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Abstract: Emergency nurses are exposed daily to numerous stressful situations that can lead to
the development of post-traumatic stress disorder (PTSD) symptoms. This study examined the
relationship between traumatic events, routine stressors linked to trauma, and post-traumatic stress
disorder (PTSD) symptoms in emergency nurses. For this purpose, a sample of 147 emergency nurses
completed the Traumatic and Routine Stressors Scale on Emergency Nurses (TRSS-EN) and the
Posttraumatic Diagnostic Scale (PDS-5). Results of correlations and moderate multiple regression
analyses showed that the emotional impact of routine stressors was associated with a greater number
of PTSD symptoms, and, apparently, to greater severity, in comparison to the emotional impact
of traumatic events. Furthermore, the emotional impact of traumatic events acts as a moderator,
changing the relationship between the emotional impact of routine stressors and PTSD symptoms,
in the sense that the bigger the emotional impact of traumatic events, the bigger the relationship
between the emotional impact of routine stressors and PTSD symptoms. These results suggest that
the exposure to routine work-related stressors, in a context characterized by the presence of traumatic
events may make emergency nurses particularly vulnerable to post-traumatic stress reactions. Some
prevention measures are suggested according to the results of the study.

Keywords: emergency nursing; mental health and illness; nurses; post-traumatic stress disorder;
routine stressors; traumatic events

1. Introduction

Emergency nurses are exposed to numerous traumatic events and routine stressors in
the course of their professional activities. In this sense, traumatic events refer to shocking,
frightening or dangerous experiences that can affect someone emotionally and physi-
cally [1,2]. In emergency care settings, traumatic events refer to shocking and disturbing
experiences that nurses come across (e.g., sudden death of a child or infant) that, due to
their magnitude and intensity, may threaten the nurse’s ability to cope adequately [1] and
may provoke strong emotional, cognitive or behavioral reactions [3]. Routine stressors
refer to other, less significant, but more frequent sources of stress; however, some of them,
occurring in a setting where exposure to traumatic events also occurs, seem to be related to
the presence of certain manifestations of symptoms of trauma [4,5]. The majority of orga-
nizational work stressors in the emergency department can be classified as the latter [6].
Thus, situations such as work overload or conflicts with colleagues can be considered
routine stressors in emergency departments.

Several studies have found clinical levels of PTSD in emergency nurses. A study
carried out in Canada found that about 25.8% of a sample of Emergency Nurses met
the criteria for PTSD [7]. Additionally, a Belgian study found clinical levels of PTSD in
8.5% of this population [1]. Currently, and due to the pandemic situation, several studies
point to an increase in clinical levels of PTSD related to the COVID pandemic among
emergency nurses [8]. In this regard, some research estimates that about 20% of emergency
department staff are at an elevated risk of PTSD [9]. Other studies have reported a high
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incidence of PTSD symptoms among emergency nurses. Thus, research conducted by
Iranmanesh et al. [10] in Iran showed that the majority of hospital emergency staff (94% of
staff) reported moderate PTSD symptoms. These results are in line with those obtained by
Gates et al., in the United States [11] who found that 94% of emergency nurses experienced
at least one PTSD symptom after being exposed to a violent event.

Numerous studies have shown a positive relationship between traumatic events and
post-traumatic symptoms [12,13]. The important role played by repeated exposure to
traumatic events is also well known in the development of post-traumatic symptoms
and PTSD in emergency workers such as police, first responders, firefighters and health
personnel [1,14,15]. However, emerging evidence is indicating that repeated exposure to
routine work-related stressors, is also linked to post-traumatic symptoms [5,6,16]. More-
over, several studies have shown that perceived uncontrollability and unpredictability of
routine stressors might account for a part of such symptoms [17–19].

