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ABSTRACT
Background: Mental neurological and substance use disorderprakalent in all regions of the

world. The prevalence of mental iliness in Somatilas relatively high

. Despite this high burden, there is lack of merhahlth proffesional and psychotropic
medications available in the general health instiis. This situation legitimately warrant
provision of mental health by non mental healtbfggsionals which inturns need assessment of
the knowledge and attitude of the general healtfegsionals towards mental iliness.

Objectives: This study aims to assess the knowledge and atitdichealth workers towards
mental illness in Hargeisa city, Somaliland.

Methods: Institutional based cross-sectional study was imelgted among 7 health centers and
two hospitals in October 2013 at Hargeisa Somalil8rhe institutions were selected by simple
random sampling technique. Structured questionmas distributed to all health workers. The
data was analyzed by SP8&sion 16 for windows. Simple frequency distributi bi-variate
and multi-variate logistic regressions were comgute see and identify independently
associated factors. P-value <0.05 was declarethstigally significant.

Results: Of the total participants]l31 (44.4%) of the health workers were considecetave
adequate knowledge. About 242 (82.0%) health werkad favorable positive attitude towards
mental illness and mental health service. Femaddtthevorkers were less knowledgeable than
male health workers with AOR: 0.51, 95% CI: {0.281}. Degree level graduates were more
knowledgeable than Diploma level with {AOR: 7.059%CI: 3.5-13.7}. Non physicians were
less knowledgeable than physicians, like NursesRCQ.47, 95% CI: 0.02-0.108}, Midwives
{COR: 0.04, 95% CI: 0.17-0.12}, Pharmacy {COR: 0.@5% CI: 0.05-0.06}, Health Officers,
{COR: 0.07, 95% CI: 0.20-0.30} and laboratory {COR:01, 95% CI. 0.00-0.05}. Health
workers who did not take psychiatry course wers lewwledgeable than those who did AOR:
0.22, (0.89-0.57).

Conclusion: The study revealed that majority of the health weoskhad inadequate knowledge
but positive attitude towards mental illness andhtakehealth service.

Recommendation: Providing in-service mental health training angsartive supervision of
health workers is critical to improve the situation

Keywords: mental health, knowledge, attitude, health worker
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Chapter One: Introduction

1.1 Background
World health organization estimated 450 million jpleoworldwide suffer from mental, behavior

or psychological problems. One in four people Wwél affected by some form of mental illness at
some time in their life. The burden of mental i8sds considerably very high accounting for
about 14% of the global burden of disease; and nsmgies showed that the prevalence of
mental health problem is likely to increase evethter in the coming years (1, 2).

Community survey in 28 countries throughout thelditwoking for the prevalence distribution,
burden and treatment of mental illness reportedttimlife time prevalence of DSM-IV mental
disorders is 18.1%-36.1%. Neuropsychiatric dis@dgipolar, schizophrenia, depression and
alcohol use disorders) are fourth of leading cawusalisability adjusted life years (DALYs) and

account for 13% of DALYs lost due to all diseasaed injuries in the world (3 4).

In low and middle income countries mental healtlone of neglected areas in public health.
Furthermore personal stigma, care giver burdenadafily members, human rights violation,
functioning and loss of work productivity can catmsgh costs on the health system (5). Low and
middle income countries allocate less than 1% eirthealth budget leading to significant
proportion of the individuals with mental illnesstrreceive medication for their mental health
problem in fifteen out of 19 African countries. kaof mental health services in many countries
means, people with mental illness have incompletess to the treatment and care they need
(1,6).

When compared to the world, the prevalence of nhémalth problem in Somaliland is high.
Somaliland has the least of mental health facditie the world. The Mental Health World
Report in 2001, which estimates one in four farsikes being likely to have at least one member
with a behavioural or mental disorder in the whalerld (7).Somalia has very high mortality
rates, but there are no health statistics for Sitandl alone, and mental health is not included in

government health indicators (8).



1.2 Statement of the problem

The prevalence of the mental disorders in the warle very high, psychotic disorders like
schizophrenia and bipolar disorders affect 1-3%hef populations in the world but the most
common mental disorders in the world are anxiety @epression. The prevalence of depression
is higher than diarrheal disease, ischemic heagadie, malaria and tuberculosis, even road

traffic accidents (9).

