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Background: Post-traumatic stress symptoms (PTSS) have been described in healthcare workers after disease outbreaks.
Anaesthetists are at high risk of exposure to COVID-19 due to the nature of the airway procedures they perform. Anaesthetists
are also at increased risk of mental health disorders, substance abuse and suicide. When the occurrence of PTSS is great in both
number and severity, these become the key elements of the diagnostic criteria for post-traumatic stress disorder (PTSD). This study
explores the prevalence and predisposing factors of PTSS in anaesthetists during the second wave of COVID-19 in South Africa.

Methods: Members of the South African Society of Anaesthesiologists (SASA) completed an electronic questionnaire regarding
their sociodemographic information as well as COVID-19 exposure. The PTSD checklist for DSM-5 (PCL-5) was used to measure
PTSS. The resulting score gave an indication of symptom severity, with a score of 33 or higher indicating a provisional diagnosis of
PTSD.

Results: A total of 483 participants completed the questionnaire (23.8% response rate). Of these, 391 participants were included
in the study and 69 participants (17.6%) received a provisional PTSD diagnosis. Participants who are younger and have less
experience, who are female, who are single or who do not have children exhibited a greater prevalence of PTSD. Also, those
participants who had pre-existing mental health conditions (p = 0.009), and those who reported loneliness (p < 0.001) and poor
social support (p = 0.018) were more likely to receive a provisional PTSD diagnosis. Personal protective equipment (PPE) shortages
were also associated with the development of PTSD (p = 0.009).

Conclusion: The prevalence of PTSS is unacceptably high among South African anaesthetists, especially those with pre-existing
mental health conditions and poor social support. This calls for support of vulnerable healthcare workers during disease pandemics.
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Introduction

The COVID-19 pandemic has exacerbated stressors in a
healthcare system where anxiety, depression and burnout had
already reached epidemic proportions, with burnout as high
as 84% at some healthcare institutions."? Navigating increased
patient numbers in the face of limited available hospital beds,
staff and personal protective equipment (PPE), may overwhelm
already expended frontline workers.? In addition to being at risk
of developing mental health problems, anaesthetists are among
the highest risk for viral exposure due to their proximity to the
airway and the nature of the airway procedures they perform.*>
Aerosol-generating procedures, such as tracheal intubation, are
associated with a six-fold increased risk of transmission of acute
respiratory infections.®

Although post-traumatic stress symptoms (PTSS) are commonly
associated with military and war-related trauma, the context
and definition of a ‘traumatic event’ is much broader and
becomes relevant to the COVID-19 pandemic.” Literature has
shown that high levels of PTSS can be found among healthcare
providers resulting from an epidemic or a pandemic.®'° A study
conducted during China’s H7N9 influenza epidemic found that
20.6% of medical staff members met the symptomatic criteria
for post-traumatic stress disorder (PTSD)."® PTSS may lead to

the development of PTSD, which may have dire consequences
if not recognised and managed early. Individuals suffering from
PTSD seldom seek help and are at two to five times greater risk of
suicidal ideation and attempted suicide.?

COVID-19 in the South African setting raises multiple concerns
when one considers the high rate of comorbidities, such as
diabetes, hypertension, human immunodeficiency virus (HIV)
and tuberculosis (TB). The recent African COVID-19 Critical Care
Outcomes Study (ACCCOS) found that HIV, diabetes, chronic
liver disease and chronic kidney disease were independently
associated with mortality.” Rural communities and townships
are also overcrowded, making social distancing nearly impos-
sible. The situation is further complicated by poor hygiene
and sanitation facilities. Another concern is the ratio of
doctors and nurses per person (1 to 1 111 persons and 1 to
284 persons, respectively), which is much lower than most
European countries.'? This has placed an enormous burden on
the healthcare sector to provide testing, tracing of results and
medical care to COVID-19 patients, as well as continuing regular
service delivery.