The role of environmental factors in the appearance of post-traumatic symptoms has
been considered for many years. In fact, King and colleagues [20] highlighted the contribu-
tion of these factors to the development of PTSD symptoms in Vietnam war veterans. Their
study found that exposure to certain stressful environmental settings (e.g., those dominated
by daily work conflicts) were better predictors of PTSD symptoms than exposure to more
severe, traumatic events (for example, the combat itself, perceived threats, or atrocities on
the battlefield). Along the same lines, studies carried out with police officers show that
certain routine repetitive stressors (for example, work organization problems) can play
an important role in the development and maintenance of PTSD symptoms [5,19,21] and,
additionally, that the effects of the exposure to these routine stressors may be more severe
than that of cumulative exposure to traumatic events [4]. Not many studies have been
conducted among emergency professionals assessing the relationship between traumatic
events, routine stressors and PTSD symptoms [4,19,21]. Furthermore, the results are in-
conclusive. In this regard, some authors have suggested that trauma severity is the only
initial predictor of PTSD symptoms and that routine stressors are subsequently related to
PTSD symptoms [21]. Other researchers have considered the effects of routine stressors to
be independent and greater than those produced by traumatic events [4], moreover, certain
studies have suggested that routine stressors mediate the relationship between traumatic
events and PTSD symptoms [19]. Specifically in the field of emergency nursing, research
on the relationship between traumatic events, routine stressors and PTSD symptoms has
been scarce and results suggest that repeated exposure to certain routine stressors may be
associated with PTSD symptoms [6]. In this regard, Laposa et al. [6] observed a significant
association between one routine stressor (interpersonal conflicts at work) and PTSD symp-
toms; suggesting that post-traumatic effects of this routine stressor may be independent of
those produced by traumatic events. These results reveal the importance of certain routine
stressors in the development of PTSD symptoms, and, eventually, lead to questioning the
definition of PTSD in itself (DSM-5, American Psychiatric Association, 2013), inasmuch
as the DSM-5 requires the exposure to a traumatic event as a condition for diagnosing
PTSD [22].

Traumatic events in an emergency setting are predictable and relatively controllable
for nurses, as they are prepared for them. By contrast, continuously repeated routine
situations, such as, for example, dealing with patients’ relatives or interpersonal conflicts
with colleagues, may be experienced by the nurses as uncontrollable and unpredictable,
which may lead to sensitization to them [6]. It is well known that the uncontrollability and
unpredictability of stress are consistent predictors of post-traumatic symptoms, as shown
by both animal research [23] and retrospective human studies [24–26]. Thus, the results
showing the harmful potential of exposure to certain routine stressors among emergency
nurses with regards to PTSD symptoms [6], could be explained in terms of the sense of
threat they generate, determined by the personal perception of control and the predictability
of the event. Additionally, these routine stressors are not independent of traumatic events.
In some cases, what makes them threatening are the possible consequences that these
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routine situations might produce in terms of quality of care and, consequently, in terms of
chances of survival for the patients. In other cases, as when, dealing with patients’ relatives,
it often means, becoming exposed to the emotional consequences of death. Presumably,
this means a greater perceived threat and, therefore, a greater source of sensitization.

In line with the above, some authors have proposed that the convergence of routine
and traumatic events might be the reason why some routine stressors would reach the
potential to produce post-traumatic symptoms [27]. Only a significant presence of routine
stressors in a context characterized by the presence of recognizable traumatic events could
provide the context for the emergence of PTSD symptoms. Along these lines, several
studies show that controlling certain routine stressors associated with trauma, understood
as linked to simultaneous traumatic events, can buffer the emergence and development
of PTSD symptoms resulting from exposure to severe traumatic events [6,19]. Given the
above, the importance of studying the role of these routine stressors as significant risk
factors in interaction with traumatic events in the development of PTSD symptoms in
emergency nurses is evident.

The main aims of this study are: (1) to study the association between traumatic events
and routine stressors linked to trauma with regards to post-traumatic symptoms and,
(2) to study the possible interaction between both types of stressors in order to predict
post-traumatic symptoms [22]. Hence, the following hypotheses were proposed:

Hypothesis 1 (H1). For emergency nurses, the impact of exposure to routine stressors associated
with trauma will show a greater positive association with the amount and severity of PTSD
symptoms than the impact of exposure to traumatic events [6].

Hypothesis 2 (H2). Emotional impact of traumatic events will moderate the relationship between
the emotional impact of routine events linked to trauma and post-traumatic symptoms. This will be
reflected in an increase in the relationship between PTSD symptoms and the emotional impact of
routine stressors, as the emotional intensity due to exposure to traumatic events increases [19].

2. Materials and Methods
2.1. Participants

The sample consisted of 147 emergency nurses (128 women and 19 men), working in
three hospitals in Madrid (Spain) and aged between 24 and 61. The mean age of respon-
dents was 40.41 (SD = 8.32), and they had been working in the same department for a mean
of 9.9 years (SD = 6.69). In total, 111 spent more than 75% of their working time in direct
contact with their patients (Table 1 presents a detailed description of the sample). Partici-
pants were required to have worked in the same department for at least one year. General
exclusion criteria were: significant acute or chronic medical or psychiatric disorders.

