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ABSTRACT 

This study examined the association between socio-demographic characteristics and posttraumatic stress 

disorder (PTSD) symptom severity among intensive care unit (ICU) healthcare professionals in the 

conflict-affected, resource-constrained context of Bui Division, Cameroon. In a cross-sectional study of 

134 ICU professionals (nurses, physicians, and support staff), PTSD symptoms were assessed using the 

PTSD Checklist for DSM-5 (PCL-5). The prevalence of probable PTSD was exceptionally high (94.8%), 

with a mean PCL-5 score of 42.22 (SD = 5.55) significantly above the clinical threshold. Inferential 

analysis using a General Linear Model found no statistically significant associations between PTSD 

symptom severity and any of the examined socio-demographic variables, including age, gender, marital 

status, professional role, length of ICU experience, and working hours (all p > .05, partial η² ≤ .014). The 

findings indicate uniformly severe PTSD symptoms across the ICU workforce, suggesting that in high-

stress, fragile contexts, pervasive occupational and environmental stressors may overwhelm individual 

socio-demographic risk or protective factors. This underscores the necessity for system-wide mental 

health interventions and support structures targeting all ICU personnel in such settings, rather than 

selectively focused strategies. 

 

KEYWORDS: posttraumatic stress disorder, PTSD, intensive care unit, healthcare workers, Cameroon, 

socio-demographic characteristics, occupational stress, conflict-affected setting 
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INTRODUCTION 

Background and Rationale 

Intensive care unit (ICU) healthcare professionals operate in high-stakes environments where rapid, life-

or-death decisions are routine. Exposure to patient suffering, frequent mortality, and moral dilemmas 

contributes to elevated stress levels, increasing the risk of posttraumatic stress disorder (PTSD) among 

these professionals (Roger et al., 2024; Hovland et al., 2023). PTSD manifests through intrusive 

memories, hypervigilance, and emotional numbing, often exacerbated by burnout and moral distress in 

resource-limited settings (Pool et al., 2024; Abdelbaky & Eldelpshany, 2024). Research underscores that 

the ICU environment uniquely amplifies the impact of occupational trauma due to cumulative exposure, 

ethical challenges, and insufficient recovery time (Gabra et al., 2022; van Mol, 2015). Consequently, ICU 

staff often exhibit higher PTSD prevalence than other healthcare workers (Sahebi et al., 2021; Laurent et 

al., 2021), highlighting the urgent need to examine factors that modulate symptom severity within this 

population. 

Socio-demographic characteristics are increasingly recognized as critical determinants of PTSD severity. 

Variables such as age, gender, marital status, professional experience, and job role influence both exposure 

to stressors and coping capacity (Hovland et al., 2023; Biresaw & Gebeyehu, 2021). Younger 

professionals often report higher PTSD symptom severity due to limited exposure to traumatic events and 

underdeveloped coping mechanisms, whereas gendered responsibilities, particularly for women with 

caregiving roles, may exacerbate vulnerability to stress and emotional exhaustion (Pool et al., 2024; Gabra 

et al., 2022). Marital status and family obligations can further compound psychological strain, influencing 

the intensity of PTSD symptoms among ICU personnel (Roger et al., 2024). These findings suggest that 

socio-demographic factors interact with occupational stressors to shape PTSD outcomes, necessitating 

research tailored to specific ICU contexts. 

Global and Regional Context 

Globally, studies have shown that ICU healthcare professionals are disproportionately affected by PTSD 

relative to the general population. Prevalence rates range from 13% to 36%, depending on the setting and 

population studied (Andhavarapu et al., 2022; Sahebi et al., 2021). High-intensity work environments, 

insufficient staffing, and exposure to repeated trauma events have been identified as primary contributors 

to these rates (Saladino et al., 2022; Laurent et al., 2021). Socio-demographic variations appear to 

modulate symptom severity. For example, younger and female ICU staff often report heightened 

vulnerability, reflecting a combination of biological, psychological, and societal influences (Pool et al., 

2024; Biresaw & Gebeyehu, 2021). Regional disparities also exist, with limited studies in low- and 

middle-income countries (LMICs) highlighting greater psychological burden due to resource constraints 

and systemic challenges (Tesfaye et al., 2024; Mbazzi et al., 2021). 
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In sub-Saharan Africa, PTSD prevalence among healthcare workers ranges widely, from approximately 

12% to 85%, influenced by conflict exposure, healthcare infrastructure, and occupational stress (Tesfaye 

et al., 2024). ICU-specific data remain sparse, but existing evidence indicates that high-intensity hospital 

units disproportionately affect mental health, particularly for those in direct patient care roles (Ntlantsana 

et al., 2021; van Mol, 2015). Socio-demographic determinants, such as gender and professional 

experience, further influence symptom severity in these contexts (Gabra et al., 2022; Biresaw & 

Gebeyehu, 2021), suggesting that interventions must account for individual differences alongside systemic 

factors. 

Local Context – Cameroon  

Cameroon presents unique challenges for ICU healthcare professionals. Systemic constraints, including 

limited staffing, scarce resources, and sociopolitical instability, compound the psychological toll of high-

acuity patient care (United Nations Office for the Coordination of Humanitarian Affairs [UNOCHA], 

2024; Niba et al., 2022). ICU personnel in conflict-affected regions face compounded risks due to ongoing 

insecurity, threats to healthcare facilities, and resource scarcity, which exacerbate PTSD symptom severity 

(UNOCHA, 2024; Koenen et al., 2017). Socio-demographic variables intersect with these occupational 

and environmental stressors. For instance, younger professionals and women may experience higher 

PTSD symptom severity due to limited experience and caregiving responsibilities (Pool et al., 2024; Roger 

et al., 2024). The interplay between individual characteristics and systemic pressures underscores the need 

to examine socio-demographic determinants of PTSD within the Cameroonian ICU context. 

 

Research Gap and Objective 

Although international and regional studies highlight socio-demographic influences on PTSD, localized 

research in Cameroon is limited. Existing literature primarily offers anecdotal or generalized insights into 

ICU mental health, leaving the specific role of socio-demographic factors largely unexplored (Tesfaye et 

al., 2024; UNOCHA, 2024). Understanding how characteristics such as age, gender, marital status, and 

professional experience shape PTSD symptom severity is critical for developing targeted interventions 

and support systems. The current study aims to fill this gap by examining the influence of socio-

demographic characteristics on PTSD severity among ICU healthcare professionals in selected hospitals 

in Bui Division, Cameroon, providing evidence to inform policy, clinical practice, and occupational 

mental health strategies.  