Mental ilinesses in all countries are linked wstitial disadvantage poverty and marginalization.
Health system around the world faces huge chalkengdelivery of protection of human rights
and mental health care above with challenges bkece financing, inefficient allocation, human
resource (10). In developing countries scarcithuian resource are main causes for huge gap
between the provision of mental services and peeva of mental illness. Providing mental
health services in developing country, in suffiti@nancial resources are the main reasons that
shows the poor services of mental health for exanpd4 psychiatrist, 0.20 psychiatric nurse
and 0.05 psychologist are in Africa compared Eur@8e 24.8 and 3.1 respectively psychiatrist,
psychiatric nurse, and psychologist (10).

Mental illness comprises directly and indirectlypontant part of the global health burden by
putting individuals at great risk and worsening thetcome of communicable and non-
communicable disease (11). The high prevalenceerftah illness and poor knowledge of both

community and health professional worsened the lyagen the developing countries (12).

The Mental Health Situation in Somaliland

The former British protectorate Somaliland declaiedependence in 1991, becoming the
Republic of Somaliland and although not internaibnaccepted, has developed with increasing
stability in contrast to the Somalia. Somalilarad lan estimated population of 3.85 million with

annual population growth of 3.14%. The life expactaat birth is 47 years, in addition to that

60% of the population is considered to be livindgpbepoverty line. From government budget

the health sector receives about 3%. These maidpat salaries and maintenance (13). The



prevalence of mental illness in Somaliland is thdug be high. It is estimated that at least one
person in every two households has some form oftahéiness though there is no accurate
nationally representative data in the entire cquakcept in Hargeisa. This figure is high when
compared to the Mental Health World Report in 200kich estimates one in four families as

being likely to have at least one member with aabetural or mental disorder in the whole

world. The report indicated that 21% of surveyeddeholds care for at least one family member
with severe mental health problem. The situatiofuither aggravated by rapid increase in the

number of people who either face mental illnesgsychological disorder (14).

A survey conducted by VIVO in Hargeisa 2002, intkcbthat 21% of surveyed households, care
for at least one family member with severe mentdlth problem. The situation is further
aggravated by rapid increase in the number of geopho either face mental illness or
psychological disorder. There are many factorsrzehiincluding; drug abuse, post war trauma,
physical iliness/diseases and un employment are sdrthe most common one. The situation of
the mentally ill people is further worsened by faet that Somali believe that once a person

becomes mentally ill, he/she will never be recdi®).

In Somaliland there are no well functioning mertaalth structures. The ministry of health in
Somaliland has communicable disease control andept®n department under which mental
health unit also exists with very little focus aatention to it. There is no budget for mental
health from the government of Somaliland. The goremt only financially contributes to

mental health paying the salaries of staff membectude general practitioners cleaners,
watchman, and social workers (16). In general, ipdiealth institutions of primary health care
and national health system are not equally disteidbun the country. The numbers of Hospitals
are 24 having with 1977beds, 85 Health centers 1a0dHealth posts. There are only two public
inpatient psychiatric units in Somaliland. Althou@here are privately owned health facilities
which have inpatient and outpatient facilities fadrysical illness with pharmacies but any of

them have not out-or in —patient mental health care(17).

Mental health strategy, plan or policies do notsexand they are not in development for

Somaliland. The two public inpatient psychiatricitsnin Somaliland are Hargeisa Group



Hospital mental ward with 110 beds and Berbera Klektospital with 42 beds. However
Borama and Burao have an outpatient mental healits Wecently opened. Psychiatric staffs are
auxiliary nurses with limited formal training, andtil recently there was no mental health
professional available in either psychiatric inpati unit other than one general physician
available to one of the Mental Hospital (HGH). Citioeths are poor in the psychiatric ward of
Hargeisa Group Hospital in comparison to the gdmveaads, and it is common for patients there
to be chained. There are no psychiatric staffssycipotropic medications available in general
primary or secondary health care services, inclydmaternal and child health centers and other
health posts Traditional mental health facilitiegsein the local community playing a significant
role in managing for mental illness. These tradiioand spiritual mental health centers are run

by some of the community members (18).



