
HEALTHCARE WORKER STRESS LEVELS 1 

 
 

College of Professional Studies 
 

The PhD Program  

 

Stress Levels Amongst Home Health 

Care Workers Following the COVID-19 

Omicron Variant 
 

By 

 

Charles J. Salvo 

 

Submitted in Partial Fulfillment of the Requirements for the Degree of 

Ph.D. in Strategic Leadership and Administrative Studies 

 

 

Position Name 

Chair, 

Dissertation Committee 

Dr. Alan Levine 

Committee Member Dr. Justine Samanas 

 

Committee Member Dr. Tracey Collins 

 

Reader Dr. Caroline Millen 

 

Reader 

 

Dr. Abigail Davis 

 

 

 

 

Approval Date: July 29, 2022 

 

 

 



HEALTHCARE WORKER STRESS LEVELS 2 

 

© 2022 – Charles Salvo 

All Rights Reserved 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



HEALTHCARE WORKER STRESS LEVELS 3 

Acknowledgements 

I dedicate this research and dissertation work to my immediate family. To my 

parents, Joyce and Charles Salvo, who instilled in me the value of an education and the 

grit to accomplish the goals I set for myself. To both of my grandmothers, Theresa 

Rachkowski, and the late Carmella Salvo, who both made sacrifices in their own lives to 

allow me to have a successful future. And to my sister and brother-in-law, Dr. Marissa 

Salvo and Seth Korn, who, to me, are both professional role models. They all provided 

me with motivation and support to continue in striving to accomplish my educational 

goals.  

Thank you to my dissertation committee members, Dr. Tracey Collins, Dr. Justine 

Samanas, and especially Dr. Alan Levine who served as my dissertation chair and 

provided me with the guidance for the success of this research since its initial origination. 

I am more than thankful to all of you for your time, commitment, patience, and 

dedication to this project. I would also like to thank my readers. 

Lastly, and most importantly, I would like to thank and dedicate this research and 

dissertation to my fiancé, Bryanne Caruso, and soon to be daughter, Emery, who have 

both been by my side and provided me with constant support since the first day of my 

doctoral studies. They both were along for the full ride, start to finish, and have made 

many sacrifices in their lives in order for me to reach this academic apotheosis. I love you 

both and could not have made it to this point of my educational career without you by my 

side. 

 

 



HEALTHCARE WORKER STRESS LEVELS 4 

Abstract 

The purpose of this quantitative correlation survey study was to probe the effect 

on home healthcare staff’s perceived stress levels while working after the identification 

of the COVID-19 Omicron variant and while examining the Social Cognitive Theory. 

The research question was: What are the differences in the amount of stress amongst 

home healthcare workers, in the Mid-Atlantic Region of the United States, after the 

identification of the COVID-19 Omicron variant? The Perceived Stress Scale (PSS) 

survey and a demographic questionnaire were administered to 121 home health care 

professionals. Data was collected over a two-week period. The PSS survey was utilized 

to calculate stress scores and the demographic questionnaire was utilized to obtain 

characteristics of the study participants. Quantitative analysis was utilized to determine if 

any demographic characteristics were predictors of stress. Two of the nine demographic 

characteristics (age and the total number of years in a current profession) were shown to 

have a significant correlation to predicting stress. A positive trend was found indicating 

that those who identified as being White experienced increased stress levels. These 

findings lead to the suggestion of several implications for home health agencies to adopt 

to ultimately lower stress levels, across the board, for their field staff employees. 
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Chapter 1 

The Problem and Its Setting 

Introduction 

The novel coronavirus, also known as the coronavirus disease of 2019, and 

hereafter referred to as COVID-19, was first identified by Chinese health authorities on 

January 7, 2020. Shortly after, on January 20, 2020, in the state of Washington, the first 

positive case of COVID-19 was identified in the United States (Holshue et al., 2020). The 

first individual positively identified with COVID-19 in the United States traveled to 

Wuhan, China to visit family during the time which Chinese health authorities identified 

the virus. When this individual sought medical treatment after their return to the United 

States, the American healthcare worker experienced their first interaction with the virus. 

Many unknowns surfaced and the initiation of fear, stress, anxiety, depression, and an 

overall decline in mental health among most healthcare workers began. Approximately 

2.5 years later, as of June 15, 2022, there were 534,495,291 globally confirmed cases and 

6,311,088 globally confirmed deaths (World Health Organization, 2022). Thus, the 

COVID-19 pandemic rapidly impacted the entirety of the health community, health 

agencies, and health organizations, along with their workers, across the United States. As 

a result, the direct and indirect battle between the COVID-19 pandemic and the American 

healthcare worker has created a significant risk of negative mental health outcomes for 

the workers themselves (Hennein, Mew, & Lowe, 2021). 

 The term mental health describes an individual’s emotions, social well-being, and 

their psychological state of mind. Experiencing a deficit in mental health is frequently 

common throughout one’s lifetime. During times of distress, a person’s problem-solving 
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skills, mood, and behavior can be negatively altered, both personally and professionally 

(Centers for Disease Control, 2022a). Mental health disorders typically stem from the 

occurrence of change in a person’s environmental stability. This results in feeling anxious 

and unsafe (Usher, Durkin, & Bhullar, 2020). Individuals respond differently to mental 

health disorders. Yet, signs and symptoms frequently surface to hint towards the 

identification that one is undergoing a mental change. When classifying a mental health 

disorder, different types include anxiety disorders, behavioral disorders, eating disorders, 

mental health and substance use disorders, mood disorders, obsessive-compulsive 

disorder, personality disorders, psychotic disorders, suicidal behavior, and trauma and 

stress related disorders. Further evaluation of the above categorical types of mental health 

disorders, lies more specific mental health diagnoses (National Alliance on Mental 

Illness, 2022). 

 Due to the prevalence and complexity of mental health disorders in today’s 

society, clinicians and researchers utilize The Diagnostic and Statistical Manual of 

Mental Health Disorders, fifth edition, (DSM V) to help improve the diagnosis, 

treatment, and classification of mental health disorders. The DSM V is composed of three 

major components: the diagnostic classification (official list of mental health disorders 

recognized in DSM V), the diagnostic criteria set (indication of symptoms that must be 

present for each disorder included in DSM V), and the descriptive text (accompanies each 

disorder) (APA, 2022). Together, these three components assist clinicians and researchers 

in navigating the myriad number of recognized mental health disorders to properly 

address individualized cases.   
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When speaking in terms of the COVID-19 pandemic, especially during the initial 

months of its discovery, there was no clear understanding on the cause, transmission of 

the virus, or recovery from the virus. This added the element of fear into society and 

heightened the potential risk of mental health conditions, including anxiety, in healthy 

individuals and in those with pre-existing mental health conditions (Ren, Gao, & Chen, 

2020, Rubin and Wessley, 2020). Specifically, to healthcare workers, the extra elements 

of exposure and vulnerability, decrease in availability of personal protective equipment, 

and lack of pandemic protocols within their working facilities, placed them at an even 

higher risk of developing a mental health disorder, during the COVID-19 pandemic. 

Therefore, the risk to healthcare workers was formally recognized by the World 

Health Organization, which was of great importance. These are the individuals that, on a 

daily basis, are on the frontlines battling the virus and caring for those that the virus 

infected. Also, it is important to note, that recognition of this increased potential impact 

would allow for mediations to treat stress and anxiety, help prevent burnout, and decrease 

the risk of long-term depression and post-traumatic stress disorder (Cullen, Gulati, & 

Kelly 2020). Overall, a clear-minded, focused, and resilient healthcare worker would be a 

greater asset to the communities they serve because they would be more capable of 

providing optimal care to their patients and clients. This would ultimately assist in the 

establishment of a stronger and more secure foundation for overcoming a global 

pandemic (Alnazly et al., 2021). 

Despite this recognition by the World Health Organization, healthcare workers 

continue to feel the impact of COVID-19 on a daily basis. In fact, the impact of their 

emotional stress has been on a roller-coaster wave of ups and downs, with multiple peaks 
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of resurgence, since January 2020. The effect of emotional fluctuation occurred as a 

result of the multiple variants of COVID-19 that surfaced and the resultant rise in 

positively identified patients. One of the highly contagious variants of COVID-19 is the 

Delta variant, lineage number: B.1.617.2. This variant was first identified in India in 

December 2020 and quickly traveled to the United States, where as of November, 2021, 

has accounted for more than 99% of positive COVID-19 cases (Katella, 2021). As 

healthcare workers transitioned from a state of emotional distress from the initial 

COVID-19 virus, they were struck with the Delta variant. Unfortunately, after several 

months of dealing with the Delta variant, there has been a newly identified COVID-19 

variant, the Omicron variant (Karim and Karim, 2021). 

On November 26, 2021, the World Health Organization (WHO) classified a 

new variant, lineage number: B.1.1.529, as a Variant of Concern and named it Omicron 

on November 30, 2021. The Omicron variant was first identified in South Africa and the 

first positive case in the United States was found on December 1, 2021. As of January 8, 

2022, the Omicron variant has accounted for 98.3% of identified positive cases, whereas 

the Delta variant has decreased to 1.9% of the positively identified cases (Centers for 

Disease Control, 2022b). As a Variant of Concern, there is evidence of an increase in 

transmissibility, more severe disease, significant reduction in neutralization by 

antibodies, reduced effectiveness of treatments or vaccines, and diagnosis detection 

failures (World Health Organization, 2021). Thus, a shift in emotional security to 

normalcy to distress is repeating. 

The identification of the Omicron variant occurred at the same time as a 

continued campaign to increase the COVID-19 vaccination rate among the United States 
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population. Increasing the vaccination rate, by increasing vaccine acceptance of initial, 

second, and booster shots, has been identified as a primary method to control the severity 

of COVID-19 (Neumann-Böhme et al., 2020). Despite this knowledge and active 

education by government and healthcare professionals to the American public, 

vaccination hesitancy or rejection continues to be present (Kose et al., 2020). The root 

cause of hesitation or rejection to receiving the vaccine can potentially be due to the 

identified decrease in vaccine effectiveness and immunity against the Delta and Omicron 

variants. Yet, with vaccination, a continued protection against hospitalization and death 

has remained consistently high (Johnson, et al., 2022). Therefore, those who remain 

unvaccinated are vulnerable to not only testing positive for COVID-19, but also are more 

likely to be hospitalized due to the severity of symptoms they may experience. COVID-

19 associated hospitalizations rates compared between fully vaccinated persons with 

additional or booster doses to those who remained unvaccinated indicate that those who 

remain unvaccinated throughout the pandemic and after its current identified variants 

were sixteen times more likely to be hospitalized than those who received the vaccine 

(Centers for Disease Control, 2022c). This increase in hospitalizations could potentially 

lead to an increased demand on healthcare workers, and thus impact their stress levels 

and mental health.  

Since the establishment of healthcare within a society, individuals learned a 

particular skill, of the medical field, for the purpose of serving others in their community. 

The goal of these trained health professionals was to maintain or restore physical, mental, 

and/or emotional health, to those they provided care to. The purpose of the healthcare 

worker was to provide care to other individuals for the greater good of their society. 
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Therefore, when one thinks of the healthcare worker, they frequently refer to them by the 

patients or clients they treat, rather than the actual well-being of the healthcare workers 

themself. 

There are a myriad of environments and arenas within the medical field. One 

particular division of healthcare, which was established to assist individuals in attaining a 

high-quality level of care within their own home, is referred to as home healthcare. Home 

healthcare is then broken down into divisions based on age, insurance, and/or disability. 

A population that receives a majority of home healthcare services is age 65 years and 

older. There are criteria in order to qualify for home healthcare. For instance, under 

Medicare Part A, a patient or client must be deemed homebound and unable to either 

access a medical facility for treatment or have the inability to withstand the physical 

demands of exiting their home independently and safely without assistance of another 

individual or an assistive device. However, under Medicare part B, patients can receive 

home health services, such as Physical, Occupational, and Speech therapies, while not 

being considered homebound (Medicare and Medicaid Services, 2022a). 

In addition to these demands, since the introduction of the novel coronavirus 

within the United States, the classification of being homebound significantly changed 

(Centers for Medicare and Medicaid Services, 2021). This is partly due to many social 

restrictions on individuals, as well as within healthcare facilities, that were put in place by 

local, state, or federal governments to slow the spread of the virus (Chen, Chevalier, & 

Long, 2021). Thus, now more than ever, individuals are staying at home. (Quinn et al., 

2021). Therefore, patients are being seen by their providers more frequently than ever 

through a computer or cell phone screen, by means of telemedicine (Almathami, Win, & 
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Vlahu-Gjorgievska, 2020). Telemedicine has played a vital role in diagnosis, triage, and 

treatment since the start of the COVID-19 pandemic (Chunara et al., 2021).  It is with 

this, that the healthcare arena of home healthcare has significantly grown (Palladino, 

2021). Along with growth comes added stressors to those who provide these services 

(Shechter et al., 2020). 

With growth comes an increase in demand. Thus, concerning home healthcare 

workers, numerous added stressors resulted due to the COVID-19 pandemic. For 

example, an increase in patient caseload led to a heightened responsibility to travel to 

additional client’s homes and increased the amount of documentation they were required 

to complete on a daily basis. This resulted in the potential for scheduling conflicts with 

personal responsibilities such as childcare. In addition, when treating a COVID-19 

positive patient, home health care workers were required to don and doff their personal 

protective equipment outside of their car, in all types of weather, in order to safely enter 

the patient’s home. Furthermore, home health care workers were required to identify not 

only if the individual they were treating was displaying any signs or symptoms of 

COVID-19, but they were also required to identify if any other individuals living in the 

home were displaying signs or symptoms of COVID-19 so that they could safely treat the 

patient. This highlights that the medical care these individuals were providing was being 

held in the patient’s own home environment and not a medical health facility where strict 

cleaning protocols were established. Therefore, the mental health of the home healthcare 

worker could be significantly impacted on multiple levels. The purpose of this study is to 

analyze the similarities and differences of stress levels amongst these workers, utilizing 

demographic characteristics, after the identification of the most recent COVID-19 
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Omicron variant. Trends suggest that there will be continued growth within the home 

healthcare setting, therefore an in-depth investigation into this topic is warranted 

(Palladino, 2021). 

Theoretical Framework 

 

In-depth analysis of the literature identified a major and unique psychological 

theory, in conjunction with the current research, on the COVID-19 pandemic and the 

stressors that affect healthcare workers. The identified emerging theory is termed Social 

Cognitive Theory (SCT). SCT explains the interactions between the behavioral and 

personal factors of the healthcare worker, with the fluid changes that occur in their 

environmental factors, and the important role that coping self-efficacy plays in their 

reactions toward stress (Joseph et al., 2016). Self-efficacy is a construct that refers to the 

level of a person's confidence in his or her ability to successfully perform a desired 

behavior (Joseph et al., 2016). 

Social Cognitive Theory 

 One of the primary constructs of social cognitive theory (SCT) is self-efficacy. 

Self-efficacy is described as “one’s conviction in their ability to successfully execute a 

behavior in order to achieve a desired outcome despite obstacles or barriers” (Joseph et 

al, p. 359). When speaking about healthcare workers during the COVID-19 pandemic, 

and referring to SCT, one term that frequently surfaces is coping self-efficacy. Coping 

self-efficacy is described as the perceived capacity to control one’s daily functions and 

activities while adapting to alterations in environmental demands under stressful 

conditions (Maykrantz et al., 2021). As COVID-19 transitioned into the United States 

and citizens across the country were infected with the virus, alterations in environmental 
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factors within the healthcare setting rapidly occurred. For example, prior to COVID-19, 

masks were not required to be worn within medical facilities, adherence to social 

distancing was abnormal, hand sanitizer stations were present, but not as populated 

throughout an area, and the absence of vaccination verification documentation or a 

vaccination passport did not prohibit an individual from entering a facility (Gostin, 

Cohen, & Shaw, 2021). However, once COVID-19 was a major concern for health 

officials in the United States, and still to this day, all of the above descriptions are 

accurate for the current social environment (Kim and Liu, 2022).  

