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Purpose: This study’s objective was to measure secondary traumatic stress disorder among Saudi Arabian physiotherapists employed 
in the critical care, neurology, cardiology, pulmonology, and mental health fields. Also, to identify the factors related to secondary 
traumatic stress.
Methods: Between July 2021 and June 2022, a cross-sectional study involving physiotherapists from the critical care, emergency, 
neurology, cardiology, pulmonology, and mental health departments was carried out. Data were collected from the participants by 
using the validated Secondary Traumatic Stress Scale (STSS). Appropriate Statistical analysis (bivariate and multivariate) was carried 
using SPSS 21.0 software to analyse the data.
Results: We quantified the prevalence of secondary traumatic stress, among 201 healthcare professionals (physiotherapists) in total 
were assessed; of them, 23.4% worked in the medical/surgical and neurosurgical departments and 5% in the critical care and 
emergency departments. Twenty-four percent of the participants slept less than five hours each day, and 26.4% worked more than 
45 hours per week. Our study subjects had mild STS in 25.4% of cases, moderate stress in 15.9%, high STS in 15.9% and severe STS 
in 30.9% of cases. The intrusion score (mean = 11.65), avoidance score (mean = 5.5), arousal score (mean = 4.1) and total mean score 
of 42.50 of the STSS were significantly different across the age groups, marital status and years of experience of study participants. 
The regression analysis shows age groups and severe stress were independently related to the total STS scores.
Conclusion: The study has found out higher level of STS among physiotherapists which highlights the necessity for a variety of 
interventional programs to be implemented in hospital settings in order to enhance communication abilities, lessen emotional 
discomfort, and apply relaxing techniques.
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Introduction
Secondary Traumatic Stress (STS) Disorder is the natural consequent behaviors resulting from knowledge about 
a traumatizing event experienced by the other person. It is the stress resulting from helping or wanting to help 
a traumatized or suffering person.1 In health sector, healthcare personnel will come across the instances which cause 
them STS. STS leads to the development of symptoms of post-traumatic stress disorder after direct or indirect exposure 
to trauma. The symptoms of STS can negatively impact professionals of health care.2 The mental and psychological 
health of healthcare personnel is negatively impacted by working in the field.1–3 In high-morbidity disciplines including 
emergency and critical care,4,5 neurology,6–9 cardiology,10 pulmonology,11 and mental health,12–16 healthcare profes-
sionals (HCPs) are particularly susceptible to psychological impairment. HCPs who are caring for those patients may 
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experience comparable emotions after hearing about their suffering, discomfort, and concerns.17–19 Totally, 67.7% of 
doctors, 59.3% of emergency medical technicians, 53.8% of paramedics, 62.5% of health officers, 30% of nurses, and 
80% of anaesthesia technicians were affected by a trauma that someone they treated or cared for had experienced, 
according to a study on the association between secondary traumatic stress (STS) and occupation.20

Among HCPs caring for patients in emergency departments (EDs), STS disorder entails the emergence of symptoms 
connected to indirect exposure to trauma or post-traumatic stress disorder (PTSD). It happens among doctors and HCPs 
caring for patients with a range of health issues who are part of traumatized populations.17 HCPs’ health may be 
negatively impacted by STS symptoms because they are more likely to make careless professional judgments on their 
patients’ treatment, such as incorrect diagnosis, shoddy treatment planning, or even mistreatment of patients.17,21–24

It is necessary for the doctor to receive therapy for STS disorder if STS manifests as the typical PTSD symptoms.25 

Hypervigilance, intrusion, irritation, and avoidance/numbing are some of the symptoms of STS. Most critically, traumatic 
event-related symptoms can repeatedly recur in HCPs. It is connected with intrusion-associated clustering symptoms and 
can involve memories of past events as thoughts, perceptions, or visual representations.

