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Abstract: Background:  The COVID-19 pandemic has brought to light the lacunae in the
preparedness of healthcare systems across the globe. This preparedness also
includes the safety of healthcare providers (HCPs) of  various levels. Sudden
widespread of COVID-19 infection has created threatening and vulnerable conditions
for the HCPs. The current pandemic situation has not only affected physical health of
HCPs but also their mental health.
Objective:  This study aims to understand the prevalence and severity of secondary
traumatic stress, optimism parameters, along with states of mood experienced by the
HCPs,  viz.,  doctors, nurses and other medical professionals, during the COVID-19
lockdown in India.
Methodology:  The assessment of level of secondary traumatic stress (STS),
optimism/pessimism (via Life Orientation Test-Revised) and current mood states
experienced by Indian HCPs in the present COVID-19 pandemic situation was done
using a primary data of 2008 HCPs from India during the first lockdown during April-
May 2020. Data was collected through snow-ball sampling technique, reaching out to
various medical health care professionals through social media platforms.
Result:    Obtained results have shown that among HCPs, 77%(n=1548) of doctors
experienced severe to high levels of secondary traumatic stress as compared to other
HCPs, which includes nurses and other medical professionals i.e., 23%(n=460), who
were reported little to no secondary traumatic stress. Female HCP’s showed higher
levels of STS and were also found to be higher on the optimism as compared to male
in the sample.
Conclusion:  The current investigation has revealed that there is a dire need of creating
better and accessible mental health programmes and facilities for the health care
providers in India.
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Prevalence and severity of secondary traumatic stress and optimism in health care 

professionals in Indian during COVID-19 lockdown. 

 

 

 

Abstract 

 

Background: The COVID-19 pandemic has brought to light the lacunae in the 

preparedness of healthcare systems across the globe. This preparedness also 

includes the safety of healthcare providers (HCPs) of  various levels. Sudden 

widespread of COVID-19 infection has created threatening and vulnerable 

conditions for the HCPs. The current pandemic situation has not only affected 

physical health of HCPs but also their mental health. 

 

Objective: This study aims to understand the prevalence and severity of secondary 

traumatic stress, optimism parameters, along with states of mood experienced by 

the HCPs, viz., doctors, nurses and other medical professionals, during the 

COVID-19 lockdown in India. 

 

Methodology: The assessment of level of secondary traumatic stress (STS), 

optimism/pessimism (via Life Orientation Test-Revised) and current mood states 

experienced by Indian HCPs in the present COVID-19 pandemic situation was 

done using a primary data of 2008 HCPs from India during the first lockdown 

during April-May 2020. Data was collected through snow-ball sampling technique, 

reaching out to various medical health care professionals through social media 

platforms. 

 

Result:  Obtained results have shown that among HCPs, 77%(n=1548) of doctors 

experienced severe to high levels of secondary traumatic stress as compared to 

other HCPs, which includes nurses and other medical professionals i.e., 

23%(n=460), who were reported little to no secondary traumatic stress. Female 

HCP’s showed higher levels of STS and were also found to be higher on the 

optimism as compared to male in the sample. 

 

Conclusion: The current investigation has revealed that there is a dire need of 

creating better and accessible mental health programmes and facilities for the 

health care providers in India. 

 

 

 

Keywords: COVID-19, Secondary traumatic stress, Healthcare professionals, 

Mental health, Optimism 
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1. Introduction 

Mental health risks have always been a concern in health care professionals, but the sudden 

outbreak of the COVID-19 pandemic brought forward the hidden lacunae in preparation for 

risk management in the health care community. Patients come to health care providers with 

physical illness, but the psychological burden and trauma of the illness also dealt with during 

the treatment gets translated into secondary/vicarious trauma of the health care provider.[1,2] 

Recent studies on Chinese health care professionals who dealt with the first and largest 

outbreak of the COVID-19 had shown that the frontline health care workers such as doctors 

and nurses faced depressive symptoms, insomnia and anxiety as compared to non-frontline 

healthcare workers. [3,4,5] The following findings are also supported by a meta-analysis and 

systematic review done by Pappa and colleagues which indicated the prevalence of anxiety, 

insomnia and depression in the primary health care professionals.[6] Similar results were also 

found in a large scale survey done on Indian health care professionals where they found that 

the health care professionals reported higher rates of burnouts post COVID era. [7, 8] 

