
 

 

Research Article 

Ankara Med J, 2026;(3):406-422 //  10.5505/amj.2026.40035 

 

PERCEIVED STRESS AND PREPAREDNESS IN PEDIATRIC 
PREHOSPITAL CARE AMONG EMERGENCY MEDICAL 
SERVICES PERSONNEL: A CROSS-SECTIONAL STUDY 

 

 Ümit Alper Özcan1,  Ramiz Yazıcı2,  Hüseyin Mutlu3,  
 Medine Akkan Öz4,  Uğur Şakar5,  Yunus Yatmaz6,  Özgür Ömer Yıldız7 

1Department of Pediatrics, Bilkent City Hospital, Ankara, Türkiye 
2Department of Emergency Medicine, University of Health Sciences, Kanuni Sultan Süleyman 

Education and Research Hospital, İstanbul, Türkiye 
3Department of Emergency Medicine, Aksaray University Medical School, Aksaray, Türkiye 

4Department of Emergency Medicine, Gülhane Training and Research Hospital, Ankara, Türkiye 
5Department of Emergency Medicine, Dışkapı Yıldırım Beyazıt Training and Research Hospital, 

University of Health Sciences, Ankara, Türkiye 
6Department of Emergency Medicine, Yenimahalle Training and Research Hospital, Ankara, 

Türkiye 
7Department of Thoracic Surgery, Atatürk Sanatoryum Training and Research Hospital, Ankara, 

Türkiye 
 

Correspondence:  
Ramiz Yazıcı (e‐mail: dr.ramiz.yazici@gmail.com) 

 
Submitted: 28.06.2026 // Accepted: 14.08.2026 

 
 

Research Article 

https://orcid.org/0009-0007-3040-753X
https://orcid.org/0000-0001-9210-914X
https://orcid.org/0000-0002-1930-3293
https://orcid.org/0000-0002-6320-9667
https://orcid.org/0000-0003-2790-3827
https://orcid.org/0009-0009-3834-4726
https://orcid.org/0000-0001-7314-3131


  

Ankara Med J, 2026;(3):406-422 //  10.5505/amj.2026.40035 

406 
 

 
Abstract 
Objectives: Pediatric emergencies are relatively uncommon in prehospital care, but they 

may cause considerable stress among healthcare providers because of limited exposure, high 

perceived clinical risk, and age-specific management requirements. This study aimed to 

evaluate perceived stress during pediatric patient care among prehospital healthcare 

providers and to examine its relationship with perceived knowledge, clinical self-confidence, 

pediatric case exposure, and perceived team support. 

Materials and Methods: This cross-sectional questionnaire-based study included 

prehospital healthcare providers working in Ankara Provincial Emergency Medical Services. 

The online questionnaire was distributed to 312 eligible providers, and 187 participants 

were analyzed, yielding a response rate of 59.9%. Data were collected using an anonymous 

questionnaire covering sociodemographic and professional characteristics and five Likert-

type subscales. Internal consistency was assessed using Cronbach’s alpha. Since subscale 

scores were not normally distributed, Spearman correlation analysis was used to examine 

relationships between variables. 

Results: The mean perceived stress score was 3.19±1.10, indicating a moderate-to-high 

level of stress. Overall, 48.1% of participants had high perceived stress scores. Perceived 

stress was negatively correlated with perceived knowledge, clinical self-confidence, and 

pediatric case exposure. Team support had the highest mean score among the subscales but 

was not directly correlated with perceived stress. More than half of the participants reported 

exposure to only 0–5 pediatric cases during the previous year. 

Conclusion: Prehospital healthcare providers experience considerable stress when caring 

for pediatric patients. Lower perceived knowledge, reduced clinical self-confidence, and 

limited pediatric case exposure were associated with higher perceived stress. Targeted 

pediatric training and repeated simulation-based practice may improve preparedness in 

prehospital pediatric care. 