Mental health and physician wellness are becoming increasingly
important topics in the field of anaesthesiology. Numerous
studies have shown that anaesthetists are especially prone to
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developing anxiety, depression and burnout. They are also at
increased risk of suicide and substance abuse.'*'7 A recent study
conducted among South African anaesthetists found high rates
of burnout, especially those working in the public sector.’® During
the COVID-19 pandemic, negative mental health outcomes
such as distress, anxiety, depression and PTSS were identified
in healthcare workers, as well as the general population.81%28 In
many cases, PTSS were severe enough to warrant a provisional
diagnosis of PTSD."2" A wide variety of stressors were identified
among healthcare workers, either originating from an individual’s
workplace or their personal life. This included inadequate supply
of PPE and fears of bringing infection home to family.” Intense
media coverage, loss of income and the effect of quarantine and
school closures were also identified as stressors.2>"

Anaesthetists may suffer emotional and occupational vulner-
ability during this global disaster due to their susceptibility to
mental health problems and the high risk of viral exposure.*¢
COVID-19 may exacerbate stressors and lead to the development
of PTSS and subsequent PTSD. This study aimed to determine
the prevalence of PTSS in anaesthetists, and to further identify
predisposing factors of PTSS to develop interventions aimed at
positive mental health promotion and PTSD prevention.

Methods

This was an analytical, observational, cross-sectional study
of anaesthetists working at public and private hospitals in
South Africa between October 2020 and January 2021. A ques-
tionnaire was sent electronically to all South African Society
of Anaesthesiologists (SASA) members with known e-mail
addresses via a secure web application, REDCap®. Information
regarding informed consent was provided to the participants
and completion of the electronic questionnaire was accepted
as implied consent. Participation in this study was voluntary and
anonymous.

We included medical officers, registrars, diplomate anaesthetists
and specialist anaesthetists who were members of SASA at the
time. Intern doctors and medical students were excluded from
the study, as well as participants who completed less than 50%
of the questionnaire. Participants who had experienced a recent
(defined as the past year) traumatic life event, whereby the
participant was exposed to actual or threatened death, serious
injury or sexual violence, were also excluded from the study.
This was done as symptoms may be attributable to the recent
traumatic life event and not the COVID-19 pandemic.

Approval to conduct the research was obtained from the local
institutional ethics committee. Contact information for SASA’s
Wellness in Anaesthesia Support Group was provided to each
participant as they completed the questionnaire. Additional con-
tact information for anxiety and depression, substance abuse
and suicide helplines were provided.

Aself-report questionnaire was used to collect sociodemographic
information from participants, as well as information regarding
the degree to which they were exposed to COVID-19. The PTSD

checklist for DSM-5 (PCL-5) developed by Weathers et al.3? is
a 20-item self-report measure used to assess the presence
and severity of PTSS in participants. The PCL-5 was initially
developed for use in military service members; however, the
National Center for PTSD has extrapolated its use to civilians.??
The symptoms denoting PTSS listed on the PCL-5 correspond
with the four symptom clusters of PTSD, as specified in the DSM-
5. The questionnaire is designed to evaluate the four symptom
clusters of PTSD, which include intrusive symptoms, avoidance
symptoms, negative alteration in cognition and mood and, lastly,
hyperarousal symptoms.

Participants were asked to rate how affected they had been
by each symptom in the past month on a 5-point Likert scale
ranging from 0-4. Symptoms were summed to provide a PTSS
severity score (range = 0-80). Zero indicated that an individual
did not experience any symptoms, while a score of 80 indicated
maximal symptomatology. A PCL-5 score of 33 or higher was
used for the provisional diagnosis of PTSD, as this was defined
as a valid diagnostic cut-off score for the instrument.??