Secondary traumatic stress (STS), being one of the primary concern at hand, is a group of 

symptoms including intrusion, avoidance, and arousal. [9] These STS symptoms share 

similarities with those of posttraumatic stress disorder (PTSD), as suggested in the 4th edition 

of the Diagnostic and Statistical Manual of Psychiatric Disorders [DSM-IV; APA].[10] 

However, unlike PTSD, STS could be due to indirect contact in a professional context (e.g., 

caring for a traumatized patient). [11] Dealing with the COVID-19 affected patients; the roles 

of HCPs evolved drastically, now venturing into areas other than their area of specialization 

due to the lack of professionals available to keep up with the demand; this has created 

occupational stress as a cause for worry among them [12,13,14, 15,16]. 

HCPs with perceived risk and fear of getting COVID-19 indicated positively predicted 

depression, anxiety, and stress [16]. Reports suggest that in addition to work stress, HCPs had 

faced new problems such as being verbally and physically assaulted by a mob [17]. A 

shortage in personal protective equipment (PPE) was also a significant concern among 

healthcare professionals [18]. Furthermore, improper training and guidelines regarding PPE 

raised several concerns [19].  One of the major protective factors among healthcare 

professionals was their optimistic attitude to cope with the stress related to their profession. 

what about DSM 5

These findings 
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 Optimism defined as the ability to look at the brighter side of things. Optimism helps health 

care workers experience improved life satisfaction alongside improved outcomes with their 

patients. Specific skills such as optimism, interpersonal skills, hope, and faith can protect 

one's mental health. In a sense, optimism could be used as a coping mechanism to ensure the 

mental health of HCPs and can help them be more resilient in difficult times. Resources such 

as psycho-social support, leisure time and improvement in infrastructure adaptations in 

hospitals could help improve their mental health [17]. 

Lack of literature on exploring the mental health status and possible coping factors of the 

Indian health care professionals during pandemic leaded to the current study's development. 

Hence, the present study aims to report secondary traumatic stress levels, optimism, and 

mood states experienced by the HCPs within the Indian subcontinent during the COVID-19 

pandemic. 

 2. Material and Method 

Participants and procedures 

 

For the present cross sectional study, information associated with the level of secondary 

traumatic stress (STS), optimism and mood state during COVID-19 among health care 

professionals in India was collected. The Google forms were circulated on various groups 

and social media (LinkedIn, WhatsApp) and invited health care professionals from different 

cities across India to complete the questionnaire voluntarily. Due to lockdown and to reduce 

human contact and transmission risk related with the disease; online platforms such as 

Google forms and social media were utilized as a mode of data collection. The data collection 

took place between the months of April 2020-May 2020, which was the first national 

lockdown for first wave of COVID-19 to hit India. 

 

Additionally, we also sent the questionnaire to many health care professionals who had 

cooperated with us, and used their contact network to spread the questionnaire, utilizing 

snowballing method. For the safeguarding of data (also mentioned in ethical clearance 

document); all the data was collected from primary research supervisor’s institutional email 

address and every two weeks the data was removed and secured in an external hard drive 

which was not connected with internet and was not accessible to anyone but the primary 

researchers. 

Reference ???

first lockdown period was from 25 March 2020 – 14 April 2020 
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The respondents were English proficient health care professionals above 20 and below 65 

years of age in India (including doctors, nurses, physiotherapist, dentist, lab technicians and 

post graduate medical students). Before collecting responses, in the consent form and 

safeguard process for maintaining the anonymity of the data; we stated the purpose of the 

investigation, and responses were collected only after obtaining the consent. This 

questionnaire was anonymous. The survey began on April 16, 2020, and ended on May 15, 

2020, when India was in a complete lockdown period due to outbreak of COVID-19. Due to 

the nature of Google forms any incomplete questionnaires were not accepted. We collected a 

total of 2153 questionnaire out of which only 2008 were valid and finally used for analysis. 

