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PTSD symptoms and coping mechanism of nurses in Poland
before the COVID-19 pandemic. A cross-sectional study

Abstract

Introduction. Secondary traumatic stress (STS) is a consequence of the indirect experience of trauma. The symptoms of STS
are similar to those experienced by people who directly experience traumatic events in the form of posttraumatic stress disorder

(PTSD).

Aim. The aim of the study was to determine the frequency of the symptoms of PTSD and to establish the role of coping strate-
gies in the development of PTSD symptoms among Polish nurses. The study was conducted before the COVID-19 pandemic.

Material and methods. The study was conducted in the Podkarpackie Province (Poland) in clinical hospitals and hospital out-
patient clinics. The results of studies conducted among 509 nurses were analyzed. The mean age of the respondents was 35 years,
and the mean work seniority was 11 years. The IES-R scale and Mini-COPE were used in the study.

Results. At least moderate PTSD symptoms were found in 42.4% of the surveyed nurses. The results showed that maladaptive
stress coping strategies played a major role in the development of PTSD symptoms in the group of nurses.

Conclusion. Nurses are a professional group exposed to a high risk of traumatic encounters that may result in PTSD/STS,
therefore this professional group should be targeted at prophylactic programs and training in dealing with traumatic stress.
The COVID pandemic and the related restrictions, organizational chaos, constant fear and a sense of danger are serious traumatizing
factors and can seriously contribute to the increase in stress disorders among nurses and other medical professionals.
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INTRODUCTION

Nursing profession is undoubtedly associated with a high
level of occupational stress and an increased risk of burnout.
Another negative consequence of stress experienced at work
is the so-called secondary traumatic stress (STS; STSD — sec-
ondary traumatic stress disorder). This term refers to a set
of symptoms occurring in those who have had contact with
people who have directly experienced trauma or suffering.
The symptoms of STS are similar to those experienced by
people who directly experience traumatic events, in the form
of posttraumatic stress disorder (PTSD). They include, first
of all, intrusive persistent thoughts related to the event (intru-
sion), avoidance of stimuli related to trauma and symptoms
of increased psychophysiological hyperarousal manifested by
difficulty falling asleep, outbursts of anger, or increased alert-
ness. STS can be detrimental not only to the mental and physi-
cal health of medical personnel, but also negatively affect
the efficiency and quality of patient care [1,2].

AIM

The aim of the study was to determine the frequency of the
symptoms of post-traumatic stress disorder and to determine
the role of coping strategies in the development of PTSD symp-
toms among Polish nurses. The study began when the first cas-
es of infection with SARS-COV?2 virus appeared in Europe.
At that time, the medical staff in Poland was not aware of the
threat that they would face soon after. Since then, medical
staff, including nurses, experienced unprecedented levels of
workload and pressure [3]. The COVID-19 pandemic is an ex-
traordinary and unpredictable situation for Polish nurses, high-
ly stressful, requiring even greater involvement of resources
and coping strategies than usual. The Polish health care system
was not sufficiently prepared for the pandemic, shortage of
procedures, systemic and organizational solutions, necessary
specialist equipment, even personal protection equipment was
observed. The change of the current organization and working
conditions was a highly stressful factor for nurses and other
medical personnel. In addition, fear of an unknown pathogen,
lack of knowledge about transmission of infection, fear for the
health of oneselfand the loved ones, as well as misunderstanding
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on the part of patients and intensification of aggressive be-
haviour towards medical personnel were observed. Nurses
had to deal with a very serious, highly traumatizing situation,
which, according to the authors, may increase the likelihood of
negative psychological consequences, including PTSD or the
burnout syndrome, to which, generally, this professionals are
already vulnerable [4].

MATERIAL AND METHODS

Participants

The survey included professionally active nurses working
in randomly selected hospital wards and outpatient clinics in
clinical hospitals in the Podkarpackie Province. The inclusion
criteria was a minimum of 4 weeks of work experience. The
study was conducted in January and February 2020. Initially,
600 questionnaires were distributed. Finally, 509 correctly
completed questionnaires were qualified for the study. The
number of 91 questionnaires was rejected due to an incorrectly
completed ones, missing answers in the questionnaire or with-
drawing consent to participate in the study. The allocation to
the group is presented in the Flow Chart diagram (Figure 1).