Keywords: Emergency medical services, pediatrics, psychological stress, self-confidence, 

health personnel, prehospital care. 
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Introduction 

Prehospital healthcare is a critical area of healthcare that is carried out in unpredictable 

conditions with limited resources and under severe time constraints.1,2 Healthcare workers 

providing care under these circumstances face various traumatic and stressful situations 

during their careers. Although most of these stressors are related to adult patient 

populations, current literature consistently shows that pediatric patients cause unparalleled 

and disproportionately high levels of stress for prehospital healthcare providers.1,3 In the US, 

it has been reported that anxiety is the second most common cause threatening patient 

safety during interventions involving pediatric patients, and that this anxiety is caused by 

cognitive overload, difficulty in decision-making, and communication problems.1 Reports 

also show that even during simulated pediatric cardiac arrest scenarios, paramedics 

experience a 41.3% increase in immediate anxiety levels.2 There are many related 

underlying mechanisms for this intense stress caused by pediatric cases in the prehospital 

environment. The leading mechanism is the rarity of exposure to pediatric cases. 

Epidemiological data consistently show that pediatric patients account for a rather small 

proportion of all emergency healthcare calls.4,5 According to the US national database, 

pediatric calls comprise 7.4% of all emergency healthcare calls.4 Also in the US, retrospective 

analysis of 371,746 emergency healthcare calls revealed that pediatric patients represent 

only 5.9% of the total cohort5. This low exposure rate feeds the vicious cycle known as 

“paradox of rarity”, where clinical conditions requiring the highest levels of skills provide 

very little opportunity for practice.  

As a natural consequence of this vicious cycle, gaps in knowledge and low clinical self-

confidence are widely reported in prehospital healthcare providers (PHPs). A national needs 

assessment for PHPs has highlighted that pediatric airway management and provider 

anxiety experienced during pediatric interventions are defined as priority training 

requirements and that there are critical gaps in knowledge due to lack of exposure.3 A 

qualitative study conducted with 42 PHPs revealed that participants are aware of their own 

lack of knowledge and that continuing education programs are insufficient in terms of 
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pediatric content.6 In a similar study, PHPs clearly report a negative impact on pediatric 

airway management caused by lack of rare exposure and insufficient pediatric training and 

remark on the necessity of recurrent training programs to prevent skill and knowledge 

erosion.7 A meta-analysis reported that low self-confidence and perception of self-

sufficiency are associated with low rates of initiating treatment in pediatric patients, and that 

this can have adverse effects on quality of care.8 This theory suggests that apart from 

knowledge, clinical self-confidence may be an independent determinant of stress during 

pediatric interventions.  

When all this literature is assessed as a whole, it is clear that perceived stress in prehospital 

pediatric care is multidimensional and cannot be explained by a single factor. The 

relationship between stress and potential protective factors such as knowledge level, clinical 

self-confidence, exposure to pediatric cases, and team support must be assessed through a 

holistic approach. However, in current literature, there are no studies assessing all four of 

these variables concurrently, particularly none that review PHPs and pediatric cases in the 

Ankara Provincial Emergency Healthcare Services. This study aims to bridge this gap by 

assessing the perceived stress levels of PHPs during pediatric interventions and examining 

the relationship between this stress and level of knowledge, clinical self-confidence, 

exposure to pediatric cases, and perceived team support.  

Materials and Methods 

Study design and participants 

This study is a single-center, cross-sectional, descriptive, and analytical questionnaire study 

designed to evaluate the perceived stress levels of the prehospital healthcare providers 

(PHPs) working in the Ankara Provincial Emergency Healthcare Services (EHS) and the 

relationship between this stress and level of knowledge, clinical self-confidence, exposure to 

pediatric cases, and perceived team support. The study was approved by the  Ankara 

Provincial Health Directorate Ethics Committee (Decision No: 2026-01-5, Date: 

28/01/2026). The study was conducted in accordance with the principles of the Helsinki 
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Declaration. Informed consent was acquired from the PHPs actively working in the Ankara 

Provincial EHS between March 2026 and April 2026, who agreed to participate in the study, 

through the information sheet at the beginning of the questionnaire, prior to participation. 

PHPs actively working in the Ankara Provincial Emergency Healthcare Services who were 

18 years of age or older and volunteered to participate in the study were included. 

Participants who did not complete the study, who wanted to withdraw during the data 

collection phase, or left more than 50% of the questionnaire incomplete were excluded from 

the study.  