1.3 Significance of the Study
In Somaliland there is no mental health stratedgm r policy. There is no well functioning

mental health department under the ministry of theial Somaliland. Mental health facilities in
Somaliland are poor by comparing to other couninegfe world. This obstacle lead the country
to be one of the countries in the world which hasamy mental health professionals be it a
psychiatrist or psychiatry nurse. However therevay few efforts taking place in the country,
in which the Government, WHO (world health Orgatiza), international NGOs, and local

NGOs are attempting to consider mental health care.

According to the WHO plan for mental health careess to all, the non psychiatric health
professionals are required to help mentally ill geolike general doctors, nurses, and other

health workers who are working in the general Imeialstitutions whether hospitals or MCHs.

In order to plan how general health workers carp lggople +how they can help peoples
suffering from mental health problems, understagdheir level of knowledge and attitude of
health care workers towards people with mentaédiis crucial. The finding of this study will
be helpful to health service planners, decisionemalnd other stakeholders working on mental
health related issues in Somaliland. The studyc@ldo serve as a bench mark for future

researchers as there is no data in the area.



Chapter Two: Literature Review

2.1. Knowledge of health workerstowards mental illness

In a cross sectional study done in Delta State fNigen evaluation of knowledge, belief and
attitude of health care providers towards mentaltheshowed that 60.25%, 29.8%, and 1.2% of
the participants reported that their source of Kedge of mental health were reading text books,
co-staffs or workshop and seminars, respectivety. the causes of mental illness, 62.9% of
health care workers reported as psycho active anbst 14.2% as cursed punishment and 15.3%
as witches and wizard (19).

A cross sectional study conducted in 10 Kenyanthdatilities, assessing on knowledge attitude
and practice regarding mental health, showed 838 of medical staffs responded to the
guestions on suspecting significant psychiatrimgonents, were us 69% of medical staffs
referring patients to mental health care specialtly 33.4% of participants’ diagnosed
psychiatric illness, 17.9% of staffs thought thagmal illness could be managed only by a
psychiatrist. At the same time 89.1% of medicaffstdnought that non psychiatric doctors had
important role to play. More doctors assessed patigespite greater than any other participants,
with a significant statistical difference (20).

Another cross sectional study conducted in Jimmahswest Ethiopia, assessed knowledge
attitude and practice of nursing staffs towards talelnealth problem, Showed that 89% of the

participants were knowledgeable of mental illneswlich 79% and 23% of the nurses obtained

the information from the school and other healtirkecs respectively. The common symptoms

of mental illness reported were talkativeness,itgllalone, aggression, sleep disturbance and
self neglect. Hereditary, physical illness, bioncatlidisturbance and spirit were reported as
causes of mental illness (21).

In cross sectional study done in Nigeria evaluakngwledge, attitude and beliefs about causes
and treatment of mental iliness, illustrated thE62 16.1%, and 13.3% of participants reported
common signs and symptoms of mental health problesisaggression, talkativeness and
abnormal behavior. When asked about preferred safrtreatment for mental iliness, 46.0% of

participants reported from medical care, 34.0% frgpiritual healing, 18.0% from traditional



herbal medicine. As perceived causes of mentatshin 34.3% of health workers reported by
misuse of drugs, 18.8% by divine punishment, 18@¢omagic or spiritual possession and
11.7% by hereditary(22).

In a recent study conducted in Jimma South Wesbfith on 15 primary health care workers
found that 18.5% of participants were not abledentify type of mental illness. However about
60.0%, 41.1%, 40.4% and 27.8% % identified depoessanxiety, schizophrenia and Bipolar
disorder respectively. About 6%, 3.3% and 25.8%pafticipants were able to recognize
treatment of mental illness by naming chlorpromeazimitriptyline and Diazepam, respectively
(23).

In a study done in India about knowledge and atéitaf Doctors regarding Provision of mental
health care demonstrated that 50.0% of participaet® able to correctly name three sign and
symptoms of depression while less than one thir@%8of participants correctly named three
signs and symptoms of schizophrenia. 78.0% and 76@aaticipants were confident in
recognizing signs and symptoms of depression aegnand schizophrenia respectively.

As a kind of mental iliness, 76.1%, 58.6% and 76dfthe participants correctly recognized

Schizophrenia, Bipolar and depression, respecti{zy.

