patients	and	5%	
says	 due	 to	 high	 density	 of	 patients	 and	 lack	 of	
expertise.
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Discussion 

The	most	dissatisfaction	was	with	the	observatory	
services	 and	 toilet	 facilities	 in	 the	 casualty	 as	
reported	by	 the	professionals.	 Lab/x-ray/scanning	
services	inside	the	casualty	and	Casualty	Pharmacy	
Services	were	 also	 reported	 to	 be	 inadequate	 by	
the	 professionals.	 The	 building	 infrastructure	 as	
well	 was	 inadequacy	 of	 the	 staff,	 medicine	 and	
equipment	 were	 highlighted	 in	 the	 study.	 It	 also	
showed	that	the	available	resources	are	not	enough	
to	cater	to	the	increased	number	of	patients.	There	
are	studies	reporting	 inadequate	staff,	equipment	
and	infrastructure	in	the	casualty	of	government	as	
well	 as	 private	 hospitals	 in	 India(4).	 Studies	 from	
India	 also	 shows	 that	 availability	 of	 consultant	
in	 triage	 area,	 improvements	 in	 communication,	
quick	 service	 at	 the	 Casualty	 Pharmacy,	 reducing	
the	perceived	waiting	times	 at	 various	 levels	 and	
improvement	 in	 the	 ambience	 of	 the	 unit	 would	
further	 enhance	 the	 patient	 satisfaction	 (5).	
Studies	assessing	 the	 satisfaction	of	professionals	
with	 health	 care	 services	 are	 not	 available	 from	
India.	 In	 another	 study	 conducted	 in	 Iran	 it	
was	 found	 that	 70%	 of	 the	 participants	 were	
dissatisfied	 with	 the	 emergency	 department(6).	
A	 study	 on	 factors	 affecting	 patient	 satisfaction	
with	 emergency	 department	 care	 done	 in	 Italy	
highlighted	 important	 areas	 of	 nursing	 care	 on	
which	to	initiate	improvements	such	as	explaining	
patients	the	colour	waiting	list,	and	communication	
towards	patients(7).
Studies	 point	 out	 that	 inadequate	 spending	 in	
the	 emergency	 care	 at	 the	 hospital	 is	 one	of	 the	
probable	 reasons	 for	 the	 underperformance	 of	
the	casualty	services(8).	The	public	health	system	
of	 India	 has	 only	 recently	 introduced	 emergency	
department	as	a	speciality	service(9).	There	is	lack	
of	 emergency	 medicine	 (EM)	 specialists	 in	 India	
and	 also	 the	post-graduation	 courses	 in	 EM	have	
not	gained	foot	in	our	medical	education	system	so	
that	the	emergency	services	inside	the	hospital	are	
well	coordinated(10).

Conclusion 

It	is	inevitable	to	have	sufficient	services	including	
human	 resources,	 infrastructure	 in	 the	 casualty.	

The	 finding	 that	 the	 staff	 themselves	 are	
dissatisfied	 with	 the	 various	 services	 provided	
needs	 to	 be	 seriously	 taken	 care	 of.	 To	 further	
look	into	this,	studies	such	as	time	motion	studies	
can	 be	 conducted.	 The	 services	 need	 to	 be	 well	
planned	 to	 accommodate	 the	 needs	 of	 the	
beneficiaries	as	well	as	the	professionals.	The	fact	
that	 there	 is	 increase	 in	 the	 number	 of	 patients	
availing	the	casualty	services	increases	every	year	
is	a	matter	to	be	considered	seriously.	Optimizing	
the	 health	 spending	 to	 improve	 the	 facilities	 of	
the	 emergency	 department	 needs	 consideration.	
Policies	and	planning	taking	into	consideration	the	
current	 situation	and	available	 facilities	are	 to	be	
undertaken.	
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Abstract

 Stress	is	a	physical	or	psychological	stimulus	
that	 can	 produce	mental	 tension	 or	 physiological	
reactions	 that	may	 lead	 to	 illness.	 In	 the	 present	
study	 stress	 refers	 to	 the	 various	 difficulties	 the	
nurses	 have	 to	 face	 during	 their	 period	 of	 work.	
The	purpose	of	the	study	was	to	assess	the	stress	
among	staff	nurses	working	in	intensive	care	units	
of	 medical	 college	 hospital	 Thiruvananthapuram.
The	 study	 was	 conducted	 among	 staff	 nurses	
working	in	intensive	care	units.	Descriptive	Survey	
approach	 was	 used	 for	 the	 study	 and	 structured	
questionnaire	was	used	to	collect	information	from	
participants.	The	study	revealed	that	97.1%	nurses	
had	 moderate	 work-related	 stress	 and	 2.9%	 had	
severe	work-related	stress	and	same	proportion	had	
moderate	personal	stress	and	mild	personal	stress	
respectively.	 Therewasno	 significant	 association	
found	 between	 socio	 demographic	 variables	 and	
stressamong	 nurses	 working	 in	 medical	 college	
hospital	Thiruvananthapuram.	
Keywords:	 Professional	 stress,	 staff	 nurse,	
interpersonal	relationship