Screened prior to eligibility
assessment(n=600)

Bxcluded (n=0)

‘ Assessed for eligibility (n=600)

Excluded (n=91)
Reasons: incomplete surveys (n=82);

patients duringthe study refused to join the study

(n=9)

Randomized (n=509)

Allocation

Allocated to intervention (n=509) ‘

Received allocated intervention (n=509)
Did not receive allocated (n= 0}

Follow-Up

Lost to follow-up (give reasons) (n=0)
Discontinued intervention (n=0}

Assessment

| Assessed for objective (n=509) |

FIGURE 1. Flow Chart diagram.

The survey was anonymous. The respondents were in-
formed about the purpose of the study and the possibility of
withdrawing from participation at any time. Correct complet-
ing the questionnaire and returning it to the investigator was
tantamount to consenting to participate in the study. The mean
time of completing the questionnaire was approx. 15 minutes.

A calculator was used to calculate the minimum (required)
number of people in the sample. The sample size for the finite
population is: 384 (maximum error 5%, significance level (a)
0.05). The size of the population was estimated based on the data
of the Supreme Chamber of Nurses and Midwives, as of Decem-
ber 31,2019 on 257.833 employed nurses and midwives [5].

Methods

The study used The Impact of Event Scale-Revised (IES-R)
andtheInventoryofCopingOrientationtoProblems Experienced
(Mini-COPE). A socio-demographic questionnaire was also
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used, containing questions about socio-demographic data
(gender, age, marital status, the fact of having children, educa-
tion, work seniority and place of work).

The Impact of Event Scale (IES), developed by Weiss and
Marmar, consists of 22 statements that describe various ex-
periences related to a traumatic event. The intensity and fre-
quency of experiences and symptoms were defined on a scale
from 0 (not present at all) to 4 (definitely present). The scale
takes into account three dimensions of PTSD: intrusion, hy-
perarousal and avoidance. The Polish version of the scale has
satisfactory psychometric parameters — Cronbach’s alpha in-
dex for the entire scale is 0.92 [6].

The Mini-COPE Inventory is an abbreviated version of the
Multidimensional Coping Inventory — COPE. The question-
naire consists of 28 statements included in 14 strategies of
coping with stress, including: active coping, planning, positive
re-evaluation, acceptance, sense of humor, turning to religion,
seeking emotional support, seeking instrumental support, self-
distraction, denial, venting, substance use, behavioural disen-
gagement and self-blame. A subject responds to each statement
on a scale from 0 (I almost never do so) to 3 (I almost always
do so). Each of the 14 coping strategies is assessed separately.
The higher the score, the more often the subject uses the given
strategy. The obtained parameters are satisfactory, the half-
time reliability for 14 scales is 0.86 [7].

Ethics statement

The study was approved by the institutional Bioethics Com-
mittee (Resolution No. 6/04/2012) and by all appropriate admin-
istrative bodies. The study was conducted in accordance with
ethical standards laid down in the Declaration of Helsinki and
in Polish national regulations. The study was conducted accord-
ing to the Strengthening the Reporting of Observational Studies
in Epidemiology (STROBE) criteria (Supplementary material 1).

Statistical methods

The collected research material was statistically elaborated
using the IBM SPSS Statistics (v.25) statistical package.

Quantitative variables are described by means of the mean,
standard deviation, median, upper and lower quartile as well
as minimum and maximum values. In the case of qualitative
variables, the number and percentage of the indicated catego-
ries were given. Appropriate statistical procedures were used
to verify the hypotheses. The normality of the data distribu-
tions was checked using the Shapiro-Wilk test. Two groups
were compared with the Mann-Whitney U test also referred to
as the Wilcoxon-Mann-Whitney test. Kruskal-Wallis one-way
analysis of variance by ranks was used to compare more than
two independent groups. Pearson product-moment correlation
coefficient or Spearman’s rank-order correlation coefficient
were used to determine the correlation between the variables.
The obtained results of the analysis were considered statisti-
cally significant at the level of p<0.05.