We excluded those observations which were inconsistent or were inappropriately filled and 

those which were not consented. Across India the data was collected from 23 states and one 

Union Territory (viz., Karnataka, West Bengal, Tamil Nadu, Maharashtra, Gujarat, Uttar 

Pradesh, Andhra Pradesh, Telangana, Kerala, Delhi, Haryana, Assam, Tripura Jharkhand, 

Odisha, Bihar, Uttarakhand, Punjab, Rajasthan, Chhattisgarh, Goa, Manipur, Andaman and 

Nicobar Islands, and Madhya Pradesh). 

 

 

3. Measurements 

 

In order to understand the socio-demographic profile of the population, information on 

individual’s age, gender, marital status, occupation (doctors, nurses, others), years of 

experience, type of practice (clinic and hospital) and their current state of practice were 

collected. The mental health status was assessed using below describes scales:  

 

I. Secondary Traumatic Stress Scale  

The Secondary Traumatic Stress Scale (STS) is a self-report inventory designed to assess the 

frequency of STS symptoms in professional caregivers.  As used in the current manuscript, 

STS refers to Post Traumatic Stress Disorder symptoms and diagnoses that arise from 

exposure to the traumatic events of others. 

The STSS is a 17-item measure explicitly designed to assess the effects of healthcare 

providers' exposure to secondary trauma from patient experiences [11]. Unlike other 

measures that include items related to burnout or compassion satisfaction, the 17 STSS items 

correspond to the 17 DSM-IV PTSD symptoms for Criteria B (Intrusion), C (Avoidance), and 

D (Arousal; American Psychiatric Association). [10] Respondents indicate how often they 
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experienced each symptom in the past seven days on a Likert-type scale ranging from 1 

("never") to 5 ("very often"). In place of assessing Criterion A of the diagnostic guidelines for 

PT± (trauma exposure): the STSS uses "prompts" that suit professional's setting, for instance. 

In order to fit the emergency room environment, the word "client" was changed to "patient" 

in all relevant items. By replacing Criterion A (trauma exposure) for DSM-IV PTSD with 

these prompts, the STSS largely mirrors PT± from a secondary stressor, which is the 

definition of STS used in the present study. The fact that the STSS closely mirrors the DSM-

IV criteria for PTSD allows it to be validly compared—albeit with some caution—to DSM-

IV PTSD [20, 21]. 

 

STSS score grouped into five categories based on the total score. STSS score below 28 

corresponds to "little or no STS," score between 28 and 37 means "mild STS," between 38 

and 43 "moderate STS," between 44 and 48 "high STS," and beyond 49 "severe STS". In 

prior research, the STS showed good psychometric properties. The STSS has acceptable 

psychometrics as measured by convergent (mean r = 0.39) and discriminant (mean 

absolute r = 0.07) validity. The STSS has high overall internal consistency based on 

Cronbach’s alpha values (α = 0.93), and acceptable internal consistency for the symptom 

cluster sub-scales (Intrusion, α = 0.80; Avoidance, α = 0.87; Arousal, α = 0.83). Additionally, 

its tree- structure model is supported by confirmatory factorial analysis, although the factors 

are inter-correlated . [10] 

 

II. Life Orientation Test-Revised  

Life orientation test revised (LOT-R) is a 10-item scale that measures how optimistic or 

pessimistic people feel about their future. Respondents use a 5-point rating scale (0 = strongly 

disagree; 4 = strongly agree) to show how much they agree with 10 statements about positive 

and negative expectations. These statements include “In uncertain times, I usually expect the 

best” and “If something can go wrong for me, it will.” The internal consistency (Cronbach's 

alpha) ranged between .74 and .78 [22].  

 

III. Mood (Visual Analogue Scale)  

Mood visual analogue scale (VAS) (0- extremely sad to 10- extremely happy) is a 

psychometric response scale which is used to measure subjective characteristics or attitudes 

and have been used in the past for measuring the  multitude of disorders [23].  
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4. Statistical analysis 

To estimate the prevalence and severity of secondary traumatic stress, optimism parameters, 

along with states of mood experienced by the HCPs, viz., doctors, nurses and other medical 

professionals based on their socio-economic characteristics viz., age, experience in field, 

secondary traumatic stress symptoms (intrusion, avoidance and arousal), mood visual 

analogue scale, marital status, clinical role, type of practice were described with the help of 

mean, standard deviation and percentages, respectively, were collected. For the exploratory 

analysis, mean and standard deviations of continuous variables and proportions for 

categorical variables were reported to describe the levels of secondary traumatic stress (STS), 

optimism/ pessimism, and current mood states in the sample based on profession and gender 

of the healthcare professionals in the study. Regression analysis was further used to explore 

changes in secondary traumatic stress, optimism and mood states. Significance of all 

statistical tests’ were defined as bilateral P<0.01. SAS university edition was used to analyse 

data in the study. 