Physical therapists (PTs) have also been found to have significant prevalence of Compassion Fatigue (CF) in several 
American, European, and Middle Eastern nations. Due to repeated exposure to second-hand trauma from the patients, 
physical therapists experience emotional and behavioural changes which leads to stress and compassion fatigue which 
include burnout and secondary traumatic stress.26–29 Acute care and rehabilitation, primary care, prevention, and public 
health are just a few of the specialties that physical therapists contribute to in today’s multidisciplinary healthcare 
teams.30 ED-PTs are in charge of treating patients with semi-urgent and non-urgent musculoskeletal problems. Patients 
are interviewed and examined, tests, including X-rays are ordered, diagnoses are made, relevant therapies are put into 
action, patients are referred for continuous management, and patient release is coordinated.31 As more PTs are employed 
in hospital EDs, they may also help with the care of patients with acute respiratory issues (by performing secretion 
clearing procedures, for example) or assist patients in their transition from ED discharge back into the community in an 
effort to reduce avoidable hospitalizations. Healthcare outcomes for patients treated by PTs in the ED have only been 
examined in a small number of research,32 but overall, the findings are favourable. Similar clinical outcomes (namely 
pain, function, and representation rate) among patients treated under the traditional ED model show that ED-PTs are 
capable of managing peripheral soft tissue injuries.33,34 PTs can help patients get started on the road to recovery early in 
the healing process after particular injury types.35 How far PTs advance along the compassion continuum may depend on 
their practice setting in addition to the degree of STS they have encountered. PTs may experience higher levels of STS if 
they live and operate in humanitarian emergencies such war zones,36 regions where there is civil instability,37 or 
catastrophe zones.38 However, there is a lack of information on the prevalence of STS among PTs who toil away 
treating debilitating conditions like Parkinson’s disease, muscular dystrophy, arthritis, and other bone diseases, as well as 
progressive conditions like heart failure and cancer, and who spend hours with patients and form strong bonds with them, 
particularly in the Middle Eastern nations like Saudi Arabia. It is important to accurately analyze STS dysfunction 
depending on occupation rather than from a general standpoint of all HCPs. It is necessary to establish suitable planning 
parameters, for which fundamental facts are needed from each setup.

This study focused on investigating the STS among PTs working in critical care, emergency, neurology, cardiology 
and pulmonology departments in Saudi Arabia. Managers and organizations who want to support clinician skill 
development and use STS management methods may find our study to be helpful. The study might improve knowledge 
of the difficulties and constraints faced by PTs in the ED.

Materials and Methods
Ethical Considerations
The Institutional Review Board of Princess Nourah bint Abdulrahman University’s Ethical Committee granted permis-
sion to conduct the study (IRB Approval # HAP-01-R-059). All PTs who accepted to take part in the study provided 
written informed consent, and their information was kept private. Also our study complies with the declaration of 
Helsinki.
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Participants and Study Design
Between July 2021 and June 2022, PTs who worked in high mortality speciality departments, such as the emergency, 
critical care, neurology, pulmonology, and cardiology departments, participated in this cross-sectional study. PTs received 
invitations to participate in the study via email and WhatsApp. The email ids of PTs were obtained from the human 
resources department of their hospitals. A link to a Google Form-based online survey that collected demographic data 
and evaluated levels of STS dysfunction was sent to those who accepted to participate.

Survey Structure and Questions
There were two components to the survey. Questions about demographic information, such as age, gender, nationality, 
occupational state, marital status were included in the first portion. Additionally, it included questions on the PTs’ 
employment and experience, including their current department of practice, years of experience, number of hours worked 
each week, number of hours slept each day, and degree of felt job stress.

The STS scale was used in the second section to assess STS dysfunction. The reliability of this scale in this study was 
found to be high with Cronbach’s alpha coefficient of 0.923.

Sample Size
Based on the descriptive results of a pilot study of 10 subjects the sample size for the main study was calculated with 
a prevalence of STS as 20%, with a precision of ±6% at 0.05 level of significance and assuming 20% non-response a total 
of 205 subjects were targeted. But a total of 201 subjects were responded, of which 156 (77.6%) were female and 45 
(22.4%) were male subjects.