2.2. Instruments
2.2.1. Traumatic and Routine Stressors Scale on Emergency Nurses (TRSS-EN)

The Traumatic and Routine Stressors Scale on Emergency Nurses (TRSS-EN) [28], is
a 13-item measure that was used to simultaneously assess frequency (frequency of expo-
sure) and severity (emotional impact) to common traumatic events and routine stressors
associated with trauma in the daily work of emergency nurses during the previous six
months. Frequency of exposure is indicated on a 7-point Likert scale, where 1 is “fewer
than three times in six months” and 7 is “every day” (Frequency scale), and emotional
impact of the stressful event is indicated using a second 7-point Likert scale, where 1 is
“without emotional impact” and 7 is “maximum emotional impact” (Impact scale). The
final scale provides six indexes: “Emotional Impact of traumatic stressors”, “Emotional
Impact of routine stressors”, “Frequency of traumatic stressors”, “Frequency of routine
stressors”, “Total Impact of traumatic stressors”, and “Total Impact of routine stressors”.
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Table 1. Basic descriptors of study participants as a function of their demographic and profes-
sional characteristics.

Descriptive Data Mean SD n Percentage

Age (N = 144) 40.41 8.32
Children (N = 147) 0.99 1.02

Years of experience in the profession (N = 147) 16.48 7.33
Years of experience in the same job (N = 147) 9.9 6.69

Characteristics

Gender 147 100
Male 19 12.9

Female 128 87.1

Relationship status 145 100
In a stable relationship 115 79.3

Single 30 20.7

Educational level 146 100
DUE 88 60.3

General Nurse 11 7.5
TCAE 43 29.5
Others 4 2.7

Employment situation 147 100
Permanent 72 49

Non-permanent 75 51

Percentage with patients 146 100
Less than 25% 8 5.5

From 25% to 50% 2 1.4
From 50% to 75% 25 17.1
More than 75% 111 76

Note: Children refers to the number of children of the participants. DUE (“Diplomado Universitario de Enfer-
mería”) is equivalent to general nurse; TCAE (“Técnico en Cuidados Auxiliares de Enfermería”) is equivalent to
nursing assistant; Others (different category to the main qualification required).

The Psychometric Properties of TRSS-EN show a factorial solution with two factors
for the impact scale in TRSS-EN. The eigenvalues for these factors were >1: 6.79 for the first
and 1.57 for the second factor. The communality values ranged from 4.64 to 7.59. According
to these criteria, the factorial solution was composed of two factors. The first comprised the
following items: 1 “Dealing with sudden death of young people”, 2 “Dealing with death
or resuscitation of a baby or young child”, 3 “Handling victims of car and train crashes”,
4 “Confrontation with physical trauma and burn patients”, 5 “Dealing with suicide”, 10
“Confrontation with child abuse and negligence” and 11 “Exposure to sudden death”, with
factorial weights between 0.682 and 0.846. This factor, labeled “Traumatic stressors”, was
made up of traumatic events and stressors of great magnitude. Cronbach’s alpha for this
factor was 0.911 and Omega index was 0.857. The second factor was composed of items 6
“Dealing with aggression, violence and threat”, 7 “Inability to deliver good quality of care”,
8 “Inability to help chronically ill patients”, 9 “Dealing with relatives of victims/patients,
12 “Dealing with psychiatric patients”, and 13 “Management of dead bodies”, with factorial
weights between 0.562 and 0.819. This second factor was called “Routine stressors” and
comprised events and stressors of moderate magnitude. Cronbach’s alpha for this factor
was 0.862 and Omega index was 0.833. Each factor (traumatic stressors and routine
stressors) has 3 indexes (impact, frequency and total impact), in total six indexes. The scale
has high internal consistency (Cronbach’s Alpha = 0.92), adequate test–retest reliability
and satisfactory concurrent validity [28].

2.2.2. Posttraumatic Diagnostic Scale for DMS-5 (PDS-5)

The Posttraumatic Diagnostic Scale for DMS-5 (PDS-5) [29] is a 24-item measure that
was used to assess PTSD symptom severity in the previous month according to DSM-5
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criteria. We used the Spanish version of the post-traumatic diagnosis scale for DSM-5. For
this purpose, we used the Spanish version of the DSM-5 manual (American Psychiatric
Association, 2013). The PDS-5 consists of four subscales: “Intrusion” (5 items), “avoidance”
(2 items), “changes in mood and cognition” (7 Items) and “arousal and hyperreactivity”
(6 Items). All these items are rated on a 5-point Likert scale from “not at all” to “6 or more
times a week/severe”. Four additional items ask about distress and interference caused,
as well as the onset and duration of symptoms. A high score on the SA-45 represents a
high level of psychiatric symptoms. Cronbach’s α = 0.92, test–retest reliability (r = 0.90).
Convergent validity was deemed good [29].