Specifically, for healthcare workers, the immediate shift in their daily operations 

was the use of required personal protective equipment (PPE). PPE includes: gloves, face 

masks, air-purifying respirators, goggles, face shields, respirators, and gowns 

(Livingston, Desai, & Berkwits, 2020). Especially in the early onset of COVID-19, PPE 

was in short supply and healthcare facilities and organizations were frantically seeking to 

obtain appropriate PPE for their workers (Livingston, Desai, & Berkwits, 2020). As the 

virus progressed, changes in required PPE for healthcare workers also changed 

(Livingston, Desai, & Berkwits, 2020). Various PPE tiers were drafted and dependent on 

the potential, or known, severity level of the interaction between the healthcare worker 

and COVID-19, the appropriate tiered level PPE would be worn (Livingston, Desai, & 

Berkwits, 2020). This ranged from a simple surgical/comfort mask to a full face-piece 

self-contained breathing apparatus with a totally encapsulated chemical and vapor 

protective suit and an inner and outer chemical-resistant hand and foot coverings 

(Livingston, Desai, & Berkwits, 2020). 
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Figure 1. Social Cognitive Theory adapted from iSALT Team, (2014). 

Although there eventually became a universal protocol for PPE (Centers for 

Disease Control, 2022c), for the healthcare professionals who were working at the 

beginning of the pandemic, fluctuations in their PPE requirement changed daily. This, 

along with unknown transmission pathways and witnessing critically ill patients, and 

even death, led to an overload of work-related stress. As a result, post-traumatic stress 

then became an additional mental health concern. SCT and coping self-efficacy explain 

that an individual’s control over the threat (stress) greatly influences their ability to 

combat the experienced environmental changes. Elevated self-efficacy (control over the 

threat) tends to lead towards less experienced stress. Decreased self-efficacy (neglect 

over a threat) tends to lead towards higher experienced stress due to the overestimation of 

the threat and thus increased worriedness of a negative outcome (Zhou, Guan, & Sun, 

2021). 

Conceptual Framework 

 

In this study, a modern day, major alteration in normal health behavior will be 

examined. With the introduction of COVID-19 in the United States of America, primarily 

toward the end of January 2020 on the west coast, and towards the beginning of March 

2020 on the east coast, healthcare professionals were ambushed with a shift in not only 

Behavior 

Personal Factors Environmental Factors 
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their weekly or daily operations, but also, in many instances, their hourly operations. The 

novel coronavirus was not well-studied and little information about the virus was 

available. Sources listed the virus as being airborne, yet later changing it to being 

transmitted via droplets. The ability for the virus to live on different types of surfaces was 

questioned. The overhaul of uncertainty led to the wide use of personal protective 

equipment, which then quickly became a shortage. Life as almost all Americans knew it, 

was changed. A state of panic, fear of the unknown, and stress developed. As a result of 

the above, for healthcare workers, pandemic induced stress began to surface within their 

professional roles. This was accelerated with the identification of the Omicron variant 

(Dhar et al, 2022).  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. Social Cognitive Theory as it relates to the COVID-19 Omicron variant and 

stressors placed on home healthcare workers. 

 

The Figure 2 illustrates the ability to complete the professional responsibilities of 

the professionals examined within the study (Physical Therapist, Occupational Therapist, 

Speech Therapist, Licensed Practical Nurse (LPN), and Registered Nurse (RN)), to their 

altered stress levels as a result of the COVID-19 Omicron variant. It links the basis of 

Social Cognitive Theory to this study. In addition, it displays how changes in one or more 

factors can alter the performance of another. 

Stress Levels 

Healthcare 
Professional Duties 

Omicron Variant 
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During the time following the introduction of the pandemic, healthcare operations 

varied on a constant basis. For instance, protocols that were being followed at one 

instance were frequently and rapidly changed to an alternative due to newly discovered 

information about COVID-19 and its variants. This led to a decline in individual 

healthcare worker’s mental health and professional job outcomes (Pearman et al., 2020). 

Consistency is important for not only improving mental health, but also for maintaining 

good mental health (Huang et al., 2020). When an expectation is known, and there is a 

plan or schedule to follow, individuals have a tendency to feel comfort (Santarone, 

McKenney & Elkbuli, 2020). Thus, with frequent operational changes, health care 

workers were exposed to potentially experience increased levels of mental health distress 

which could ultimately impact their professional duties and outcomes. 

Purpose Statement 

 The purpose of this quantitative correlation survey study was to probe the effect 

on home healthcare staff’s perceived stress levels while working after the identification 

of the COVID-19 Omicron variant and while examining the Social Cognitive Theory. 

The medical disciplines of Physical Therapy (PT), Occupational Therapy (OT), Speech 

Therapy (ST), Licensed Practical Nurse (LPN), and Registered Nurse (RN) were asked to 

participate. The study aimed to explore the relationships between demographic 

characteristics (gender, age, race, relationship status, educational level, years of 

experience in home health care, years of experience in current profession, number of 

individuals in each participant’s current household, and whether or not participants had 

children) and stressors affecting participant’s mental health following the completion of 

the Perceived Stress Scale (PSS) instrument. At this time, stressors were defined as a 
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feeling of being upset as a result of something that happened unexpectedly, ability to 

handle personal problems, feeling that life situations are out of a participant’s own 

control, inability to cope, and anger as a result of situations occurring outside of your 

control. Mental health was defined as emotional, psychological, and social well-being 

(Centers for Disease Control, 2022c).  

Research Question 

 What are the differences in the amount of stress amongst home healthcare 

workers, in the Mid-Atlantic Region of the United States, after the identification of the 

COVID-19 Omicron variant? 

Sub-Problems of the Study 

1. What is the difference in PSS scores among gender? 

2. What is the relationship between in PSS scores among age? 

3. What is the difference in PSS scores among race? 

4. What is the difference in PSS scores among relationship status? 

5. What is the difference in PSS scores among educational level? 

6. What is the relationship between in PSS scores among years of experience in 

home health care? 

7. What is the relationship between in PSS scores among years of experience in a 

current profession? 

8. What is the difference in PSS scores among the total number of individuals living 

in a current household? 

9. What is the difference in PSS scores between individuals with and without 

children? 
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Hypotheses 

1. Null Hypothesis (Ho) - The demographic characteristics of employees in home 

healthcare, residing in the Mid-Atlantic Region of the United States, including 

gender, age, race, relationship status, educational level, years in home healthcare, 

years in current profession, number of people in current household and having 

children do not predict stress levels after the identification of the COVID-19 Omicron 

variant. 

2. Alternative Hypothesis (H1) – The demographic characteristics of employees in 

home healthcare, residing in the Mid-Atlantic Region of the United States, including 

gender, age, race, relationship status, educational level, years in home healthcare, 

years in current profession, number of people in current household and having 

children predict stress levels after the identification of the COVID-19 Omicron 

variant. 

Definition of Terms 

• Healthcare workers – One who delivers care and services to the sick and ailing 

either directly as doctors and nurses or indirectly as aides, helpers, laboratory 

technicians, or even medical waste handlers (Joseph and Joseph, 2016). In this 

study, healthcare workers will include, Physical Therapists (PTs), Occupational 

Therapists (OTs), Speech Therapist (STs), Licensed Practical Nurse (LPNs), and 

Registered Nurses (RNs). 

• Physical Therapist (PT) – Movement experts who improve quality of life through 

prescribed exercise, hands-on care, and patient education (APTA, 2022). In this 



HEALTHCARE WORKER STRESS LEVELS 25 

study, a Physical Therapist is a healthcare worker, employed by BAYADA Home 

Healthcare, that services clients within their own living environment. 

• Occupational Therapist (OT) – Help people across the lifespan participate in the 

things they want and need to do through therapeutic use of everyday activities 

(occupations) (AOTA, 2022). In this study, an Occupational Therapist is a 

healthcare worker, employed by BAYADA Home Healthcare, that services 

clients within their own living environment. 

• Speech Therapist (ST) – Also known as a Speech-Language Pathologist, work to 

prevent, assess, diagnose, and treat speech, language, social communication, 

cognitive-communication, and swallowing disorders in children and adults 

(ASHA, 2022). In this study, a Speech Therapist is a healthcare worker, employed 

by BAYADA Home Healthcare, that services clients within their own living 

environment. 

• Licensed Practical Nurse (LPN) – A person who has undergone training and 

obtained a license (as from a state) conferring authorization to provide routine 

care for the sick (Merriam Webster, 2021). In this study, a Licensed Practical 

Nurse is a healthcare worker, employed by BAYADA Home Healthcare, that 

services clients within their own living environment. 

• Registered Nurse (RN) – A graduate trained nurse who has been licensed by a 

state authority after qualifying for registration (Merriam Webster, 2021). In this 

study, a Registered Nurse is a healthcare worker, employed by BAYADA Home 

Healthcare, that services clients within their own living environment 
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• Stress – A state of mental tension and worry caused by problems in your life, 

work, etc. (Merriam Webster, 2021). In this study, stress is a feeling of emotional 

or physical tension and will be measured by the Perceived Stress Scale 

instrument. See Chapter 3 for additional information concerning the Perceived 

Stress Scale. 

• COVID-19 Omicron Variant– A respiratory disease caused by SARS-CoV-2, 

lineage number: B.1.1.529, which is spread mainly from person to person through 

respiratory droplets produced when an infected person coughs, sneezes, or talks 

(Centers for Disease Control, 2021). In this study, the Omicron Variant will be 

referred to as a manifesting variety of the initial COVID-19 virus. 

• Home healthcare – A wide range of health care services that can be given in one’s 

home for an illness or injury (Centers for Medicare and Medicaid Services, 2021). 

For the purpose of the study, this phrase will describe health services by the 

professionals mentioned above within the patient’s home environmental setting. 

Delimitations 

 This study enrolled participants from one home healthcare agency, three divisions 

within the agency, and 19 total offices within the 3 divisions in Pennsylvania, New 

Jersey, Delaware, and Ohio that have been working within their current agency since 

December 2021. The participants in the study were males and females aged 27 to 71. The 

participants were delimited to working, direct patient care, physical therapists, 

occupational therapists, speech therapists, registered nurses, and licensed practical nurses. 
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Assumptions 

 

For the purpose of this study, it was assumed that the individuals surveyed, filled 

out the survey honestly and independently. The researcher also assumed that the 

individuals who received a survey did not forward the online survey link to outside 

individuals to alter data results. Lastly, the researcher assumed that all participants 

understood the survey instructions and questions, thus allowing them to answer with full 

comprehension. 

Significance of Study 

 

Several related stress items should be considered when discussing the mental 

health of healthcare workers during the COVID-19 pandemic. Examples of stress items 

include insomnia, guilt, compulsive attention to COVID-19 related news, irritability, 

nightmares, avoidance of returning to work, and bereavement, to name a few (Alnazly et 

al., 2021). Thus, to avoid a long-term mental health impact and to decrease the potential 

for burnout and functional impairments at the workplace, it is suggested that the audience 

may implement several policies to protect the health of those that protect the health of 

their communities. 

 The first recommended policy is to implement mechanisms to support the mental 

health of healthcare workers (Autin et al., 2020). Suggestions include the approval of 

paid mental health day(s), decreasing shift lengths, providing the ability for healthcare 

workers to speak to mental health professionals, including therapists and psychologists, 

and an increase in pay rate or salary. By providing staff with one or multiple paid mental 

health day(s), healthcare workers can step aside from their place of employment without 

the guilt of using paid time off, vacation days, time off without pay, or personal time. 
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After their time away, they would return to work with a clearer mind and a fresh start to 

perform the job functions (Garcia et al., 2019). In addition, speaking to a mental health 

professional would open the opportunity for a healthcare worker to openly express the 

stressors they are experiencing in a safe and understanding environment (Santaron, 

McKenney, & Elkbuli, 2020). Mental health professionals would then be able to 

prescribe stress-relief methods and interventions for the healthcare worker to follow and 

practice during the performance of a job function and outside of their workplace. 

 Increasing the pay rate or salary of a healthcare professional would provide them 

with a greater incentive to perform their job functions (Larue, 2021). In dealing with 

stressors at the workplace, the healthcare worker would be able to refrain back to the 

focus of providing medical care to their clients, despite still placing themselves at risk. 

Aside from upholding their professional oaths and the medical obligations to provide care 

and do no harm, an increase in pay would allow them to identify their value to the 

company or organization they work for as well as provide a sense of relief for the 

potential weight of outside pressures and stressors (student loans, car payments, 

mortgages, child care, etc.) that they may experience. Although hazard pay was available 

and provided by many healthcare companies to their employees who treated patients that 

were positively diagnosed with COVID-19, it was an insufficient response to the daily 

physical, mental, and medical demands placed on healthcare workers (Hecker, 2020). 

 Finally, despite healthcare workers being known for their stamina and emotional 

resilience in the workplace, it is suggested that decreasing shift lengths would allow for a 

greater recovery time from the stressors experienced in the workplace. One study 

identified that an extended hourly duration of shift work was associated with a decrease 
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in safety measures. (Weaver et al., 2020). This placed healthcare workers at a greater risk 

of poor occupational health and outcomes. It also created a major concern for the health 

and safety of patients being treated by overworked healthcare staff (Celmece & Menekay, 

2020). At the same time, it is also understood that as the pandemic timeline progresses, 

employment numbers are declining and there is a large need for additional healthcare 

employees to provide care (Bhandari et al., 2021). Thus, it may be difficult to decrease 

shift time without the availability of sufficient staffing numbers. Yet, this is important to 

note as staffing numbers may have declined due to the stressors experienced by 

healthcare workers who were unable to maintain a healthy mental status and therefore 

had to leave their job (Wilson et al., 2020). The above recommendations would decrease 

the risk of this occurring in the future.  

With the addition of these policies, there would be a greater potential of decreased 

morbidity among healthcare workers. Employee satisfaction and retention should 

improve. A long-term mental health impact is avoided and the potential for burnout and 

functional impairments at the workplace are decreased. 
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Chapter 2 

Literature Review 

The literature involving healthcare workers, during the COVID-19 pandemic, and 

their mental health, or stress levels, was new and limited. Yet, where available, it was 

informative. All research studies related to the research question, in this particular study, 

were addressed during this literature review. In addition, those that related the research 

question to the theoretical framework were included. 

Since the beginning of the pandemic, researchers focused on areas including 

social distancing and isolation and the impacts they have on physical health, social 

interactions, unemployment and professional fluctuations, and alterations in mental 

health that resulted due to the substantial changes that occurred in society. Data 

referenced throughout the review was consistently composed within the last two years. 

Search engines of scholarly databases utilized in this literature review included: 

Marywood University library website, PubMed/Medline, EBSCOhost Research 

Databases, Wiley Online Library, CINAHL, government websites and Google Scholar. 

Keywords utilized in the literature review included: home health care, health care worker, 

mental health, COVID-19 pandemic, COVID-19 Omicron variant, and stress. For the 

purposes of advancing the medical community, the objective of this literature review was 

to fill this gap and improve upon the mental health of the workers that compose the home 

health field, as it is not yet fully described. 