The online questionnaire was distributed to 312 eligible prehospital healthcare providers 

working in Ankara Provincial Emergency Medical Services during the study period. A total 

of 187 participants completed the questionnaire and met the inclusion criteria. No 

participant was excluded from the final study sample because of incomplete responses or 

withdrawal. Therefore, the final analytical sample consisted of 187 participants, and the 

overall response rate was 59.9% (187/312). One participant entered an invalid age value; 

therefore, age-related analyses were performed using data from 186 participants, while all 

other analyses were conducted with the full sample of 187 participants. 

Data collection tools 

Data were collected using a structured questionnaire developed by the researchers based on 

a review of the literature on pediatric prehospital care, provider stress, clinical confidence, 

pediatric case exposure, and team-based care.1,3-8 Items addressing perceived stress were 

informed by reports of heightened provider anxiety during pediatric calls1,2; items on 

perceived knowledge and clinical self-confidence by studies documenting pediatric 

knowledge gaps and low provider confidence 3,6,8; items on pediatric case exposure by data 

on the rarity of pediatric calls and the resulting skill decay 4,5,7; and items on perceived team 

support by qualitative reports of communication and teamwork difficulties during pediatric 

prehospital calls.1,6 Since there was no single validated instrument specifically addressing 

perceived stress and preparedness-related factors during pediatric prehospital 

interventions in the local emergency medical services setting, an item pool was created to 
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cover five conceptual domains: perceived stress, perceived knowledge, clinical self-

confidence, pediatric case exposure and experience, and perceived team support. 

The questionnaire consisted of two parts. The first part included questions on 

sociodemographic and professional characteristics: age, gender, professional title, total 

duration of professional experience, duration of prehospital work experience, and the 

number of pediatric cases managed in the previous year. Professional title was categorized 

as paramedic, emergency medical technician (EMT), physician, nurse, or other. Total 

professional experience and prehospital work experience were categorized as 0-2 years, 3-

5 years, 6-10 years, and ≥11 years. The number of pediatric cases managed in the previous 

year was categorized as 0-5, 6-10, 11-20, and >20. 

The second part included 25 Likert-type items grouped into five subscales, with five items in 

each subscale: perceived stress, perceived knowledge, clinical self-confidence, pediatric case 

exposure and experience, and perceived team support. Each item was scored on a 5-point 

Likert scale ranging from 1 (“strongly disagree”) to 5 (“strongly agree”). Higher scores 

indicated a higher level of the relevant construct. Sample items were as follows: “Treating 

pediatric patients causes more stress than treating adult patients” for perceived stress; “I 

have sufficient theoretical knowledge about pediatric emergencies” for perceived 

knowledge; “I can safely perform the initial assessment of a pediatric patient” for clinical self-

confidence; “I feel that my stress level decreases as I gain more experience with pediatric 

cases” for pediatric case exposure and experience; and “I believe that cooperation within the 

team facilitates the intervention process in pediatric cases” for perceived team support. 

One reverse-coded item was included in the clinical self-confidence subscale, and one 

reverse-coded item was included in the pediatric case exposure and experience subscale. 

Reverse-coded items were recoded as 6 minus the original score before calculating subscale 

scores. Each subscale score was calculated as the mean of the relevant items. Subscale scores 

ranged from 1.00 to 5.00. 
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Before data collection, the draft questionnaire was reviewed by three experts with 

experience in emergency medicine, pediatric emergency care, and prehospital emergency 

medical services. The experts evaluated the items in terms of relevance, clarity, 

comprehensibility, and domain appropriateness. Based on their feedback, minor linguistic 

revisions were made to improve clarity, while the five-domain structure of the questionnaire 

was preserved. 

A pilot test was conducted with 30 prehospital healthcare providers who were not included 

in the final analysis. The pilot test aimed to assess item clarity, approximate completion time, 

and the technical functionality of the online form. No major structural changes were required 

after the pilot test; however, minor wording revisions were made to improve readability. 

Internal consistency reliability was assessed using Cronbach's alpha coefficient for each 

subscale. No exploratory or confirmatory factor analysis was performed; therefore, the 

subscale structure reflects the conceptual domains defined by the research team rather than 

an empirically verified factor structure. 