Secondary Traumatic Stress Scale (STSS)
A 17-item self-administered questionnaire called the STSS is used to gauge how frequently STS symptoms occur.39 

Participants are asked to rate how frequently they encountered each of the 17 symptoms over the course of the previous 
seven days on a five-point scale ranging from “never” to “very often” (0 = Never, 1 = Rarely, 2 = A Few Times, 3 = Somewhat 
Often, 4 = Often, and 5 = Very Often). The 17 items were created to evaluate the intrusion, avoidance, and arousal subscales.

Based on the scoring instructions for the scale, the STSS was manually scored.40 A higher score denotes a higher 
frequency of symptoms, and the total score was derived by adding the item scores. A score of less than 28 indicated little 
or no STS in the person. Participants who received a score between 28 and 37 had mild STS. Participants who had 
a score of 38 to 43 had moderate STS. A person had high STS if their score fell between 44 and 48, and severe STS if it 
reached 49 or above. Items 2, 3, 6, 10, and 13 were added together to determine the incursion score. The arousal score 
was obtained by adding items 4, 8, 11, 15, and 16 to the avoidance score, which was derived by adding items 1, 5, 7, 9, 
12, 14, and 17.

Statistical Analysis
The statistical program SPSS 26.0 (IBM Inc., Chicago, USA) was used to analyze the data. The quantitative variables 
(scores of the three factors and total score of all items of the secondary traumatic stress scale) and categorical responses 
of sociodemographic and professional characteristics were described using descriptive statistics (mean, standard devia-
tion, frequencies, and percentages). To compare the means of the three factors (Intrusion, Avoidance, and Arousal) and 
the overall mean score of all items of the secondary traumatic stress scale across the demographic professional 
characteristics of subjects that had two and more than two categories as well as across the four categories of stress 
level that were reported by the study subjects, we used the Student’s t-test for independent samples and one-way analysis 
of variance followed by Tukey’s post hoc test. Multiple linear regression was used to identify the independent variables 
related to the total STS scores (dependent variable). Dummy variables were created for the categorical independent 
variables. Coefficient of variability (R-square) and regression coefficients were used to report the significance of the 
model and the independent variables. To report the results’ statistical significance, a p-value of = 0.05 was employed.
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Results
Table 1 displays the demographic characteristics and other information of the 201 participating subjects. According to the 
study participants’ subjective assessments of their job-related stress levels, 13.9% of them experienced severe stress, 5% 
had no stress, and the rest participants experienced mild to moderate stress. The mean values of the 17 items on the 
secondary traumatic stress scale are shown in Table 2, with the minimum mean value related to the item “I had disturbing 
dreams about my work with clients” and the maximum mean value related to the item “I felt discouraged about the 
future.” The mean values of these 17 items range from 1.95 to 2.95.

In Table 3, the mean values of the three factors (intrusion, avoidance and arousal) scores and the scale’s overall score 
are displayed. And the prevalence of STS level indicates that 30.3% of subjects had severe STS, 15.9% of them high and 
moderate STS, 25.4% had mild STS and only 12.4% of them had little or no STS.

The comparison of mean values of three factors (Intrusion, Avoidance & Arousal) and the total score of STS scale 
shows high statistical significant difference in the mean values of these three factors and total score in relation to the age 
groups, nationality, marital status and years of experience. For nationality, Non-Saudi subjects were having higher mean 
values of three factors and total score when compared with the mean values of Saudi subjects. And for marital status, 

Table 1 Socio-Demographic Characteristics of Study Subjects (n = 201)

Variables Characteristics No. (%)

Age groups 23–30 149 (74.1)
31–40 34 (16.9)
41–50 13 (6.5)

51–60 5 (2.5)

Gender Male 45 (22.4)
Female 156 (77.6)