 

THEORETICAL FRAMEWORK  

Overview of the Theoretical Framework 

The present study is anchored in psychological theories that explain how repeated trauma exposure, 

indirect stress transmission, and individual appraisal processes contribute to the development and severity 

of posttraumatic stress disorder among healthcare professionals. ICU settings expose professionals to 
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persistent traumatic stimuli, including patient mortality, ethical dilemmas, and prolonged stress, which 

interact with socio-demographic characteristics to shape psychological vulnerability and resilience (Roger 

et al., 2024; Sahebi et al., 2021). The framework integrates the Adaptive Information Processing model, 

Vicarious Trauma Theory, and the Transactional Model of Stress and Coping to explain variations in 

PTSD symptom severity among ICU healthcare professionals in resource-constrained settings. 

Adaptive Information Processing Model 

The Adaptive Information Processing (AIP) model explains PTSD as a consequence of inadequately 

processed traumatic memories stored in maladaptive neural networks. Traumatic experiences become 

dysfunctionally encoded when stress overwhelms the brain’s innate capacity for adaptive integration, 

resulting in persistent psychological distress (Shapiro, 2014). ICU healthcare professionals encounter 

repeated trauma through exposure to critical illness, patient death, and emergency decision-making, which 

increases the likelihood of cumulative maladaptive memory storage (Andhavarapu et al., 2022; Laurent 

et al., 2021). Each unprocessed experience compounds the rigidity of trauma networks, intensifying 

symptom severity over time. 

Socio-demographic characteristics influence how traumatic information is processed and stored. Younger 

healthcare professionals and those with fewer years of experience may have less developed cognitive 

frameworks for integrating traumatic experiences, increasing susceptibility to maladaptive encoding 

(Roger et al., 2024; Hovland et al., 2023). Gender differences further affect memory processing, as female 

healthcare professionals often experience heightened emotional engagement and caregiving expectations, 

which may amplify trauma encoding and emotional distress (Pool et al., 2024; Biresaw & Gebeyehu, 

2021). The AIP model therefore provides a neuropsychological explanation for why PTSD symptom 

severity varies across socio-demographic groups within ICU populations. 

Evidence from high-pressure hospital environments supports the AIP proposition that systemic stressors 

interfere with adaptive processing. Resource shortages, high workload, and limited recovery time 

overwhelm cognitive integration mechanisms, leading to persistent symptom activation (Saladino et al., 

2022; Carmassi et al., 2022). In low-resource contexts such as Cameroon, chronic exposure to stressors 

further constrains adaptive processing, particularly among professionals with limited institutional support 

(Tesfaye et al., 2024; UNOCHA, 2024). The AIP model thus explains how both individual characteristics 

and environmental pressures contribute to differences in PTSD severity. 

Vicarious Trauma Theory 

Vicarious Trauma Theory explains psychological distress as a cumulative outcome of prolonged 

empathetic engagement with others’ suffering. ICU healthcare professionals experience indirect trauma 

through sustained exposure to critically ill patients, grieving families, and repeated end-of-life care, which 

alters cognitive schemas related to safety, control, and meaning (van Mol, 2015; Figley, 1995). This 
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cumulative exposure erodes emotional resilience and increases vulnerability to PTSD symptoms, 

particularly when recovery opportunities are limited. 

Socio-demographic factors shape susceptibility to vicarious trauma. Nurses and frontline staff often report 

more severe PTSD symptoms due to closer patient contact and sustained emotional labor (Roger et al., 

2024; Gabra et al., 2022). Female healthcare professionals frequently demonstrate higher symptom 

severity, reflecting the interaction between professional caregiving roles and societal expectations of 

emotional availability (Pool et al., 2024; Biresaw & Gebeyehu, 2021). Marital and family responsibilities 

further intensify emotional burden, as fear of transmitting illness and balancing domestic roles exacerbate 

psychological strain (Hovland et al., 2023). 

Contextual stressors intensify vicarious trauma in resource-limited and conflict-affected settings. 

Healthcare professionals in Cameroon operate amid systemic shortages, insecurity, and sociopolitical 

instability, which amplify indirect trauma exposure and limit psychological recovery (UNOCHA, 2024; 

Niba et al., 2022). Continuous exposure to both patient suffering and external threats compounds 

emotional exhaustion, increasing PTSD symptom severity across vulnerable socio-demographic groups. 

Vicarious Trauma Theory therefore explains how cumulative occupational exposure interacts with 

personal characteristics to deepen psychological distress. 

Transactional Model of Stress and Coping 

The Transactional Model of Stress and Coping conceptualize PTSD as an outcome of cognitive appraisal 

processes and perceived coping capacity. Stress responses emerge when individuals evaluate 

environmental demands as exceeding their available resources (Lazarus & Folkman, 1984). ICU 

environments present persistent stressors that challenge professionals’ sense of control, competence, and 

emotional safety, leading to maladaptive stress appraisals (Abdelbaky & Eldelpshany, 2024; Sahebi et al., 

2021). 

Socio-demographic characteristics influence both primary appraisal of threat and secondary appraisal of 

coping resources. Younger and less experienced healthcare professionals often report heightened PTSD 

severity due to limited professional confidence and underdeveloped coping strategies (Roger et al., 2024; 

Hovland et al., 2023). Female professionals may experience compounded stress due to dual professional 

and domestic responsibilities, which reduces perceived coping capacity (Pool et al., 2024; Gabra et al., 

2022). Marital status and social support further mediate appraisal processes, with emotional support acting 

as a protective factor against symptom escalation (Biresaw & Gebeyehu, 2021). 

Systemic constraints weaken coping resources in low-income settings. Limited access to mental health 

services, staffing shortages, and organizational instability diminish perceived control and intensify stress 

appraisals (Tesfaye et al., 2024; UNOCHA, 2024). Ineffective coping responses increase the risk of 
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chronic PTSD and comorbid conditions, including burnout and depression, which further impair adaptive 

functioning (Parcesepe et al., 2022; van Mol, 2015). The Transactional Model thus explains variability in 

PTSD severity as a function of socio-demographic differences in appraisal and coping capacity. 