Statistical analysis

A proposed minimum sample size of 300 was calculated to
yield a sufficiently precise estimate of the prevalence of PTSS.
Frequencies and proportions with 95% confidence intervals
(where appropriate) were used to describe the categorical
variables. Associations between categorical variables were
tested using the chi-squared test or Fisher’s exact test. Univariate
and multivariate logistic regression analyses were used to relate
variables to PTSD diagnosis. All analyses were performed in
STATA 16° (StatCorp, Texas, USA) with statistical significance at
5%. Open-ended questions were analysed through thematical
analyses by two independent investigators. Differences in
opinion were resolved through discussion.

Results

An electronic questionnaire was sent to 2 028 SASA members.
A total of 483 participants completed the questionnaire (23.8%
response rate). None of these 483 participants were intern
doctors or medical students. However, 75 reported a traumatic
life event in the past year and 17 completed less than 50% of the
questionnaire. Therefore, only 391 participants were included in

PCL-5 score < 33

. PCL-5 score > 33

322;82.4%

Figure 1: Prevalence of PTSD among participants
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Table I: Characteristics of participants with and without PTSD

Variable PTSD (n=69) No PTSD p-value
n (row %) (n=322) n (row %)

Age 0.011F

<30 1(011.1) 8(88.9)

30-39 36 (25.9) 103 (74.1)

40-49 17 (16.0) 89 (84.0)

>50 15(10.9) 122 (89.1)

Gender* 0.001*

Male 22(11.71) 177 (88.9)

Female 46 (24.2) 144 (75.8)

Marital status 0.005°

Single 18 (35.3) 33(64.7)

Married 42 (14.7) 243 (85.3)

Cohabiting 6(16.7) 30(83.3)

Divorced/widowed 3(15.8) 16 (84.2)

Children 0.0191

Yes 41(14.8) 236 (85.2)

No 28 (24.8) 85 (75.2)

Geographic location*

Eastern Cape 5(20.8) 19(79.2)

Free State 0(0) 21 (100)

Gauteng 33(20.0) 132 (80.0)

KwaZulu-Natal 10(17.2) 48 (82.8)

Limpopo 0(0) 1(100)

Mpumalanga 0(0) 3(100)

Northern Cape 0(0) 3(100)

North West 1(14.3) 6 (85.7)

Western Cape 18(17.5) 85 (82.5)

Work sector 0.111

Public 30(23.6) 97 (76.4)

Private 34 (15.2) 189 (84.8)

Both 5(13.5) 32(86.5)

Hospital classification

Private 32(14.0) 196 (86.0) 0.0271

Primary 1(33.3) 2(66.7) 0.474

Secondary 2(11.8) 15(88.2) 0.515

Tertiary/central 37(23.0) 124 (77.0) 0.021%

Professional rank* 0.141

Medical officer 2(33.3) 4(66.7)

Registrar 18(26.1) 51(73.9)

5;’;2’:;13;;“ 4(148) 23(85.2)

gg;‘:;‘t'}:ae’t‘fst 44(15.5) 240 (84.5)

Years of anaesthetic experience® 0.030"

<5 7 (20.0) 28 (80.0)

5-9 23 (24.5) 71 (75.5)

10-15 17 (21.5) 62 (78.5)

>15 20(11.3) 157 (88.7)

Support structure <0.001*

Good 38(13.0) 255 (87.0)

Average 24 (28.9) 59 (71.1)

Poor 7 (50.0) 7 (50.0)

Mental health condition <0.001"
Yes 25(34.2) 48 (65.8)

No 44 (13.9) 272 (86.1)

Financial stress 0.227
Yes 41 (20.0) 164 (80.0)

No 28 (15.3) 155 (84.7)

Loneliness <0.001"
Yes 61 (32.6) 126 (67.4)

No 8 (4.0) 194 (96.0)

Uncertainty 0.006"
Yes 69 (19.3) 289 (80.7)

No 0(0) 32(100)

* Statistically significant difference (p-value < 0.05)
Owing to the omission of demographic data by participants, the PTSD
group does not summate to sixty-nine.

the study. A total of 69 participants (17.6%; 95% Cl 14.0-21.8%)
obtained a score of 33 or more on the PCL-5 and received a
provisional diagnosis of PTSD, as shown in Figure 1.