Nationality Saudi 82 (40.8)
Non-Saudi 119 (59.2)

Marital status Single 124 (61.7)
Married 72 (35.8)
Divorced 5 (2.5)

Department Critical care and Emergency 10 (5.0)
Medical/Surgical & Neuro surgery 47 (23.4)

Others 144 (71.6)

Working hours per week <40 86 (42.8)
40–45 62 (30.8)
>45 53 (26.4)

Years of Experience <5 120 (59.7)
5–10 45 (22.4)

11–15 18 (9.0)
16–20 11 (5.5)

>20 7 (3.5)

Sleeping hours <=5 41 (20.4)
6 61 (30.3)
7 62 (30.8)

≥8 37 (18.4)

Job related Stress level (study subject’s response) No stress 10 (5.0)

Mild stress 59 (29.4)

Moderate stress 104 (51.7)
Severe stress 28 (13.9)
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divorced subjects were having higher mean values of three factors and total score of STS scale when compared with the 
mean values of subjects who were single and married. The corresponding p-values can be seen in Tables 4 and 5. The 
post-hoc test indicated that the mean values of three factors and total score were significantly higher in younger age 
groups (23–30 and 31–40) when compared with the two other age groups (41–50 and 51–60) and significantly higher in 
subjects who had lower years of experience (<5, 5–10 and 11–15) when compared with the subjects who had higher years 
of experience (16 −20 and >20). In relation to the gender, female subjects were having higher intrusion mean value when 
compared with male subjects (p = 0.037) and no significant difference between male and female subjects for mean values 
of Avoidance and Arousal and total mean score of STS scale. Also, there was no statistically significant difference in the 
mean values of three factors (intrusion, avoidance and arousal) and total score of STS scale in relation to the individuals’ 
departments, working hours per week and sleeping hours (Tables 4 and 5).

When the study subject’s subjective response to the four categories of stress level of their job was compared to the 
mean values of the three factors (Intrusion, Avoidance, and Arousal) and the total scores of the secondary traumatic stress 

Table 2 Descriptive Statistics of Study Subject’s Responses Towards 17 Items of 
Secondary Traumatic Stress Scale

Items of Scale Mean (Sd.,)

1. I felt emotionally numb 2.62 (1.0)

2. My heart started pounding when I thought about my work with clients 2.23 (0.97)

3. It seemed as if I was reliving the trauma(s) experienced by my client(s) 2.35 (1.05)
4. I had trouble sleeping 2.64 (1.05)

5. I felt discouraged about the future 2.95 (1.16)

6. Reminders of my work with clients upset me 2.45 (1.11)
7. I had little interest in being around others 2.53 (1.11)

8. I felt jumpy 2.39 (1.07)
9. I was less active than usual 2.86 (1.10)

10. I thought about my work with clients when I did not intend to 2.67 (1.00)

11. I had trouble concentrating 2.69 (1.10)
12. I avoided people, places, or things that reminded me of my work with clients 2.24 (1.14)

13. I had disturbing dreams about my work with clients 1.95 (0.99)

14. I wanted to avoid working with some clients 2.75 (1.18)
15. I was easily annoyed 2.44 (1.08)

16. I expected something bad to happen 2.35 (1.20)

17. I noticed gaps in my memory about client sessions 2.38 (1.06)

Note: Adapted from Bride BE, Robinson MM, Yegidis B, Figley CR. Development and validation of the secondary 
traumatic stress scale. Res Soc Work Pract. 2004;14(1):27–35. doi:10.1177/104973150325410639

Table 3 Distribution of Prevalence of STS Level and 
Descriptive Statistics of Total Score and 3 Factors of 
STS Scale Among the Study Subjects (n = 201)

Outcome Variables No. (%) Mean (Sd.,)

STS level

<=27 (Little or No STS) 25 (12.4)

28–37 (Mild STS) 51 (25.4)
38–43 (Moderate STS) 32 (15.9)

