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	SHIFT WORK QUESTIONNAIRE

	This survey is intend to help employees, health and safety representatives, union delegates and officers identify health and other effects of current shift arrangements in their work place.

	For the purpose of this survey, every system of work other than day work is regarded as shift work.  This includes weekend, afternoon, night and rotating shifts, split or broken shifts, extended shifts, rostered overtime and (unrostered) extended working hours.

	Clinic
	
	Date
	

	Name
	
	Employee No
	

	Surname
	
	Department
	

	Job Description
	

	1. How  long have you worked shift work

	

	2. Why do you work shift work

	Job must be done
	
	Better pay
	
	Prefer working these hours
	
	More time off
	

	Other – please specify
	

	YOUR ROSTER

	3. What shifts do you work? (tick all that apply)

	Shift work
	
	Rotating Shift
	
	Afternoon shift
	
	Split shifts
	
	Night Shifts
	

	4. What is the length of your shift

	<8 Hours
	
	8 Hours
	
	10 hours
	
	12 Hours
	
	14 Hours
	

	Other
	

	5. What are your total working hours a week? (average over 4 weeks) 

	Less than 10
	
	10-19
	
	20-29
	
	30-34
	

	35-39
	
	40-44
	
	45-49
	
	50+
	

	6. Do your shift lengths (excluding overtime) vary?

	Yes
	
	No
	

	7. Do your shifts times change from week to week?

	Yes
	
	No
	


	8. Does your roster include breaks of < 12 hours?

	Yes
	
	No
	

	9. Are you called in for emergencies?

	Never
	
	Sometimes
	
	Frequently
	

	YOUR HOURS OF WORK

	TRAVELLING TO AND FROM WORK

	10. Are you concerned about your safety because of the times you have to travel?

	Never
	
	Sometimes
	
	Frequently
	

	11. Have you experienced any of the following symptoms as a result of your roster?

	Backaches
	
	Loss of libido
	
	Continual tiredness
	

	Menstrual problems
	
	High Blood pressure
	
	Digestive Disorder
	

	Panic/anxiety attacks
	
	Feeling angry or irritable
	
	Respiratory illness
	

	Feeling depressed
	
	Sleep difficulties
	
	Feeling stresses
	

	Headaches
	
	Frequent Colds
	
	Sprains and strains
	

	Other symptoms
	

	12. Have you used any of the following substances to cope your shift work?

	Caffeine
	
	Alcohol
	
	Sleeping Pills
	
	Other stimulants
	

	YOUR FAMILY AND SOCIAL LIFE

	13. Does shift work cause problems with your family and child care responsibilities

	Never
	
	Sometimes
	
	Frequently
	
	Not applicable
	

	14. Does your family complain about the shifts you work?

	Never
	
	Sometimes
	
	Frequently
	
	Not applicable
	

	15. Can you swap shifts /rearrange roster to meet family and personal commitments?

	Never
	
	Sometimes
	
	Frequently
	

	16. Can you be contacted readily at work in case of family emergencies?

	Yes
	
	No
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