Home Health Care 

There are a myriad of environments and settings within the medical field. One 

particular division of health care services, which was established to assist individuals in 
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attaining a high-quality level of care within their own home, is referred to as home health 

care (Medicare and Medicaid Services, 2022b). The focus of home health care includes a 

wide variety of health care services. These services include, but are not limited to, wound 

care, therapeutic activities and exercises, memory and cognition training, patient and 

caregiver education, and nutritional and dietary training. Regardless of the service being 

provided, all aim at treating a particular illness or injury, to assist the patient in their 

continued want and desire to stay home, gain or regain independence, and attain their 

maximal level of function. 

Home health care (HHC) is broken down into divisions based on age, insurance, 

and/or disability. One population that receives a majority of home health care services is 

aged 65 years and older. There are criteria to qualify for HHC (Medicare and Medicaid 

Services, 2022b). For instance, a patient or client must be deemed homebound and unable 

to either access a medical facility for treatment or have the inability to withstand the 

physical demands of exiting their home independently and safely without assistance of 

another individual or an assistive device. 

In addition to these demands, since the introduction of the novel coronavirus 

within the United States, the classification of being homebound significantly changed 

(Centers for Medicare and Medicaid Services, 2021). This is partly due to many social 

restrictions on individuals, as well as within healthcare facilities, that were put in place by 

local, state, or federal governments to slow the spread of the virus (Chen, Chevalier, & 

Long, 2021). Thus, now more than ever, individuals are staying at home. (Quinn et al., 

2021). Therefore, patients are being seen by their providers more frequently than ever 

through a computer or cell phone screen, by means of telemedicine (Almathami, Win, & 
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Vlahu-Gjorgievska, 2020). Telemedicine has become to play a vital role in diagnosis, 

triage, and treatment since the start of the COVID-19 pandemic (Chunara et al., 2021).  It 

is with this, that the healthcare arena of home health care has significantly grown 

(Palladino, 2021). Along with growth comes added stressors to those who provide these 

services (Shechter et al., 2020). 

Health Care Worker 

The term healthcare worker, is a broad term used to describe individuals that work 

in a healthcare/medical setting. Thus, when generally speaking about healthcare workers, 

one is referring to individuals that are in direct and indirect contact and/or exposure with 

patients. These individuals provide medical care and assistance across multiple 

establishments including hospitals, clinics and doctor’s offices, nursing and residential 

care, and social assistance or childcare services. According to the 2019 United States 

Census Bureau’s American Community Survey, there were 22 million workers in the 

health care industry. It was determined, in this census, that the health care industry was 

one of the largest and fastest-growing sectors in the United Sates (Laughlin et al., 2021). 

Therefore, in the current year of 2022, it can be determined that more than 22 million 

American workers are fighting the COVID-19 pandemic from not only a personal and 

social aspect, but also from a professional aspect. A majority of health care professionals 

work in a hospital setting. However, further breakdown of the referenced census 

indicated that 1,483,000 of the 22 million workers were employed within the home health 

care services setting (United States Census Bureau, 2021). 

In order to become a health care worker, one must have formal training and 

successfully complete formal education to gain specialized skills and extensive 
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knowledge on a specific field of medicine. After achieving the above standards, it is a 

common requirement for individuals to pass a formal board exam in order to gain 

licensure to legally treat the general public. Thus, the road to becoming a healthcare 

worker is rigorous and requires an individual to fully commit to their passion for serving 

the public through means of improving their health (University of St. Augustine for 

Health Sciences, 2021). 

Some examples of healthcare workers include physicians, nurses, emergency 

medical personnel, dental professionals, laboratory technicians, pharmacists, hospital 

volunteers, administrative staff, therapists, social workers, and dietitians. It is important 

to note that the above examples do not account for all of the health practitioners and 

professionals (University of Colorado Boulder, 2022). 

Mental Health 

Mental health is used to describe an individual’s emotions, social well-being, and 

their psychological state of mind. Experiencing a deficit in mental health is frequently 

common throughout one’s lifetime. During times of distress, a person’s problem-solving 

skills, mood, and behavior can be negatively altered, both personally and professionally 

(Centers for Disease Control, 2022a). Mental health disorders typically stem from the 

occurrence of change in a person’s environmental stability. This results in feeling anxious 

and unsafe (Usher, Durkin, & Bhullar, 2020). Individuals respond differently to mental 

health disorders. Yet, signs and symptoms frequently surface to hint towards the 

identification that one is undergoing a mental change. After signs or symptoms of a 

mental change, in order to properly diagnosis a mental health disorder, an individual 

frequently undergoes a physical exam, laboratory testing, and a psychological evaluation. 
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Mental health disorders are diagnosed by a psychiatrist, psychologist, or general 

practitioner (MAYO Clinic, 2022).  

The psychological, physical, and professional perspectives describes that each 

perspective has significantly impacted the mental health of the healthcare worker on a 

unique and distinctive level. Therefore, due to this impact, each is deserving of a further, 

in-depth, review. 

Psychological Perspective 

 An abrupt shift in daily routine functions and operational differences frequently 

results in psychological distress and the inability to adequately and efficiently continue 

contributing to society as a frontline healthcare worker (Shechter, et al., 2020). 

Frustration, exposure, potential transmission to loved ones, long hours, and isolation, 

along with an initial unclear and unknown objective to battling COVID-19, are leading to 

symptoms of depression, anxiety, post-traumatic stress disorder, insomnia, and distress 

amongst these workers (Liu, et al., 2020). This is alarming as the long-term impact of 

depression and anxiety are well established with decreasing outcomes as conditions 

prolong. Not only are these medical conditions resulting in an altered mental state, but 

they are also contributing to employee burnout, higher rates of suicide, and a significant 

reduction in the work-life balance and overall quality of life (Pearman, et al., 2020). 

As time passes, the COVID-19 pandemic has evolved both from a social and 

medical perspective. Healthcare workers have witnessed various stages of the pandemic 

including initial onset, pre-vaccination, and post vaccination. For reference purposes, 

with the arrival of the vaccination, healthcare workers in one study were found to have a 

79.6% approval rating for recommending their patients to receive the vaccine. The same 
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study noted that 72.4% of the healthcare workers agreed to receive the vaccine (Verger, 

et al., 2021). The high percentages identified in this study indicate healthcare workers 

being pushed to their limits and the need for change within the medical community to 

shift towards global control of the virus. This need was met with the arrival of the 

vaccine. However, most recently, with the identification of the COVID-19 Delta and 

Omicron variants, vaccination breakthrough cases have occurred within communities and 

healthcare workers themselves (Bergwerk, et al., 2021). Thus, continued stressors on the 

psychological health of the healthcare worker are set to resurface. The reoccurrence can 

lead to both progressive mental manifestations and debilitating physical symptoms 

(Chew, et al., 2020). 

Physical Perspective 

 Mental health considerations should always coincide any discussion on human 

physical changes. In order to ensure the health and safety of healthcare workers, both 

physical and mental health must be of high importance to the occupational healthcare of 

medical agencies and organizations (Namikawa, et al., 2021). As the pandemic 

progresses, physical demands on healthcare workers also advance. This includes their 

workload and caseload (Zhang, et al., 2020). Physical complaints based off of these 

demands include fever, intense fatigue, gastrointestinal symptoms, headaches, irritability, 

reduced appetite, and nasal symptoms (Verger, et al., 2021). Identification of these 

symptoms in healthcare workers has been studied and deemed to not be specifically from 

the COVID-19 virus, but yet from psychological stress that has resulted from physical 

demands and other factors including potential exposure as a result of lacking personal 

protective equipment (Namikawa, et al., 2021). 
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Due to these increasing demands, healthcare workers are being forced to be more 

active and productive for greater amounts of time. As noted above, this is limiting their 

work-life balance, causing physical distress, and limiting their ability to function at a 

higher level of care, and ultimately leading to the development of mental health 

disorders. To react against these issues, coping mechanism are utilized for improvement 

in function. Oddly enough, physical activity/exercise has been studied to be the most 

common coping method for mental health distress (Shechter, et al., 2020). Therefore, the 

healthcare workers, who are already experiencing physical exhaustion, are limited to 

participating in the most common coping method for mental health improvements due to 

their energy sources being depleted while working at their place of employment. This 

leads to the transition on how, from a professional perspective, healthcare workers are 

experiencing higher levels of stress and are then forced with decisions to make regarding 

their own general health (Baskin and Bartlett, 2021). 

Professional Perspective 

 With the immediate onset of COVID-19 into the professional health community, 

fluctuations in employment and professional statuses began. From changes in daily 

operations, to acute and long-term physical effects on healthcare workers, job security, 

availability, retention of employees, and trajectory of employment were all effected 

(Godderis, Boone, & Bakusic, 2020). Healthcare workers experienced, and continue to 

experience, throughout the pandemic, “major simultaneous shifts” in their work 

environments (Verger, et al., 2021). In the earlier months of 2020, from a professional 

standpoint, few changes in healthcare occurred. However, as many employers began to 

swallow the impact COVID-19 was having on their businesses, changes began to occur. 
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Many healthcare professionals were furloughed due to a decline in patient/client census 

and to protect a business’ financial future. Being deemed an essential or nonessential 

worker did not secure your employment. This major uncertainty played a large role in the 

increase of work-related stress and a decline of mental health for healthcare workers 

(Galbraith, et al., 2021). Employment is not just a source of income, but also an important 

aspect to provide an individual with a sense of confidence and self-esteem (Mimoun, Ari, 

& Margalit, 2020). 

One option for many employers, due to the COVID-19 pandemic, was to offer 

their employees a work-from-home opportunity. Although this work setting may be 

suitable for certain professions within the medical field, the majority of professional 

healthcare interactions are required to occur in person. Despite this, telehealth 

appointments became the norm and there appears to be a continued demand this method 

of providing certain health services (Doraiswamy, et al., 2020). With this comes the 

further lack of social interaction, loneliness, and the increased likelihood of developing 

mental illnesses (Beutel, et al., 2017). Furthermore, decreasing in person-to-person 

interactions was found to heighten risks of depression, anxiety, suicidal ideation, health 

behavior, and health care utilization. (Beutel, et al., 2017). Although there is potential to 

increase access to healthcare by providing methods of telemedicine, a digital divide to 

access has been identified, especially in the elderly population (Frydman et al., 2021). 

Stress 

 A person experiences stress during a situation when they perceive or calculate the 

demand of a situation that they are presented with to be greater than the resources to 

control or handle the same situation that are available to them (Gallagher et al., 2020). In 
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terms of health care workers battling the COVID-19 pandemic, there is an increased 

recognition of the need to examine stress and mental health impacts, but little empirical 

work on this topic has been completed (Gruber et al., 2021). Furthermore, it has been 

recognized that health care workers are exposed to higher levels of burden to care for 

their clients as a result of COVID-19 (Vivian, et al., 2021). Also, it is important to note 

that the COVID-19 pandemic has been described many ways. Descriptions of the 

COVID-19 pandemic range from unpredictable and lack of control to increased parenting 

responsibilities as a result of school and daycare closures (Gallagher et al., 2020). 

Therefore, it can be determined that experiencing COVID-19 on a personal level can 

increase levels of perceived stress and experiencing COVID-19 on a professional level 

can create a state of chronic pandemic related stress (Gallagher et al., 2020). 

 As a result of the above, it is vital to assess the perceived levels of stress amongst 

those individuals that face the pandemic on both a professional and personal level. Thus, 

in terms of stress related occurrences that health care workers experienced at a more 

severe level as a result of the COVID-19 pandemic, elevated stressful situations include 

higher healthcare demands, increased patient mortality, emotional and physical stress, 

perceived inadequate organizational support, increased risk of contracting the virus, and 

rationing of healthcare supplies (Maben and Bridges, 2020 and Preti et al., 2020). 

Performing daily work operations, while being exposed to some or all of the above-

mentioned situations, results in negative impact on a health care workers’ psychological 

health (Chirico and Magnavita, 2021). 

 Overall, healthcare workers experience direct contact with patients and this has 

been identified to elevate fear, depression, anxiety, and stress while working through the 
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COVID-19 pandemic (Alnazly et al., 2021). Social support for health care workers is a 

necessary coping mechanism to decrease these elevated levels and promote positive 

feelings (Alnazly et al., 2021). Therefore, this study aims to fill the gap on identifying the 

stress levels of home health care workers and ultimately can provide a basis for setting up 

or improving coping mechanisms for these health professionals. 

COVID-19 Pandemic 

 Although the SARS-CoV-2 (COVID-19) virus is deemed the novel coronavirus, 

coronaviruses were first described in 1966 by Tyrell and Bynoe. Tyrell and Bynoe 

identified that coronaviruses were a spherical virion with a core shell and surface 

projections. Due to their findings, and resemblance to a solar corona, they were termed 

coronaviruses (Velavan & Meyer, 2020). Typically, coronaviruses infect non-human 

mammals and other animals. However, seven different subtypes can infect humans. Each 

type has one or more alterations to separate it from the other. Yet, all of the subtypes 

appear to affect the lungs. Out of these seven subtypes, the beta-coronavirus may cause 

severe disease and death in humans. SARS-CoV-2 is a beta-coronavirus (Zhou et al., 

2020). SARS-CoV-2 was identified, in December 2019, following a pneumonia outbreak 

of unknown origin in Wuhan, Hubei Province, China. Following the rapid global spread 

and thousands of deaths as a result of the virus, the World Health Organization declared a 

pandemic on March 11, 2020 (Cucinotta and Vanelli, 2020). 

Both symptomatic and asymptomatic human infections have been reported. In 

those who are symptomatic, symptoms typically begin in less than a week of initial 

infection and consist of fever, cough, nasal congestion, fatigue, other respiratory tract 

infections, decreased oxygen saturation rates, decreased taste or smell, muscle and body 
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aches, sore throat, and headache (Xie et al., 2020). Whether an individual is symptomatic 

or asymptomatic, they both have the potential to transmit the virus to other human beings. 

Viral transmission occurs with high-efficiency and infectivity mainly through the 

respiratory route. Droplet transmission is the main method of disease passage (Han et al., 

2020). 

An important scientific fact about SARS-CoV-2 is that the virus itself 

continuously changes its genetic code, or mutates, during its genome replication process 

(Ettaboina, Nakkala, & Laddha, 2021). Approximately a year after the initial discovery of 

COVID-19, the World Health Organization recognized the first major variant of the virus 

and named it the Delta (B.1.617.2) variant. A variant is any virus that has one or more 

mutations (Dhar et al., 2022). The variant became the most dominant type to be found in 

infected individuals and caused significantly worse symptoms in humans compared to the 

original virus. Approximately, one year after the discovery of the Delta variant, the 

World Health Organization identified a second major variant and named it Omicron 

(World Health Organization, 2021).  

COVID-19 Omicron Variant 

 In the time since the initial onset of COVID-19, several major variants have been 

identified. Out of these new variants, the Omicron variant (B.1.1.529) is the most recent 

and common variant to be found in infected individuals, nearly two years after the initial 

onset of COVID-19. As of January 8, 2022, the Omicron variant has accounted for 98.3% 

of all positive coronavirus cases in the United States (Centers for Disease Control, 

2022b). Although little is known about the epidemiology of the Omicron variant, it is 

certain that Omicron has abruptly altered the course of the pandemic. In addition, it is 
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known that the Omicron variant spreads more easily and rapidly than the original SARS-

CoV-2 virus and the prior identified variants (Delta variant). In addition, the Omicron 

variant is predicted to be more dangerous than previous variants due to its ability and 

ease to mutate (Ettaboina, Nakkala, & Laddha, 2021). Having the capability to easily 

mutate translates to the potential for an excessive number of mutations compared to other 

variants and suggests that the Omicron variant highlights a different evolutionary branch 

from the prior prevalent variants (Mam et al., 2022). 