Introduction

Occupational	 stress	 is	 a	 recognized	 problem	 in	
health	care	workers.[1]	Nursing	has	been	identified	
as	an	occupation	that	has	high	levels	of	stress.[2]	It	
was	found	that	job	stress	brought	about	hazardous	
impacts	not	only	on	nurses’	health	but	also	in	their	
abilities	 to	cope	with	 job	demands.	This	seriously	
impairs	 the	 provision	 of	 quality	 care	 and	 the	
efficacy	 of	 health	 services	 delivery.[3,4]	 Nursing	
has	 been	 identified	 by	 a	 number	 of	 studies	 as	 a	
stressful	 occupation.[5,6]	 Stress	 has	 a	 cost	 for	
individuals	 in	 terms	of	health,	wellbeing,	 and	 job	

satisfaction,	as	well	as	for	the	organization	in	terms	
of	 absenteeism	 and	 turnover,	 which	 in	 turn	may	
impact	the	quality	of	patient	care.[7,8]
Stress	 has	 been	 categorized	 as	 an	 antecedent	
or	 stimulus,	 as	 a	 consequence	 or	 response,	 and	
as	 an	 interaction.	 It	 has	been	 studied	 from	many	
different	 frameworks.	 For	 example,	 Selye[9]	
proposed	a	physiological	assessment	that	supports	
considering	 the	 association	 between	 stress	 and	
illness.	 Conversely,	 Lazarus	 and	 Folkman[10]	
advocated	 a	psychological	 view	 in	which	 stress	 is	
“a	particular	relationship	between	the	person	and	
the	 environment	 that	 is	 appraised	 by	 the	 person	
as	 taxing	 or	 exceeding	 his	 or	 her	 resources	 and	
endangering	his	or	her	wellbeing.”
Stress	is	not	inherently	deleterious,	however.	Each	
individual’s	 cognitive	 appraisal,	 their	 perceptions,	
and	 interpretations,	 gives	 meaning	 to	 events	
and	 determines	 whether	 events	 are	 viewed	 as	
threatening	or	positive.[10]	Personality	 traits	also	
influence	 the	 stress	 equation	 because	 what	 may	
be	overtaxing	to	one	person	may	be	exhilarating	to	
another.[11]
In	 fact,	 occupational	 stress	 has	 been	 cited	 as	 a	
significant	 health	 problem.[12,13,14]	Work	 stress	
in	nursing	was	first	assessed	by	Menzies[15]	who	
identified	 four	 sources	 of	 anxiety	 among	 nurses:	
Patient	care,	decision	making,	taking	responsibility,	
and	 change.	 The	 nurse’s	 role	 has	 long	 been	
regarded	 as	 stress-filled	 based	 on	 the	 physical	
labor,	 human	 suffering,	work	 hours,	 staffing,	 and	
interpersonal	 relationships	that	are	central	 to	the	
work	nurses	do.	Since	the	mid-1980s,	nurses’	work	
stress	 has	 been	 escalating	 due	 to	 the	 increasing	
use	 of	 technology,	 continuing	 rises	 in	 health	
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care	 costs,[16]	 and	 turbulence	 within	 the	 work	
environment.[17]
Most	people	can	cope	with	stress	for	short	periods	
but	Chronic	stress	produces	prolonged	changes	in	
the	physiological	state.[18]	The	issues	of	job	stress,	
coping,	and	burnout	among	nurses	are	of	universal	
concern	to	all	managers	and	administrators	in	the	
area	 of	 health	 care.[2]	 All	 these	 stresses	 can	 be	
modified	in	a	positive	way	by	the	use	of	appropriate	
stress	management	skills.This	study	was	conducted	
to	identify	the	factors	leading	to	stress	among	ICU	
staff	nurses	and	to	assess	the	level	of	stress	among	
ICU	staff	nurses.	