The complete item list of the questionnaire is provided as a supplementary file. The 

questionnaire was administered anonymously via Google Forms and did not collect 

personally identifiable information. The aim of the study was explained to the participants 

at the beginning of the form. Participants were informed that their responses would be used 

only for research purposes and that no individual performance assessment would be 

conducted. Electronic informed consent was obtained before participation. Participants 

were able to leave any question unanswered and withdraw from the study at any time.  

Statistical analysis 

All statistical analyses were performed using IBM SPSS Statistics (IBM Corp., Armonk, NY, 

USA). For descriptive statistics, continuous variables were calculated as mean, standard 

deviation, median, minimum, and maximum values; categorical variables as frequency and 

percentage distribution. The internal consistency reliability of subscales was assessed using 
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the Cronbach alpha coefficient. The normality of the data was examined using the Shapiro-

Wilk test; based on the results obtained, the subscale scores did not follow a normal 

distribution, so non-parametric statistical methods were chosen. Mann-Whitney U test was 

used for the comparison of two independent groups, and the Kruskal-Wallis H test was used 

for comparing more than two independent groups. For Kruskal-Wallis results found to be 

significant, multiple comparisons were performed using a Bonferroni-corrected Mann-

Whitney U test.  

Multiple linear regression analysis was performed to identify independent factors associated 

with perceived stress during pediatric patient care. The perceived stress subscale score was 

entered as the dependent variable. Perceived knowledge, clinical self-confidence, pediatric 

case exposure, and perceived team support scores were included as independent variables. 

All predictors were entered into the model simultaneously using the enter method. 

Regression results were reported as standardized beta coefficients (β) and p-values. 

Multicollinearity was assessed using tolerance and variance inflation factor (VIF) values. To 

assess the relationship between variables, Spearman’s rank correlation analysis was 

performed. In all analyses, p< 0.05 was considered to be statistically significant.  

Results 

Of the 312 eligible prehospital healthcare providers invited to participate, 187 completed 

the questionnaire and were included in the final analysis, yielding a response rate of 59.9%. 

No participant was excluded from the final study sample due to incomplete responses or 

withdrawal. Age data were valid for 186 participants because one participant entered an 

invalid age value. The mean age of the participants was 34.24 ± 5.78 years, and 59.9% 

(n=112) were male. More than half the participants were paramedics (50.8%, n=95), and 

42.8% (n=80) were EMTs. In terms of professional experience, most (72.7%, n=136) had 11 

years or more of professional experience. When the number of pediatric cases attended to 

in the past year was assessed, 58.8% (n=110) of participants had seen only 0-5 pediatric 
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cases. The sociodemographic and professional characteristics of the participants are shown 

in Table 1.  

Table 1. Sociodemographic and professional characteristics of the participants (n=187) 

Variable Category n % Mean ± SD 

Age (year) ‐ 186* ‐ 34.24 ± 5.78 

Gender Male 112 59.9 ‐ 

 Female 75 40.1 ‐ 

Professional title Paramedic 95 50.8 ‐ 

 EMT 80 42.8 ‐ 

 Physician 7 3.7 ‐ 

 Nurse 4 2.1 ‐ 

 Other 1 0.5 ‐ 

Total professional 

experience 

0‐2 years 3 1.6 ‐ 

 3‐5 years 21 11.2 ‐ 

 6‐10 years 27 14.4 ‐ 

 ≥11 years 136 72.7 ‐ 

Years working in prehospital 0‐2 years 13 7.0 ‐ 

 3‐5 years 31 16.6 ‐ 

 6‐10 years 39 20.9 ‐ 

 ≥11 years 104 55.6 ‐ 

Number of pediatric cases 

attended in the past year  

0‐5 110 58.8 ‐ 

 6‐10 17 9.1 ‐ 

 11‐20 20 10.7 ‐ 

 >20 40 21.4 ‐ 

* The age of 1 participant was entered incorrectly 

Data is presented as mean ± SD or n (%) 

SD: Standard deviation; n: number; EMT: Emergency medical technician 
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Perceived level of stress was calculated as 3.19 ± 1.10; this value corresponds to a medium-

high level of stress on the 5-point Likert scale. While 48.1% (n=90) of participants reported 

high stress levels (> 3.50), 33.7% (n=63) reported medium (2.01-3.50) and 18.2% (n=34) 

reported low levels (≤ 2.00). An item-based analysis showed that the “Treating pediatric 

patients causes more stress than treating adult patients” item received the highest stress 

score (3.53 ± 1.22), and the “I feel that my stress levels affect my performance” item received 

the lowest (2.94 ± 1.23). The mean score of perceived level of knowledge was 3.64 ± 0.80, 

and the highest self-confidence score (3.88 ± 0.86) was obtained from the “I can safely 

perform initial assessment of a pediatric patient” item. The descriptive analysis, internal 

consistency reliability coefficient (Cronbach's alpha), and results of the normality test 

relating to the five sub-scales used in the study are shown in Table 2.  