RESULTS

The study enrolled 509 nurses (493 female and 16 man),
aged from 22 to 59 (average age 35), with work seniority from
half a year to 40 years (average work seniority 11 years).

Most of the surveyed nurses graduated from post-secondary
medical school (56.8%), 26.3% completed higher education
at BSc level (36%), and 16.9% graduated from MSc studies.
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More than half of the nurses were married at the time of par-
ticipation in the study (58.9%). One-third of the respondents
were single persons. Half of the respondents had children
(50.1%).

The study was conducted among nurses working at the in-
tensive care unit (18.5%), cardiac surgery (13.2%), psychia-
try (6.9%), internal diseases (8.4%), paediatrics and hospital
emergency department (9, 6%) and among nurses employed
in hospital outpatient clinics for adults (29.1%) and children
(14.3%). For statistical purposes, at a later stage of the analy-
sis, the respondents were divided into two groups according to
the place of employment: hospital departments (56.6%) and
hospital outpatient clinics (43.4%). Table 1 shows socio-de-
mographic characteristics of the 509 participants.

TABLE 1. Characteristics of nurses (N=509)

Characteristics Count %
Age, years 34,65 mean (10,18) SD
Gender
Male 493 96.9
Female 16 3.1
Place of residence
City 297 58.3
Village 212 41.7
Marital status
Married 300 58.9
Single 181 35.6
Divorced 13 2.6
Widowed 15 29
Having children
Yes 255 50.1
No 254 49.9
Education
Post-secondary school 289 56.8
Bachelor’s degree 134 26.3
Master’s degree 86 16.9
Average professional seniority in yrs 11,24 mean (10,44) SD
Workplace
Hospital departments 288 56.6
ICU 94 18.5
Cardiac surgery 67 13.2
Psychiatry 18 3.6
Internal diseases 43 8.4
Paediatrics 17 33
Emergency department 49 9.6
Hospital outpatient clinics 221 43.4
Adults 148 29.1
Children 73 14.3

One-fourth of the surveyed nurses declared that they had
experienced one traumatic event (36.5%) connected with their
professional work. Half of them declared that there were sev-
eral or a dozen such events (50.3%). The remaining 21.2% of
the respondents claimed that there was no such event in their
professional work.

The subjects were asked for an answer on factors related
to traumatic events (a multiple choice question). The most
common factors related to traumatic events mentioned by the
respondents were: patient’s death, cardiopulmonary resuscita-
tion and the threat to life or health of other people.

Assessment of the intensity of PTSD symptoms in the
group of surveyed nurses

At first, the distribution of numerical values of the measures
determined on the basis of the questionnaire was determined
using selected descriptive statistics for this purpose. On the
basis of numerical measures, people with at least moderate

Pol J Public Health, Vol. 131 (2021)

form of a given behaviour were identified — in accordance with
the recommendations from the literature - the numerical value
exceeded 1.5 points in them [6]. The number and percentage
share of these people in the entire group were given. Then,
the results of the comparative analysis of the IES-R question-
naire data were presented depending on the selected sociode-
mographic variables.

The mean score for the PTSD scale in the professional
group of nurses was 1.33.

A similar intensity of the results in each of three dimensions
of the scale makes the diagnosis more reliable (Table 2).

TABLE 2. Means and standard deviations of the IES-R results in the
study group PTSD

PTSD N M SD Min Max Ql Me Q3
Intrusion 509 134 1.05 0.00 388 025 125 213
Hyperarousal 509 129 1.03 0.00 386 021 129 2.00
Avoidance 509 136 1.02 0.00 3.86 029 143 214
Global score 509 133 099 0.00 3.82 039 136 2.09

M-mean, SD — standard deviation, Min — minimum value, Max — maximum value,
Q1 — lower quartile, Me —Median, Q3 — upper quartile

When assessing the results of the IES-R scale, it is advis-
able to adopt a cut-off value from which the results of the ex-
amined person can be considered indicative of the presence of
PTSD. The authors of the IES-R scale assumed the average
score of 1.5 for the general scale index as the borderline val-
ue, the result above this point can be indicative of PTSD. The
value of 1.5 points for the overall PTSD scale was exceeded
in every third person, i.e. moderate or high intensity of PTSD
symptoms was found in 42.4% of the surveyed nurses. On the
basis of the point values of the measures calculated from the
PTSD questionnaire, people with at least a moderate level of
individual symptoms were distinguished: over 42.8% of the
respondents were characterized by avoidance, 40.3% by intru-
sion, and 38.7% by hyperarousal (Table 3).