Methodology

The	 study	 was	 conducted	 in	 intensive	 care	 units	
of	 Medical	 College	 Hospital	 Trivandrum.	 All	 staff	
nurses	working	 in	 intensive	 care	units	of	Medical	
College	 Hospital	 Thiruvananthapuram	 with	 six	
month	or	more	 than	six-month	experience	 in	 the	
present	 ICU	 were	 consecutively	 selected	 for	 the	
study.	A	total	of	100	staff	nurses	were	interviewed	
using	 a	 structured	 questionnaire.	 	 Work	 related	
stress	 was	 assessed	 using	 the	 questions	 on	 poor	
work	organization	(the	way	we	design	jobs	and	work	
systems,	and	the	way	we	manage	them),	poor	work	
design,	 (lack	 of	 control	 over	work	 process),	 poor	
management,	 unsatisfactory	 working	 conditions,	
and	 lack	 of	 support	 from	 others.	 	 Personal	
stress	 develops	 from	 situations	 that	 affect	 ones’	
relationship	 with	 oneself.	 A	 strong	 and	 positive	
sense	of	self	is	a	powerful	asset	in	coping	with	life	
stress.	 The	 questions	 on	 relationship	 difficulties/

divorce,	 caring	 for	 dependents	 such	 as	 children	
or	elderly	relatives,	debt	problem,	moving	house,	
illness	in	family	were	asked	to	elicit	personal	stress.
Data	 was	 entered	 in	 Microsoft	 excel	 and	 data	
analysis	 was	 performed	 using	 SPSS	 ver.17.0.	
Quantitative	 variables	 were	 expressed	 as	 mean	
and	standard	deviation.	Qualitative	variables	were	
expressed	 as	 proportion.	 Association	 between	
qualitative	 variables	were	 analyzed	 by	 chi-square	
test.	A	p	value	of	<0.05	was	considered	as	statistical	
significance.	

Results & Discussion

There	were	104	participants	in	the	study.	The	mean	
age	 of	 the	 study	 population	 was	 31	 ±	 5.6	 years	
(Table	 1).	 Age	 ranged	 from	23-45	 years.	Majority	
(31.7%)	of	the	participants	were	in	the	age	group	
of	25-30	years.	Nearly	71%	of	the	participants	were	
married	 and	 the	 rest	 (28.8%)	 were	 unmarried.	
Maximum	 number	 of	 participants	 were	 GNM		
65(62.5%),	followed	by	B.Sc.	Nursing	32(30.8%)	and	
M.Sc.	Nursing	7	(6.7%).	Participants	with	monthly	
income	of	<20000	were	13.5%,	20001-30000	were	
20.2%	 and	 30001-40000	 were	 31.7%.	 Years	 of	
experience	showed	that	37.5%	of	the	participants	
were	having	less	than	5	years	of	experience,	40.4%	
have	 5-10	 years	 and	 22.1%	 have	 more	 than	 10	
years	 of	 experience.	More	 than	 50	 percent	were	
having	 less	 than	2	years	of	experience	 in	present	
ICU,	26.9	%	had			2-4	years	and	19.2	%	had>4years	
of	 experience	 in	 present	 ICU.	 Nearly	 43%	 of	 the	
participants	had	no	children.	For	nearly	14%	of	the	
participants,	the	spouse	was	unemployed.

Table.1. Socio demographic profile of the participants (N=104)

 N (%)

Age in years 
<25 12 (11.5)
25-30 33 (31.7)
30-35 27 (26)
35-40 22 (21.2)
>40 10 (9.6)
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Religion 
Hindu 67 (64.5)
Christian	 30	(28.8)
Muslim 7 (6.7)
Marital status 
Unmarried	 30	(28.8)
Married	 74	(71.2)
Professional qualification 

GNM 65 (62.5)

BS	c	Nursing	 32	(30.8)

MSc Nursing 7 (6.7)

Monthly Income 

<20000 14 (13.5)

20001-30000 21 (20.2)

30001-40000 34 (32.7)

40001-50000 33 (31.7)

>50000 2 (1.9)

Duration of experience 

<5 39 (37.5)

5-10 42 (40.4)

>10 23 (22.1)

Duration of experience in present ICU 

<2	 56	(53.8)

2-4	 28	(26.9)

>4 20(19.2)

No. of children 

Nil 45 (43.3)

One	 29	(27.9)

Two	 30	(28.8)

Employment status of spouse 

Employed	 63	(85.1)

Unemployed	 11	(14.9)

Table	2	shows	the	stress	score	of	the	participants.	
Average	 environmental	 	 stress	 	 score	 among	 the	
study	population		was	53.2±5.0	and	it	ranged	from	
43	 to	 72	 and	 average	 work	 related	 stress	 score	
was	49.6±	5.3.	Less	than	33.3%	of	the	total	stress	
score	was	 considered	 as	mild	 stress,	 33.3-66.	 7%	

was	 moderate	 stress	 and	 >66.7%	 considered	 as	
severe	 stress	 in	 each	 section	 (Table	 3).	 97.1%	 of	
the	participants	have	moderate	work	related	stress	
and	2.9%			have	severe	work	related			stress.	2.9%	
of	 the	 study	 population	 has	mild	 personal	 stress	
and	97.1	%	have	moderate	level	stress	
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N (%)