Integrative Application of the Framework 

The integration of the AIP model, Vicarious Trauma Theory, and the Transactional Model of Stress and 

Coping provides a comprehensive explanation of PTSD symptom severity among ICU healthcare 

professionals. The AIP model accounts for neuropsychological mechanisms of trauma processing. 

Vicarious Trauma Theory explains cumulative emotional exposure. The Transactional Model clarifies 

individual differences in stress appraisal and coping. Together, these theories elucidate how socio-

demographic characteristics interact with occupational stressors to shape PTSD severity in ICU settings 

(Roger et al., 2024; Tesfaye et al., 2024). 

This integrated framework is particularly relevant in Cameroon, where healthcare professionals face 

intersecting clinical, social, and political stressors. Understanding PTSD severity through this lens allows 

for nuanced interpretation of demographic vulnerabilities and informs targeted occupational mental health 

strategies. The framework therefore provides a robust conceptual foundation for examining socio-

demographic influences on PTSD severity among ICU healthcare professionals in Bui Division. 

METHODS  

Study Design 

The study employed a quantitative, cross-sectional analytical design grounded in a positivist paradigm. 

This design enabled objective examination of variations in PTSD symptom severity across socio-

demographic groups using standardized measurement and statistical comparison. Positivism was 

appropriate because it assumes that psychological phenomena can be observed, quantified, and analyzed 

independently of the researcher through empirical methods (Alele & Malau-Aduli, 2023). The design 

supported the research objective by allowing systematic evaluation of whether socio-demographic 

characteristics were associated with differences in baseline PTSD severity among ICU healthcare 

professionals. The analytical focus remained descriptive and inferential rather than causal. The design 

facilitated comparison of mean PTSD symptom scores across demographic and occupational categories 

without manipulating exposure or treatment conditions. This approach aligned with the objective of 

identifying potential risk and vulnerability patterns within the ICU workforce rather than testing 

intervention effects.  

 

Study Setting 

The study was conducted in two level-five hospitals located in Bui Division, Northwest Cameroon. These 

facilities operated ICUs that managed critically ill patients under conditions of persistent resource 

constraints and regional instability. The hospitals served as major referral centers and employed 
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multidisciplinary ICU teams that included physicians, nurses, and auxiliary staff. The regional context 

was characterized by prolonged sociopolitical conflict, which compounded occupational stress and 

increased exposure to traumatic events among healthcare workers (Mbazzi et al., 2021). The ICU 

environment involved high patient acuity, extended working hours, frequent encounters with mortality, 

and limited mental health support services. These contextual factors made the setting appropriate for 

examining socio-demographic variation in PTSD symptom severity. The shared structural and operational 

characteristics of the two hospitals supported comparability of participant experiences across sites.  

 

Participants 

Participants consisted of healthcare professionals working in ICUs at the selected hospitals. Eligible 

participants included nurses, physicians, and auxiliary staff who were directly involved in ICU service 

delivery. Inclusion required a minimum of six months of continuous ICU employment to ensure sufficient 

exposure to occupational stressors relevant to trauma-related symptoms. Participation was voluntary and 

contingent upon provision of informed consent. Exclusion criteria were applied to reduce confounding 

influences. Healthcare professionals who were on extended leave, who had not worked in the ICU during 

the preceding six months, or who held concurrent locum positions in other hospitals were excluded. 

Individuals who were already receiving treatment for PTSD or other psychiatric conditions were also 

excluded to avoid distortion of baseline symptom severity. These criteria ensured that observed variations 

in PTSD symptoms reflected occupational and socio-demographic differences rather than treatment 

effects or heterogeneous work environments (Taherdoost, 2016).  

 

Sample Size and Sampling 

The target population comprised approximately 200 ICU healthcare professionals across the two hospitals. 

Sample size estimation followed Cochran’s formula for finite populations, assuming a 95% confidence 

level, a 5% margin of error, and an estimated PTSD prevalence of 50% to maximize variability (Israel, 

1992; Cochran, 1977). The adjusted minimum sample size was calculated as 132 participants, with a final 

sample of 134 recruited to account for rounding and potential non-response. Sampling employed a 

stratified random approach to ensure proportional representation of professional categories. Participants 

were stratified by role as nurses, physicians, or auxiliary staff, and random selection occurred within each 

stratum. This approach enhanced representativeness and reduced selection bias while allowing meaningful 

comparison of PTSD symptom severity across occupational groups (Creswell & Creswell, 2018). Equal 

distribution across study sites further supported balance in demographic and contextual exposure.  

 

Measures 

Data were collected using a structured, self-administered questionnaire composed of standardized 

instruments. Socio-demographic characteristics were assessed using a researcher-designed form that 
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captured age, gender, marital status, professional role, years of ICU experience, and average weekly 

working hours. These variables were selected based on evidence linking demographic and occupational 

factors to trauma-related mental health outcomes among healthcare workers (Deltour et al., 2023). PTSD 

symptom severity was measured using the PTSD Checklist for DSM-5 (PCL-5). The instrument consists 

of 20 items rated on a five-point Likert scale ranging from 0 to 4, with higher total scores indicating greater 

symptom severity. The PCL-5 has demonstrated excellent internal consistency, with Cronbach’s alpha 

values exceeding .90 across diverse populations (Blevins et al., 2015). Prior use in African healthcare 

settings supported its cultural applicability and relevance (Tesfaye et al., 2024).  

 

Data Collection Procedure 

Ethical approval was obtained from relevant institutional and regulatory bodies prior to data collection. 

Hospital administrators granted permission, and ICU department heads facilitated access to eligible staff. 

Participants received verbal and written explanations outlining the study purpose, procedures, potential 

risks, and confidentiality protections. Informed consent was obtained before questionnaire administration, 

consistent with ethical principles of autonomy and transparency (Resnik, 2020). Data collection occurred 

during scheduled periods that minimized disruption to clinical duties through forms disseminated online 

through Google Forms. Participants completed the questionnaires individually in a quiet setting within the 

hospital. Screening for PTSD symptoms was conducted using the PCL-5 at baseline, and only baseline 

data were used for the present analysis. Completed questionnaires were coded and stored securely to 

preserve anonymity. No identifying information was included in the analytic dataset.  