More male than female participants (51.2% and 48.8%, respec-
tively) formed part of this study. Private practitioners accounted
for 57.6% (n = 223) of the participants. The majority of the
participants were consultant anaesthetists (n = 284, 73.6%)
and 177 participants (46%) had at least 15 years of anaesthetic
experience. Most participants were employed in Gauteng,
Western Cape or KwaZulu-Natal provinces (42.9%, 26.7% and
15.0%, respectively).

Statistically significant differences were observed between
groups of participants with PTSD and those without PTSD, as
shown in Table I. Demographic factors which were found to
be significant through univariate logistic regression analysis
included age, gender, marital status, whether a participant
had children, hospital classification and years of anaesthetic
experience. Intrinsic characteristics which were associated with
statistically significant differences in PTSD prevalence included
social support structure, pre-existing mental health conditions
and feelings of loneliness and uncertainty. Although most
participants experienced financial stress, this factor was not
found to be statistically significant.

Anaesthetists aged 30-39 years had a PTSD prevalence of
25.9%, whereas older anaesthetists (50 years and older) had
a prevalence of 10.9%. The prevalence of PTSD among male
and female participants were 11.1% and 24.2%, respectively.
A multivariate logistic regression analysis revealed that female
participants were 1.4 times more likely to have PTSD. However,
this was not statistically significant. Married participants had a
lower prevalence of PTSD than single participants (14.7% and
35.3%, respectively). Similarly, participants with children had a
lower prevalence of PTSD than those without children (14.8%
and 24.8%, respectively). With regards to hospital classification,
the prevalence of PTSD was higher among participants who
work in tertiary/central hospitals, compared to those who work
in private hospitals (23.0% and 14.0%, respectively). Participants
with more than 15 years' anaesthetic experience demonstrated
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Table Il: COVID-19 exposure of participants with and without PTSD

Variable PTSD (n =69) No PTSD p-value
n (row %) (n=322) n (row %)

Exposure to patients with suspected/confirmed 0.230

COVID-19

Daily 26 (22.8) 88(77.2)

Weekly 29(17.3) 139(82.7)

Monthly 13(14.1) 79 (85.9)

Never 1(6.3) 15(93.7)

PPE and COVID-19 training 0.035°5

Yes 67 (19.0) 285 (81.0)

No 2(5.3) 36 (94.7)

Areas of service provision

Non-COVID-19 theatre 0.979

Yes 62(17.7) 289 (82.3)

No 7(17.5) 33(82.5)

COVID-19 theatre 0.072

Yes 62(19.3) 260 (80.7)

No 7(10.1) 62 (89.9)

Non-COVID-19 ICU 0.151

Yes 31(21.2) 115(78.8)

No 38(15.5) 207 (84.5)

COVID-19ICU 0.189

Yes 42 (20.0) 168 (80.0)

No 27 (14.9) 154 (85.1)

COVID-19 screening area/tent 0.906

Yes 3(18.8) 13(81.2)

No 66 (17.6) 309 (82.4)

COVID-19 ward 0.945

Yes 9(17.3) 43(82.7)

No 60(17.7) 279 (82.3)

Emergency department 0.602

Yes 4(22.2) 14 (77.8)

No 65(17.4) 308 (82.6)

COVID-19 intubation team 0.155

Yes 38(20.5) 147 (79.5)

No 31(15.0) 175 (85.0)

PPE shortages <0.001%

Yes 45 (25.9) 129 (74.1)

No 24(11.1) 193 (88.9)

Tested for COVID-19 0.038°

Yes 60 (19.8) 243 (80.2)

No 9(10.2) 79 (89.8)

Tested POSITIVE for COVID-19 0.847

Yes 7(16.7) 35(83.3)