 Since the start of the COVID-19 pandemic, three different vaccines were 

engineered by Pfizer-BioNTech, Moderna, and Johnson & Johnson and then introduced 

into society to decrease the risk of sickness, death, and transmissibility. Vaccination 

included either a two-shot or a one-shot dose. In addition, booster shots were then 

potentially recommended 5 to 6 months after the completion of initial vaccination. 

Despite this, breakthrough cases have been identified. A breakthrough case is defined as 

a fully vaccinated person being infected with the virus (Dutta, 2020). With the Omicron 

variant, breakthrough cases have become more prevalent. This indicates a diminished 

effectiveness of the vaccination against the Omicron variant (Rio, Omer, & Malani, 

2021). However, it is important to note that vaccines still have remained effective in 

preventing serious illness, hospitalization, and death (Saban, Myers, & Wilf-Miron, 

2022).  

 Aside from vaccination, prior infection has led to gained immunity to the virus. 

Yet, as the Omicron variant is highly capable to produce an extensive number of 

mutations in the viral spike protein, there is raised concern that the virus might evade 

antibodies produced by prior infection or even vaccination. One study has identified that 
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the Omicron variant evaded neutralization by antibodies from those vaccinated with the 

Pfizer-BioNTech vaccine. Therefore, therapeutic antibodies have been found to be 

ineffective against the Omicron variant (Hoffmann et al., 2021). Identification of 

resistance has led to an increased positivity rate throughout the United States and has also 

contributed to increased anxiety, fear, and stress throughout the nation as the virus 

continues to disrupt daily operations across multiple aspects of life (Karim & Karim, 

2021; Jain & Jolly, 2021). 

Literature Review Conclusion 

Conducting this literature review identified the lack of scholarly data available on 

the stressors that impacted HHC workers, as a result of the COVID-19 pandemic and 

specifically with the Omicron variant, along with the effect the stressors had on their 

mental health. Limitations of prior studies were utilized to expand upon during this study 

to enhance the literature and improve the healthcare profession. Many studies disregarded 

healthcare worker’s perceived stress levels and variations that exist between different 

healthcare professions.  

Thus, a gap in the literature was identified and the opportunity to fill this void 

exists within this study. Also, additional data is pertinent for correlation to the potential 

of future COVID-19 variant uprisings. Future uprisings are projected as COVID-19 

vaccines are based on earlier identified strains of the virus, before mutations in spike 

proteins occur (Janik, et al., 2021). Thus, future variants are thought to be inevitable and 

pose a significant threat to humanity and healthcare (Kumar et al., 2021).  

More research involving the COVID-19 pandemic and the effect it has on health 

care worker’s mental health could bring light to improving employment satisfaction and 
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outcomes. This study is among the first of its kind to investigate HHC workers during the 

COVID-19 pandemic and probe and recover perceived stress levels across the various 

disciplines that compose this line of work. 
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Chapter 3 

Methodology 

Research Design 

This quantitative correlation study, using a cross-sectional approach, was 

constructed to determine the perceived stress scores amongst home healthcare workers, 

within the home healthcare setting, after the identification of the COVID-19 Omicron 

variant. For this study, it was important to capture data within a single point in time as 

internal factors, such as employee availability, and external factors, such as social or 

global influences and issues, could impact participant responses and final results. Thus, 

the preferred method to obtain perceived stress scores was by administration of the 

Perceived Stress Scale (PSS) survey. The survey method was chosen as this was the most 

effective and efficient process to obtain large amounts of data, over a wide geographical 

region, while also being able to effectively analyze results. Data was collected by using 

the online survey platform Qualtrics, and was distributed to participants through their 

work email. 

The independent variables (IV) were the obtained demographic information while 

the dependent variable (DV) was the perceived stress scores on the Perceived Stress 

Scale (PSS). The study did not utilize a control group as all participants were exposed to 

the COVID-19 pandemic within their professional careers. 

Participants 

 The Sycamore Region of BAYADA Home Health Care was selected as the target 

population. This region consisted of 3 divisions (Cosmos, Iris, Peach Blossom) and 19 

total offices (Berks County Visits (BRK), Harrisburg Visits (HAV), Lancaster County 
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Visits (LCV), Lehigh Valley Home Health (LVV), Northeast Ohio Home Health (NOV), 

Wilkes-Barre-Scranton Visits (WSV), Bucks County Senior Living (BCF), Central 

Pennsylvania Senior Living (CPF), Chester County Senior Living (CCF), Lehigh Valley 

Senior Living (LHF), Wilmington Senior Living (WIF), Bucks County (BC), Chester 

County Home Health (CHV), Media Home Health (MEV), Montgomery PA Home 

Health (MPV), Newark (NEW), Philadelphia North Visits (PNV), Peach Blossom 

Division (PBL), and Wilmington (WIL) across Pennsylvania, Delaware, and Ohio 

(BAYADA Home Health Care, 2022). The Sycamore Region employed approximately 

900 medical professionals, within the home healthcare setting, and thus was selected for 

the study based on this criterion. Therefore, a census of the 900 participants, who were 

working in the home health setting, were asked to participate in the study. A notice was 

provided to the potential participants that no negative consequences, concerning 

employment status, rank, or position, within the company, would be affected if they 

chose not to participate in the study. In the same regard, no preference, or unfair bias, 

would result for those who do agree to participate. It was anticipated that approximately 

185 PTs, 113 OTs, 25 STs, 243 RNs, and 30 LPNs would be asked to participate within 

the study out of the 900 employees due to inclusion and exclusion criteria.  

Inclusion criteria 

Participants for the study were limited to employment with BAYADA Home 

Health Care since November 2021 and of the Physical Therapist (PT), Occupational 

Therapist (OT), Speech Therapist (ST), Registered Nurse (RN), and Licensed Practical 

Nurse (LPN) profession who completed direct patient care. Inclusion criteria would also 

allow for all gender identifications and individuals of all age levels and races that had 
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been issued a BAYADA Home Health Care email address and had access to a computer, 

smartphone, tablet, or other mobile device with internet access. 

Exclusion criteria 

If an individual was of one of the listed professions, but not an employee with 

BAYADA Home Health Care since November 2021, they were excluded from the study. 

In addition, if an employee of BAYADA Home Health Care was one of the targeted 

professions in this study but did not complete direct patient care, and was therefore an 

office staff member, they were excluded from the study.  

Recruitment 

An email was sent to potential participants to inform them of the study purpose 

(Appendix A) and informed consent documentation (Appendix B). Active informed 

consent was obtained, prior to the initiation of the survey, and included information about 

what the participants would be asked to do, risks and benefits, confidentiality of 

respondents and results, and primary investigator and dissertation chair contact 

information. 

Instruments 

 Two instruments were utilized within this study: the PSS and a demographic 

questionnaire. Stress is an emotion that cannot be clinically diagnosed and is therefore a 

perceived emotion (National Institute of Mental Health, 2022). The PSS is a developed 

tool, drafted in 1983, to measure the perception of stress (See Appendix C). This 

instrument assists researchers and medical professionals to measure an individual’s 

personal stress on a variety of different situations which can potentially affect health and 

well-being (Marin-Farrona et al., 2020). The instrument is a 10-question survey to which 
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an individual rates their feelings or emotions on a Likert-scale of 0-4 (0 meaning never, 1 

meaning almost never, 2 meaning sometimes, 3 meaning fairly often, and 4 meaning very 

often) (NH Department of Administrative Services, 2022). Scores on this assessment 

range from 0-40 with higher scores indicating higher perceived stress (NH Department of 

Administrative Services, 2022). Scores ranging from 0-13 are considered low stress (NH 

Department of Administrative Services, 2022). Scores ranging from 14-26 are considered 

moderate stress (NH Department of Administrative Services, 2022). Scores ranging from 

27-40 are considered high perceived stress (NH Department of Administrative Services, 

2022). Cohen and Williamson, (1988), initially reported that scores on the PSS 

demonstrated an internal reliability of (α = .78) and moderate concurrent criterion validity 

with the amount of stress experienced during an average week (r = .39, p < .05). These 

concepts to evaluate research were again referenced in 2019 (Baik, et al., 2019).   

 The second instrument to be utilized in this study was a demographic 

questionnaire (See Appendix D). It included questions on gender (man, woman, non-

binary or third gender, or agender), age (numerical value as a whole number), number of 

individuals living within the participant’s household (numerical value as a whole 

number), highest level of education (less than a high school diploma, high school degree 

or equivalent (e.g., GED), some college experience with no degree, associate’s degree, 

bachelor’s degree, master’s degree, and advanced degree (e.g., MD, PhD, DPT), race 

(Asian or Pacific Islander, Black or African American, Hispanic or Latino, Native 

American or Alaskan Native, White or Caucasian, or Multiracial or Biracial), years of 

experience in their profession (numerical value as a whole number), years of practice in 

home health care (numerical value as a whole number), children (yes or no) and current 
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relationship status (single / never married, dating, married or domestic partnership, 

divorced, widowed, or separated).  

Concerning the above demographic questions, a demographic test-retest reliability 

coefficient was calculated by administering the demographic questionnaire to seven 

individuals and then readministering the same demographic questionnaire to the same 

seven individuals one week later. The primary researcher identified the test-retest 

participant responses by instructing participants to provide the last four digits of their cell 

phone number when submitting their demographic survey responses with each 

administration of the instrument. The test-retest reliability coefficient was calculated and 

determined to be 1.0 (perfect reliability). See Appendix E for raw data of the 

demographic test-retest reliability. 

Procedures 

 The Institutional Review Board at Marywood University was asked, under the 

Exempt Review Committee (ERC), to allow for completion of this study as participation 

did not place individuals at any greater risk than their current activities of daily living and 

data was collected with no identifiable information. Next, permission was obtained from 

the BAYADA Home Health Care agency Cosmo, Iris, and Peach Blossom Divisional 

Directors via written proposal and signature (See Appendix F) to contact their employees 

via their individual employee work email addresses. Potential participant email addresses 

were obtained from the division directors following their written consent to contact their 

employees. Once the above was successfully completed, data collection began and 

potential participants were emailed an invitation to participate in the study. Recruitment 

emails were sent by this primary investigator through their own official BAYADA Home 
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Health Care email account and by blind copy. This included the recruitment information 

as described with the recruitment section above. Follow-up notifications to complete 

surveys were found to increase response rate (Sammut, Griscti, & Norman, 2021). 

Therefore, a follow-up email to participate within the study was sent two days following 

the initial contact (See Appendix G) and then again ten days after the initial contact (See 

Appendix H) (Crawford, Couper, and Lamias, 2001 and Qualtrics, 2022). The survey was 

open to participate for a total of two weeks and could be completed electronically on any 

computer, smartphone, tablet, or other mobile device with internet access. The survey 

link provided to all potential participants included a disabled Internet Protocol (IP) 

address so that potentially identifying numbers assigned to every network device were 

not collected. A response rate goal of 25% was set as an expected goal for responses is 

typically between 20% and 30% (Qualtrics, 2022). 

Data was then collected, stored confidentially and analyzed utilizing IBM SPSS 

version 28. Data was stored for six months following the completion of the study and 

then destroyed immediately through deletion of electronic records. Only the primary 

investigator and their three dissertation committee members had access to data results. 

Analysis of Data 

 After the survey period ended, data was exported for analysis using IBM SPSS 

version 28. The null hypothesis was then tested based on the statistical significance 

criteria of a pre-established (a priori) probability alpha (α) level of α = .05. 
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Sub-Problems of the Study 

1. What is the difference in PSS scores among gender? 

2. What is the relationship between PSS scores among age? 

3. What is the difference in PSS scores among race? 

4. What is the difference in PSS scores among relationship status? 

5. What is the difference in PSS scores among educational level? 

6. What is the relationship between PSS scores among years of experience in home 

health care? 

7. What is the relationship between PSS scores among years of experience in a 

current profession? 

8. What is the difference in PSS scores among the total number of individuals living 

in a current household? 

9. What is the difference in PSS scores between individuals with and without 

children? 

Supplemental Analysis 

1. Multiple regression was utilized to predict stress levels using the 

demographics. 
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Chapter 4 

Results 

Introduction 

As previously stated, the purpose of this study was to probe the effect on home 

healthcare staff’s perceived stress levels while working after the identification of the 

COVID-19 Omicron variant and while examining the Social Cognitive Theory. 

Following formal approval from the Marywood University IRB ERC, the data collection 

process began. Data collection took place over a two-week period, from February 28, 

2022 to March 14, 2022. 

Response Rate 

 This quantitative study intended to enroll 596 participants out of the total 900 

targeted employees of the BAYADA Home Health Care Cosmos, Iris, and Peach 

Blossom divisions due to inclusion and exclusion criteria (Physical Therapists (n = 185), 

Occupational Therapists (n = 113), Speech Therapists (n = 25), Registered Nurses (n = 

243), and Licensed Practical Nurse (n = 30)). Further breakdown of the total 900 targeted 

employees indicated that 596 of the individuals were classified as field staff employees 

providing direct patient care, while the other 304 employees were classified as office staff 

employees not providing direct patient care. This study focused on those individuals 

providing direct patient care. 

During the data collection timeframe, the survey link for the study was sent three 

times to each of the 596 individuals in the potential participant pool. These emails were 

sent out with the second correspondence two days after the initial email and the third 
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request ten days after the initial email. The survey closed two weeks to the day after the 

initial request for participants. 

Immediately following the closure of the survey, data was exported from 

Qualtrics directly into IBM SPSS Statistics 28. Upon initial review of the data, 129 out of 

the 596 potential participants opened and began the survey. However, out of these 129 

potential participants only 121 individuals completed the survey in full. The remaining 

eight potential participants opened the survey, but did not complete it in its entirety. One 

of these eight potential participants did not consent to participate in this study (Case 

#104). An additional one of these eight potential participants agreed to informed consent, 

answered the Perceived Stress Scale questions, but then did not answer any demographic 

questions (Case #118). Five of the eight potential participants agreed to informed consent 

and then did not answer any additional survey questions (Cases: #90, #91, #120, #127, 

and #128). Finally, one of eight potential participants entered 391 total years of being in 

their current profession (impossible answer for this survey question) and did not submit 

an answer for the total number of years they have been practicing home health care. As a 

result of potential input error concerning this participant’s responses, the primary 

researcher of this study was unable to determine, to the closest whole number, responses 

for this case. Therefore, to avoid inaccuracies with data analysis, this one case was also 

removed from the dataset (Case #8). To summarize, all of these eight identified cases 

were omitted from the data. These excluded cases resulted in 121 possible respondents 

for subsequent data analyses and a total survey response rate of 20.3%. 
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Data Preparation 

Additional data preparation was required prior to completing further analyses. All 

of the 121 cases included in this study for further analyses were examined for normalcy 

and outliers. Case #45 answered all survey questions with the exception of “What is your 

gender?” and “Which of the following best describes your race?”. Out of the 121 total 

cases included in this study, 80.0% of the cases identified themselves as female. 

Therefore, for case #45, the researcher inputted the identification marker of female into 

the omitted question This resulted in a total female population of 80.2%. Additionally, 

out of the 121 total cases included in this study, 90.0% of the cases identified themselves 

as White or Caucasian. Therefore, for case #45, the researcher inputted the identification 

marker of White or Caucasian into the omitted question. This resulted in a total White or 

Caucasian population of 90.1%. 