 

Data Analysis  

Data were entered into SPSS version 26 for cleaning and analysis. Descriptive statistics were computed 

to summarize socio-demographic characteristics and overall PTSD symptom severity. Continuous 

variables were described using means, standard deviations, and confidence intervals, while categorical 

variables were summarized using frequencies and percentages. Assumptions of normality and 

homogeneity of variance were evaluated using graphical methods and Levene’s test (Field, 2018).  

Inferential analysis addressed the research objective by examining whether PTSD severity varied across 

socio-demographic groups. A General Linear Model univariate analysis was conducted with PCL-5 total 

score as the dependent variable and socio-demographic characteristics entered as fixed factors. This 

approach allowed simultaneous evaluation of multiple predictors while controlling for shared variance 

(Tabachnick & Fidell, 2019). Effect sizes were reported using partial eta squared to aid interpretation. 

Statistical significance was set at p < .05, two-tailed.  

The study tested the hypothesis that PTSD symptom severity differs significantly across socio-

demographic characteristics among ICU healthcare professionals. It was hypothesized that mean PTSD 
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severity scores, as measured by the PTSD Checklist for DSM-5, would vary as a function of gender, age 

group, marital status, professional role, length of ICU experience, and working hours. The null hypothesis 

stated that no statistically significant differences in PTSD symptom severity would be observed across 

these socio-demographic categories.  

RESULTS  

Sample Characteristics 

The analytical sample comprised 134 ICU healthcare professionals. Gender representation was evenly 

distributed, with equal numbers of male and female participants. This balance supported unbiased 

comparison of PTSD symptom severity by gender. Participants were predominantly young to middle-aged 

adults. Most respondents were aged between 26 and 35 years, followed by those aged 36 to 45 years. Very 

few participants were younger than 25 years. Marital status indicated that just over half of the participants 

were married, while a substantial proportion were single. Divorced and widowed participants represented 

small minorities.  

Professional roles reflected typical ICU staffing patterns. Nurses constituted the largest group, followed 

by support staff and physicians. Working hours showed moderate variability across the sample, with 

participants distributed relatively evenly across below-average, average, and above-average workload 

categories. ICU experience was concentrated within the first ten years of service, with nearly all 

participants reporting between one and ten years of ICU practice. Table 1 presents the full socio-

demographic profile of the study participants.  

Table 1 

Socio-Demographic Profile of ICU Healthcare Professionals (N = 134) 

 

Variable Category n % 

Gender Female 67 50.0  
Male 67 50.0 

Age category ≤25 years 1 0.7  
26–35 years 77 57.5  
36–45 years 56 41.8 

Marital status Married 69 51.5  
Single 52 38.8  
Divorced 7 5.2  
Widowed 6 4.5 

Professional role Nurse 88 65.7  
Physician 20 14.9  
Support staff 26 19.4 
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Variable Category n % 

Weekly working hours Below average 47 35.1  
Average 48 35.8  
Above average 39 29.1 

ICU experience 1–5 years 66 49.3  
6–10 years 65 48.5  
11–15 years 3 2.2 

Note. Percentages reflect valid responses and may not total 100 due to rounding.  

 

Prevalence of Probable PTSD 

Baseline screening indicated an exceptionally high prevalence of trauma-related symptomatology. Nearly 

all participants met the clinical threshold for probable PTSD based on PCL-5 criteria. Only a small 

proportion of healthcare professionals scored below the cut-off, suggesting that PTSD was unlikely. This 

distribution demonstrated that clinically significant PTSD symptoms were widespread within the ICU 

workforce at baseline. The observed prevalence suggested that exposure to traumatic stressors was 

pervasive across demographic and occupational categories. PTSD symptoms appeared to affect the 

workforce broadly rather than being confined to a limited subgroup. Table 2 summarizes the distribution 

of probable PTSD classification at baseline.  

 

Table 2 

Baseline Prevalence of Probable PTSD Among ICU Healthcare Professionals 

 

PTSD classification n % 

Below clinical threshold 7 5.2 

At or above clinical threshold 127 94.8 

Total 134 100.0 

Note. Probable PTSD was defined using a PCL-5 cut-off score of 33 or higher. Percentages are valid 

percentages.  

 

Baseline PTSD Symptom Severity  

Overall PTSD symptom severity was high across the sample. The mean PCL-5 score substantially 

exceeded the clinical threshold, with limited dispersion around the mean. Confidence intervals indicated 

a narrow range of average symptom severity, suggesting relative uniformity in distress levels across 

participants. Table 3 presents descriptive statistics for PTSD severity across all examined characteristics. 
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Table 3 

Baseline PTSD Symptom Severity (PCL-5 Total Scores) Across Socio-Demographic Categories 

 

Characteristic Group n Mean SD 95% CI 

Overall — 134 42.22 5.55 [41.27, 43.17] 

Age ≤35 years 90 41.79 5.31 [40.60, 42.99]  
≥36 years 44 42.82 5.88 [41.25, 44.39] 

Marital status Married 69 41.88 5.78 [40.49, 43.27]  
Unmarried 65 42.58 5.32 [41.27, 43.90] 

ICU experience ≤5 years 66 42.33 6.24 [40.80, 43.87]  
≥6 years 68 42.12 4.84 [40.95, 43.29] 

Gender Female 67 41.97 5.66 [40.59, 43.35]  
Male 67 42.48 5.48 [41.14, 43.81] 

Role Nurse 88 42.19 5.68 [40.99, 43.40]  
Physician 20 40.85 5.41 [38.32, 43.38]  
Support staff 26 43.38 5.16 [41.30, 45.47] 

Working hours Below average 47 42.30 5.63 [40.64, 43.95]  
Average 48 42.08 5.57 [40.47, 43.70]  
Above average 39 42.31 5.58 [40.50, 44.12] 

Note. PTSD symptom severity was assessed using the PCL-5. Higher scores indicate greater symptom 

severity. CI = confidence interval; SD = standard deviation.  

Comparisons across socio-demographic categories revealed only minor variations in mean PTSD scores. 