 

 

5. Results 

 

General characteristics 

 

The number of participants who participated was 2153, of which complete information was 

available for 2008 (93%) individuals, which is considered as a population for present study. 

Among completers, 1027(51.15%) were females. Mean age was 35.7(± 11.9) years; females 

(mean 29.7 [± 8.9] years) were younger than males (mean 41.9 [± 11.5] years). The majority 

were married (60.2%), percentage of married males (80.2%) was twice of the females. Most 

HCPs were nurses (924, 46%) followed by doctors (611, 30.4%) and remaining belongs to 

other professional groups. The population is classified in three  broad categories based on 

their clinical roles, viz., doctors, nurses and other professional (includes: lab technicians, 

phlebotomist, dieticians, administration staff in hospital, clinical pharmacists).  

 

In the population, majority (1109, 55.2%) of the respondents were practising at hospitals 

having ICU facilities, and among them mostly were (738, 66.6%) were females. The 

remaining respondents (899, 44.8%) were practising at hospitals without having ICU 

facilities, among them majority were males (610, 67.9%). Most of females HCPs (71.86%) 

belong
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were working in Hospital having ICU facilities, whereas, most of males HCPs (62.18%) were 

engaged in Hospital don not have ICU facilities. Mean years of experience in the field of 

HCPs were 11.0[± 15.8] years, females (mean 7.1 [± 18.7] years) were less experienced than 

males (mean 15.1 [± 10.4] years) (Table 1). 

<<Insert Table 1 about here>> 

 

Mean score on intrusion scale (intrusive thoughts related to trauma, flashbacks and 

recollections, a symptom of PTSD) was found to be 10.2 ±3.75); of which female reported a 

mean score of 10.7 (± 3.33), which is slightly higher than males (mean score of 9.62 (± 

4.08)), which was indicating high intrusive thoughts among females than males.  

 

On the avoidance scale (deals with the attempts to avoid any stimuli or triggers that might be 

related to the traumatic event). The participants reported an overall mean score of 14.4 

(±4.6); mean score of females being 14.6 (±4.3) whereas males mean score being 14.2 (±4.9); 

indicating both males and female utilizing avoidance as a coping strategy. On the arousal 

scale (indicates jumpiness, irritability, insomnia, decreased concentration and hyper 

vigilance). Participants reported mean score of 10.8 (± 3.56); females reporting a mean score 

of 10.7 (± 3.4) and males mean score of 10.8 (± 3.7) which indicated psychosomatic arousal 

experienced by the participants due to their exposure with secondary trauma experienced by 

interaction with their patients. (Table 1) 

 

 

Secondary traumatic stress  

 

The key clinical characteristics of the present study are the STSS and LOTR levels of the 

HCPs. Secondary traumatic stress (STS) was experienced by 1548 (77%) of the HCPs and 

the remaining 23% were experienced either no STS or little STS in this pandemic situation, 

among them mostly (41.1%) were those were engaged in other professional activities. The 

severe STS level was found among doctors (116, 19.0%), which higher than that among 

nurses (76, 8.2%) and other HCPs (35, 7.4%). Similarly, high (74, 12.1%) and moderate STS 

level (129, 21.1%) was also found higher among doctors than that of among nurses and other 

HCPs. (Table 2)   

<<Insert Table 2 about here>> 
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In comparison with the gender in “mild STS” male doctors (above 30%) were higher than 

female doctors; female nurses (above 40%) were higher than male nurses and other male 

HCPs (above 30%) were higher than other female HCPs. In “moderate STS” female doctors 

(above 20%) were higher than male doctors; male nurses (above 20%) were higher than 

female nurses and other female HCPs (above 20%) were higher than other male HCPs. In 

“high STS” male and female doctors were equal (above 10%); male and female nurses were 

equal (10%) and other male HCPs were higher than other female HCPs. In “severe STS” 

female doctors (above 20%) were higher than male doctors; male and female nurses were 

equal (10%) and other female HCPs (10%) were higher than other male HCPs. (Figure-1). 