In study investigating knowledge and attitude abontal illness among nursing staffs in
Nepal, showed that 70.0% of participants reporked treatment of mental illness was modern
medicine, and 40.0% reported homeopathic. 77.3%panticipants stated that the general
practitioners were not effective in treating melytdl people. The majority of the respondents
(94.0%) reported to have received information freeeing mentally ill people, 84.5%, from
doctors and health workers 79.0%, from friends esldtives, 80.0% form print media and
electronic media (radio 59.1%, TV78.1%), 25.4% fréamily members 23.6% from Faith
healers and 75.0% from other sources. About 6868/4% 90.0%, 89.0%, 86.3% and 60.0% of
the participants believed that the causes of malfitess were financial constrain, genetic
heritability, bio-medical disturbance in brain, sior disregard for religion, euvil
spirits/ghost/witchcraft, and promiscuity respeelyv Sixty-five percent respondents expressed

their satisfaction with current knowledge. (25)



2.2 Attitude of health workers towards mental illness

In Study, assessing attitude of mental health vankers to care psychiatric patients in Kanu
Teaching Hospital in Nigeria resulted 59.1% of gaeticipants said that patients in psychiatric
ward would not make any danger within the hospatadl 54.7% of the participants said they
would be no difference for locating psychiatric dianside the hospital. About 64.1% of the
respondents developed fearfulness when they hebmittad peoples with mental disorders in
their wards. Male and female perceived mentaledt with slight difference in that male
accepted it more favorably than females (65.5% &h®% respectively). Majority of the

doctors, pharmacist and nurses would not care akloether psychiatric patients get admitted to
the ward they are working which means that theyehaositive attitude while other professionals

felt discomfort of having mentally ill patient iheir ward (26).

Another study in 2009 comparing mental disorder amtional empathy in mental health and
other health care professionals in United Kingdgrarticipated by 58 mental health care
professionals and 60 non mental health care priofesls, revealed generally positive attitudes
towards people with mental disorders in both grougen-mental healthcare professionals
regarded people with a mental disorder as sigmifigamore dangerous and unpredictable than
did mental healthcare professionals. There wadatistically significant difference in emotional

empathy between the two groups. Both groups cllied drug use as one of the most significant
causes of mental disorder. The study said thamgerity of both groups felt sympathy towards
people with mental illness. 70% of the mental Healtofessionals preferred to support people

with mental illness more than that of non mentalltieprofessionals which was 46% (27).

Study done in Malaysia assessing on attitudes ofayd&an general hospital staff towards
patients with mental iliness and diabetes, reveatedmon attitudes towards person with mental
illness in both groups. The combined Level of agreet across the five items for the two groups
indicated no substantial difference. Overall, 33.62participants agreed on that woman would
be foolish to marry a man who has had a severeahdéiness, even though he seems to be fully
recovered. 36.4% of the participants aver all afy@e that it is frightening to think of people



with mental problems living in your own neighborloa!7.3% and 67.1% of the participants
agreed that someone with a history of mental ilnehould not be given a job of high
responsibility and “although some mental patieetsnss all right, it is dangerous to forgot for a
moment that they are mentally ill respectively whit1.4% of staffs over all agreed that a
woman who has had a history of mental illness showlt be hired as a babysitter. However
when compared those participating to mental illteshose in diabetes they had higher scoring
on avoidance, negative stereotyped expectatiodaacased caring and supporting (28).

A cross-sectional survey of patients and caregen@ding mental health and non-mental health
related clinics in a general hospital in Blantykalawi resulted that most attributed mental
disorder were to alcohol and illicit drug abuse.(®5). This was closely followed by brain
disease (92.8%), spirit possession (82.8%) andhodygical trauma (76.1%) (29).

A cross-sectional descriptive study of a conversesample of 208 participants from the
University of Uyo Teaching Hospital, Uyo, Nigeri&he respondents held strongly negative
views about the mentally ill, 52.0% of them beliéwbat witches could be responsible, 44.2%
thought mental illness could be due to possessyodelmons, and close to one-third (30%) felt

that it could be a consequence of divine punishr{&ojt
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Figure 1 Conceptual Frame work about knowledgeadtitide of health workers towards mental
illness after reviewing literature

Chapter Three: Objectives

3.1 General Objective

» To assess knowledge and attitude of general heaitkers towards mental illness In

Hargeisa, Somaliland

3.2 Specific Objectives

» To assess the level of knowledge of health workensrds mental illness in Hargeisa,
Somaliland.