2.3. Procedure

Before collecting data, the authors contacted several hospitals to explain the study and
request their collaboration. This study was conducted in accordance with the Declaration
of Helsinki [30]. The study protocol was approved by the research ethics committee of the
University Rey Juan Carlos (number 030320162116).

For each hospital, we applied a simple random sampling between the whole of nursing
workers from the three hospitals. We assumed a confidence level of 95% and a level of
heterogeneity of 50%. This sample size was enough to detect, in multiple regression models
with a total number of three predictors and one tested predictor (interaction term), a
medium effect size (f2 = 0.15) with a target power of 0.99, following Cohen’s guidelines for
small, medium, and large effects [31]. A total of 218 nursing professionals were initially
involved. Thirteen participants were excluded on the application of inclusion criteria, and
68 did not return complete questionnaires (response rate = 71.7%). The study proceeded
over 16 months, from February 2017 until June 2018, during which researchers were in
contact with participants. Initially, brief meetings were held in which the research aims
were presented and the inclusion criteria discussed. All participants who voluntarily
agreed to participate provided signed informed consent and were instructed on how to
complete the questionnaire items, which were administered via the Internet. Participants
were given a month to return the instruments, during which a reminder was sent by email.
Data were initially collected using Google Drive. The evaluation session lasted about
20 min. In all instances, participant anonymity was preserved by means of the use of codes.

2.4. Data Analysis

The analysis of the study data was performed using the statistical software IBM SPSS
Statistics for Windows, version 25.0 (IBM, Armonk, NY, USA). Initially, in order to test the
first hypothesis of the study, the Pearson correlations coefficients between factors of the
TRSS-EN scale, and global index and subscales of the PDS-5 test were calculated. Then,
using the Student’s paired t-test, the existence of statistically significant differences be-
tween levels of intensity of emotions aroused by traumatic events and levels of intensity
generated by routine stressors in the sample were contrasted, as well as the existence of
statistically significant differences between frequency of exposure to traumatic events and
frequency of exposure to routine stressors. To find out whether traumatic events moder-
ated the relationship between routine stressors and PTSD symptoms (second hypothesis
of the study), a series of moderate multiple regression analyses were performed. For
this, purpose, macro Process v2. 16.3 of Hayes [32]) was used, using the bootstrapping
technique (10,000 bootstrap) to calculate confidence intervals (Model 1; to use this macro
see Hayes, [33]) and with conditioning options: pick a point and Johnson–Neyman. The
impact, frequency, and total impact of routine stressors served as independent variables,
the impact of traumatic events was the moderating variable, and the different dimensions
of PTSD symptoms were considered as dependent variables. The following procedure was
used: each of the three routine stressor indexes (impact of routine stressors, frequency of
routine stressors, and total impact of routine stressors) of the TRSS-EN scale, together with
the impact of traumatic events and the five subscales of the PDS-5 were entered separately.
A total of 15 potential moderation effects were tested in this way. Statistical tests were
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carried out in a two-tailed format, all reported results were considered significant at the
p < 0.05 level.

Our research group has previously published a manuscript where the main purpose
was to analyze the psychometric properties of this new scale (TRSS-EN). The aim of this
study is not to analyze the validity of the scale, but rather to analyze the moderation effect
of traumatic events on the relationship between routine stressors and PTSD symptoms.
Although the sample is the same, the aims, statistical analysis and the main results are
different according to the previous psychometric manuscript. The processing of the data
carried out to meet the objective of the previous article does not interfere methodologically
with this one.