Work related Stress

Moderate 101 (97.1)

Severe 3 (2.9)

Personal Stress

Mild 3 (2.9)

Moderate 101 (97.1)

stress	was	not	significantly	associated	with	socio-
demographic	factors	like	age,	marital	status,	no	of	
children	and	gender	of	the	staff	nurse	[25].
Other	factors	although	not	studied	as	part	of	this	
study	has	significant	impact	on	the		Several	studies	
have	highlighted	work	overloads	and	time	pressure	
as	 significant	 contributors	 to	 work	 stress	 among	
health	 care	 professionals[26,27]	 An	 excessive	
workload	increases	job	tension	and	decreases	job	
satisfaction,	which	in	turn,	increases	the	likelihood	
of	 turnover.[28,29]	 A	 study	 by	 Ali	 Mohammad	
Mosadeghrad	 among	 Iranian	 nurses	 revealed	
excessive	 workload	 and	 time	 pressure	 as	 one	 of	
the	major	factors	leading	to	stress	in	terms	of	mean	
scores	of	occupational	stress	among	them.[30]

Conclusion
	 Pressure	at	the	workplace	is	unavoidable	
due	 to	 the	 demands	 of	 the	 contemporary	 work	
environment.Stress	perceived	as	acceptable	by	an	
individual,	may	even	keep	workers	alert,	motivated,	
able	to	work	and	learn,	depending	on	the	available	
resources	 and	 personal	 characteristics.	 However,	
when	 that	 pressure	 becomes	 excessive	 or	
otherwise	unmanageable	it	leads	to	stress.
	 Employees	 are	 less	 likely	 to	 experience	
work-related	stress	when	demands	and	pressures	
of	work	are	matched	their	knowledge	and	abilities	

There	 was	 no	 significant	 association	 between	
working	 related	 stress	 and	 any	 of	 the	 socio	
demographic	 variables.	 Similarly,	 no	 statistically	
significant	 association	 was	 observed	 between	
personal	stress	and	socio	demographic	variables.	

Discussion
Our	 study	 revealed	 that	 the	 staff	 nurses	 are	
experiencing	moderate	to	severe	amount	of	work	
related	 stress.	 Stress	 up	 to	 a	 certain	 extent,	 will	
improve	peoples’	 performance	 and	quality	 of	 life	
because	it	is	healthy	and	essential	that	they	should	
experience	challenges	within	their	lives,[19]	but	if	
pressure	becomes	excessive,	 it	 loses	 its	beneficial	
effect	 and	become	harmful,[20]	 because	 it	 is	 the	
reaction	of	people	under	pressure	or	other	 types	
of	demands	placed	on	them	and	arise	when	they	
worry	that	they	cannot	cope.[21]
It	is	important	that	stress	is	a	state,	not	an	illness,	
which	 may	 be	 experienced	 as	 a	 result	 of	 an	
exposure	 to	wide	 range	of	work	demands	 and	 in	
turn	 can	 contribute	 to	 an	 equally	 wide	 range	 of	
outcomes,[22]	which	may	concern	the	employees’	
health	and	be	an	illness	or	an	injury	or	changes	in	
his/her	behavior	and	lifestyle.	Work	life,	however,	
is	not	independent	from	family	life;	these	domains	
may	 even	 be	 in	 conflict	 [23,24].	 Similar	 studies	
conducted	 elsewhere	 reports	 that	 professional	

Table 2 Work related and personal stress score  

  N Minimum Maximum Mean S d

Work	related	stress	score	 104	 43	 72	 53.2	 5.0

Personal	related	stress	score	 104	 38	 62	 49.6	 5.3

Table 3: Work related stress and personal stress categorization



22

–control	can	be	exercised	over	their	work	and	the	
way	they	do	it	–support	is	received	from	supervisors	
and	 colleagues-participation	 in	 decisions	 that	
concern	their	jobs	is	provided.
The	 results	 show	 that	 there	 is	 an	arising	need	 to	
intervene	with	the	stress	of	the	staff	nurses.	Their	
experiences	 of	 personal	 as	 well	 as	 work	 related	
stress	 should	 be	 reduced	 using	 appropriate	
strategies.	Help	from	a	multidisciplinary	team	can	
be	sought	in	this	case.
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 Development	is	the	significant	parameter	
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