44–48 (High STS) 32 (15.9)

≥49 (Severe STS) 61 (30.3)
Intrusion score 11.65 (3.7)

Avoidance score 18.33 (5.5)

Arousal score 12.52 (4.1)
Total score 42.50 (12.3)
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Table 4 Comparison of Mean Values of 3 Factors Scores of Secondary Traumatic Stress Scale Across the Socio-Demographic 
Characteristics of Study Subjects

Variables Characteristics Intrusion Avoidance Arousal

Mean (Sd) p-value Mean (Sd) p-value Mean (Sd) p-value

Age groups 23–30 12.22 (3.5) <0.0001 19.32 (5.1) <0.0001 13.15 (3.9) <0.0001
31–40 10.79 (3.8) 17.00 (5.8) 11.56 (4.3)

41–50 8.38 (2.1) 12.08 (4.1) 8.85 (2.7)
51–60 8.80 (3.5) 14.0 (5.8) 10.0 (4.2)

Gender Male 10.64 (3.7) 0.037 17.56 (6.4) 0.289 12.22 (4.6) 0.576
Female 11.94 (3.6) 18.55 (5.3) 12.61 (3.9)

Nationality Saudi 10.68 (3.9) 0.002 17.05 (6.0) 0.006 11.62 (4.1) 0.009
Non-Saudi 12.31 (3.4) 19.21 (5.0) 13.14 (3.9)

Marital status Single 12.08 (3.6) 0.020 19.22 (5.2) 0.009 13.31 (3.9) 0.001
Married 10.75 (3.5) 16.74 (5.5) 11.11 (3.9)

Divorced 13.80 (6.1) 19.20 (6.18) 13.20 (6.02)

Department Critical care and Emergency 10.00 (3.3) 0.271 14.80 (3.9) 0.073 10.50 (3.2) 0.185
Medical/Surgical & Neuro surgery 12.06 (4.1) 19.19 (6.5) 13.09 (4.6)

Others 11.63 (3.5) 18.29 (5.2) 12.48 (3.9)

Working hours per week <40 9.65 (2.7) 0.365 14.24 (4.5) 0.122 10.12 (3.5) 0.498
40–45 10.33 (4.2) 16.03 (5.5) 11.26 (3.9)
>45 11.36 (3.8) 17.95 (6.4) 11.45 (3.7)

Years of Experience <5 12.28 (3.6) 0.002 19.43 (5.1) <0.001 13.19 (3.9) 0.002
5–10 11.53 (3.4) 17.87 (5.6) 12.29 (4.3)

11–15 10.78 (4.4) 17.17 (6.1) 12.11 (3.9)

16–20 8.82 (1.7) 14.00 (3.7) 9.00 (2.4)
>20 8.29 (3.2) 12.29 (5.6) 9.14 (3.9)

Sleeping hours <=5 11.63 (3.8) 0.169 17.68 (5.9) 0.777 13.29 (4.8) 0.406
6 11.28 (4.0) 18.51 (6.0) 12.30 (4.1)

7 11.31 (3.2) 18.21 (5.2) 12.02 (3.5)

≥8 12.84 (3.5) 18.95 (4.9) 12.89 (4.1)

Table 5 Comparison of Mean Values of Total Score of Secondary Traumatic Stress Scale Across the Socio- 
Demographic Characteristics of Study Subjects

Variables Characteristics Total Score

Mean (Sd.,) F-value/t-value p-value

Age groups 23–30 44.69 (11.5) 9.316 <0.0001
31–40 39.35 (13.0)

41–50 29.31 (7.5)

51–60 32.80 (13.1)

Gender Male 40.42 (13.8) −1.282 0.201
Female 43.10 (11.9)

Nationality Saudi 39.35 (13.1) −3.060 0.003
Non-Saudi 44.66 (11.3)