3. Results
3.1. Associations between Impact of Traumatic Events versus Impact of Routine Stressors and
PTSD Symptoms

The basic descriptive and zero-order correlations between the global TRSS-EN indices
and the global PTSD index and subscales of the PDS-5 are presented in Table 2. While
the emotional impact of routine stressors correlated positively both with the global index
of PTSD symptoms (r = 0.307) and with the intrusion (r = 0.272), avoidance (r = 0.313),
cognitive mood (r = 0.234), and arousal (r = 0.308) subscales, the impact of traumatic events
only correlated positively with the arousal subscale (r = 0.204). Results from Student’s
paired t-test showed the existence of statistically significant differences between the level
of emotional intensity elicited by traumatic events and the emotional intensity elicited
by routine stressors (t = 7.70; p < 0.05; I. C [0.54, 0.91]); additionally, they also showed
the existence of statistically significant differences between the frequency of exposure to
traumatic events and the frequency of exposure to routine stressors (t = −18.73; p < 0.05; CI
[−1.98, −1. 60]).

3.2. Moderating Role of the Impact of Traumatic Events in the Association between the Impact of
Routine Stressors and PTSD Symptoms

The results of the moderate multiple regression analyses (see Table 3) showed the
existence of a significant positive moderating effect of the impact of traumatic events on
the relationship between the impact of routine stressors and PTSD symptoms (global index
of PTSD symptoms, intrusion and arousal) and also of traumatic events in the relationship
between the total impact of routine stressors and the intrusive symptoms of PTSD.

More specifically, Table 4 shows the three linear regression models, taking the global
index of PTSD symptoms as the dependent variable, the impact of traumatic events as
moderator, and the impact of routine stressors as the independent variable. The positive
interaction effect between impact of traumatic events and routine stressors was statistically
significant (B = 1.72, p < 0.05, SE = 0.67, [0.390, 3,05]) and the model as a whole explained
16.35% of the total variance of the dependent variable (0.1635), with the interaction effect
only explaining 5.6% of the variance (change in R2 = 0.056). Likewise, the results of the
pick-a-point technique showed that the conditional effect of the moderator occurred among
the nurses exposed to high levels (B = 7.30, p < 0.01, SE = 1.78, [3.77, 10.83]) and means
(B = 4.91, p < 0.01, SE = 1.38, [2.18, 7.65]) of traumatic event impact but not among nurses
exposed to low levels (B = 2.53, p < 0.05, SE = 1.53, [−0.52, 5.57]). Furthermore, the Johnson–
Neyman technique indicated the value 3.46 as the cut-off point at which the impact of
traumatic events became significant, with 79.21% of the sample being above it.



Sustainability 2021, 13, 6050 7 of 14

Table 2. Means, standard deviations and bivariate correlations between the six indices of the TRSS-EN scale and PTSD symptoms (PDS-5).

Mean SD 1 2 3 4 5 6 7 8 9 10

1. Emotional impact of TE 4.56 1.44
2. Emotional impact of RE 3.83 1.23 0.643 **

3. TE frequency 1.98 0.84 0.004 0.252 **
4. RE frequency 3.76 1.34 0.140 0.380 ** 0.513 **

5. Total impact of TE 9.02 4.87 0.541 ** 0.547 ** 0.809 ** 0.476 **
6. Total impact of RE 15.06 8.23 0.396 ** 0.769 ** 0.503 * 0.843 ** 0.633 **

7. Global PTSD Index (PDS-5) 12.77 13.40 0.134 0.307 ** 0.084 0.098 0.138 0.194
8. Intrusion (PDS-5) 3.58 3.68 0.084 0.272 ** 0.123 0.057 0.178 0.157 0.863 **

9. Avoidance (PDS-5) 1.52 1.68 0.187 0.313 ** 0.048 0.097 0.126 0.178 0.810 ** 0.743 **
10.Cognitive mood (PDS-5) 3.62 4.76 0.042 0.234 * 0.072 0.128 0.061 0.174 0.924 ** 0.678 ** 0.671 **

11.Arousal (PDS-5) 4.04 4.78 0.204 * 0.308 ** 0.053 0.068 0.144 0.186 0.934 ** 0.713 ** 0.680 ** 0.835 **

Note: TE = Traumatic events; RE = Routine stressors. ** p < 0.01; * p < 0.05.



Sustainability 2021, 13, 6050 8 of 14

Table 3. Summary of the results of the moderate multiple regression analyzes of traumatic events as
moderators in the relationship between scales of routine stressors (TRSS-EN) and PTSD symptoms
(general index and scales, PDS-5).

PDS-5 Intrusion Avoidance Cognition Arousal

Impact of
traumatic events

Impact of
routine stressors 1.72 * 0.53 ** 0.14 0.41 0.65 **

Frequency of
routine stressors 0.64 0.25 0.05 0.78 0.05

Total impact of
routine stressors 0.20 0.07 * 0.02 0.05 0.06

** p < 0.01; * p < 0.05.

Table 4. Complete results of moderation multiple regression analyses for the prediction of PTSD
symptoms. Only significant moderation effects are presented.