Table 2. Descriptive statistics, reliability and normality test results of the sub-scales 

Sub-scale n Mean ± SD Med Min Max α S-W p 

Perceived Stress 187 3.19 ± 1.10 3.20 1.00 5.00 0.931 <0.001 

Perceived 

Knowledge 

187 3.64 ± 0.80 3.60 1.00 5.00 0.913 <0.001 

Clinical Self‐

confidence 

187 3.67 ± 0.68 3.60 1.60 5.00 0.778 0.002 

Exposure to Cases 187 3.45 ± 0.60 3.40 1.60 5.00 0.704 0.013 

Team Support 187 3.88 ± 0.85 4.00 1.00 5.00 0.945 <0.001 

n: number; α: Cronbach's alpha, internal consistency coefficient; S-W: Shapiro-Wilk 

normality test; Med: Median; SD: Standard deviation 

Correlation analysis revealed a negative correlation between perceived stress levels and 

perceived knowledge levels (p < 0.001), and between perceived stress and clinical self-

confidence (p < 0.001). A similar negative correlation was observed between perceived 

stress levels and exposure to pediatric cases (p=0.001). The assessment of the relationship 

between independent variables revealed a positive correlation between perceived 

knowledge levels and clinical self-confidence, between perceived knowledge levels and 

exposure to pediatric cases, and between clinical self-confidence and exposure to pediatric 
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cases (p< 0.001). Results of the correlation analysis and multiple linear regression results 

are shown in Table 3.  

Table 3. Spearman correlation matrix and multiple linear regression results 

Variable 1 2 3 4 5 β 

(Regression) 

Perceived Stress 1.000     ‐ 

Perceived 

Knowledge 

‐

0.249*** 

1.000    ‐0.095 

Clinical Self‐

confidence 

‐

0.263*** 

0.644*** 1.000   ‐0.101 

Exposure to cases ‐0.237** 0.548*** 0.570*** 1.000  ‐0.219* 

Team Support ‐0.007 0.350*** 0.340*** 0.360*** 1.000 0.206** 

Correlation coefficients are Spearman rho values. The regression column shows 

standardized beta coefficients obtained from multiple linear regression analysis. 

*p<0.05; **p<0.01; ***p<0.001. 

 

Discussion 

Providing care during critical incidents is the most common known cause of stress, anxiety, 

and even post-traumatic stress disorder (PTSD) among hospital workers.9 It has been 

reported that the prevalence of stress and anxiety among prehospital healthcare providers 

(PHPs) is 10% worldwide.9-10 In the less-controlled prehospital environment where 

outpatient care is provided to acutely ill patients, it can be expected that this stress will 

similarly increase when caring for pediatric patients.11 In our study, we also found that PHPs 

perceive medium-high levels of stress (mean 3.19 ± 1.10) when providing care for pediatric 

patients, and that almost half the participants (48.1%) were in the high stress group. At the 

item level, the highest-scoring statement was the one expressing that pediatric patients 

cause more stress than adult patients. Since adult encounters were not assessed in this study, 

this reflects the participants' own comparative perception rather than a measured difference 
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between the two patient groups; nevertheless, it indicates that pediatric cases are perceived 

as a distinct source of stress by PHPs. 

The large-scale study by Guise et al., conducted in 44 states in the US with 753 PHPs, revealed 

that provider anxiety is the second most common factor affecting pediatric patient safety 

and that this anxiety can cause cognitive overload, difficulty in decision-making, and 

communication problems.1 Similarly, a multi-centered randomized controlled study 

conducted by Lacour et al. with 150 high-level paramedics from 14 different EHS’ showed a 

41,3% increase in the anxiety levels of the control group during simulated pediatric cardiac 

arrest scenarios.2 McGahern et al., studying the effects of outcome letters delivered to 470 

paramedics in Canada, reported that pediatric cases cause long-term emotional distress for 

providers and outcome notifications relieve this distress.12 Therefore, the high stress levels 

found in our study are not unique to our country and reflect the universal challenges of 

pediatric care.  