No 62(17.9) 285 (82.1)

Close friends or relatives tested POSITIVE for COVID-19  0.654

Yes 53(18.2) 239 (81.8)

No 16(16.2) 83(83.8)

Quarantined due to COVID-19 exposure or infection 0.232

Yes 27 (20.9) 102 (79.1)

No 42 (16.0) 220 (84.0)

the lowest prevalence of PTSD (11.3%), whereas those with
5-9 years'anaesthetic experience showed a higher prevalence of
PTSD (24.5%). The prevalence of PTSD among trainees (medical
officers and registrars) was 33.3% and 26.1%, respectively. This
is compared to diplomate anaesthetists (14.8%) and specialist
anaesthetists (15.5%). No statistically significant difference
was observed between participants of various work sectors or
professional rank.

As shown in Table Il, most participants were exposed to pa-
tients with suspected/confirmed COVID-19 on a daily or weekly
basis. However, frequency of exposure was not found to be
significantly associated with PTSD prevalence. There was also
no significant relationship between areas of service provision
and PTSD prevalence. Of the participants, 352 (90.3%) received
training regarding PPE and the management of COVID-19,
whereas 38 (9.7%) did not receive training. Despite this, PTSD was
more prevalent among participants who had received training,
compared to those who had not received training (19.0% and
5.3%, respectively). In addition, those who had received training
were five times more likely to develop PTSD. The prevalence
of PTSD was higher among participants who experienced PPE
shortages, compared to participants who had sufficient PPE
(25.9% and 11.1%, respectively).

Of the 69 participants in the PTSD group, 60 (87%) were tested
for COVID-19 and seven (10.1%) tested positive. This is in com-
parison to the non-PTSD group, of which 243 participants
(75.5%) were tested for COVID-19 and 35 (10.9%) tested positive.
Interestingly, the chi-squared test shows a significant associa-
tion between a participant being tested for COVID-19 and PTSD
prevalence, with no significant association between a positive
test result and PTSD prevalence. With regards to participants
having close friends or relatives testing positive for COVID-19
or participants being quarantined, there was no statistically
significant difference in PTSD prevalence.

A multivariate logistic regression analysis was performed to
evaluate predisposing factors, and the results are summarised in
Table lIl. Logistic regression identified five predisposing factors
that contributed significantly to the development of PTSD,
namely pre-existing mental health condition, loneliness, poor
support structure, PPE shortage and PPE training. Participants
with a poor social support structure were 5.1 times more likely

Table Ill: Multivariate logistic regression analysis of predisposing
factors of PTSD

Predisposing factor Adjusted OR (95% Cl) p-value
Mental health condition 2.52(1.26-5.07) 0.009"
Loneliness 9.79 (4.16-23.05) <0.001"
Poor support structure 5.09 (1.32-19.65) 0.018"
PPE shortage 2.29(1.22-4.30) 0.009"
PPE training 5.03 (1.05-24.03) 0.043"

§ Statistically significant difference (p-value < 0.05)

ICU - intensive care unit, PPE - personal protective equipment

f Statistically significant difference (p-value < 0.05)
OR - odds ratio, Cl - confidence interval, PPE — personal protective equipment
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to develop PTSD and those who experienced loneliness were
9.8 times more likely to be diagnosed with PTSD.

Participants with pre-existing mental health conditions demon-
strated a higher prevalence of PTSD compared to those not
previously diagnosed with a mental health condition (34.2% and
13.9%, respectively). The adjusted odds ratio (OR) demonstrates
that participants were 2.5 times more likely to develop PTSD.