B SE t R2 Cor.

Global PTSD Symptom Index (PDS-5)
Impact of TE −7.52 2.66 −2.83 **
Impact of RE −3.03 3.18 −0.95

Impact of TE x impact of RE 1.72 0.67 2.57 * 0.06 *

Intrusion (PDS-5)
Impact of TE −2.39 0.73 −3.28 **
Impact of RE −1.07 0.87 −1.22

Impact of TE x impact of RE 0.53 0.18 2.87 ** 0.07 **

Arousal (PDS-5)
Impact of TE −2.34 0.95 −2.46 *
Impact of RE −1.57 1.14 −1.38

Impact of TE x impact of RE 0.65 0.24 2.70 ** 0.06 **

Intrusion (PDS-5)
Impact of TE −0.89 0.46 −1.93

Total impact of RE −0.24 0.15 −1.60
Impact of TE x Total impact of RE 0.07 0.03 2.33 * 0.05 *

Note: TE = Traumatic Events; RE = Routine stressors. B = Beta not standardized. ** p < 0.01; * p ≤ 0.05.

Table 4 also shows the linear regression models, taking as the dependent variable the
intrusion subscale of PTSD symptoms, the impact of traumatic events as moderator, and
the impact of routine stressors as an independent variable. In this case, the coefficient of
the positive interaction term between the impact of traumatic events and routine stressors
was significant (B = 0.53, p < 0.01, SE = 0.18, [0.163, 0.891]) and the model in their set
explained 16.60% of the total variance of the dependent variable (0.166) with the interaction
effect only explaining 7.1% of the variance (change in R2 = 0.071). Likewise, the results
of the pick-a-point technique showed that the moderating effect occurred among health
workers exposed to high (B = 2.10, p < 0.01, SE = 0.49, [1.13, 3.06]) and medium levels
(B = 1.36, p < 0.01, SE = 0.38, [0.62, 2.11]) of traumatic event impact but not among the
professionals exposed to low levels (B = 0.63, p < 0.05, SE = 0.42, [−0.20, 1.47]). Furthermore,
the Johnson–Neyman technique indicated the value 3.53 as the cut-off point at which the
impact of traumatic events significant, with 78.22% of the sample being above it.

In addition, regarding the positive moderating effect of the impact of traumatic events
on the relationship between the impact of routine stressors and the PTSD symptoms arousal
scale, Table 4 shows that the interaction effect between the impact of traumatic events and
that of routine stressors was significant (B = 0.65, p < 0.01, SE = 0.24, [0.172, 1.12]) and the
model as a whole explained 15.86% of the total variance of the dependent variable (0.1586),
with the interaction effect only explaining 6.3% of the variance (change in R2 = 0.0633).
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Likewise, the results of the pick-a-point revealed that the moderating effect occurred among
the nurses exposed to high (B = 2.31, p < 0.01, SE = 0.64, [1.05, 3.58]) and medium levels
(B = 1.42, p < 0.01, SE = 0.49, [0.44, 2.39]) of traumatic event impact but not among the
ones exposed to low levels (B = 0.52, p < 0.05, SE = 0.55, [−0.57, 1.61]). Additionally, the
Johnson–Neyman technique indicated the value 3.94 as the cut-off point at which the
impact of traumatic events became significant, with 71.29% of the sample being above it.

Finally, in relation to the positive moderating effect of traumatic events on the relation-
ship between the total emotional impact of routine stressors and the scale of intrusion of
PTSD symptoms, Table 4 shows that the interaction effect between the impact of traumatic
events and the total impact of routine stressors was significant (B = 0.07, p = 0.05, SE = 0.03,
[0.011, 0.129]) and the model as a whole explained 9.84% of the total variance of the depen-
dent variable, (0.0984), with the interaction term alone explaining 5.08% of the variance
(change in R2 = 0.0508). Likewise, the results of the pick-a-point technique revealed that
the moderating effect occurred among the nurses exposed to high levels (B = 0.18, p < 0.01,
SE = 0.06, [0.06, 0.29]) of traumatic events but not among the professionals exposed to both
low levels (B = −0.01, p > 0.05, SE = 0.06, [−0.14, 0.11]) or medium levels (B = 0.08, p < 0.05,
SE = 0.04, [−0.01, 0.17]). Furthermore, the Johnson–Neyman technique indicated the value
4.73 as the cut-off point at which the impact of traumatic events became significant, with
52.47% of the sample being above it.