In our study, we identified a negative correlation between level of pediatric knowledge and 

stress. This finding is consistent with other evidence indicating that gaps in knowledge 

increase anxiety. Hansen et al. conducted the national Delphi study with 737 emergency 

medical professionals and found that pediatric airway management and anxiety experienced 

while attending to children are priority training needs and that there are critical gaps in 

knowledge due to lack of exposure.3 In their focus group study with 42 emergency healthcare 

professionals from urban, suburban, and rural areas, Brown et al. revealed that participants 

were aware of their own lack of knowledge and knew that current continuing training 

programs were insufficient in terms of pediatric content.6 Lyng et al. clearly expressed that 

pediatric management skills of PHPs were adversely affected by rare clinical exposure and 

insufficient pediatric training and that repeat training programs were necessary to prevent 

loss of skill and knowledge.7 After conducting a simulation curriculum on 187 PHPs through 

5 academic centers in Massachusetts, Farrell et al. reported a 9.8% increase in knowledge 

levels and a 93% increase in the self-confidence of participants.13 The common indication of 
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these studies is that pediatric knowledge is both a variable that can be directly influenced by 

training and also, that it has a defining role in reducing perceived stress levels.  

Clinical self-confidence showed the strongest inverse association with perceived stress 

among the preparedness-related variables in our bivariate analysis (rho = -0.263). This is in 

line with the scoping review by Fowler et al., which reported that pediatric cases frequently 

evoke anxiety and low confidence among paramedics across different countries, 

independently of the health system in which they work.8 It is also notable that in the 

simulation curriculum reported by Farrell et al., self-confidence increased by 93% while 

knowledge increased by only 9.8%,13 suggesting that self-confidence may respond more 

rapidly to structured practice than knowledge does. In systems such as ours, where more 

than half of the providers encountered five or fewer pediatric cases in a year, simulation-

based repetition may therefore be the more accessible route to reducing perceived stress. 

Our study determined that 58.8% of participants have seen only 0-5 pediatric cases in the 

past year. This rate is consistent with international epidemiological data. Using NEMSIS data, 

Diggs et al. revealed that pediatric calls comprised only 7.4% of all emergency health calls in 

the US nationwide.4 In their retrospective study reviewing 371,746 emergency health calls, 

Rampogal et al. determined that pediatric patients accounted for only 5.9% of the total 

cohort and that documentation of vital signs was significantly more incomplete in children 

compared to adults.5 In the national assessment involving 8,166 emergency healthcare 

centers, Hewes et al. reported that 80% of the institutions responded to less than 100 cases 

annually.14 These low exposure rates reflect a vicious cycle known, in the literature, as the 

“paradox of rarity”, where conditions requiring the highest skill levels provide the least 

opportunity for practice. The negative correlation between exposure to pediatric cases and 

perceived stress established in our study materializes the clinical effects of this paradox.  

Maloney et al. reported that the peer-support program, implemented over 20 months, 

resulted in no statistically significant difference in the burnout sub-scale scores of PHP’s pre- 

or post-program periods15. Studying the effects of insecure attachments on the stress of 

ambulance workers, Halpern et al. found that coping mechanisms and social support do not 
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play a mediating role in this relationship and that individual psychological characteristics 

are more decisive than team support in acute stress responses.16 We believe that perceived 

team support having the highest mean score (3.88 ± 0.85) among all sub-scales in our study 

is not because team support is experienced, but because acute stress experienced during 

pediatric interventions is caused by internal reasons such as perceived individual 

competence and lack of experience.  

Our finding that the highest-scoring item concerned pediatric patients being more stressful 

than adult patients is supported by international data based on within-provider 

comparisons. In a German cross-sectional survey of 1,005 EMS providers reporting on 

emergencies involving children with life-limiting conditions, 60.4% reported feeling 

overwhelmed during pediatric calls, significantly more often than during adult calls, and only 

26.9% felt confident about future pediatric calls compared with 75.6% for adult calls.17 The 

parallel with our results is notable: in both settings the deficit is concentrated in pediatric-

specific confidence rather than in general professional competence, supporting the 

interpretation that perceived stress in this context arises from case-specific unfamiliarity 

rather than from general occupational burden. 