Concerning the question, “What is the total number of years you have been 

practicing home health care?”, case #83 answered “almost 4.” The researcher inputted the 

number of years practicing home health care as “4” for this case. Additionally, case #35, 

case #108, #116 and case #121 indicated that they have been practicing home health care 

for less than one year. Therefore, the researcher inputted “0” for these cases as the 

question sought to identify the total number of years practicing home health care as a 

whole number. Finally, for this same question case #12 and case #74 did not submit an 

answer. The mean number of years participants were practicing home health care, with 

the answers that were submitted, was 10.04 (sd +/- 9.22), while the median was 7 years (0 

– 37). Therefore, for case #12 and case #74, the researcher inputted 10 years for the total 

number of years participants were practicing home health care. This resulted in mean 
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number of years participants were practicing home health care as 10.04 (sd +/- 9.14), 

while the median continued to be 7 years (0 – 37). 

In order to correctly score the participant responses on the Perceived Stress Scale 

survey, reverse scoring of the following survey questions was required: “In the last 

month, how often have you felt confident about your ability to handle your personal 

problems?”, “In the last month, how often have you felt that things were going your 

way?”, “The last month, how often have you been able to control irritations in your 

life?”, and “In the last month, how often have you felt that you were on top of things?” 

(NH Department of Administrative Services, 2022). Therefore, transformation into a 

different variable, with reverse scoring, was created for the above survey questions. As a 

result, when calculating the total perceived stress scores of the participants within this 

study, the recoded values for the above questions were utilized.  

Demographics 

After data preparation was finalized, demographic analysis on the 121 cases 

began (n = 121). Table 4.1 depicts a frequency distribution of gender including male and 

female. 

 Table 4.1 

Participant Gender 

Gender N Percent 

Male 24 19.8 

Female 97 80.2 

 

The mean age of participants was 46.64 years old (sd +/- 11.03), while the median 

was 46 (27 – 71). See Appendix I for the frequency distribution of age. 



HEALTHCARE WORKER STRESS LEVELS 55 

Table 4.2 displays a frequency distribution of the total number of individuals 

living in the participants current household ranging from one to six. Most participants 

were living with a total number of two individuals in their current household. 

Table 4.2 

Total Number of Current Individuals Living in Participant’s Household 

Number of Individuals in Current Household N Percent 

One 6 5.0 

Two 39 32.2 

Three 26 21.5 

Four 37 30.6 

Five 11 9.1 

Six 2 1.7 

 

Table 4.3 depicts a frequency distribution of highest level of education ranging 

from some college experience with no degree to an advanced degree (MD, PhD, DPT). 

Most participants had a maximum of a master’s degree while only three had some college 

experience with no degree.  

Table 4.3 

Participant Highest Level of Education Received 

Highest Level of Education N Percent 

Some College / No Degree 3 2.5 

Associate’s Degree 11 9.1 

Bachelor’s Degree 37 30.6 

Master’s Degree 43 35.5 

Advanced Degree 27 22.3 
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Table 4.4 shows a frequency distribution on the various participant’s race 

identified within the study. Note that most participants (90.1%) identified as being White 

or Caucasian (n = 109). 

Table 4.4 

Participant Race 

Race N Percent 

Asian or Pacific Islander 

 

5 4.1 

Black or African-American 3 2.5 

Hispanic or Latino 1 0.8 

White or Caucasian 109 90.1 

Multiracial or Biracial 3 2.5 

 

The mean number of total years in participant’s current profession was 20.41 

years old (sd +/- 10.82), while the median was 20 (1 – 49). See Appendix J for the 

frequency distribution of total number of years in participant’s current profession. 

The mean number of total years participants were practicing home health care was 

10.04 years old (sd +/- 9.14), while the median was 7 (0 – 37). See Appendix K for the 

frequency distribution of total number of years participants were practicing home health 

care. 

Table 4.5 depicts a frequency distribution of whether or not participants had 

children. Most participants (81.8%) identified as having children (n = 99). 

Table 4.5 

Participant Response on Having Children 

Children N Percent 

Yes 99 81.8 

No 22 18.2 
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Table 4.6 shows a frequency distribution on the current relationship status of the 

participants within the study. Note that most participants (76%) identified as being 

married or in a domestic partnership (n = 92). 

Table 4.6 

Participant Relationship Status 

Relationship Status N Percent 

Single or Never Married 

 

6 5.0 

Dating 6 5.0 

Married or Domestic Partnership 92 76.0 

Divorced 13 10.7 

Widowed 3 2.5 

Separated 1 0.8 

 

Data Analysis 

 In order to study the relationships between perceived stress scores and the 

participant’s gender, age, race, relationship status, total number of individuals living in 

their current household, educational level, years of experience in their current profession, 

years of experience in home health care, and whether or not the participants have 

children, ten sub-problems were explored. However, prior to sub-problem analysis, it was 

first important to determine the frequency distribution for perceived stress scores 

obtained from the study survey. 

Stress Score 

After completing the Perceived Stress Scale (PSS) instrument, each of the 121 

participants provided data which allowed the primary investigator to calculate individual 

total perceived stress scores. The total perceived stress score, for each participant, was 

calculated utilizing the recoded variables, as noted within the data preparation section, 
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and the remaining PSS variables. The mean total perceived stress score was 22.38 (sd +/- 

3.31), while the median was 23 (12 – 31). Appendix L displays a frequency distribution 

on the total perceived stress scores of the participants within the study.  

In addition to the above, the calculated perceived stress scores were assigned to 

three separate categories. According to the PSS, the three separate categories were low 

stress (score ranging between 0-13), moderate stress (score ranging between 14-26), and 

high stress (score ranging between 27-40) (NH Department of Administrative Services, 

2022). Note that most participants (89.3%) were identified as experiencing moderate 

stress levels (n = 108). Table 4.7 shows a frequency distribution on the categories of total 

perceived stress scores amongst the participants within the study.  

Table 4.7 

Categories of Total Perceived Stress Scores 

Category N Percent 

Low Stress 

 

1 0.8 

Moderate Stress 108 89.3 

High Stress 12 9.9 

 

Sub-Problem One 

 To determine the differences in perceived stress scores amongst the identified 

genders within the survey, a frequency distribution on total stress scores between males 

and females and other descriptive statistics were calculated. The mean total perceived 

stress score for males was 21.58 (sd +/- 4.17), while the median was 21 (12 – 31). The 

mean total perceived stress score for females was 22.58 (sd +/- 3.05), while the median 

was 23 (15 – 30). Appendix M outlines the frequency distribution for stress score 

differences between males and females. 
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 An independent-samples t test was calculated comparing the mean score of 

participants who identified themselves as male to the mean score of participants who 

identified themselves as female. No significant difference was found (t(119) = -1.32, p > 

.05). The mean of males (M = 21.58, sd = 4.169) was not significantly different from the 

mean of females (M = 22.58, sd = 3.051). Table 4.8 displays independent-samples t test 

statistics for gender. 

Table 4.8 

Gender Independent-Sample t Test Statistics 

Levene’s Test for Equality of Variances  Significance 

 F Sig. t df Two-Sided p 

Equal variances assumed 4.319 0.04 -1.32 119 0.189 

 

Sub-Problem Two 

 A Pearson correlation coefficient was calculated for the relationship between age 

and total stress score. A weak negative correlation was found (r(119) = -0.194, p < .05), 

indicating a significant indirect relationship between the two variables. As age increases, 

perceived stress scores decrease. The effect size (r2) is 0.038 indicating a small effect. 

Table 4.9 

Pearson Correlation Between Age and Stress Score 

  Total Stress Score 

What is your age?  Person Correlation -.194* 

 Sig. (2-tailed) .033 

 N 121 

*Correlation is significant at the 0.05 level (2-tailed) 

Sub-Problem Three 

Prior to determining the differences in perceived stress scores amongst the various 

identified races within the survey, the primary researcher identified that out of the 121 



HEALTHCARE WORKER STRESS LEVELS 60 

participants, 109 of them identified as being White or Caucasian. Due to there being only 

12 participants that composed the other race categories, the primary researcher recoded 

the variable to include two groups for this demographic: White and Non-White. The 

White group composed of those participants who identified as White or Caucasian, while 

the Non-White group was composed of all other participants who identified as one of the 

following races: Asian or Pacific Islander, Black or African-American, Hispanic or 

Latino, and Multiracial or Biracial. A frequency distribution on total stress scores 

between the White and Non-White groups and other descriptive statistics were then 

calculated. The mean total perceived stress score for White was 22.57 (sd +/- 3.198), 

while the median was 23.00 (15 – 31). The mean total perceived stress score for Non-

White was 20.67 (sd +/- 3.916), while the median was 20.50 (12– 25). Appendix N 

outlines the frequency distribution for stress score differences between the races of White 

and Non-White. 

 An independent-samples t test was calculated comparing the mean score of 

participants who identified themselves as being White or Caucasian to the mean score of 

participants who identified themselves as being Non-White. No significant difference 

was found (t(119) = -1.91, p > .05). The mean of White or Caucasian (M = 22.57, sd = 

3.198) was not significantly different from the mean of Non-White (M = 20.67, sd = 

3.916). Table 4.10 displays independent-samples t test statistics for race. 

Table 4.10 

Race Independent-Sample t Test Statistics 

Levene’s Test for Equality of Variances  Significance 

 F Sig. t df Two-Sided p 

Equal variances assumed 0.643 0.424 -1.91 119 0.058 
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Although this study did not find a statistically significant difference in perceived 

stress scores among the analyzed categories of race, the p value of 0.058 does indicate 

that a trend towards Whites or Caucasians being significantly higher in perceived stress 

than Non-Whites exists. This can appear that Whites or Caucasians are more stressed. 

Sub-Problem Four 

Prior to determining the differences in perceived stress scores amongst participant 

relationship status, the primary researcher identified that six participants identified as 

being single or never married, six as dating, thirteen as being divorced, three as widowed, 

and one as separated. This accounted for a total of 29 participants. The remaining 

identified as being married or in a domestic partnership. Therefore, before data analysis, 

the primary researcher recoded this variable into the two following groups: Married and 

Not Married. A frequency distribution on total stress scores between the participants who 

were married and not married was then calculated. The mean total perceived stress score 

for the participants that were identified as not being married or in a domestic partnership 

was 22.52 (sd +/- 3.46), while the median was 23.00 (15 – 31). The mean total perceived 

stress score for the participants that marked themselves as being married or in a domestic 

partnership was 22.34 (sd +/- 3.28), while the median was 23.00 (12 – 30). See Appendix 

O for raw data on the frequency distribution for stress score differences between the 

participant’s relationship statuses. 

An independent-samples t test was calculated comparing the mean score of 

participants who identified themselves as not being married or in a domestic partnership 

to the mean score of participants who identified themselves as being married or in a 

domestic partnership. No significant difference was found (t(119) = 0.255, p > .05). The 
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mean of not being married or in a domestic partnership (M = 22.52, sd = 3.460) was not 

significantly different from the mean of being married or in a domestic partnership (M = 

22.34, sd = 3.276). Table 4.11 displays independent-samples t test statistics for 

relationship status. 

Table 4.11 

Relationship Status Independent-Sample t Test Statistics 

Levene’s Test for Equality of Variances Significance 

 F Sig. t df Two-Sided p 

Equal variances assumed 0.170 0.681 .255 119 0.799 

 

Sub-Problem Five 

To determine the differences in perceived stress scores amongst participant 

educational levels within the survey, a frequency distribution on total stress scores 

between the education levels was calculated. However, prior to calculations, this primary 

researcher identified 14 participants identified as having less than a high school diploma, 

High school degree or equivalent (e.g., GED), some college experience with no degree, 

and an Associate’s degree. Therefore, the educational categories were recoded and the 

categories of less than a high school diploma, High school degree or equivalent (e.g., 

GED), some college experience with no degree, and an Associate’s degree were 

combined and labeled as “less than a Bachelor’s Degree.” All other categories remained 

the same. Thus, a frequency distribution on total stress scores between the education 

levels of less than a Bachelor’s degree, Bachelor’s degree, Master’s degree, and advanced 

degree (MD, PhD, DPT, etc.) and other descriptive statistics were calculated. See 

Appendix P for raw data on the frequency distribution for stress score differences 

between educational levels. 
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The perceived stress score means of participants who were identified as four 

different race categories were compared using a one-way ANOVA. No significant 

difference was found (F(3,117) = 0.469, p > .05). A participant’s educational levels did 

not significantly impact their stress. The group that identified as less than a Bachelor’s 

degree had a mean score of 22.43 (sd = 3.204). The group that identified as Bachelor’s 

degree had a mean score of 22.03 (sd = 3.041). The group that identified as Master’s 

degree had a mean score of 22.84 (sd = 2.828). The group that identified as advanced 

degree (MD, PhD, DPT, etc.) had a mean score of 22.11 (sd = 4.362). Table 4.12 displays 

ANOVA statistics for educational level. 

 Table 4.12 

 ANOVA Statistics for Educational Level 

 Sum of Squares df Mean Square F Sig 

Between Groups 15.584 3 5.195 0.469 0.705 

Within Groups 1296.929 117 11.985   

Total 1312.512 120    

 

Sub-Problem Six 

A Pearson correlation was calculated for the relationship between years of 

experience in home health care and total stress score. A weak negative correlation that 

was not significant was found (r(119) = -0.079, p > .05). Years of experience in home 

healthcare is not related to perceived stress scores. 

Table 4.13 

Pearson Correlation Between Years of Experience in Home Healthcare and Stress Score 

  Total Stress Score 

Total Years in Home Health Care Pearson Correlation -.079 

Sig. (2-tailed) .392 

N 121 
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Sub-Problem Seven 

A Pearson correlation efficient was calculated for the relationship between years 

of experience in a current profession and total stress score. A weak negative correlation 

was found (r(119) = -0.207, p < .05), indicating a significant indirect relationship 

between the two variables. As years of experience in a profession increase, perceived 

stress scores decrease. The effect size (r2) is 0.043 indicating a small effect. 

Table 4.14 

Pearson Correlation Between Years of Professional Experience and Stress Score 

  Total Stress Score 

Total Years of Professional Experience Pearson Correlation -.207* 

 Sig. (2-tailed) .023 

 N 121 

*Correlation is significant at the 0.05 level (2-tailed) 

Sub-Problem Eight 

A frequency distribution on total stress scores between the total number of 

individuals living in the participant’s current household and other descriptive statistics 

were calculated. See Appendix Q for raw data on the frequency distribution for stress 

score differences between the total number of individuals living in the participant’s 

current household. 

Participant responses indicated that they either lived alone or lived with up to six 

total individuals in their current household. Out of the 121 participants only eleven lived 

with five total individuals in their current household and only two lived with six total 

individuals in their current household. As a result, prior to analysis, the primary 

researcher recoded the demographic variable identifying the total number of individuals 

living within the current household for participants into a new variable which combined 
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the categories of five and six total individuals living in a current household. Thus, the 

total number of categories for individuals living in a current household was then five.  

The perceived stress score means of participants were identified as five different 

categories for the different number of total individuals living in their current household 

((1-4) and (5 and 6 combined)), were compared using a one-way ANOVA. No significant 

difference was found (F(4,116) = 1.671, p > .05). The total number of individuals living 

in a participant’s current household did not significantly impact their stress. The group 

that identified as living along had a mean score of 21 (sd = 4.604). The group that 

identified as living with a total number of two individuals in their current household had 

a mean score of 22.59 (sd = 3.050). The group that identified as living with a total 

number of three individuals in their current household had a mean score of 21.92 (sd = 

3.543). The group that identified as living with a total number of four individuals in their 

current household had a mean score of 22.03 (sd = 3.411). The group that identified as 

living with a total number of five or six individuals in their current household had a mean 

score of 24.1 (sd = 2.016). Table 4.15 displays ANOVA statistics for the total number of 

individuals living in a participant’s current household. 