TABLE 3. PTSD symptoms intensity in the study group
Moderate to high

Low symptoms severity

PTSD symptoms severity

N % N %
Intrusion 304 59.7 205 40.3
Hyperarousal 312 61.3 197 38.7
Avoidance 291 57.2 218 42.8
Global score 293 57.6 216 424

The assessment of the influence of such socio-demograph-
ic factors such as gender, place of residence, marital status,
did not show any relationship between the above-mentioned
variables and the intensity of PTSD symptoms. However,
a statistically significant relationship between the fact of hav-
ing children and the severity of PTSD symptoms was observed
— people who have children show a higher level of PTSD
symptoms severity (p<0.001). A relationship was also found
in the case of the level of education — people with higher edu-
cation have a higher intensity of PTSD symptoms than peo-
ple with post-secondary education (p<0.1). There was also
a correlation between age, work seniority and the overall
PTSD score in the study group (p<001).
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Taking into account the work place of the surveyed nurses,
a statistically significant difference was found in the inten-
sity of PTSD symptoms between nurses working in hospital
departments and those employed in outpatient clinics. In the
group of hospital ward nurses, higher level of PTSD symp-
toms severity was found, both in the overall score (p<0.05)
and in its individual dimensions (Table 4).

TABLE 4. Means and standard deviations of the IES-R results in the
study group depending on the place of employment

hospital wards  outpatient clinics Statistics
PTSD
M Me SD M Me SD Z P
Intrusion 1.38 1.50 1.02 127 1.13 1.08 -1.387 0.045
Hyperarousal 132 129 1.01 125 1.14 1.06 -1.034 0.029
Avoidance 1.42 157 098 128 129 1.06 -1.505 0.031
Global score 1.38 148 096 127 123 1.03 -1.301 0.044

The respondents prefer positive ways of coping with stress,
i.e. active coping, planning, acceptance and seeking instru-
mental and emotional support. They use avoidance strategies
less often, e.g. denial, venting, behavioural disengagement.
The least common are the strategies of coping with stress
based on substance use and sense of humour.

Assessment of the impact of the stress coping strategies used
on the occurrence of PTSD symptoms in the study group

All stress coping strategies used by nurses, except for the one
based on a sense of humour, correlate positively with the occur-
rence of PTSD symptoms. The higher the intensity of symptoms,
the greater the preference for using selected methods of coping
with stress. A higher severity of PTSD occurs in people who, in a
difficult situation, use the strategies of denial, behavioural disen-
gagement or self-distraction i.e. maladaptive ways of coping with
stress. This dependence may indicate the ineffectiveness of these
strategies in the process of dealing with trauma. Of the adaptive
strategies of coping with stress, positive reframing correlates most
strongly with the severity of PTSD symptoms (Table 5).

TABLE 5. Correlation coefficients between coping strategies and posttraumatic stress disorder
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DISCUSSION

The discussed cross-sectional study showed that nurses
in Poland are exposed to a high risk of developing posttrau-
matic disorders in the form of PTSD. PTSD symptoms were
found to be at least moderate in 42.4% of the surveyed nurses.
The conducted research has shown that the severity of PTSD
symptoms is positively correlated with the strategies of denial,
self-distraction and behavioural disengagement. This means
that when faced with stress, the more often nurses take steps to
avoid a stressful situation, deny it, deal with something else to
avoid thinking about the stressful event or give up and discon-
tinue action, the greater the likelihood of symptoms of post-
traumatic stress disorder.

Nurses around the world are a professional group highly
exposed to the symptoms of post-traumatic stress disorder,
secondary trauma disorder and compassion fatigue, as already
demonstrated by the results of studies and meta-analyzes con-
ducted before the COVID-19 pandemics. Due to the COV-
ID-19 pandemic, the risk of post-traumatic stress disorder and
other stress disorders is predicted to increase [4]. First reports
from China [3,8,9], Singapore [10,11], Italy [12] and the USA
[13] are alarming that both in the general population and in the
group of medical staff there has been an increase in e.g. levels
of depression, anxiety, general stress, and high levels of PTSD
symptoms.