Although perceived team support was not significantly correlated with perceived stress in 

the bivariate analysis, it showed a positive association in the multivariable regression model 

after adjustment for perceived knowledge, clinical self-confidence, and pediatric case 

exposure. This finding should be interpreted cautiously. One possible explanation is a 

suppression effect caused by intercorrelations among the preparedness-related variables. 

Another possibility is that personnel who experience higher stress during pediatric cases 

may become more aware of the need for team support. Therefore, this result should not be 

interpreted as evidence that team support increases stress, but rather as an indication that 

the relationship between team dynamics and perceived stress may be more complex than a 

direct linear association. 

Two features of our data support this interpretation. First, perceived team support received 

the highest mean score of all subscales (3.88 ± 0.85), with a median of 4.00, indicating that 
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most participants perceived their teams as supportive; a protective factor that is already 

perceived favorably by the majority offers limited room to differentiate high- and low-stress 

providers. Second, team support correlated positively and significantly with perceived 

knowledge, clinical self-confidence, and pediatric case exposure (rho = 0.340-0.360), yet 

showed essentially no bivariate association with perceived stress (rho = -0.007). This 

pattern suggests that team support operates on the preparedness-related domain rather 

than directly on the affective stress response, which is consistent with Halpern et al., who 

reported that individual psychological characteristics were more decisive than social 

support in acute stress reactions among ambulance workers,16 and with Maloney et al., who 

found no significant change in burnout subscale scores after a 20-month peer support 

program.15 Taken together, these findings indicate that team support may be necessary but 

not sufficient for reducing pediatric-specific stress, and that interventions targeting 

individual competence are likely to be required alongside it. 

Considering the negative correlation of both perceived knowledge and clinical self-

confidence with perceived stress, our findings suggest that targeted training has the 

potential to reduce stress during pediatric interventions. Lacour et al. showed that the 

mobile application for drug doses reduced stress by 27% during simulated pediatric 

resuscitation and that this effect was independent of professional experience2. Farrell et al. 

reported that after state-wide implementation of a simulated curriculum, knowledge and 

self-confidence both increased simultaneously.13  

Our study has limitations. Firstly, due to the cross-sectional design, causality between 

variables could not be established. Secondly, data collection using self-reporting scales 

carries the risk of social desirability bias. Thirdly, the study was conducted in a single EMS 

system and included only personnel of the Ankara Provincial Ambulance Service; since 

staffing, pediatric call volume, and in-service training differ between provinces and national 

EMS systems, our findings reflect one regional service rather than prehospital providers in 

general. In addition, the questionnaire was newly developed for this study and has not 

undergone a formal validation process; although expert review, pilot testing, and acceptable 
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internal consistency support its usability, its construct validity was not established, and the 

subscale scores should therefore be regarded as preliminary indicators rather than validated 

measures. Furthermore, perceived stress was assessed only in relation to pediatric 

encounters, with no parallel measurement for adult encounters; any comparison between 

the two patient groups therefore rests on participants' self-reported perception rather than 

on measured data. Finally, the use of convenience sampling further limits the generalizability 

of the findings. Multicenter studies are needed before these associations can be considered 

generalizable. Despite all these limitations, our study is one of the first studies to assess the 

stress experienced by prehospital healthcare providers during pediatric interventions in 

Türkiye from a multi-dimensional perspective. 

Conclusion 

In this cross-sectional study of 187 PHPs working in the Ankara Provincial EHS, we found 

that PHPs perceived medium-high levels of stress (mean 3.19 ± 1.10) during pediatric 

interventions, and that almost half the participants (48.1%) were in the high stress group. 

We think that stress levels of PHPs increase when pediatric knowledge levels are low and 

that increasing knowledge through training would be effective in reducing the perception of 

stress. For future studies, assessing pre- and post- training stress levels of PHPs during 

pediatric interventions and planning multi-centered studies involving PHPs from different 

provinces would increase the generalizability of the findings.  
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