 Table 4.15 

 ANOVA Statistics for Total Number of Individuals Living in the Current Household 

 Sum of Squares df Mean Square F Sig 

Between Groups 71.488 4 17.872 1.671 0.162 

Within Groups 1241.024 116 10.698   

Total 1312.512 120    
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Sub-Problem Nine 

 To determine the differences in perceived stress scores amongst participants with 

and without children in the survey, a frequency distribution on total stress scores between 

whether the participants marked as having children or not having children and other 

descriptive statistics were calculated. The mean total perceived stress score for the 

participants who marked as having children was 22.31 (sd +/- 3.08), while the median 

was 23.00 (12 – 30). The mean total perceived stress score for participants who marked 

as not having children was 22.68 (sd +/- 4.27), while the median was 22.5 (15 – 31). 

Appendix R outlines the frequency distribution for stress score differences between 

participants with and without children.  

An independent-samples t test was calculated comparing the mean score of 

participants who identified themselves having children to the mean score of participants 

who identified themselves as not having children. No significant difference was found 

(t(119) = -0.471, p > .05). The mean of participants who identified as having children (M 

= 22.31, sd = 3.076) was not significantly different from the mean of participants who 

identified as not having children (M = 22.68, sd = 4.269). Table 4.16 displays 

independent-samples t test statistics for participants that have and did not have children. 

Table 4.16 

Participants With and Without Children Independent-Sample t Test Statistics 

Levene’s Test for Equality of Variances  Significance 

 F Sig. t df Two-Sided p 

Equal variances assumed 4.360 0.039 -.471 119 0.638 
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Supplemental Analysis 

Prior to multiple regression analysis, the nominal variable of educational level 

was recoded into three dummy variables using less than a Bachelor’s degree as the 

reference category, first with a comparison to participants who obtained a Bachelor’s 

degree, then with a comparison to participants who obtained a Master’s degree, and then 

with a comparison to participants who obtained an advanced degree. All other variables 

were either dichotomous (gender, race, relationship status, and whether or not 

participants had children) or scale (age, total number of years in current profession, total 

number of years practicing home health care, and number of people living in current 

household) level variables. 

Multiple Regression 

All scale level independent variables (age, total number of years in current 

profession, total number of years practicing home health care, and number of people 

living in current household) and the dependent variable, total stress score, were examined 

for outliers. No outliers were detected as no z-scores for all scale levels variables showed 

a z-score of +/- 3.14. Multivariate outliers were examined using Mahalanobis distance. 

The minimum (2.79) and the maximum (30.17) were below the critical cutoff of 32.909. 

Cook’s distance was found to be 0.174, a value below 1. No issues with multicollinearity 

were identified as the variance inflation factor was also below 10. 

A multiple linear regression was calculated to predict participants’ perceived 

stress scale scores based on their age, gender, race, relationship status, educational level, 

total number of years in their current profession, total number of years practicing home 

health care, whether or not they had children, and total number of people living in their 
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current household. The regression equation was not significant (F(11, 109) = 1.242, p > 

.05) with an R2 of .111. None of the independent variables are significant predictors of 

perceived stress scale scores. 
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Chapter 5 

Discussion 

Introduction 

The purpose of this quantitative correlation study was to probe the effect on home 

healthcare staff’s perceived stress levels while working after the identification of the 

COVID-19 Omicron variant and while examining the Social Cognitive Theory. This 

discussion provides a brief review on the research study, a discussion of findings in 

context of current literature, implications, limitations, suggestions for future research, and 

a conclusion. 

Summary 

In order to identify home healthcare worker’s perceived stress levels while 

working after the identification of the COVID-19 Omicron variant, this study utilized the 

Perceived Stress Scale (PSS) survey assessment along with a demographic questionnaire. 

The PSS, is a developed tool that was drafted in 1983 and focuses on determining a 

measurement of perceived stress experienced by an individual (Marin-Farrona et al., 

2020). A stress score was calculated for each participant after they completed the survey 

and it was understood that a higher stress score indicated that an individual was 

experiencing elevated stress (NH Department of Administrative Services, 2022). The 

demographic questionnaire was constructed by this primary researcher and with research 

committee members who are experts in the medical field. The demographic questionnaire 

aimed to gather a sound understanding on the characteristics that encompass the 

individuals that work within the home healthcare setting. 
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 The survey was open for two weeks and 121 respondents representing the medical 

disciplines of Physical Therapy (PT), Occupational Therapy (OT), Speech Therapy (ST), 

Registered Nursing (RN), and Licensed Practical Nursing (LPN) of the BAYADA Home 

Health Care, Sycamore Region, participated. The hypothesis addressed in the study is as 

follows:  

H1: The demographic characteristics of employees in home healthcare, residing in the 

Mid-Atlantic Region of the United States, including gender, age, race, relationship 

status, educational level, years in home healthcare, years in current profession, 

number of people in current household and having children predict stress levels after 

the identification of the COVID-19 Omicron variant. 

The results of this study did not fully support H1, but rather, only partially supported 

H1, as just two of the nine demographic characteristics identified a significant correlation 

to predicting stress levels (age and total number of years in a current profession). 

Therefore, as a majority, the results of this study supported the null hypothesis: The 

demographic characteristics of employees in home healthcare, residing in the Mid-

Atlantic Region of the United States, including gender, age, race, relationship status, 

educational level, years in home healthcare, years in current profession, number of people 

in current household and having children do not predict stress levels after the 

identification of the COVID-19 Omicron variant. 

Discussion of Findings 

 This research study found that the demographic characteristic of age and total 

number of years in a current profession were able to predict perceived stress scores. This 

study also found that the demographic characteristics of gender, race, relationship status, 
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educational level, number of total years practicing home healthcare, total number of 

people living in a household, and having or not having children did not predict perceived 

stress scores. While other studies identified in the literature review do not completely 

correspond with the results of this study, the findings add to the minimal literature 

available on stress levels of home health care employees. 

 This study identified that there is a weak negative Pearson correlation between 

age and perceived stress scale scores such that as age increases, perceived stress scale 

scores decrease. This finding agrees with the findings of Temsah, et al. (2022) that 

younger age groups were significantly reporting higher stress scores following the 

announcement of the Omicron variant. With the identification of age being related to 

increased stress levels, this study provides further support that decreased mental health 

outcomes are associated with younger individuals in the general public (Xiong, et al., 

2020). It is important to note, age has been previously identified as a risk factor for severe 

illness and mortality as a result of contracting COVID-19 and has been identified as a 

factor which affects the time from hospitalization to death (Booth, et al., 2021 and Kang 

& Jung, 2020). In addition, as age increases, the average number of comorbid conditions 

increases (Kang & Jung, 2020). Comorbid conditions have been previously identified as 

significantly increasing the risk of mortality in an individual who contracts the COVID-

19 virus (Biswas, et al., 2020). Therefore, it is well established that increased age plays a 

large role in health outcomes during the COVID-19 pandemic. Thus, the identification of 

a weak negative Pearson correlation between age and perceived stress scale scores, such 

that as age increases, perceived stress scale scores decrease, serves as a sounding 

identification that even during a global health crisis (pandemic), where those who are 
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older in age have increased risk and are more vulnerable than younger individuals to a 

negative health outcome, the mental health and stress levels of the elderly are still lower 

than those of the younger populations. This adds to support the mental health crisis in 

younger adults. 

 The total number of years a participant was in their current profession was also 

identified as a significant factor in determining stress levels. A weak negative Pearson 

correlation was found indicating a significant indirect relationship such that as years of 

experience in a profession increase, perceived stress scores decrease. The identification 

of this correlation supports the above findings that individuals with increased experience 

and therefore increased age tend to have decreased stress scores during a global health 

crisis (pandemic). This also supports a prior finding that individuals with less than five 

years of healthcare experience are associated with increased stress levels and reports of 

burnout (Yang, Meredith, & Khan, 2015). 

No other demographic characteristics, in this study, were associated with 

predicting perceived stress scores. However, a positive trend was found indicating that 

those who identified as being White experienced increased stress levels. Conversely, a 

negative trend was found indicating that those who identified as being Non-White 

experienced lower stress levels. These trends concerning race were very close to 

significance levels, yet none were achieved. Within the variable of race, there exists 

multiple layers which can affect a participant’s response outside of the simple ethnic 

identification. For example, various socio-economic factors and comorbidities can be 

entangled with race. Thus, although no statistically significant relationship between race 

and perceived stress scores was found, this study fills the gap and identified that race did 
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not affect stress levels in home health care workers during the COVID-19 Omicron 

variant surge. 

Concerning gender, the majority of participants in this study identified themselves 

as being female. In the field of medicine, it is common for there to be a higher ratio of 

females to males, as females account for 75% of all the healthcare workers worldwide 

(Brubaker, 2020). Thus, the impact on determining stress differences between males and 

females is disproportionately affected. As a result, it is not surprising that the 

independent-samples t test performed in this study did not reveal any statistically 

significant difference between the gender groups of male and female and their stress 

levels. Interestingly, an increased mortality rate in males with COVID-19 has been 

previously shown in comparison to females with COVID-19 (Biswas, et al., 2020). 

However, this study supports that although there is an association between gender and 

mortality rates, there is no association between gender and stress levels. 

The relationship status of the participants was grouped into two separate 

categories: married and not married. No significant difference in perceived stress scale 

scores was identified between these two groups. This supports prior findings, in a 

Canadian study, that relationship status did not significantly affect perceived stress scale 

scores amongst individuals who were either married, cohabiting, or partnered and those 

that were either separated or divorced (Nkire, 2021). The findings of this study also agree 

with the findings of Kowal et al. (2020), that the number of people living together in a 

household does not significantly affect stress levels during the COVID-19 pandemic. 

In addition, participant educational levels and having or not having children, were 

both found to have no significant impact on perceived stress scale scores. The research 
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described here, however, is in contradiction to the study by Kowal et al. (2020) which 

determined that higher perceived stress levels were associated with a lower education 

level and having children. Also, Wang et al. (2020) found that parents reported higher 

concerns for their children contracting the virus and thus experienced elevated stress 

levels. However, the results of this study continue to suggest that despite the presence of 

elevated COVID-19 risk factors, on a daily basis for elderly individuals, and the presence 

of added stress levels with having children, older individuals are better able to apply 

coping strategies to lower their perceived stress levels. 

Implications 

According to the social cognitive theory (SCT), coping self-efficacy is the 

perceived capacity to control one’s daily functions and activities while adapting to 

alterations in environmental demands under stressful conditions (Maykrantz et al., 2021). 

Coping self-efficacy was important to this study as evidenced by the fact that overall, 

home healthcare workers are able to control their professional obligation while placed 

under stressful situations, such as a global pandemic, and as a majority, report moderate 

stress levels. This identifies that home health care workers have the ability to control their 

daily duties while being exposed to social, psychological, physical, and environmental 

demands. Therefore, it can be determined that due to the participant responses in this 

study, home healthcare workers experience elevated self-efficacy as they have the ability 

to control their professional and functional tasks over a threat (Omicron variant) and 

therefore do not experience higher stress due to a potential overestimation of the threat or 

increased worriedness of a negative outcome. 
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In order to preserve the elevated self-efficacy identified in this study, several 

related stress items should be considered when discussing the future mental health of 

home healthcare workers. Previously noted examples of stress items include insomnia, 

guilt, compulsive attention to COVID-19 related news, irritability, nightmares, avoidance 

of returning to work, and bereavement (Alnazly et al., 2021). Thus, to avoid a long-term 

mental health impact and to decrease the potential for burnout and functional 

impairments at the workplace, it is suggested that the audience may implement several 

policies to protect the health of those that protect the health of their communities. 

 The first recommended policy is to implement mechanisms to support the mental 

health of healthcare workers (Autin et al., 2020). Suggestions include the approval of 

paid mental health day(s), decreasing shift lengths, providing the ability for healthcare 

workers to speak to mental health professionals, including therapists and psychologists, 

and an increase in pay rate or salary. By providing staff with one or multiple paid mental 

health day(s), healthcare workers can step aside from their place of employment without 

the guilt of using paid time off, vacation days, time off without pay, or personal time. 

After their time away, they would return to work with a clearer mind and a fresh start to 

perform the job functions (Garcia et al., 2019). In addition, the ability to speak to a 

mental health professional would open the opportunity for a healthcare worker to openly 

express potential stressors they are experiencing in a safe and understanding environment 

(Santaron, McKenney, & Elkbuli, 2020). Mental health professionals would then be able 

to prescribe stress-relief methods and interventions for the healthcare worker to follow 

and practice during the performance of a job function and outside of their workplace. 
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This can potentially lower perceived stress scores from a high and/or moderate state to a 

moderate and/or low state. 

Increasing the pay rate or salary of a healthcare professional would also provide 

them with a greater incentive to perform their job functions (Larue, 2021). In dealing 

with stressors at the workplace, the healthcare worker would be able to refrain back to the 

focus of providing medical care to their clients, despite still placing themselves at risk. 

Aside from upholding their professional oaths and the medical obligations to provide care 

and do no harm, an increase in pay would allow them to identify their value to the 

company or organization they work for as well as provide a sense of relief for the 

potential weight of outside pressures and stressors (student loans, car payments, 

mortgages, child care, etc.) that they may experience. Although hazard pay was available 

and provided by many healthcare companies to their employees who treated patients that 

were positively diagnosed with COVID-19, it was an insufficient response to the daily 

physical, mental, and medical demands placed on healthcare workers (Hecker, 2020). 

Also, based on the findings of this study, there is a need to support healthcare 

workers that are younger and with less experience. Therefore, another recommended 

policy is to implement a mentoring program. Mentoring programs allow for collaborative 

knowledge sharing to foster better support, resilience, increase motivation, and improve 

overall job satisfaction (Moss & Jackson, 2019). In addition, a mentoring program could 

help younger and less experienced clinicians develop excellent standards of care and 

quality coping self-efficacy tactics. Lastly, mentorship allows for continuous learning. 

Thus, it is recommended that a mentorship program should continue throughout an 
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employee’s time of service with their company. Investment into a mentorship program is 

vital for its success.  

 Finally, despite healthcare workers being known for their stamina and emotional 

resilience in the workplace, it is suggested that decreasing shift lengths would allow for a 

greater recovery time from the stressors experienced in the workplace. One study 

identified that an extended hourly duration of shift work was associated with a decrease 

in safety measures. (Weaver et al., 2020). This placed healthcare workers at a greater risk 

of poor occupational health and outcomes. It also created a major concern for the health 

and safety of patients being treated by overworked healthcare staff (Celmece & Menekay, 

2020). At the same time, it is also understood that as the pandemic timeline progresses, 

employment numbers are declining and there is a large need for additional healthcare 

employees to provide care (Bhandari et al., 2021). Thus, it may be difficult to decrease 

shift time without the availability of sufficient staffing numbers. Yet, this is important to 

note as staffing numbers may have declined due to the stressors experienced by 

healthcare workers who were unable to maintain a healthy mental status and therefore 

had to leave their job (Wilson et al., 2020). The above recommendations would decrease 

the risk of this occurring in the future.  

With the addition of these policies, there would be a greater potential of decreased 

morbidity among healthcare workers. Employee satisfaction and retention should 

improve. A long-term mental health impact is avoided and the potential for burnout and 

functional impairments at the workplace are decreased. 