 

<<Insert Figure 1 about here>> 

 

Optimism (LOT-R) and perceived Mood state.  

 

Life Orientation Test-Revised (LOT-R) is another key component, which measures the 

dispositional optimism of an individual. Table 1 shows that among the HCPs, high Optimism  

or low pessimism was mostly observed among doctors (244, 39.3%), followed by nurses 

(247, 26.7%) and others professionals (108, 22.8%), whereas, in cases of low optimism or 

high pessimism category, the order changed i.e., other professionals (73, 15.4%), followed by 

doctors (67, 11.0%) and nurses (86, 9.3%).   (Figure-2) 

 

<<Insert Figure 2 about here>> 

 

The perceived mood state of the HCPs was accessed with the help of a mood visual analogue 

scale (11 point Likert scale; where 0= extremely sad and 11 = extremely happy); the overall 

mean for the sample was found to be 5.68 (± 2.26) indicating moderate mood states reported 

by participants at the time of taking the survey. Gender-wise mean mood VAS score are quite 

closure to one another [females: 5.71 (± 2.34) and males: 5.65 (± 2.18)]. 

 

In mood VAS among females, nurses were higher on neutral mood than doctors and others. 

Nurses were higher on VAS between the points 6-10 indicating happiness compared to 

doctors and others. In mood VAS among males, others HCPs were higher on neutral mood 
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than doctors and nurses. Doctors were higher on VAS between the points 6-10 indicating 

happiness compared to nurses and others.  

 

In comparison with the gender in doctors’ males were higher on normal mood and higher on 

the points 6-10 indicating happiness compared to females; in nurses’ females were higher on 

normal mood and higher on the points 6-10 indicating happiness compared to males and in in 

nurses’ females were higher on normal mood and higher on the points 6-10 indicating 

happiness compared to males and in others males were higher on normal mood and higher on 

the points 6-10 indicating happiness compared to females. (Figure-3) 

 

<<Insert Figure 3 about here>> 

 

In regression analysis, doctors and nurses showed happier mood when compared to others 

HCPs. In STS, doctors and nurses showed more STS than others HCPs, and STS decreased 

with increase in the age. Regression model for the LOT-R, it was found that doctors and 

nurses were shown higher optimism than others HCPs. Regression model for the mood VAS, 

it observed that females HCPs experiences higher sad mood as compared to males. (Table 3) 

 

<<Insert Table 3 about here>> 

 

 

6. Discussion 

 

Any pandemics remain a great source of threat to all communities due to the sudden spread 

and lack of immediate measure to control them. COVID-19 came with a similar threat 

package; due to its highly contagious nature it has become a source of great fright in the 

current times, and the fear responses have been quite evident in the frontline health care 

providers as well. The current study showed that 77% (N=1548) of HCPs (doctors, nurses, 

other non-medical health care providers) reported prevalence of STS and only 23% (N=460) 

reported no or little secondary traumatic stress. Severe STS was highly reported among 

doctors as compared to nurses and others, which is similar to earlier study’s findings 

published during the pandemic[28]. Results associated with STS also depicts that no STS 

level was high among male engaged in others professional works, than that of females, and 

pandemic remains

better to call them as “ allied helath care professionals’.
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was also higher than that of doctors and nurses of both genders. On the other hand, doctors of 

both genders were higher in the categories high and severe categories of STS, than that of 

nurses and other professionals’. 

 

There was a difference in the patterns of responses among female and male participants who 

showed signs of intrusive thoughts, using avoidance as a coping mechanism and arousal 

when faced by triggers in the environment. The results show that female health care 

professionals showed higher levels of secondary traumatic stress (also related to symptoms of 

post-traumatic stress) as compared to their male counterparts, especially doctors and nurses 

as compared to other health care professionals. In studies conducted in India related to 

burnout and distress among doctors and nurses during the time of COVID-19,the health care 

professionals also showed significant burnout due to their direct contact and involvement in 

their work with pandemic related work and patient involvement. [7,8] Though no 

comparative data exists for pre-COVID secondary traumatization studied in Indian health 

care professionals ; the symptoms of burnout and effects of professional life experienced 

could be doctors, residents, nurses have shown that the conditions have been difficult ever 

since. [24, 25, 26] 

 

The conditions are difficult for those directly involved in dealing with the crisis in the times 

of epidemic [25]. A study by Li et al. informed that vicarious traumatization adversely 

affected both medical and non-medical staff; also the vicarious traumatization was worse in 

non-front line medical workers as compared by frontline medical staff[27]. 