(Continued)
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scale, there was a statistically significant difference between the three factors’ mean scores (p = 0.002, p = 0.002, p = 
0.001, and p < 0.0001). In other words, compared to participants who reported being under moderate, mild, or no stress, 
subjects who reported being under severe stress had mean intrusion factor scores that were considerably higher. Intrusion 
factor mean values of subjects with moderate, mild, and no stress did not differ from one another according to the post- 
hoc test (p > 0.05). Additionally, when compared to mean scores of participants who replied with moderate, mild, or no 
stress, the mean value of avoidance factor scores among subjects who had responded as experiencing severe stress was 
statistically considerably greater. Additionally, the post-hoc test revealed no significant differences between the mean 
avoidance factor values of subjects with moderate, mild, and no stress (p > 0.05). And when compared to the mean score 
of respondents who replied with moderate, mild, or no stress, the mean value of arousal factor scores among subjects 
who had responded as having severe stress was statistically considerably greater. Furthermore, the post-hoc analysis 
revealed no significant differences in the mean arousal component values across subjects with moderate, mild, and no 
stress (p > 0.05). Additionally, when compared to the overall mean score of respondents who reported being under 
severe, moderate, or no stress, the mean value of the total score in the severe stress group was statistically considerably 
greater (p < 0.0001). Additionally, the post-hoc analysis revealed no significant difference between the mean total scores 
of subjects with moderate, mild, and no stress (p > 0.05) (Table 6).

Table 5 (Continued). 

Variables Characteristics Total Score

Mean (Sd.,) F-value/t-value p-value

Marital status Single 44.61 (11.5) 5.919 0.003
Married 38.60 (12.1)
Divorced 46.20 (21.9)

Department Critical care and Emergency 35.30 (9.7) 2.257 0.107
Medical/Surgical & Neuro surgery 44.34 (14.3)

Others 42.40 (11.6)

Working hours per week <40 42.50 (11.4) 2.045 0.132
40–45 40.35 (12.5)
>45 45.00 (13.3)

Years of Experience <5 44.89 (11.6) 5.797 <0.0001
5–10 41.69 (12.5)

11–15 40.06 (13.1)
16–20 31.82 (6.8)

>20 29.71 (12.2)

Sleeping hours <=5 42.61 (13.8) 0.531 0.662

6 42.08 (13.2)

7 41.53 (10.9)
≥8 44.68 (11.5)

Table 6 Comparison of Mean Values of 3 Factors and Total Score of Secondary Traumatic Stress Scale in Relation to the Job-Related 
Stress Levels of Study Subjects

Job Related Stress Level 
(Study Subject’s Response)

Intrusion Avoidance Arousal Total Score

Mean (Sd.,) p-value Mean (Sd.,) p-value Mean (Sd.,) p-value Mean (Sd.,) p-value

No stress 11.40 (2.8) 0.002 18.00 (4.8) 0.002 11.20 (2.7) 0.001 40.60 (9.7) <0.0001

Mild stress 10.85 (3.3) 17.12 (5.2) 11.86 (3.7) 39.83 (11.4)
Moderate Stress 11.49 (3.6) 18.08 (5.4) 12.27 (3.9) 41.84 (11.9)

Severe stress 14.00 (4.0) 21.93 (5.6) 15.32 (4.7) 51.25 (13.2)
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Multivariate Analysis
The multiple linear regression analysis was carried out, with STS total scores as dependent variables and the bivariate 
significant variables: age groups (23–30, 31–40,41–50, 51–60); Nationality (Saudi & Non-Saudi), Marital status (Single, 
married and divorced); Years of experience (<5, 5–10, 11–15, 16–20 and >20) and study subject subjective response 
towards their job-related stress level (no stress, mild stress, moderate stress and severe stress) as independent variables in 
the model. The step-wise regression analysis at step3 shows Age groups (23 to 30 and 31 to 40) and stress level (severe) 
are statistically significantly related to the total STS scores. That is, the total STS scores on average increases by 14.755 
and 9.282 units in subjects of age group 23 to 30 years and 31 to 40 when compared with subjects of 41 to 50 years 
which is highly statistically significant (p < 0.0001). And the total STS scores on average increase by 10.531 units in 
subjects who expressed as having severe stress when compared with the subjects who had expressed as having no stress, 
which is highly statistically significant (p < 0.0001). The model provides an R-square value of 0.244, which indicates 
24.4% of change in total STS scores were explained by these three independent variables (Table 7).