In response to an open-ended question included in the ques-
tionnaire, various other stressful factors were reported by
participants. It was observed that feelings of uncertainty,
academic stress and financial strain were experienced by many
participants. Numerous participants reported that separation
from family and isolation were traumatic for them. Fear for
one’s own life and health, as well as the illness or loss of loved
ones or colleagues during the COVID-19 pandemic were
common stressors among participants. A few participants
reported positive experiences during the COVID-19 pandemic.
Some participants experienced the reduction in workload
and nationwide ‘lockdown’ as enjoyable, citing that they were
‘probably overworked' Another respondent felt that working
during the pandemic had a positive effect on them, mentioning
that ‘'strangely enough, work has kept me going'

Discussion

In this observational, cross-sectional study of 391 participants,
we investigated the prevalence and predisposing factors of
PTSS among anaesthetists during the second wave of the
COVID-19 pandemic in South Africa. To our knowledge, this
is the first study of its kind in South Africa. It was shown that a
provisional PTSD diagnosis had a prevalence of 17.6%. While
various demographic factors, intrinsic characteristics and
COVID-19 exposure factors were associated with PTSD, only
a few were strongly associated with the development of PTSD
through multivariate logistic regression analyses. These factors
included pre-existing mental health condition, poor social
support structure, feelings of loneliness, and PPE shortage and
training.

Although our study focussed on anaesthetists specifically,
several recent studies have investigated the prevalence of
PTSD in healthcare workers during the COVID-19 pandemic.
Two studies conducted among healthcare personnel in Spain
and China reported PTSS in 56.6% and 40.2% of respondents,
respectively.?’33 A large Chinese study including nearly 15 000
emergency department personnel, found that symptoms of
depression were more common than PTSD (25.2% and 9.1%,
respectively).?’ The prevalence of PTSD in our study was similar
to the findings of two other studies conducted among nurses
and frontline workers.'®?? The variance in prevalence may be
explained by factors such as geographical differences in the
COVID-19 peak periods and durations of outbreaks. Infrastructure
and resource disparities between healthcare systems, as well
as the psychological reaction of healthcare professionals may
differ during an outbreak of an infectious disease. Healthcare
workers in Singapore demonstrated an almost three times

higher prevalence of PTSD during the SARS outbreak, compared
to COVID-19. This could be attributed to improved mental
preparedness and infection control measures.?* Variation in
occupational exposure levels of healthcare workers and the fact
that a range of PTSD screening tools were used, may also have
contributed to the differences in PTSD prevalence.

According to our findings, several demographic variables were
associated with PTSD. Female gender was positively correlated
with PTSD. Although this was only shown to be significant
through univariate analysis, this finding is consistent with
multiple other publications.'>2>262¢ PTSD was less prevalent
among anaesthetists in the private sector, which is interesting
considering the financial losses and stress they may have
experienced during the pandemic. Anaesthetists with more
years of anaesthetic experience had a lower prevalence of
PTSD. Furthermore, PTSD was almost twice as prevalent among
trainees (medical officers and registrars) compared to the diplo-
mate and specialist anaesthetist groups. This may suggest that
professional maturity and clinical experience may be conducive
to improved coping abilities when faced with a pandemic such
as COVID-19. Likewise, several recent studies found that younger
medical professionals with less work experience suffered higher
levels of adverse psychological outcomes during the COVID-19
pandemic'19,21,22,25,26,28

It has been shown in our study that loneliness and poor social
support structures were strongly associated with PTSD, a finding
consistent with numerous previous studies.?'?>? Our study
also found that PTSD was more prevalent among unmarried
participants, as well as those without children. Although this
was only shown to be statistically significant through univariate
analyses, publications by Song et al?' and Gonzalez Ramirez
et al.? had similar findings. These observations highlight the
importance of family and social support for medical personnel
to maintain psychological health.

The association between pre-existing mental health conditions
and the development of various adverse psychological outcomes
(such as depression, anxiety, burnout and PTSD) has been
widely researched among healthcare workers. Our findings are
consistent with the literature as it showed a strong association
between an individual’s pre-existing mental health condition
and PTSD.2? This reiterates the vulnerability of this specific group
of healthcare providers to the development of PTSD during the
COVID-19 pandemic.