There was no significant moderating effect of traumatic events on the relationship
between frequency of traumatic events and PTSD symptoms, nor on the relationship
between the total impact of routine stressors and PTSD symptoms. The interaction effects
discussed in Table 4 can also be seen in Figure 1.
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Figure 1. Graphic representation of the moderating effect of the emotional impact of traumatic events
(ISEV) in the relationship between emotional impact of routine stressors (IMOD) and: (a) global index
of PTSD symptoms; (b) intrusive symptoms of PTSD and; (c) PTSD arousal symptoms. In (d) the
moderating effect of the emotional impact of traumatic events (ITE) on the relationship between the
total impact of routine stressors (ITMODM) and the intrusive symptoms of PTSD is presented.
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4. Discussion

In the current study, we aimed to test two hypotheses regarding the impact of stres-
sors and traumatic events and PTSD symptoms. The results obtained support the first
hypothesis, since the emotional impact of exposure to routine stressors associated with
trauma showed a stronger correlation with the amount and severity of PTSD symptoms
than the emotional impact of exposure to traumatic events. These findings uphold those of
Laposa et al. [6], who identified a statistically significant relationship between the impact of
a specific routine stressor (interpersonal conflicts at work) and PTSD symptoms. However,
we did not observe the same pattern in the relationship between traumatic events and PTSD
symptoms. In this sense, traumatic events, considered in isolation, could be experienced
by these professionals as less threatening since they are expected and emergency staff are
prepared to cope with them. This might, likewise, facilitate the habituation to these events
and consequently, lead to lower PTSD symptomatology, as has been observed among other
emergency care professionals [4,5].

In contrast, nurses are not specifically trained to deal with routine work stressors
linked to trauma as these are perceived as uncontrollable and unpredictable. Yet when
such routine stressors take place in a traumatic context, in a setting with frequent traumatic
events, they become threatening. This may explain why continued exposure to routine
stressors such as interpersonal conflicts at work increases vulnerability to PTSD symptoma-
tology in emergency workers [6]. Data obtained in our study do indeed suggest that the
harmful potential of routine stressors emerge in a traumatic context, where unexpected
stressors which workers are not trained to cope with, are perceived as threatening.

Regarding the second hypothesis, our results also confirm that traumatic events mod-
ify the relationship between routine stressors linked to trauma and PTSD symptoms. Thus,
as the emotional impact of traumatic events increases at medium (Figure 1a–c) and high
levels (Figure 1a–d), so do the PTSD symptoms linked to routine stressors. The relationship
between routine stressors and these symptoms is not significant unless emergency nurses
are emotionally affected by the simultaneous exposure to traumatic events. These findings
are in line with those of Maguen et al. [19], who highlight the importance of routine work
stressors in the development of PTSD symptoms from exposure to traumatic events. They
emphasize the importance of adequately managing routine work stressors in order to
prevent the appearance of post-traumatic symptoms in emergency nursing.

Results obtained in the present study suggest some differences with regards to those
obtained in previous research [6,19]. In this sense, the study by Laposa et al. [6], focused
mainly on the analysis of a single specific routine stressor, i.e., interpersonal conflicts at
work, and their results suggested the existence of a specific link between this routine
stressor and PTSD symptoms. Our study, however, analyses the emotional impact of
numerous typical routine work stressors in emergency nursing and our results support
the idea that traumatic events could be the backbone of the deeply traumatic content
of routine stressors. This point also differs from results observed by Maguen et al. [19]
who suggested, in their study with police officers, that routine stressors may mediate the
relationship between traumatic events and PTSD symptoms. In contrast to this mediation,
which assumes the activity of routine stressors as a by-product of the previous activity
of traumatic stressors, results obtained in the present study are compatible with the idea
that routine stressor could be an autonomous element, able to have an effect on its own,
provided that certain contextual conditions of a traumatic nature are present.