Discussion
This study examined STS and the potential trauma or distress that physical therapists working in critical care, emergency, 
neurology, cardiology, and pulmonology departments may experience. PTs are exposed to a variety of stress and trauma- 
related phenomena that can harm and upset them emotionally. The study has found the prevalence of severe STS level, 
subjective opinion of their stress level, total STS score and the factors independently associated with STS. As per the study 
subject’s subjective opinion, only 5% of the participants in our study reported no stress, compared to 13.9% who reported 
severe stress and the remaining 81.1% who reported to have mild to moderate stress level of their job. But the prevalence of 
STS using the scale, it was found that 30.3% of them had severe STS, 12.4% had little or no STS and the remaining 57.2% of 
them had mild to high STS. This shows that PTs and other emergency healthcare workers (HCWs) still have high STS levels.

Their capacity to manage and carry out their responsibilities to the best of their abilities may be diminished by STS.17,21 

A study by Li et al41 found that STS has a detrimental effect on both medical and non-medical workers, including PTs. 
Additionally, it has a more significant impact on non-frontline medical professionals than it does on front line medical personnel.41

In a study conducted by Orru et al during the COVID-19 outbreak with participants from 45 different nations, STS 
prevalence was observed to be 47.5% in frontline HCWs and 30.3% in other units.42 Research by Duffy et al43 and 
Dominguez-Gomez et al44 on emergency nurses revealed that STS prevalence rates were 64% and 33%, respectively, 
prior to the COVID-19 pandemic. We believe that spending more than a year on the front lines, while unsure of when 
things may change, is detrimental to the psychological health of emergency HCPs, given that only 5% of the participants 
in our study showed no symptoms of STS, and the remaining 95% had severe to moderate STS symptoms. To 

Table 7 Stepwise Multiple Linear Regression Analysis for Relationship Between the Total Score of Secondary Traumatic Stress Scale 
and Independent Variables

Model Variables Unstandardized 
Coefficients

Standardized 
Coefficients

t-value p-value 95.0% Confidence  
Interval for B

B Std. Error Beta Lower Bound Upper Bound

1 (Constant) 36.212 1.636 22.136 <0.0001 32.986 39.437
Age groups(23to30) 8.480 1.900 0.302 4.463 <0.0001 4.733 12.226

2 (Constant) 34.605 1.600 21.632 <0.0001 31.451 37.760
Age groups(23to30) 8.685 1.813 0.309 4.791 <0.0001 5.110 12.259
Job related Stress (Severe) 10.442 2.293 0.294 4.554 <0.0001 5.920 14.963

3 (Constant) 28.523 2.631 10.840 <0.0001 23.333 33.712
Age groups (23to30) 14.755 2.758 0.525 5.349 <0.0001 9.316 20.195

Job related Stress (Severe) 10.531 2.252 0.296 4.677 <0.0001 6.090 14.971

Age groups (31to40) 9.282 3.221 0.283 2.881 0.004 2.929 15.634
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compensate and lessen their stress levels, emergency HCPs need quick financial and professional assistance. By doing so, 
they will be able to provide great healthcare, including PTs in the ED. Numerous studies, such as a systematic review and 
meta-analysis, have revealed that during a pandemic like COVID-19, HCPs, especially PTs, suffer from significant levels 
of stress-related disorders, like anxiety, depression, insomnia, and hopelessness because they must rehab infected 
patients, which is labour-intensive.17,19,22 The mean STS score of all items in this study was found to be 42.50 which 
is very close to STS mean of 41.19 as reported by Oginska and Michalska and they had concluded that STS is positively 
associated with job burnout.45 In other study by Kintzle et al had obtained a mean STS score of 30.76 among military 
primary and mental health care providers, which is much less than the present study mean score22 In that study the 
authors had listed out the various factors such as Education level and experience of study subjects which were 
contributed to the lower levels of STS. In our study also, the STS scores are lower in subjects whose working experience 
years increases.