Our study found an association between PPE shortages and
PTSD, with those who experienced shortages being more than
twice as likely to develop PTSD. Interestingly, anaesthetists who
had received training on PPE and the management of COVID-19
experienced a higher prevalence of PTSD. This association, which
was significant through multivariate analysis, may highlight a
potential adverse psychological impact of training. Although
ongoing training in the medical profession is crucial, it may also
provoke uncertainty and fear, especially during a novel global
pandemic such as COVID-19. This emphasises the need for well-
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organised, informative and empowering training programmes
for healthcare workers during infectious disease outbreaks.

The various stressors that were reported in response to an open-
ended question in the questionnaire, provided insight into the
specific concerns and emotions experienced by anaesthetists
during the COVID-19 pandemic. Although this information did
not form part of our primary aims and objectives, it is necessary
to emphasise the wide spectrum of selective stressors and the
impact it may have had on participants’ mental health and
overall wellbeing.

A major strength of this study was its study size. Good
participation was observed from both public and private sector
anaesthetists. Additionally, this was a multicentre study which
included participants from all hospital sectors and provinces in
South Africa.

This study does, however, have several limitations. It is a
cross-sectional study that does not enable us to determine
causality of psychological outcomes. Also, it must be noted
that there is a dynamic interplay between trauma exposure
and symptomatology. As the COVID-19 pandemic changes,
the mental health of medical professionals may also change.
We neither assessed the prevalence of PTSD symptoms prior
to the COVID-19 pandemic, nor followed the progression
or improvement of symptoms. Furthermore, data collection
for this study occurred during the second peak of COVID-19
infections in South Africa. At the time of writing, a third wave
of infections was underway. Repeated exposure to trauma may
increase the susceptibility of an individual to developing PTSD;
thus, the prevalence of PTSD among medical professionals may
increase as the COVID-19 pandemic continues. Alternatively, the
prevalence of PTSD may decrease across the COVID-19 pandemic
trajectory, as healthcare systems improve infection control
measures and resource allocation. Healthcare providers may
become more familiar with protocols and experience increased
mental preparedness, as the unknown becomes more familiar.
Another limitation of the study is that although the prevalence
of PTSD was measured, other outcomes of a traumatic event
such as depression, anxiety and substance abuse were not
measured. Hence, the emotional impact of COVID-19 might have
been underestimated. Other potentially significant associated
factors for PTSD were not fully discussed in the current study,
such as life stress, coping styles and personality, which may have
had potential confounding effects on PTSD. The study was also
limited by the fact that the PCL-5 is only a screening tool used for
diagnosing provisional PTSD and a definitive diagnosis of PTSD
cannot be made exclusively based on the results of the PCL-5
questionnaire. In addition, the PCL-5 was originally designed
for use by military personnel, which highlights the need for the
development of a unique measuring tool that could be validated
and standardised for use by healthcare workers. This may be an
area for future research involving a multidisciplinary platform
which may include, among others, doctors, nursing staff and
psychologists.

The questionnaire was self-administered, which may introduce
inherent bias. Owing to the sensitive nature of the questionnaire,
respondents may have been reluctant to participate in the study,
or perhaps they were too ‘burned out’ to participate. On the
other hand, participants with greater mental health concerns
may have been more likely to respond, in comparison to those
who did not feel personally affected. Lastly, all participants in the
current study are anaesthetists. Owing to the diverse working
environments and experience of various healthcare profes-
sionals during the COVID-19 pandemic, the generalisability of
these results to other medical disciplines remains to be verified.

Conclusion

The mental health impact of the COVID-19 pandemic, especially
among emotionally and occupationally vulnerable disciplines,
may have devastating consequences on healthcare workers,
communities and institutions. Findings from this study
indicate the importance of supporting susceptible healthcare
workers through interventions aimed at positive mental health
promotion and PTSD prevention. Learning from our experiences
during this pandemic may help guide our mental healthcare
response to future outbreaks.
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