Older participants reported slightly higher average scores than younger participants. Unmarried 

participants showed marginally higher symptom severity than married participants. Male participants 

reported slightly higher mean scores than female participants. Differences across professional roles were 

modest, with support staff reporting the highest mean scores and physicians reporting the lowest. ICU 

experience length and working hours showed almost identical mean scores across categories, indicating 

minimal variation by tenure or workload. Substantial overlap was observed across confidence intervals 

for all groups. These findings suggested that PTSD symptom severity was consistently elevated across 

socio-demographic strata.  

Assumption Testing for Inferential Analysis 

Assessment of statistical assumptions indicated violation of the homogeneity of variance assumption. 

Levene’s test for equality of error variances was statistically significant, indicating unequal variance in 

PTSD scores across socio-demographic groups. This finding suggested heterogeneity in score dispersion 

rather than differences in central tendency. Despite this violation, inferential testing proceeded using the 

General Linear Model, which is robust to moderate departures from variance homogeneity in balanced 
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designs. Effect sizes were emphasized to support cautious interpretation. Results of Levene’s test are 

presented in Table 4.  

 

Table 4 

Test of Homogeneity of Variance for Baseline PTSD Scores 

 

Outcome variable Levene statistic df₁ df₂ p 

PTSD baseline score 2.60 37 58 .001 

Note. A significant value indicates violation of the homogeneity of variance assumption.  

 

Influence of Socio-Demographic Characteristics on PTSD Severity 

Inferential analysis examined whether socio-demographic characteristics predicted baseline PTSD 

symptom severity. The General Linear Model assessed the unique contribution of age group, marital 

status, professional role, ICU experience length, working hours, and gender while controlling for shared 

variance among predictors. Table 5 presents the full results of the General Linear Model analysis.  

 

Table 5 

General Linear Model Results for Socio-Demographic Predictors of Baseline PTSD Severity 

 

Predictor df F p Partial η² 

Age group 1, 58 0.003 .960 .000 

Marital status 1, 58 0.001 .971 .000 

Professional role 2, 58 0.410 .666 .014 

ICU experience 1, 58 0.201 .656 .003 

Working hours 2, 58 0.259 .773 .009 

Gender 1, 58 0.123 .727 .002 

Corrected model  75, 58 0.773 .854 .500 

Note. Partial eta squared values represent the proportion of variance uniquely explained by each predictor 

after adjustment for other variables in the model.  

Results indicated that none of the examined socio-demographic variables significantly predicted PTSD 

symptom severity. Age group showed no association with baseline PTSD scores. Marital status 

demonstrated no effect. Professional role did not significantly explain variation in symptom severity. ICU 

experience length and working hours showed no meaningful influence on PTSD scores. Gender similarly 

did not predict symptom severity. Effect size estimates were uniformly small. Partial eta squared values 

indicated negligible explanatory power for each predictor. These findings suggested that PTSD symptom 
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severity was not meaningfully differentiated by socio-demographic characteristics within the sample. The 

null hypothesis was retained.  

DISCUSSION  

Summary of Key Findings 

This study examined whether socio-demographic characteristics were associated with baseline PTSD 

symptom severity among ICU healthcare professionals. Findings indicated a uniformly high level of 

PTSD symptoms across the sample. Nearly all participants met the clinical threshold for probable PTSD 

at baseline. Mean symptom severity scores exceeded established cut-off values by a wide margin, 

indicating substantial psychological distress. These results underscore the pervasive burden of trauma-

related symptoms within the ICU workforce in this setting.  

Inferential analysis demonstrated that socio-demographic characteristics did not significantly predict 

PTSD symptom severity. Age, gender, marital status, professional role, length of ICU experience, and 

working hours showed no meaningful associations with baseline PTSD scores. Effect sizes were 

negligible across all predictors. These findings suggest that PTSD severity was not differentiated by 

individual demographic or occupational characteristics. Symptom severity appeared instead to reflect 

shared exposure to intense occupational and contextual stressors within the ICU environment. The null 

hypothesis was therefore retained. PTSD symptom severity remained consistently elevated across socio-

demographic groups. This pattern highlights the collective nature of psychological risk among ICU 

healthcare professionals in high-stress and resource-constrained settings.  

Comparison with Existing Literature 

The high prevalence of probable PTSD observed in this study aligns with prior evidence documenting 

elevated trauma exposure among healthcare professionals working in critical care environments. Previous 

studies have reported similarly high rates of PTSD symptoms among ICU staff, particularly in contexts 

characterized by high patient mortality, limited resources, and chronic occupational stress (Tesfaye et al., 

2024). The findings reinforce the view that ICU work itself constitutes a potent and sustained traumatic 

stressor.  

The absence of significant socio-demographic predictors contrasts with some studies conducted in high-

income settings, where gender, professional role, or years of experience have been associated with 

differential PTSD risk. However, the present findings are consistent with research suggesting that extreme 

and prolonged stress exposure may overwhelm individual-level protective or vulnerability factors (Mbazzi 

et al., 2021). In such contexts, occupational trauma may exert a homogenizing effect on psychological 

outcomes.  
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Comparable findings have been reported in studies of healthcare workers exposed to armed conflict, 

epidemics, or humanitarian crises. These studies indicate that when stressors are intense and pervasive, 

socio-demographic distinctions become fewer salient predictors of mental health outcomes (Deltour et al., 

2023). The present results extend this evidence by demonstrating a similar pattern among ICU healthcare 

professionals operating within a conflict-affected region.  

Contextual Interpretation 

The findings must be interpreted within the sociopolitical and healthcare context of Northwest Cameroon. 

Prolonged regional instability has disrupted health systems and increased trauma exposure among both 

patients and healthcare providers. ICU professionals in this setting routinely confront critically ill patients, 

preventable deaths, and ethical dilemmas under conditions of resource scarcity. Such exposures likely 

contribute to cumulative psychological strain that transcends individual demographic differences (Mbazzi 

et al., 2021).  

Institutional constraints may further exacerbate distress. Limited access to mental health services, absence 

of structured psychological support, and high workload demands reduce opportunities for recovery and 

coping. These factors may explain why PTSD symptom severity remained uniformly high regardless of 

experience level or working hours. Prolonged exposure without adequate institutional buffering may erode 

the protective effects typically associated with seniority or professional role (Tesfaye et al., 2024).  

The lack of gender differences in PTSD severity also warrants contextual consideration. In settings marked 

by shared exposure to violence, instability, and occupational trauma, gender-based vulnerability patterns 

observed elsewhere may not emerge. Psychological distress may instead reflect collective exposure to 

chronic stressors embedded within the broader socio-environmental context (Deltour et al., 2023).  