The results of the current study showed that there were significant differences between the mean total STSS scores for 
the age groups of 23–30 and 40–50 years (p > 0.05). The fact that freshly employed, young HCPs or PTs with little 
psychological training are usually assigned to frontline services may be a contributing factor in their high incidence of 
STS. The results of the study demonstrate a connection between good physical health and good mental health in addition 
to the wisdom that comes with age and experience.44 The STS scores for the age groups of 40–50 and 50–60 in our study 
were not significant as a result. Robert et al’s study, which found that psychological resilience increases with age and 
becomes stronger to handle such circumstances, provided additional substantial evidence for this.46 The fact that mean 
scores are statistically significantly higher when comparing workers with 5, 5–10, and 11–15 years of experience when 
compared to their colleagues with 16–20 and >20 years of experience demonstrates that HCPs with more than 20 years of 
experience in the healthcare industry are more psychologically resilient.40 Additionally, there were statistically significant 
variations in the mean total STSS scores among the other research participants’ characteristics, like marital status. 
Married HCPs (including PTs) may be more emotionally strong due to their spouse’s support.

Participants in the four age groups gave responses that exhibited signs of intrusive thoughts, avoidance as a coping 
mechanism, and alertness in the presence of environmental signals. The results show that PTs aged 23–30 years and 30– 
40 years have higher levels of STS than PTs in other age groups (40–50 years and 50–60 years). Studies on STS among 
doctors and nurses during the COVID-19 pandemic done in India showed that younger HCPs also exhibited high STS as 
a result of their close contact and involvement with pandemic-related activities and patients.46,47 Despite the lack of 
comparable data for the pandemic and STS among HCWs in Saudi Arabia, other regional studies have found a relation 
between STS and the careers of HCPs such doctors, nurses, and other healthcare professionals.48,49 Research on STS also 
demonstrates that it can affect how HCPs interact with their partners and kids as it develops. Serving traumatized patient 
populations with difficult conditions or trauma might cause them to experience considerable amounts of relationship 
discomfort.25–50 It can also have a detrimental effect on their productivity and affect their psychological well-being. It 
can also result in crippling disorders like despair and anxiety. HCPs may experience burnout and lowered morale over 
time, which might hinder their capacity to accomplish their desired objectives. Studies have also demonstrated the 
emotional and psychological ties that carers and patients have.39

The first drawback of our study is that it only included HCWs, namely PTs working in EDs, and it used a cross- 
sectional study design. Second, the method of participant recruitment (a Google form disseminated on social media) may 
have biased the results by over representing tech-savvy people. Third, the limited sample size makes it difficult to extend 
the results to the total population of HCWs, particularly PTs. Fourth, the pandemic situation, which has increased the 
workload and sparked safety concerns, may have had an impact on the levels of STS and the overall STSS ratings.

Conclusions
There is strong evidence that HCWs, particularly PTs, who work in the emergency, critical care, neurology, cardiology, 
pulmonology, and mental health departments experience STS problem. STS levels were greater in the age categories of 
23 to 30 and 30 to 40, besides who have less years of years of experience and reported to be under severe stress level of 
their job. By creating a happy environment in the hospital, HCWs might be alleviated of their mental and emotional 
stress. In order for HCWs to be motivated, resilient, and able to change their thinking toward beneficial parts of 
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managing their patients with compassion and care, it is vital to relieve them of their emotional, cognitive, and physical 
pain.
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