The problem of stress, both occupational and traumatic, and
its negative consequences concern nurses working in all hos-
pital wards, including specialist and primary health care [14].
A high level of secondary post-traumatic stress in nurses of
emergency departments, oncology, paediatric and hospice
nurses was noted i.e. in a meta-analysis by Beck [15]. A study
of psychiatric nurses in Iran found that they experienced mod-
erate PTSD symptoms [16]. According to Jacobowitz, most
studies define the prevalence of PTSD in the population of
psychiatric nurses at the level of 9-10% [17]. In a study by
Beck and Gable, 35% of nurses who worked in maternity units
showed moderate to high levels of
secondary post-traumatic stress [18].
According to Kellogg, secondary

PTSD post-traumatic stress disorder affected
MINI-COPE Intrusion Hyperarousal Avoidance Total more, tha.n half of the nurses surveyed.
Paediatric nurses, who most common-
! P r P r P ! P ly used coping with stress related to
Active coping 0.127 0.004 0.126 0.004 0.166 <0.001 0.145 0.001 emotional and instrumental support
Planning 0.134  0.002 0.166 <0.001 0.180 <0.001 0.166 <0.001 showed higher scores in terms of sec-
Positive reframing 0.184 <0.001 0229 <0.001 0275 <0.001 0237 <0.001 ondary post-traumatic stress. The de-
Acceptance 0.169 <0.001 0.170 <0.001 0.198 <0.001 0.186 <0.001 nial and behavioural disengagement
strategies were also associated with
Sense of humor 0.081 0.066 0.078 0.079 0.079 0.074 0.083 0.061 rateg

- — higher levels of PTSD symptoms [19].
Turning to religion 0.120  0.007 0.169 <0.001 0.157 <0.001 0.153 0.001 Tntensive care nurses are a group
Seeking of emotional support 0.084 0.059 0.105 0.017 0.134 0.002 0.111 0.012 particularly exposed to PTSD/STS.
Seeking of instrumental support  0.060  0.178  0.099 0.025 0.122 0.006 0.096 0.031 Working in these departments is espe-
Self-distraction 0239 <0.001 0224 <0.001 0264 <0.001 0252 <0.001 cially physically and emotionally de-
Denial 0259 <0.001 0271 <0.001 0265 <0.001 0276 <0.001 manding. The results of many studies
- conducted indicate that intensive care

Venting 0.180 <0.001 0.203 <0.001 0217 <0.001 0.208 <0.001 . .
nurses are at an increased risk of devel-
Substance use 0.151 0.001 0.157 <0.001 0.121 0.006 0.149 0.001 oping PTSD compared to nurses with
Behavioral disengagement 0.236 <0.001 0.223 <0.001 0.201 <0.001 0.230 <0.001 other specialties [20], In the group of
Self-blame 0212 <0.001 0213 <0.001 0.190 <0.001 0214 <0.001 1751CU nurses studied by Beck etal., as

many as 49% of nurses showed moder-
ate to severe secondary post-traumatic
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stress [16]. When it comes to 20.1% of Spanish ICU staff, they
experienced symptoms of PTSD. There were no differences in
PTSD results between ICU staff and staff in other paediatric
wards. Higher rates of burnout and PTSD developed after the
child died and/or conflicts with patients/families or colleagues.
About 30% of the variance in PTSD is predicted by frequent
use of the emotion-focused coping style and infrequent use of
the problem-focused coping style [21]. Mealer also indicated
high exposure of intensive care nurses to PTSD, and nurses with
a master’s degree in nursing were 18% more likely to develop
PTSD than those with a bachelor’s degree [22].