Implications 

The findings carry important implications for mental health policy and practice within critical care 

settings. Uniformly high PTSD symptom severity suggests that selective or demographically targeted 

interventions may be insufficient. System-wide mental health screening and support mechanisms are 

needed for all ICU healthcare professionals, regardless of role or background. Institutional responses 

should prioritize prevention and early identification of trauma-related symptoms. Routine psychological 

assessment, peer support structures, and accessible referral pathways may mitigate long-term 

psychological harm. Interventions should be embedded within the organizational framework rather than 

relying on individual help-seeking alone. At a policy level, the findings underscore the need to recognize 

occupational trauma among healthcare professionals as a public health concern. Investment in workforce 

mental health may enhance staff retention, quality of care, and system resilience in fragile healthcare 

contexts. Addressing PTSD among ICU professionals is therefore not only a clinical priority but also a 

structural imperative.  
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Limitations 

Four limitations should be considered when interpreting the findings of this study. The cross-sectional 

design limited the ability to infer temporal or causal relationships between socio-demographic 

characteristics and PTSD symptom severity. Associations were examined at a single time point, which 

constrained conclusions regarding symptom development or progression over time (Creswell & Creswell, 

2018). Longitudinal patterns of trauma exposure and symptom persistence could not be assessed within 

this design framework.  

Reliance on self-reported measures introduced the possibility of response bias. Participants may have 

underreported or overreported symptoms due to social desirability concerns, stigma related to mental 

health, or fear of professional repercussions (Mbazzi et al., 2021). Such factors are particularly salient in 

healthcare settings where psychological distress may be perceived as a sign of reduced professional 

competence. The use of a validated instrument mitigated this limitation but did not eliminate it entirely. 

The sample was drawn from two level-five hospitals within a single region. Contextual factors such as 

sociopolitical instability, resource constraints, and institutional culture may limit the generalizability of 

findings to other healthcare settings (Deltour et al., 2023). ICU environments in more stable or better-

resourced regions may exhibit different patterns of PTSD symptom severity and associated predictors. 

Violation of the homogeneity of variance assumption represented an additional methodological limitation. 

Although the General Linear Model is robust to moderate variance heterogeneity, unequal dispersion of 

PTSD scores across groups may have reduced sensitivity to detect small effects (Field, 2018). This 

limitation may partly explain the absence of statistically significant socio-demographic predictors. 

Finally, the analysis focused exclusively on socio-demographic characteristics. Psychological, 

organizational, and contextual variables such as coping strategies, exposure intensity, moral injury, and 

institutional support were not included. These unmeasured factors may play a more substantial role in 

shaping PTSD symptom severity than demographic attributes alone (Tesfaye et al., 2024).  

RECOMMENDATIONS 

Findings from this study highlight the need for comprehensive mental health strategies targeting ICU 

healthcare professionals. Uniformly high PTSD symptom severity across socio-demographic groups 

indicates that selective interventions based on role or background may be insufficient. Mental health 

screening should therefore be implemented routinely for all ICU staff as part of occupational health 

protocols. Healthcare institutions should prioritize the integration of psychological support services within 

critical care environments. Access to confidential counseling, peer support programs, and stress 

management interventions may help mitigate the cumulative impact of occupational trauma. Institutional 
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acknowledgment of psychological risk may also reduce stigma and encourage help-seeking among 

healthcare professionals.  

Policy-level action is also warranted. Workforce mental health should be recognized as a core component 

of health system resilience, particularly in conflict-affected and resource-limited settings. Investment in 

staff wellbeing may improve retention, reduce burnout, and enhance quality of patient care. Such 

investments are essential for sustaining critical care services under prolonged stress conditions. Future 

research should adopt longitudinal designs to examine changes in PTSD symptoms over time and to 

identify predictors of recovery or chronicity. Inclusion of organizational, psychosocial, and trauma-

exposure variables may yield a more comprehensive understanding of PTSD risk among ICU 

professionals. Mixed-methods approaches may further enrich understanding by capturing lived 

experiences that quantitative measures alone cannot explain fully.  

CONCLUSION  

This study examined baseline PTSD symptom severity among ICU healthcare professionals and assessed 

whether socio-demographic characteristics influenced symptom levels. Findings demonstrated an 

exceptionally high prevalence of probable PTSD across the sample. Symptom severity remained 

uniformly elevated regardless of age, gender, marital status, professional role, length of ICU experience, 

or working hours. These results highlight the substantial psychological burden borne by ICU healthcare 

professionals working in high-stress and resource-constrained environments.  

The absence of significant socio-demographic predictors suggests that PTSD symptom severity in this 

context is shaped more strongly by shared occupational and environmental stressors than by individual 

background characteristics. Repeated exposure to critically ill patients, frequent encounters with death, 

and sustained workload pressures likely contribute to cumulative psychological distress across the 

workforce. Such conditions may attenuate protective effects typically associated with experience, role 

seniority, or demographic factors.  

Contextual factors unique to the study setting further inform interpretation of the findings. Prolonged 

sociopolitical instability and systemic resource limitations have intensified occupational stress within 

healthcare facilities. ICU professionals operate under persistent strain with limited institutional support 

for mental health needs. These conditions may explain the uniformly high PTSD symptom severity 

observed across the sample and underscore the role of structural determinants in shaping mental health 

outcomes.  

The findings underscore the need to reconceptualize PTSD risk among ICU healthcare professionals as a 

collective occupational phenomenon rather than an individual vulnerability. System-wide approaches to 

mental health promotion, early identification, and psychological support are therefore essential. 
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Addressing PTSD among critical care professionals is not only a matter of individual wellbeing but also 

a prerequisite for maintaining effective and resilient healthcare systems in fragile contexts.  

This study therefore contributes evidence that PTSD symptom severity among ICU healthcare 

professionals is pervasive and largely independent of socio-demographic differentiation. The findings 

emphasize the central role of occupational and contextual stressors in shaping trauma-related outcomes. 

Recognition of this reality is critical for informing institutional policy, guiding mental health interventions, 

and safeguarding the sustainability of critical care services in high-risk environments.  