 



HEALTHCARE WORKER STRESS LEVELS 78 

 Limitations  

A limitation of this study was that the data pertains only to responses, at one point 

in time, from home health care workers, that provide direct patient care. In addition, the 

study was limited by only one home health company with 19 offices being surveyed in 

one geographical region of the United States. Also, this study did not survey all the 

working disciplines within a home health care setting and only focused on therapy and 

nursing professions. Finally, utilization of convenient sampling occurred. Thus, the 

findings are not generalizable to previous or future situations. 

Future Research 

This study contributed to the literature on stress levels during the COVID-19 

pandemic. Specifically, it contributed to the literature on stress levels pertaining to health 

care workers on a critical but under-researched population of home healthcare workers. 

Following the completion of this study, highlights for future research on this topic were 

identified. The Perceived Stress Scale assessment is suggested to continue to be used in 

other populations of home healthcare workers to determine if it is an accurate tool to 

predict stress levels during the COVID-19 pandemic. It would be interesting and 

beneficial to administer this survey to a larger number of home healthcare workers, 

across multiple different home health agencies or within BAYADA Home Health Care. 

This study found significant results concerning stress levels of the demographics 

of age and number of years in a current profession. These areas require future research to 

determine if the weak negative correlations found can potentially lead to a strong 

negative correlation. Increasing the number of participants in a study will aid in assessing 

these found correlations.  
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In addition, this study also found that stress levels were not significant with the 

demographic characteristic of race, when separated between those that identified as 

White and those that identified as Non-White. However, a positive trend was found 

indicating that those who identified as being White experienced increased stress levels. 

Conversely, a negative trend was found indicating that those who identified as being 

Non-White experienced lower stress levels. These trends concerning race were very 

interesting and the data suggests that future research should focus on exploring how the 

category of race may significantly affect stress levels among home healthcare workers. 

It is suggested that another focus of future research should include identifying the 

difference in stress levels amongst home healthcare professions. This study surveyed the 

nursing and therapy professions, but it did not separate participants by specific discipline 

or profession. It would be interesting to identify any stress level differences between each 

profession and how potential implications can be established to lower stress levels on an 

individualized level. 

Conclusion 

The COVID-19 pandemic has impacted the functions of the world in its entirety. 

On the frontlines, battling the virus on a daily basis, are healthcare workers. This study 

specifically examined home healthcare workers employed by BAYADA Home Health 

Care. Demographic characteristics were studied to determine if they were significant 

predictors of perceived stress levels in these workers. Stress levels were shown to 

decrease with increasing age and also decrease with the increasing number of years in a 

current profession. These findings lead to the suggestion of several implications for home 
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health agencies to adopt to ultimately lower stress levels, across the board, for their field 

staff employees. 
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Appendix A 

 

Email Recruitment Template 

 

Subject Line: Stress levels while working in a pandemic 

 

Dear BAYADA Home Health Care employee, 

 

My name is Charles Salvo and I am a Physical Therapist within the Wilkes-

Barre/Scranton visits office. I also am a doctoral student and PhD candidate at Marywood 

University. I am conducting a research study. Its purpose is to evaluate and assess 

perceived stress scores amongst home health care workers, in their professional setting, 

following the identification of the COVID-19 Omicron variant.  

 

You are invited to participate in the study if you qualify. To qualify, you must have been 

an employee of BAYADA Home Health Care since November 2021, have a company 

email address, and hold one of the following field staff employee positions: Physical 

Therapist, Occupational Therapist, Speech Therapist, Registered Nurse, or Licensed 

Practical Nurse. In addition to the above, you must have access to a computer, 

smartphone, tablet, or other mobile device with internet access. The 19-question survey 

will be held through the online survey platform Qualtrics. It will take about 5 minutes to 

complete. 

 

Benefits in this study include the potential ability to understand the mental health of 

healthcare workers during the everchanging COVID-19 pandemic and may include a 

self-awareness and identification of your individual stress level while working through a 

pandemic. 

 

Acceptance or refusal to participate in this study will neither positively or negatively 

affect your employment status, rank, position, and/or preference. Thus, completion is 

optional. However, your participation in the study would be greatly appreciated. 

 

Survey link: 

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_eo0iL67CZzybaOW 

 

This study has been approved by Marywood University’s Exempt Review Committee. 

 

Sincerely, 

 

Charles Salvo, PT, DPT, MS, GCS, ABD 

cjsalvo@m.marywood.edu 

570-510-0503 
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Appendix B 

 

Exempt Informed Consent Form 

 

Stress Levels Amongst Home Health Care Workers Following the COVID-19 

Omicron Variant 

 

Principal Investigator (PI): Charles Salvo – PhD Student at Marywood University 

Principal Investigator Contact Information: 570-510-0503 and 

cjsalvo@m.marywood.edu 

 Research Advisor: Dr. Alan Levine – Professor at Marywood University  

 Research Advisor Contact Information: levine@marywood.edu and 570-348-6290 

 

Invitation for a Research Study 

 

You are invited to participate in a research study about stress levels amongst home health 

care workers following the identification of the COVID-19 Omicron variant. You were 

chosen because you are: 

• Employed by BAYADA Home Health Care as a either a field staff Physical 

Therapist, Occupational Therapist, Speech Therapist, Registered Nurse, or 

Licensed Nurse Practitioner 

• Have a company email address 

• Have been employed by BAYADA Home Health Care since November of 2021 

• Have access to a computer, smartphone, tablet, or other mobile device with 

internet access 

 

Please read this form. Ask any questions you may have before agreeing to take part in 

this study. This study is being conducted by a Physical Therapist and doctoral candidate, 

Charles Salvo, at Marywood University. 

 

Purpose – About the Study 

The purpose of this quantitative correlation study is to probe the effect on home 

healthcare staff’s perceived stress levels while working after the identification of the 

COVID-19 Omicron variant and while examining the Social Cognitive Theory. 

 

Procedures - What You Will Do 

If you agree to be in this study, you will be asked to complete a one-time, 19-question 

online survey via the online survey platform Qualtrics. This survey will take 

approximately 5 minutes of your time. 

 

Risks and Benefits 

The risks are no greater than the risks in daily life or activities. 

 

A benefit may be the potential ability to understand the mental health of healthcare 

workers during the everchanging COVID-19 pandemic and may include a self-awareness 

and identification of your individual stress level while working through a pandemic. 
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Confidentiality 

The records of this study will be kept private. Information used in any written or 

presented report will not make it possible to identify you. Only the primary investigator 

and their three dissertation committee members will have access to the research records. 

Records will be kept for six months and then destroyed through deletion of computer 

records. No web-based action is perfectly secure. However, reasonable efforts will be 

made to protect your transmission from third-party access. 

 

Taking Part is Voluntary 

Your participation is voluntary. Your decision to participate or not participate will not 

affect your current or future relations with the investigator. It will not affect your 

relations with Marywood University or your employer. You may withdraw at any time 

until you submit your answers. There will be no penalty. To withdraw at any time up 

until the point you submit your survey, simply close your web browser. Your results will 

then be destroyed. Since the survey results are anonymous to the investigator, once you 

complete the survey, your answers cannot be withdrawn. 

 

Contacts and Questions 

If you have questions about this study at any time, contact the principal investigator or 

the advisor. Their contact information appears at the top of page one. 

 

If you have questions related to the rights of research participants or research-related 

injuries (where applicable), please contact the Institutional Review Board at (570) 961-

4782 or irbhelp@marywood.edu. 

 

You may print a copy of this form to keep for your records. 

 

Statement of Consent 

By proceeding: 

• You understand what the study involves. 

• You have asked questions if you had them 

• You agree to participate in the study  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



HEALTHCARE WORKER STRESS LEVELS 103 

Appendix C 

 

Perceived Stress Scale 

 
 0 – Never 1 – Almost 

Never 

2 – Sometimes 3 – Fairly 

Often 

4 – Very 

Often 

1. In the last month, how 

often have you been 

upset because of 

something that 

happened 

unexpectedly? 

o  o  o  o  o  

2. In the last month how 

often have you felt that 

you were unable to 

control the important 

things in your life? 

o  o  o  o  o  

3. In the last month how 

often have you felt 

nervous and stressed? 

o  o  o  o  o  

4. In the last month how 

often have you felt 

confident about your 

ability to handle your 

personal problems? 

o  o  o  o  o  

5. In the last month, how 

often have you felt that 

things were going your 

way? 

o  o  o  o  o  

6. In the last month, how 

often have you found 

that you could not cope 

with all the things that 

you had to do? 

o  o  o  o  o  

7. In the last month, how 

often how often have 

you been able to control 

irritations in your life? 

o  o  o  o  o  

8. In the last month, how 

often have you felt that 

you were on top of 

things? 

o  o  o  o  o  

9. In the last month, how 

often have you been 

angered because of 

things that happened 

that were outside of 

your control? 

o  o  o  o  o  

10. In the last month, how 

often have you felt 

difficulties were piling 

up so high that you 

could not overcome 

them? 

o  o  o  o  o  
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Appendix D 

 

Demographic Survey Questions 

 

1) What is your gender? 
Man o  

Woman o  

Non-binary / third gender o  

Agender o  

        

2) What is your age?   ______ 

 

3) What is the total number of individuals living in your current household?   ______ 

 

4) What is the highest level of education you have received? 
Less than a high school diploma o  

High school degree or equivalent (e.g., GED) o  

Some college experience with no degree o  

Associate’s degree o  

Bachelor’s degree o  

Master’s degree o  

Advanced degree (e. g., MD, PhD, DPT) o  

 

5) Which of the following best describes your race? 
Asian or Pacific Islander o  

Black or African American o  

Hispanic or Latino o  

Native American or Alaskan Native o  

White or Caucasian o  

Multiracial or Biracial o  

 

6) What is the total number of years in your current profession? ______ 

 

7) What is the total number of years you have been practicing home health care? ______ 

 

8) Do you have children?  
Yes o  

No o  

 

9) What is your current relationship status? 
Single / never married o  

Dating o  

Married or domestic partnership o  

Divorced o  

Widowed o  

Separated o  
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Appendix E 

 

Demographic Test-Retest Raw Data (n = 7) for the Dates of 02/14/2022 and 02/21/2022 

ID 7634 1834 5540 5447 4949 3104 3129 

Gender 

 

Male Female Male Female Female Male Female 

Age 

 

53 42 33 32 69 34 47 

People in 

Current 

Household 

 

2 5 2 2 2 2 2 

Education 

Level 

 

BS MS DPT DPT BS DPT MS 

Race 

 

White White White White White White White 

Years in 

Current 

Profession 

 

31 20 9 7 20 5 23.5 

Years in 

Home Health 

Care 

 

20 10 4 1 20 5 7 

Children 

 

No Yes No No Yes No Yes 

Relationship 

Status 

Single Widowed Married Married Divorced Engaged Dating 
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Appendix F 

 

BAYADA Home Health Care Agency Permission Form 

 

 
 



HEALTHCARE WORKER STRESS LEVELS 107 

Appendix G 

 

Second Email Recruitment Template 

 

Subject Line: Second Chance to Participate! Stress levels while working in a pandemic 

 

Dear BAYADA Home Health Care employee, 

 

Please note this is the second email invitation being sent out to participate in my study. If 

you already completed the survey, thank you for your participation and please ignore this 

email. However, if you did not yet complete the survey, this is your second chance! 

 

My name is Charles Salvo and I am a Physical Therapist within the Wilkes-

Barre/Scranton visits office. I also am a doctoral student and PhD candidate at Marywood 

University. I am conducting a research study. Its purpose is to evaluate and assess 

perceived stress scores amongst home health care workers, in their professional setting, 

following the identification of the COVID-19 Omicron variant.  

 

You are invited to participate in the study if you qualify. To qualify, you must have been 

an employee of BAYADA Home Health Care since November 2021, have a company 

email address, and hold one of the following field staff employee positions: Physical 

Therapist, Occupational Therapist, Speech Therapist, Registered Nurse, or Licensed 

Practical Nurse. In addition to the above, you must have access to a computer, 

smartphone, tablet, or other mobile device with internet access. The 19-question survey 

will be held through the online survey platform Qualtrics. It will take about 5 minutes to 

complete. 

 

Benefits in this study include the potential ability to understand the mental health of 

healthcare workers during the everchanging COVID-19 pandemic and may include a 

self-awareness and identification of your individual stress level while working through a 

pandemic. 

 

Acceptance or refusal to participate in this study will neither positively or negatively 

affect your employment status, rank, position, and/or preference. Thus, completion is 

optional. However, your participation in the study would be greatly appreciated. 

 

Survey link: 

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_eo0iL67CZzybaOW 

 

This study has been approved by Marywood University’s Exempt Review Committee. 

 

Sincerely, 

 

Charles Salvo, PT, DPT, MS, GCS, ABD 
cjsalvo@m.marywood.edu - 570-510-0503 
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Appendix H 

 

Third Email Recruitment Template 

 

Subject Line: Final Chance to Participate!! Stress levels while working in a pandemic 

 

Dear BAYADA Home Health Care employee, 

 

Please note this is the third email invitation being sent out to participate in my study. If 

you already completed the survey, thank you for your participation and please ignore this 

email. However, if you did not yet complete the survey, this is your last chance! 

 

My name is Charles Salvo and I am a Physical Therapist within the Wilkes-

Barre/Scranton visits office and a PhD candidate at Marywood University. I am 

conducting a research study. Its purpose is to evaluate and assess perceived stress scores 

amongst home health care workers, in their professional setting, following the 

identification of the COVID-19 Omicron variant.  

 

You are invited to participate in the study if you qualify. To qualify, you must have been 

an employee of BAYADA Home Health Care since November 2021, have a company 

email address, and hold one of the following field staff employee positions: Physical 

Therapist, Occupational Therapist, Speech Therapist, Registered Nurse, or Licensed 

Practical Nurse. In addition to the above, you must have access to a computer, 

smartphone, tablet, or other mobile device with internet access. The 19-question survey 

will be held through the online survey platform Qualtrics. It will take about 5 minutes to 

complete. 

 

Benefits in this study include the potential ability to understand the mental health of 

healthcare workers during the everchanging COVID-19 pandemic and may include a 

self-awareness and identification of your individual stress level while working through a 

pandemic. 

 

Acceptance or refusal to participate in this study will neither positively or negatively 

affect your employment status, rank, position, and/or preference. Thus, completion is 

optional. However, your participation in the study would be greatly appreciated. 

 

Survey link: 

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_eo0iL67CZzybaOW 

 

This study has been approved by Marywood University’s Exempt Review Committee. 