Another group that is particularly at risk of developing PTSD
symptoms are emergency department nurses [23]. In a study
conducted among Irish emergency department nurses, 67%
met the criteria for secondary post-traumatic stress disorder
[24]. Morrison and Joy found that 75% of selected emergency
nurses in Scotland reported at least one PTSD symptom in the
past week. Participants found that the factors contributing to this
were acute occupational stressors such as CPR and death. Strat-
egies such as positive reframing and social support have been
mentioned as beneficial tools for managing secondary post-
traumatic stress. However, barriers such as time and experience
have been found to hinder their widespread use [25].

The results of the studies and meta-analyzes presented in
the literature on the relationship between the applied coping
strategies and the severity of PTSD symptoms in the group
of health care workers are ambiguous [26]. The results of the
study conducted among Polish paramedics showed that people
with high intensity of PTSD symptoms significantly more of-
ten used avoidance strategies of coping with stress [27]. The
results of other studies conducted in a group of medical per-
sonnel confirm that people who use maladaptive coping strate-
gies have greater difficulties in processing information related
to trauma, which may aggravate PTSD symptoms [26].

The conducted research is associated with certain limita-
tions. This mainly concerns the cross-sectional nature of the
research. The studies did not analyze whether the studied nurs-
es had experienced any traumatic events, including those of
a personal nature. According to the literature data, such events
may have an impact on the level of negative effects result-
ing from experienced stress at work. Due to the multifactorial
conditions of the PTSD phenomenon, more extensive research
would be advisable, taking into account the simultaneous in-
fluence of both external and subjective factors. The study did
not include post-traumatic growth (PTG), i.e. positive changes
in connection with trauma [28]. This creates opportunities for
the preparation of new research projects.

Regardless of the formulated limitations, the obtained re-
sults bring new content in terms of the negative consequences
of experienced stress in the group of nurses. Moreover, they
can be useful for practitioners, especially those working in
crisis intervention. The discussed study, conducted before the
COVID-19 pandemic, showed that Polish nurses are a pro-
fessional group particularly exposed to the development of
PTSD. Representatives of other medical professions are also
at risk, including paramedics [27,29].

The current situation of COVID-19 pandemics suggests
that the severity of PTSD symptoms among health care work-
ers in Poland will increase. Polish nurses, like doctors, para-
medics and other medical workers who struggle with the Coro-
navirus disease, do not have sufficient prevention of stress and
stress disorders. Also in the pre-COVID-19 pandemic days,
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training of coping with stress and work-related stress manage-
ment skills for healthcare professionals were a rare practice.
Although the content related to coping with stress, stress dis-
orders and burnout is implemented in the education of medi-
cal students, there is no obligatory stress disorder prevention
program for medical personnel, which is the same nationwide.
Such a program should include education on the etiology and
symptoms of stress disorders, mindfulness-based stress re-
duction, strengthening mental resilience, training in develop-
ing emotional intelligence and coping with stress, as well as
early detection of people at risk of developing stress disorders.
Screening for adverse psychological outcomes and develop-
ing corresponding preventive measures would be beneficial
in decreasing negative psychological outcomes. The avail-
ability of psychological help and the possibility of contacting
a psychologist are also necessary. The recommendations pub-
lished by the World Health Organization (WHO, 2020) include
a section dedicated exclusively to healthcare professionals
with suggestions for reducing the mental health impact of the
pandemic. The WHO also draws attention to the problem of
social isolation and quarantine as a factor that may aggravate
negative stress symptoms also in the group of medical work-
ers. However, these recommendations are general in nature
and the role of individual states is to develop appropriate con-
ditions for their implementation. In the field of psychological
assistance for medical personnel in Poland, an Internet pro-
gram for counteracting stress among medical personnel in dif-
ficult and crisis conditions (Med-Stres SOS) was launched at
the Faculty of Psychology at the University of Social Sciences
and Humanities. The authors of this program hope that its form
will help overcome the resistance to participate in such pro-
grams and the use of psychological assistance among health-
care professionals.