REFERENCES 

 

 Abdelbaky, A. M., & Eldelpshany, M. S. (2024). Intensive Care Unit (ICU)-Related Posttraumatic 

Stress Disorder: A Literature Review. Curēus, 16(3). https://doi.org/10.7759/cureus.57049 

Alele, F., & Malau-Aduli, B. (2023). Research Paradigms and Philosophical 

Assumptions. Jcu.pressbooks.pub. https://jcu.pressbooks.pub/intro-res-methods-health/chapter/1-

3-research-paradigms-and-philosophical-assumptions/ 

Andhavarapu, S., Yardi, I., Bzhilyanskaya, V., Lurie, T., Bhinder, M., Patel, P., Pourmand, A., & Tran, 

Q. K. (2022). Posttraumatic stress in healthcare workers during the COVID-19 pandemic: A 

systematic review and meta-analysis. Psychiatry Research, 317, 

114890. https://doi.org/10.1016/j.psychres.2022.114890 

Biresaw, M. S., & Gebeyehu, E. T. (2021). Posttraumatic stress disorder and its associated factors 

among people who experienced traumatic events in east african countries, 2020: A protocol for 

systematic review and meta-analysis. Annals of General Psychiatry, 

20(1). https://doi.org/10.1186/s12991-020-00324-0 

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & Domino, J. L. (2015). The Posttraumatic 

Stress Disorder Checklist for DSM-5 (PCL-5): Development and Initial Psychometric 

Evaluation. Journal of Traumatic Stress, 28(6), 489–498. https://doi.org/10.1002/jts.22059 

Carmassi, C., Dell'Oste, V., Bui, E., Foghi, C., Bertelloni, C. A., Atti, A. R., Buselli, R., Di Paolo, M., 

Goracci, A., Malacarne, P., Nanni, M. G., Gesi, C., Cerveri, G., & Dell'Osso, L. (2022). The 

interplay between acute posttraumatic stress, depressive and anxiety symptoms on healthcare 

workers functioning during the COVID-19 emergency: A multicenter study comparing regions 

with increasing pandemic incidence. Journal of Affective Disorders, 298(Pt A), 209–

216. https://doi.org/10.1016/j.jad.2021.10.128 

Cochran, W. G. (1977). Sampling Techniques (3rd ed.). Wiley. 

Creswell, J. W., & Creswell, J. D. (2018). Research design: Qualitative, quantitative, and mixed 

methods approaches (5th ed.). SAGE Publications. 

Deltour, V., Poujol, A., & Laurent, A. (2023). Posttraumatic stress disorder among ICU healthcare 

https://doi.org/10.7759/cureus.57049
https://jcu.pressbooks.pub/
https://jcu.pressbooks.pub/intro-res-methods-health/chapter/1-3-research-paradigms-and-philosophical-assumptions/
https://jcu.pressbooks.pub/intro-res-methods-health/chapter/1-3-research-paradigms-and-philosophical-assumptions/
https://doi.org/10.1016/j.psychres.2022.114890
https://doi.org/10.1186/s12991-020-00324-0
https://doi.org/10.1002/jts.22059
https://doi.org/10.1016/j.jad.2021.10.128


             International Journal of Applied Science and Engineering Review 

 

ISSN: 2582-6271 
 

Vol. 7, Issue.3, May-June 2026, page no. 74-93 

 

https://ijaser.org Page 91 

 

professionals before and after the Covid-19 health crisis: a narrative review. Annals of Intensive 

Care, 13(1). https://doi.org/10.1186/s13613-023-01145-6 

Field, A. (2018). Discovering statistics using IBM SPSS statistics (5th ed.). Sage Publications. 

Figley, C. R. (1995). Compassion fatigue: Coping with secondary traumatic stress disorder in those 

who treat the traumatized. Brunner/Mazel. 

Gabra, M. A., Mohammed, K. A. E., Hegazy, M. N., & Hendi, A. E. (2022). Posttraumatic stress 

disorder symptoms among nursing staff who provided direct care to COVID-19 patients: a cross-

sectional study. Middle East Current Psychiatry, 29(1). https://doi.org/10.1186/s43045-022-

00233-w 

Hovland, I. S., Skogstad, L., Stafseth, S., Hem, E., Diep, L. M., Ræder, J., Ekeberg, Ø., & Lie, I. (2023). 

Prevalence of psychological distress in nurses, physicians and leaders working in intensive care 

units during the COVID-19 pandemic: A National One-year follow-up study. BMJ Open, 

13(12). https://doi.org/10.1136/bmjopen-2023-075190 

Israel, G. D. (1992). Determining Sample Size. University of Florida Cooperative Extension Service, 

Institute of Food and Agriculture Sciences. 

Koenen, K. C., Ratanatharathorn, A., Ng, L., McLaughlin, K. A., Bromet, E. J., Stein, D. J., Karam, E. 

G., Meron Ruscio, A., Benjet, C., Scott, K., Atwoli, L., Petukhova, M., Lim, C. C. W., Aguilar-

Gaxiola, S., Al-Hamzawi, A., Alonso, J., Bunting, B., Ciutan, M., de Girolamo, G., & 

Degenhardt, L. (2017). Posttraumatic stress disorder in the World Mental Health 

Surveys. Psychological Medicine, 47(13), 2260–

2274. https://doi.org/10.1017/s0033291717000708 

Laurent, A., Fournier, A., Lheureux, F., Louis, G., Nseir, S., Jacq, G., Goulenok, C., Muller, G., Badie, 

J., Bouhemad, B., Georges, M., Mertes, P.-M., Merdji, H., Castelain, V., Abdulmalak, C., 

Lesieur, O., Plantefeve, G., Lacherade, J.-C., Rigaud, J.-P., & Sedillot, N. (2021). Mental health 

and stress among ICU healthcare professionals in France according to intensity of the COVID-19 

epidemic. Annals of Intensive Care, 11(1). https://doi.org/10.1186/s13613-021-00880-y 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. Springer Publishing Company. 

Mbazzi, F. B., Dewailly, A., Admasu, K., Duagani, Y., Wamala, K., Vera, A., Bwesigye, D., & Roth, G. 