 

The current study also shows light on the reported mood states along with the traumatic stress 

and pessimism experienced during the course of their work in the field as frontline workers. 

The results show that neutral to lower moods were recorded across spectrum between both 

male and female health care professionals. The findings are in line with the similar findings 

among healthcare professionals during the pandemic conditions in India; where they showed 

signs of various mood and anxiety disorder like symptoms [28, 29] 

 

The STS and burnouts have been reported higher in other studies as well, where the data 

collection was during a similar period of COVID-19 spread peak [30].  The results have been 

consistent in studies showing health care providers response to working earlier in adverse 

conditions during SARS pandemic [31]. To prevent severe psychological distress and 
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negative mental health outcomes; it is the need of the hour to provide better mental health 

care facilities for the health care providers. 

 

The need for immediate intervention also reflects in the low optimism reported by all 

healthcare providers in the study. The lower optimism could have been due to various factors 

such as lesser years of experience in the field, and no exposure to working in adverse 

conditions with lack of critical medical supplies. Age-related variance in the study could have 

also played an essential role in contributing to optimism along with marital status 

contributing to fear of transmission to family members, loss of job [32]. 

 

As the spread of the pandemic takes a sharp hike in the Indian subcontinent, the disease 

related psychological burden also spirals in the neglected healthcare providers. Identifying 

and addressing these mental health issues and ensuring both physical and psychological 

safety should become the priority for not only front liners but for everyone in the field. 

LOT-R among females based on the professional categories shows that those engaged in 

others professional works mostly belongs to “moderate-optimism” and high optimism 

categories; among nurses mostly belongs to “moderate-optimism” category; doctors mostly 

belongs to “moderate to severe optimism” categories. LOT-R among males shows that those 

engaged in others professional works most of them belongs to each of “moderate-optimism” 

category; among nurses mostly belongs to each of “moderate and high-optimism” categories; 

doctors also mostly belongs to “moderate and high-optimism” categories like nurses. 

Increase in pessimistic view for outcome of future could be an indicator for the healthcare 

professionals and can predict negative effects of engagement with the pandemic hit 

population on their personal psychological wellbeing as well. [33] 

 

7. Limitations 

 

Irrespective of the large data set and strength of the study, there are certain limitations. First, 

is the utilization of the cross-sectional design, lack of homogeneity at various levels, and 

over-representation of a particular group of healthcare providers could have played a 

mediating role in the results; which also would interfere with causality analysis between the 

variables of the study. Second, the participants recruited with the help of social media 

forums, along with snowballing method; which again dictated the overrepresentation of a 
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specific group of practitioners; who first all accessed social media regularly and had access to 

internet facilities. 

 

More than that, psychological health has been proven to be influenced by various factors, 

secondary traumatic stress could be influenced not only by the current pandemic but other 

factors as well in the healthcare providers. Though COVID-19 has increased the workload 

and safety concerns, other factors such as family support, job stress, disturbed daily activities 

could have contributed significantly to the overall health and quality of life.  

 

 

8. Conclusion 

 

Despite certain limitations, the current study was able to explore the role of HCPs expanding 

beyond their areas of specialization due to lack of availability of trained/ expert professionals 

to keep up with the increasing demand. This could have been an important intervening factor 

to create distress, burnout and make the HCPs vulnerable to various mental health and 

physical health issues during the pandemic. 

 

The immediate need for focus on the secondary traumatic stress experienced by the 

healthcare provider, and related burden it brings along—the decline in optimistic thinking to 

improve the work-life balance and dealing with work-related stressors. Further, emphasizing 

the need for social and administration level support in helping build better healthcare policies 

and mental health support system. 
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Figure 1: Occupation-wise distribution of severity of secondary traumatic stress of HCPs based on their gender. 
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.  
Figure 2: Occupation-wise distribution of varying levels of optimism/pessimismusing Life Orientation Test-Revised of HCPs based on their gender 

 

 

 

 

 

 



 
 

Figure 3: Occupation-wise distribution of mood status of HCPs based on their gender. 