Due to the high exposure of medical personnel to the de-
velopment of stress disorders, we appeal to the Ministry of
Health, decision makers of the health care system, trade un-
ions of health care workers in Poland and other interested en-
tities to create and immediately implement a national stress
disorder prevention program for medical personnel and to
provide psychological assistance for medical personnel of all
specializations, taking into account the specifics of work and
the degree of exposure. Regular screening of healthcare pro-
fessionals for the severity of stress, depression and anxiety and
other mental health disorders is also essential. It is important to
maintain the mental health of medical staff to help control the
epidemic of COVID-19. Multidisciplinary support is needed,
including systemic, organizational, educational, psychological
for healthcare workers in such a difficult and highly stressful
time. In the light of the publicly available knowledge in the
field of the etiology of stress disorders, although not everyone
confronted with trauma will reveal psychiatric post-traumatic
symptoms and will need psychological help and support from
others, they will often cope on their own, using their own
resources for coping with difficult situations [6]. However,
psychological skills training should be strengthened to better
regulate the psychological status of medical staff as well as
to mitigate the psychological problems of patients. Targeted
psychological interventions to promote the mental health of
medical staff need to be immediately implemented. This will
allow the personnel to better prepare for the confrontation with
a strong traumatic stressor and reduce the risk of a clinical
diagnosis of PTSD and other mental disorders.
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Research on the impact of the SARS-COV?2 virus pandemic
on the mental state of Polish nurses is underway, but it is too
early to report the results because the situation in Poland is
very dynamic and the increase in new cases is still high. Fu-
ture studies will also look at other healthcare professionals and
emergency services who are helping to contain the coronavirus
pandemic.

CONCLUSIONS

The obtained research results allow to formulate the follow-
ing conclusions.

1. Polish nurses strongly experience the negative consequenc-
es of stress at work in the form of secondary traumatic
stress. The severity of PTSD symptoms is very high in this
professional group and will increase in the near future as
a result of the COVID-19 pandemic.

2. Nurses should obligatorily participate in preventive pro-
grams, trainings, training in coping with stress and trau-
matic situations, also in connection with the COVID-19
pandemic.

3. Shaping the ability to cope with stress at work and develop-
ing personal and social resources is particularly important
and may contribute to reducing the negative consequences
of stress at work.

Funding

The study was conducted as the project of the Natural and
Medical Center for Innovative Research in the UR, and it was
co-financed by the Regional Operational Program for the Pod-
karpackie Province for the years 2007-2013, contract number
UDA-RPPK.01.03.00-18-004/12-00.

Conflict of interests

The author(s) declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

REFERENCES

1. Bouchard, L. Compassion fatigue in advanced practice registered nurses:
Why don’t we know more? Nurs Clin North Am. 2019;54(4):625-37.

2. Peters E. Compassion fatigue in nursing: A concept analysis. Nurs Forum.
2018;53(4):466-80.

3. Si M-Y, Su X-Y, Jiang Y, et al. Psychological impact of COVID-19
on medical care workers in China. Infect Dis Poverty. 2020;9:113.

4. Rodriguez BO, Sanchez TL. The psychosocial impact of COVID-19
on health care workers Int Braz J Urol. 2020;46(Suppl.1):195-200.

5. Naczelna Izba Pielegniarek i Potoznych; 2020. [https://nipip.pl/liczba-
pielegniarek-poloznych-zarejestrowanych-zatrudnionych/]

6. Juczynski Z, Oginska-Bulik N. Pomiar zaburzen po stresie traumatycz-
nym — polska wersja Zrewidowanej Skali Wptywu Zdarzen. Psychiatria.
2009;6(1):15-25.

7. Carver CS, Scheier MF. Situational coping and coping dispositions
in a stressful transaction. J Pers Soc Psychol. 1994;6(1):184-95.

8. Spoorthy MS, Pratapa SK, Mahant S. Mental health problems faced by
healthcare workers due to the COVID-19 pandemic — A review. Asian J
Psychiatr. 2020;51:102119.

9. Song X, Fu W, Liu X, et al. Mental health status of medical staff in emer-
gency departments during the Coronavirus disease 2019 epidemic in Chi-
na. Brain Behav Immun, 2020;88:60-5.

10. Tan BYQ, Chew NWS, Lee GKH, et al. Psychological Impact of the COV-
ID-19 Pandemic on Health Care Workers in Singapore. Ann Intern Med.
2020;18;173(4):317-20.