(2021). Cultural Adaptations of the Standard EMDR Protocol in Five African Countries. Journal 

of EMDR Practice and Research, 15(1), 29–43. https://doi.org/10.1891/emdr-d-20-00028 

Niba, J. O., Ngasa, S. N., Chang, N., Sanji, E., Awa, A.-M., Dingana, T. N., Sama, C. B., Tchouda, L., 

& Julius, M. E. (2022). Conflict, healthcare and professional perseverance: A qualitative study in 

a remote hospital in an Anglophone Region of Cameroon. PLOS Global Public Health, 2(11), 

e0001145. https://doi.org/10.1371/journal.pgph.0001145 

Ntlantsana, V., Molebatsi, K., Mashaphu, S., Chiliza, B., & Akena, D. (2022). Posttraumatic stress 

disorder psychological interventions in sub-Saharan Africa: protocol for a systematic review of 

https://doi.org/10.1186/s13613-023-01145-6
https://doi.org/10.1186/s43045-022-00233-w
https://doi.org/10.1186/s43045-022-00233-w
https://doi.org/10.1136/bmjopen-2023-075190
https://doi.org/10.1017/s0033291717000708
https://doi.org/10.1186/s13613-021-00880-y
https://doi.org/10.1891/emdr-d-20-00028
https://doi.org/10.1371/journal.pgph.0001145


             International Journal of Applied Science and Engineering Review 

 

ISSN: 2582-6271 
 

Vol. 7, Issue.3, May-June 2026, page no. 74-93 

 

https://ijaser.org Page 92 

 

the literature. BMJ Open, 12(2), e052903–e052903. https://doi.org/10.1136/bmjopen-2021-

052903 

Parcesepe, A. M., Filiatreau, L. M., Ebasone, P. V., Dzudie, A., Pence, B. W., Wainberg, M., Yotebieng, 

M., Anastos, K., Pefura-Yone, E., Nsame, D., Ajeh, R., & Nash, D. (2022). Psychiatric 

comorbidity and psychosocial stressors among people initiating HIV care in Cameroon. PLOS 

ONE, 17(6), e0270042. https://doi.org/10.1371/journal.pone.0270042 

Pool, M., Sorsdahl, K., Myers, B., & https ://doi.org/10.1371/journal.pone.0299584, C. (2024). The 

prevalence of and factors associated with depressive and anxiety symptoms during the COVID-

19 pandemic among healthcare workers in South Africa. PLOS ONE, 19(3), e0299584–

e0299584. https://doi.org/10.1371/journal.pone.0299584 

Resnik, D. B. (2020). Research ethics timeline (1932–present). National Institute of Environmental 

Health Sciences. 

Roger, C., Ling, L., Petrier, M., Elotmani, L., Atchade, E., Allaouchiche, B., Aubrun, F., Constantin, J.-

M., Dahyot-Fizelier, C., Delhaye, N., Dupont, H., Fischer, M.-O., Garnier, M., Gayat, E., Ichai, 

C., Jaber, S., Morel, J., Plaud, B., Rimmelé, T., & Robin, S. (2024). Occurrences of 

posttraumatic stress disorder, anxiety, depression, and burnout syndrome in ICU staff workers 

after two-year of the COVID-19 pandemic: the international PSY-CO in ICU study. Annals of 

General Psychiatry, 23(1), 3. https://doi.org/10.1186/s12991-023-00488-5 

Sahebi, A., Yousefi, A., Abdi, K., Jamshidbeigi, Y., Moayedi, S., Torres, M., Wesemann, U., 

Sheikhbardsiri, H., & Golitaleb, M. (2021). The Prevalence of Posttraumatic Stress Disorder 

Among Health Care Workers During the COVID-19 Pandemic: An Umbrella Review and Meta-

Analysis. Frontiers in Psychiatry, 12, 764738. https://doi.org/10.3389/fpsyt.2021.764738 

Saladino, V., Auriemma, V., & Campinoti, V. (2022). Healthcare Professionals, Posttraumatic Stress 

Disorder, and COVID-19: A Review of the Literature. Frontiers in Psychiatry, 

12. https://doi.org/10.3389/fpsyt.2021.795221 

Shapiro, F. (2014). EMDR therapy: An overview of the method. Springer Publishing Company. 

Tabachnick, B. G., & Fidell, L. S. (2019). Using multivariate statistics (7th ed.). Pearson. 

Taherdoost, H. (2016). Sampling methods in research methodology: How to choose a sampling 

technique for research. International Journal of Academic Research in Management, 5(2), 18–

27. 

Tesfaye, A., Sendekie, A., Kabito, G., Engdaw, G., Argaw, G., Desye, B., Angelo, A., Aragaw, F., & 

Abere, G. (2024). Posttraumatic stress disorder and associated factors among internally displaced 

persons in Africa: A systematic review and meta-analysis. PLoS One, 19(4), e0300894–

e0300894. https://doi.org/10.1371/journal.pone.0300894 

United Nations Office for the Coordination of Humanitarian Affairs. (2024, March 21). Cameroon: 

Situation Report, 21 March 2024. 

https://doi.org/10.1136/bmjopen-2021-052903
https://doi.org/10.1136/bmjopen-2021-052903
https://doi.org/10.1371/journal.pone.0270042
https://doi.org/10.1371/journal.pone.0299584
https://doi.org/10.1371/journal.pone.0299584
https://doi.org/10.1186/s12991-023-00488-5
https://doi.org/10.3389/fpsyt.2021.764738
https://doi.org/10.3389/fpsyt.2021.795221
https://doi.org/10.1371/journal.pone.0300894


             International Journal of Applied Science and Engineering Review 

 

ISSN: 2582-6271 
 

Vol. 7, Issue.3, May-June 2026, page no. 74-93 

 

https://ijaser.org Page 93 

 

UNOCHA. https://www.unocha.org/publications/report/cameroon/cameroon-situation-report-21-

march-2024 

van Mol, M., Kompanje, E., Benoit, D., Bakker, J. & Nijkamp, M. (2015). The Prevalence of 

Compassion Fatigue and Burnout among Healthcare Professionals in Intensive Care Units: A 

Systematic Review. PLoS ONE, 10(8): e0136955. https://doi.org/10.1371/journal.pone.0136955  

 

https://www.unocha.org/publications/report/cameroon/cameroon-situation-report-21-march-2024
https://www.unocha.org/publications/report/cameroon/cameroon-situation-report-21-march-2024
https://doi.org/10.1371/journal.pone.0136955