Table 1. Mean and standard deviations of the scores obtained on socio-demographic details along 

with overall secondary traumatic stress (STS) and Mood visual analog scale responses. 

 
Name of Characteristics Total Female Male p-value 

N % N % N % 

Age mean (SD) 35.7 (11.9) 29.7 (8.9) 41.9 (11.5)  

Marital status        

 Married 1208 60.2 421 41.0 787 80.2 <.0001 

 Unmarried 800 39.8 606 59.0 194 19.8 <.0001 

Clinical role        

 Doctor 611 30.4 198 19.3 413 42.1 <.0001 
 Nurse 924 46.0 783 76.2 141 14.4 <.0001 
 Others 473 23.6 46 4.5 427 43.5 <.0001 

Type of practice        

 Hospital without 

ICU 

899 44.8 289 28.1 610 62.2 <.0001 

 Hospital with 

ICU 

1109 55.2 738 17.9 371 37.8 <.0001 

Experience in the field 

(years) (Mean (SD)) 

11.0 (15.8) 7.1 (18.7) 15.1 (10.4) <.0001 

Intrusion (Mean (SD)) 10.2(3.8) 10.7(3.3) 9.6(4.1) <.0001 

Avoidance(Mean(SD)) 14.4(4.6) 14.6(4.3) 14.2(4.9) <.0001 

Arousal(Mean (SD)) 10.8(3.6) 10.7(3.4) 10.8(3.7) <.0001 

Mood VAS (Mean (SD)) 5.7(2.3) 5.7(2.3) 5.7(2.2) <.0001 
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Table 2. Descriptive data including frequency and percentage for the health care professionals and 

severity of secondary traumatic stress and varying levels of optimism/pessimismusing Life 

Orientation Test-Revised 

. 

 

Variable Occupation p-value 

Total 

(2008) 

Doctor 

(n=611) 

Nurse 

(n=924) 

Others 

(n=473) 

STSS     <.0001 

 No STS 460 72 (11.8) 192 (20.8) 196 (41.4)  

 Mild STS 780 220 (36.0) 398 (43.1) 162 (34.3)  

 Moderate STS 346 129 (21.1) 174 (18.8) 43 (9.1)  

 High STS 195 74 (12.1) 84 (9.1) 37 (7.8)  

 Severe STS 227 116 (19.0) 76 (8.2) 35 (7.4)  

Intrusion (mean(SD))  11.7(3.7) 10.4(3.1) 7.8(3.9) <.0001 

Avoidance(mean(SD))  15.8(4.8) 14.4(4.0) 12.7(4.8) <.0001 

Arousal(mean(SD))  11.8(3.7) 10.3(3.2) 10.2(3.8) <.0001 

LOTR     <.0001 

 Low Optimism  

(High pessimism) 

226 67 (11.0) 86 (9.3) 73 (15.4)  

 Moderate  

Optimism 

1183 300 (49.1) 591 (64.0) 292 (61.7)  

 High Optimism  

(Low pessimism) 

599 244 (39.3) 247 (26.7) 108 (22.8)  

Mood VAS  5.8(2.2) 5.9(2.4) 5.2(2.0) <.0001 

Kindly mention tests used for the analysis



Table 3: Details of Regression model for STSS, LOTR and Mood VAS and its associated 

covariates selected through stepwise procedure. 

 

 

Parameter Estimates Standard Error Pr > |t| 

STSS 

Intercept  35.74231 1.134083 <.0001 

Age  -0.1168 0.023984 <.0001 

Occupation     

 Doctor 8.496866 0.611651 <.0001 

 Nurse 2.556519 0.678363 0.0002 

 OthersR    

LOTR 

Intercept  2.073996 0.027992 <.0001 

Occupation     

 Doctor 0.215693 0.037284 <.0001 

 Nurse 0.100247 0.034419 0.0036 

 OthersR    

Mood_VAS 

Intercept  5.226624 0.103963 <.0001 

Gender     

 Female -0.37377 0.13069 0.0043 

 MaleR    

Occupation     

 Doctor 0.678459 0.140597 <.0001 

 Nurse 0.953744 0.160338 <.0001 

 OthersR    

 

 

 

 

 

 