Several authors have highlighted the importance of gender differences as a vulnerabil-
ity factor for the development and severity of PTSD symptoms in emergency nurses. In
this regard, numerous studies conducted with emergency personnel [4,21,34] were mainly
comprised of men, therefore, not allowing to contrast the influence of sex on the devel-
opment of PTSD. However, various results obtained in the general population show that
women are at a higher risk of developing PTSD symptoms [35], furthermore, this risk is
almost double that of men [36]. In contrast, in emergency nurses, the evidence has not been
conclusive, since while some studies indicate that PTSD symptoms are more frequent in
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men than in women [6,37], other studies have not found this association [38], and moreover,
there is also evidence that suggests that there is a higher frequency of PTSD symptoms
in women [39]. In our study, with a sample of 147 emergency nurses (128 women and
19 men), we found no differences based on sex, therefore it is unclear whether, among
emergency nurses, sex could increase the likelihood of developing PTSD symptoms or if
these symptoms may be more severe.

In short, the present study provides evidence that, in emergency nurses, routine work
stressors, occurring in a traumatic setting, may act as a trigger for the development of
post-traumatic symptoms, thereby highlighting the importance of the emotional impact
of the routine stressor rather than its frequency. Our results support the hypothesis that
continuous exposure to traumatic events is the key to understanding how routine stressors
can become so threatening as to lead to the development of post-traumatic symptoms,
potentially by sensitizing in the face of routine stressors. It therefore seems advisable to
refer to these stressors as routine stressors linked to traumatic settings, while noting that the
presence of a traumatic context is required for these routine stressors to become threatening.

Considering the above, proper management of these routine stressors could contribute
to preventing the appearance of these adverse effects. Although continuous exposure to
traumatic events in emergency settings cannot be avoided, it may be possible to reduce the
emotional impact resulting from staff’s exposure to different routine stressors by means of
better work organization or by means of specific training that provides emergency staff
with the skills needed to efficiently cope with different types of stressors. In this sense,
several studies point to the importance of choosing adaptive coping strategies according to
the intensity and frequency of each situation to reduce such symptomatology [40] and the
importance of flexibility in the use of these strategies [16].

Limitations

Some limitations of the present study should be mentioned. First, given the cross-
sectional nature of this study, it is important to be cautious when interpreting the direction
of the associations found. Second, considering the special characteristics of emergency
nurses, repeatedly exposed to traumatic events of differing emotional magnitude in their
work setting on a daily basis, it is possible that the PDS-5 [29] cannot fully cover the
complete spectrum of post-traumatic implications that characterize the nursing profession.
In the absence of a specific questionnaire with the ability to register PTSD symptoms in this
particular group of professionals, as well as for the limited correlations observed between
the dimensions of TRSS-EN and PTSD symptomatology, it could be interesting to further
explore this question in future research. Third, although the emotional impact of traumatic
events and routine stressors is appropriately measured in the present research, and we
consider it to be an essential element, it might also have been interesting to measure the
perceived threat and manageability of the situation. Finally, although this study constitutes
a good representation of the real distribution of women and men in the professional nursing
setting, results should preferably be generalized to women. Future studies should expand
this research to the male population.

5. Conclusions

In conclusion, we would like to highlight that our results provide a possible expla-
nation for a phenomenon that has been observed in multiple studies published in recent
years and which refers to the high correlation between non-traumatic stressors and PTSD
symptoms, something that seems unlikely from a theoretical point of view. Our results,
without contradicting most of these studies, show that it is possible that these correlations
are due to a traumatic context in which routine stressors occur, so that repeated exposure to
routine stressors in emergency settings, where traumatic stressors are common, may lead
to the appearance of PTSD symptoms, which are not associated with traumatic stressors,
but with routine stressors. Further research is still needed to confirm these results, as well
as to understand the mechanisms by which this phenomenon, along with the intervening
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variables, occur more precisely. However, our results point to a possible integrative expla-
nation for these conceptually anomalous phenomena that have been observed in recent
years and open a path for future research.

Finally, our findings related to the relevance of routine stressors linked to traumatic
environments in emergency nursing as a source of PTSD symptoms could have important
implications for the prevention and care of these professionals. In this regard, while
continued exposure to traumatic work events in emergency nursing cannot be avoided, it
may be possible to reduce the resulting emotional impact through the application of crisis
intervention techniques such as those included in the framework of a Critical Incident
Stress Management program (CISM) [41–43]. Adequate management of routine stressors
could also help to prevent the occurrence of the observed adverse effects and reduce the
emotional impact resulting from exposure to these stressors. In this sense, psychiatric
symptoms in emergency nurses could be significantly reduced and both their quality of
life and their quality of care could be improved through better work organization, with
adequate training plans, access to resources and support, or through specific training
that equips emergency staff with the necessary skills to deal effectively with exposure to
different routine stressors.
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