 

Sincerely, 

 

Charles Salvo, PT, DPT, MS, GCS, ABD 
cjsalvo@m.marywood.edu - 570-510-0503 
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Appendix I 

Frequency Distribution of Age (n = 121) 

Age N Percent Valid Percent Cumulative Percent 

27 2 1.7 1.7 1.7 

28 1 0.8 0.8 2.5 

29 2 1.7 1.7 4.1 

30 2 1.7 1.7 5.8 

32 4 3.3 3.3 9.1 

33 6 5.0 5.0 14.0 

34 4 3.3 3.3 17.4 

35 5 4.1 4.1 21.5 

36 3 2.5 2.5 24.0 

37 1 0.8 0.8 24.8 

38 4 3.3 3.3 28.1 

39 1 0.8 0.8 28.9 

40 5 4.1 4.1 33.1 

41 3 2.5 2.5 35.5 

42 5 4.1 4.1 39.7 

43 1 0.8 0.8 40.5 

44 2 1.7 1.7 42.1 

45 8 6.6 6.6 48.8 

45 3 2.5 2.5 51.2 

47 6 5.0 5.0 56.2 

48 1 0.8 0.8 57.0 

49 2 1.7 1.7 58.7 

50 5 4.1 4.1 62.8 

51 2 1.7 1.7 64.5 

52 5 4.1 4.1 68.6 

53 7 5.8 5.8 74.4 

55 2 1.7 1.7 76.0 

56 1 0.8 0.8 76.9 

57 3 2.5 2.5 79.3 

58 5 4.1 4.1 83.5 

59 5 4.1 4.1 87.6 

60 1 0.8 0.8 88.4 

61 3 2.5 2.5 90.9 

62 2 1.7 1.7 92.6 

64 2 1.7 1.7 94.2 

66 1 0.8 0.8 95.0 

68 3 2.5 2.5 97.5 

69 1 0.8 0.8 98.3 

70 1 0.8 0.8 99.1 

71 1 0.8 0.8 100.0 
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Appendix J 

Frequency Distribution: Number of Years in Participant’s Current Profession (n = 121) 

Years N Percent Valid Percent Cumulative Percent 

1 1 0.8 0.8 0.8 

3 1 0.8 0.8 1.7 

4 2 1.7 1.7 3.3 

5 2 1.7 1.7 5.0 

6 4 3.3 3.3 8.3 

7 4 3.3 3.3 11.6 

8 6 5.0 5.0 16.5 

9 1 0.8 0.8 17.4 

10 11 9.1 9.1 26.4 

11 2 1.7 1.7 28.1 

12 3 2.5 2.5 30.6 

13 2 1.7 1.7 32.2 

14 1 0.8 0.8 33.1 

15 4 3.3 3.3 36.4 

16 5 4.1 4.1 40.5 

17 2 1.7 1.7 42.1 

18 1 0.8 0.8 43.0 

19 6 5.0 5.0 47.9 

20 7 5.8 5.8 53.7 

21 6 5.0 5.0 58.7 

22 3 2.5 2.5 61.2 

23 2 1.7 1.7 62.8 

24 4 3.3 3.3 66.1 

25 5 4.1 4.1 70.2 

26 1 0.8 0.8 71.1 

27 1 0.8 0.8 71.9 

28 3 2.5 2.5 74.4 

30 5 4.1 4.1 78.5 

31 3 2.5 2.5 81.0 

32 2 1.7 1.7 82.6 

33 4 3.3 3.3 86.0 

34 1 0.8 0.8 86.8 

35 2 1.7 1.7 88.4 

36 4 3.3 3.3 91.7 

37 2 1.7 1.7 93.4 

38 3 2.5 2.5 95.9 

39 1 0.8 0.8 96.7 

40 1 0.8 0.8 97.5 

41 1 0.8 0.8 98.3 

45 1 0.8 0.8 99.2 

49 1 0.8 0.8 100.0 
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Appendix K 

Frequency Distribution: Participant Number of Years in Home Health Care (n = 121) 

Years N Percent Valid Percent Cumulative Percent 

0 5 4.1 4.1 4.1 

1 7 5.8 5.8 9.9 

2 1 0.8 0.8 10.7 

2 2 1.7 1.7 12.4 

3 15 12.4 12.4 24.8 

4 9 7.4 7.4 32.2 

5 1 0.8 0.8 33.1 

5 4 3.3 3.3 36.4 

6 10 8.3 8.3 44.6 

7 9 7.4 7.4 52.1 

8 6 5.0 5.0 57.0 

9 4 3.3 3.3 60.3 

10 14 11.6 11.6 71.9 

11 3 2.5 2.5 74.4 

12 1 0.8 0.8 75.2 

13 1 0.8 0.8 76.0 

15 4 3.3 3.3 79.3 

16 3 2.5 2.5 81.8 

17 2 1.7 1.7 83.5 

20 5 4.1 4.1 87.6 

21 2 1.7 1.7 89.3 

22 1 0.8 0.8 90.1 

24 1 0.8 0.8 90.9 

25 1 0.8 0.8 91.7 

30 2 1.7 1.7 93.4 

32 1 0.8 0.8 94.2 

33 1 0.8 0.8 95.0 

34 1 0.8 0.8 95.9 

35 3 2.5 2.5 98.3 

36 1 0.8 0.8 99.2 

37 1 0.8 0.8 100.0 
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Appendix L 

Total Perceived Stress Scale Scores (n = 121) 

Score N Percent Valid Percent Cumulative Percent 

12 

 

1 0.8 0.8 0.8 

15 3 2.5 2.5 3.3 

16 1 0.8 0.8 4.1 

17 2 1.7 1.7 5.8 

18 7 5.8 5.8 11.6 

19 7 5.8 5.8 17.4 

20 15 12.4 12.4 29.8 

21 10 8.3 8.3 38.0 

22 11 9.1 9.1 47.1 

23 20 16.5 16.5 63.3 

24 13 10.7 10.7 74.4 

25 14 11.6 11.6 86.0 

26 5 4.1 4.1 90.1 

27 4 3.3 3.3 93.4 

28 5 4.1 4.1 97.5 

29 1 0.8 0.8 98.3 

30 1 0.8 0.8 99.2 

31 1 0.8 0.8 100.0 
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Appendix M 

Total Perceived Stress Scale Scores for Males and Females (n = 121) 

Males      

 Score N Percent Valid Percent Cumulative Percent 

 12 1 4.2 4.2 4.2 

 15 1 4.2 4.2 8.3 

 17 1 4.2 4.2 12.5 

 18 1 4.2 4.2 16.7 

 19 3 12.5 12.5 29.2 

 20 5 20.8 20.8 50.0 

 22 2 8.3 8.3 58.3 

 23 1 4.2 4.2 62.5 

 24 2 8.3 8.3 70.8 

 25 4 16.7 16.7 87.5 

 26 1 4.2 4.2 91.7 

 27 1 4.2 4.2 95.8 

 31 1 4.2 4.2 100.0 

Females      

 Score N Percent Valid Percent Cumulative Percent 

 15 2 2.1 2.1 2.1 

 16 1 1.0 1.0 3.1 

 17 1 1.0 1.0 4.1 

 18 6 6.2 6.2 10.3 

 19 4 4.1 4.1 14.4 

 20 10 10.3 10.3 24.7 

 21 10 10.3 10.3 35.1 

 22 9 9.3 9.3 44.3 

 23 19 19.6 19.6 63.9 

 24 11 11.3 11.3 75.3 

 25 10 10.3 10.3 85.6 

 26 4 4.1 4.1 89.7 

 27 3 3.1 3.1 92.8 

 28 5 5.2 5.2 97.9 

 29 1 1.0 1.0 99.0 

 30 1 1.0 1.0 100.0 
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Appendix N 

Total Perceived Stress Scale Scores for the Identified Participant Races (n = 121) 

White      

 Score N Percent Valid Percent Cumulative Percent 

 15 3 2.8 2.8 2.8 

 16 1 0.9 0.9 3.7 

 17 1 0.9 0.9 4.6 

 18 6 5.5 5.5 10.1 

 19 6 5.5 5.5 15.6 

 20 13 11.9 11.9 27.5 

 21 9 8.3 8.3 35.8 

 22 10 9.2 9.2 45.0 

 23 20 18.3 18.3 63.3 

 24 12 11.0 11.0 74.3 

 25 11 10.1 10.1 84.4 

 26 5 4.6 4.6 89.0 

 27 4 3.7 3.7 92.7 

 28 5 4.6 4.6 97.2 

 29 1 0.9 0.9 98.2 

 30 1 0.9 0.9 99.1 

 31 1 0.9 0.9 100.0 

Nonwhite      

 Score N Percent Valid Percent Cumulative Percent 

 12 1 8.3 8.3 8.3 

 17 1 8.3 8.3 16.7 

 18 1 8.3 8.3 25.0 

 19 1 8.3 8.3 33.3 

 20 2 16.7 16.7 50.0 

 21 1 8.3 8.3 58.3 

 22 1 8.3 8.3 66.7 

 24 1 8.3 8.3 75.0 

 25 3 25.0 25.0 100.0 
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Appendix O 

Total Perceived Stress Scale Scores for Identified Relationship Statuses (n = 121) 

Single or never married Score N Percent Cumulative Percent 

 19 1 16.7 16.7 

 20 1 16.7 33.3 

 22 1 16.7 50.0 

 23 1 16.7 66.7 

 25 1 16.7 83.3 

 28 1 16.7 100.0 

Dating Score N Percent Cumulative Percent 

 15 1 16.7 16.7 

 18 1 16.7 33.3 

 19 1 16.7 50.0 

 25 2 33.3 83.3 

 26 1 16.7 100.0 

Married or Domestic Partnership Score N Percent Cumulative Percent 

 12 1 1.1 1.1 

 15 2 2.2 3.3 

 16 1 1.2 4.3 

 17 2 2.2 6.5 

 18 5 5.4 12.0 

 19 3 3.3 15.2 

 20 13 14.1 29.3 

 21 8 8.7 38.0 

 22 9 9.8 47.8 

 23 15 16.3 64.1 

 24 11 12.0 76.1 

 25 9 9.8 85.9 

 26 4 4.3 90.2 

 27 3 3.3 93.5 

 28 4 4.3 97.8 

 29 1 1.1 98.9 

 30 1 1.1 100.0 

Divorce Score N Percent Cumulative Percent 

 19 2 15.4 15.4 

 20 1 7.7 23.1 

 21 1 7.7 30.8 

 22 1 7.7 38.5 

 23 2 15.4 53.8 

 24 2 15.4 69.2 

 25 2 15.4 84.6 

 27 1 7.7 92.3 

 31 1 7.7 100.0 

Widowed Score N Percent Cumulative Percent 

 18 1 33.3 33.3 

 23 2 66.7 100.0 

Separated Score N Percent Cumulative Percent 

 21 1 100.0 100.0 
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Appendix P 

Total Perceived Stress Scale Scores for Identified Educational Levels (n = 121) 

Some College Experience with No Degree Score N Percent Cumulative Percent 

 21 1 33.3 33.3 

 22 1 33.3 66.7 

 26 1 33.3 100.0 

Associate’s Degree Score N Percent Cumulative Percent 

 15 1 9.1 9.1 

 18 1 9.1 18.2 

 19 1 9.1 27.3 

 23 3 27.3 54.5 

 24 2 18.2 72.7 

 25 2 18.2 90.0 

 26 1 9.1 100.0 

Bachelor’s Degree Score N Percent Cumulative Percent 

 15 1 2.7 2.7 

 16 1 2.7 5.4 

 18 2 5.4 10.8 

 19 3 8.1 18.9 

 20 4 10.8 29.7 

 21 6 16.2 45.9 

 22 3 8.1 54.1 

 23 6 16.2 70.3 

 24 3 8.1 78.4 

 25 4 10.4 89.2 

 26 1 2.7 91.9 

 27 1 2.7 94.6 

 28 2 5.4 100.0 

Master’s Degree Score N Percent Cumulative Percent 

 17 2 4.7 4.7 

 18 3 7.0 11.6 

 20 5 11.6 23.2 

 21 1 2.3 25.6 

 22 5 11.6 37.2 

 23 9 20.9 58.1 

 24 7 16.3 74.4 

 25 5 11.6 86.0 

 26 2 4.7 90.7 

 27 1 2.3 93.0 

 28 3 7.0 100.0 

 

*Continued onto next page 
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Appendix P (continued) 

Total Perceived Stress Scale Scores for Identified Educational Levels (n = 121) 

Advanced Degree Score N Percent Cumulative Percent 

 12 1 3.7 3.7 

 15 1 3.7 7.4 

 18 1 3.7 11.1 

 19 3 11.1 22.2 

 20 6 22.2 44.4 

 21 2 7.4 51.9 

 22 2 7.4 59.3 

 23 2 7.4 66.7 

 24 1 3.7 70.4 

 25 3 11.1 81.5 

 27 2 7.4 88.9 

 29 1 3.7 92.6 

 30 1 3.7 96.3 

 31 1 3.7 100.0 
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Appendix Q 

Total Perceived Stress Scale Score on Total Individuals in Current Households (n = 121) 

One Individual Score N Percent Cumulative Percent 

 15 1 16.7 16.7 

 18 1 16.7 33.3 

 19 1 16.7 50.0 

 23 2 33.3 83.3 

 28 1 16.7 100.0 

Two Individuals Score N Percent Cumulative Percent 

 15 1 2.6 2.6 

 17 1 2.6 5.1 

 18 1 2.6 7.7 

 19 1 2.6 10.3 

 20 9 23.1 33.3 

 21 2 5.1 38.5 

 22 2 5.1 43.6 

 23 5 12.8 56.4 

 24 5 12.8 69.2 

 25 7 17.9 87.2 

 26 2 5.1 92.3 

 27 1 2.6 94.9 

 28 1 2.6 97.4 

 29 1 2.6 100.0 

Three Individuals Score N Percent Cumulative Percent 

 15 1 3.8 3.8 

 18 3 11.5 15.4 

 19 2 7.7 23.1 

 20 4 15.4 38.5 

 21 3 11.5 50.0 

 22 3 11.5 61.5 

 23 4 15.4 76.9 

 25 2 7.7 84.6 

 26 1 3.8 88.5 

 27 1 3.8 92.3 

 28 1 3.8 96.2 

 31 1 3.8 100.0 

Four Individuals Score N Percent Cumulative Percent 

 12 1 2.7 2.7 

 16 1 2.7 5.4 

 17 1 2.7 8.1 

 18 2 5.4 13.5 

 19 3 8.1 21.6 

 20 2 5.4 27.0 

 21 5 13.5 40.5 

 22 5 13.5 54.1 

 23 5 13.5 67.6 

 24 4 10.8 78.4 

 25 3 8.1 86.5 

 26 1 2.7 89.2 

 27 2 5.4 94.6 

 28 2 5.4 100.0 

*Continued onto next page 
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Appendix Q (continued) 

Total Perceived Stress Scale Score on Total Individuals in Current Households (n = 121) 

Five Individuals Score N Percent Cumulative Percent 

 22 1 9.1 9.1 

 23 3 27.3 36.4 

 24 4 36.4 72.7 

 25 1 9.1 81.8 

 26 1 9.1 90.9 

 20 1 9.1 100.0 

Six Individuals Score N Percent Cumulative Percent 

 23 1 50.0 50.0 

 25 1 50.0 100.0 
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Appendix R 

Total Perceived Stress Scale Scores for Participants With and Without Children (n = 121) 

With Children      

 Score N Percent Valid Percent Cumulative Percent 

 12 1 1.0 1.0 1.0 

 15 1 1.0 1.0 2.0 

 16 1 1.0 1.0 3.0 

 17 2 2.0 2.0 5.1 

 18 7 7.1 7.1 12.1 

 19 5 5.1 5.1 17.2 

 20 10 10.1 10.1 27.3 

 21 10 10.1 10.1 37.4 

 22 9 9.1 9.1 46.5 

 23 17 17.2 17.2 63.6 

 24 13 13.1 13.1 76.8 

 25 11 11.1 11.1 87.9 

 26 5 5.1 5.1 92.9 

 27 3 3.0 3.0 96.0 

 28 3 3.0 3.0 99.0 

 30 1 1.0 1.0 100.0 

Without Children      

 Score N Percent Valid Percent  

 15 2 9.1 9.1 9.1 

 19 2 9.1 9.1 18.2 

 20 5 22.7 22.7 40.9 

 22 2 9.1 9.1 50.0 

 23 3 13.6 13.6 63.6 

 25 3 13.6 13.6 77.3 

 27 1 4.5 4.5 81.8 

 28 2 9.1 9.1 90.9 

 29 1 4.5 4.5 95.5 

 31 1 4.5 4.5 100.0 

 