11. Chew NWS, Lee GKH, Tan BYQ, et al. A multinational, multicentre
study on the psychological outcomes and associated physical symptoms

81

amongst healthcare workers during COVID-19 outbreak. Brain Behav Im-
mun. 2020;88:559-65.

12. Forte G, Favieri F, Tambelli R, Casagrande M. COVID-19 Pandemic in the
Italian Population: Validation of a Post-Traumatic Stress Disorder Ques-
tionnaire and Prevalence of PTSD Symptomatology. Int J Environ Res
Public Health. 2020;17(11):4151.

13. Shechter A, Diaz F, Moise N. Psychological distress, coping behaviors,
and preferences for support among New York healthcare workers during
the COVID-19 pandemic. Gen Hosp Psychiatry. 2020;66:1-8.

14. Schuster M, Dwyer PA. Post[traumatic stress disorder in nurses: An inte-
grative review. J Clin Nurs. 2020;29:2769-87.

15. Beck ChT, Cusson RM, Gable RK. Secondary Traumatic Stress in NICU
Nurses: A mixed-methods study. Adv Neonatal Care. 2017;17(6):478-88.

16. Tirgari B, Forouzi MA, Ebrahimpour M. Relationship between posttrau-
matic stress disorder and compassion satisfaction, compassion fatigue, and
burnout in Iranian psychiatric nurses. J Psychosoc Nurs Ment Health Serv.
2019;57(3):39-47.

17. Jacobowitz W. PTSD in psychiatric nurses and other mental health provid-
ers: a review of the literature. Issues Ment Health Nurs. 2013;34(11):787-
9s.

18.Beck ChT, Gable RA. A mixed methods study of secondary traumat-
ic stress in labor and delivery nurses J Obstet Gynecol Neonatal Nurs.
2012;41(6):747-60.

19. Kellogg MB, Knight M, Dowling JS, Crawford SL. Secondary traumatic
stress in pediatric nurses. J Pediatr Nurs. 2018;43:97-103.

20.Salmon G, Morehead A. Posttraumatic Stress Syndrome and implica-
tions for practice in critical care nurses. Crit Care Nurs Clin North Am.
2019;31(4):517-26.

.Rodriguez-Rey R , Palacios A, Alonso-Tapia J, et al. Burnout and posttrau-
matic stress in pediatric critical care personnel: Prediction from resilience
and coping styles. Aust Crit Care. 2019;32(1):46-53.

22.Mealer M, Jones J, Meek P. Factors affecting resilience and development
of posttraumatic stress disorder in critical care nurses. Am J Crit Care.
2017;26(3):184-92.

23.Ratrout HF, Hamdan-Mansour AM. Secondary traumatic stress among
emergency nurses: Prevalence, predictors, and consequences. Int J Nurs
Pract. 2020;26(1):¢12767.

24.Dufty E, Avalos G, Dowling M. Secondary traumatic stress among emer-
gency nurses: a cross-sectional study. Int Emerg Nurs. 2015;23(2):53-8.

25.Morrison LM, Joy JP. Secondary traumatic stress in the emergency depart-
ment. J Adv Nurs. 2016;72(11):2894-906.

26. Sterud T, Ekeberg @, Hem E. Health status in the ambulance services:
a systematic review. BMC Health Serv Res. 2006;6:82-110.

27.Kosydar-Bochenek J, Lewandowski B, Ozga D. The role of coping strat-
egies in posttraumatic stress disorder symptoms in paramedics: a cross-
sectional study from Poland. Prz Lek. 2019;4:157-62.

28. Kosydar-Bochenek J, Ozga D, Medrzycka-Dabrowska W, Lewandowski
B. Can resuscitation bring positive changes for paramedics? Polish experi-
ences. Resuscitation. 2017;117:17.

29. Kucmin T, Kucmin A, Turska D, et al. Coping styles and dispositional
optimism as predictors of post-traumatic stress disorder (PTSD) symptoms
intensity in paramedics. Psychiatr Pol. 2018;30;52(3):557-71.

2

—_

Corresponding author

Justyna Kosydar-Bochenek

Medical College of Rzeszow University Institute of Health Sciences, Poland
1 Warzywna St., 35-310 Rzeszow

e-mail: jkosydar@ur.edu.pl