» To determine the pattern of attitudes of health ke towards mental illness in
Hargeisa, Somaliland.

» To identify factors associated with inadequate Kedge of health workers towards
mental illness.

» To identify factors associated with negative att&wf health workers towards mental

illness.
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Chapter Four: Methodsand Materials

4.1 Study Area and period

The studywas conducted in Hargeisa city, the capital citySoimaliland. It is located in an
enclosed valley of Ogo highland with an elevatid® 377 Feet (1337 meters). Its temperature
ranges from 13 to 32 degree Celsius with annual fedl of 400mm. The latitudinal position of
Hargeisa is 9.5 north and longitudinal positionl4dast. Hargeisa has six districts. There is no
census but the total population of the city wasnesed to be 0.85 million. Currently in
Hargeisa, there are 17 Public Health Institutiom@6pitals, and 13 Maternal and Child Health
Centers). 993 health care workers are workindnénatl Health Institutions. The health workers
were Doctors, Nurses, midwifery, pharmacy labosatand other health workers working in
clinical duties (31).

This study was conducted frorif 133", November 2013 in Hargeisa Somaliland.

4.2 Study design
Cross-sectional study design was used

4.3 Population

4.3.1 Sour ce Population:
All health workers working in health centers of Heisa city were considered as source

population.

4.3.2 Study population
The study population was all health workers workimghe selected health institutions.

Inclusion Criteria
Health workers working in the health instituticarsd were on work during the study time.

Exclusion Criteria
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*Health workers who were off duty or on annual ledueng data collection period.

*Health workers who were severely ill and not abledmmunicate during data collection
period.

*Health workers who were involved other activitidee ladministration and not caring
patients for the last year

4. 4 Sample Size and Sampling Procedure

4.4.1 Sample size deter mination:

There was no study done in Somaliland related twkedge and attitude of health workers
towards mental health and mental health services. b§ taking 69.9% proportion of
knowledgeable health workers from a study condudtelia assessing about knowledge and
attitude of doctors regarding the provision of na¢tiealth care [24] to estimate for the current
study the following calculations were done

n=2Pg =(1.96§*0.68*0.32 = :335

o (0.05)

The study was used correction formula techniquessihe total population is less than 10,000.
n
1+n-1 =280.

N

Then by adding 10% non-response rate the total lsasige became =308

. n= sample size=308

. z=standardized = normal
distribution at 95% CI =1.96

. p= proportion of
knowledgeable Doctors regarding to mental healtb=%9.6%

y q=1-p

. d=degree of precision=
(5%)
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4.4.2 Sampling technique.

Using simple random sampling technique, 308 Heualthkers were selected from 9 health
Institutions in Hargeisa (7 MCHs +2 Hospital). Téelected Health Institutions were Hargeisa
Group Hospital (HGH) Menhal Hospital, Khalid healflenter, Mohamed moge health center,
Iftin health center, Sahardid health center, Sheikiur health center, Dami A health cemter,
Abdi iidaan health center. All health centers hadilar access of health service facilities. The

health care workers from those health centers s&eeted by using lottery method in this study.
4.5 Study Variables

4.5.1 Dependent Variables
» Knowledge and attitude of health care worker alboetal illness

4.5.2 Independent Variables

» Socio-demographic variables (sex, age, maritalistaeligion, ethnicity)

» Educational back ground (level of study, type afpssion and experience)

» Mental health training background (courses of nmealtess and training of psychiatry)

4.6 Data Collection Toolsand Measurement

4.6.1 Data Collection tools
» A structured questionnaire was developed in Endlisheviewing relevant literature.
» The questionnaire had three parts:
Part one: Questionnaire for socio-demographic factors.
Part two: Knowledge of health workers towards mental ilhebout diagnosis, treatment,
signs/symptoms and etiology.

Part three: Attitudes of health workers towards mental ilae
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4.6.2 M easurement

Questionnaires related to knowledge of health care workers towards mental illness. items

on knowledge regarding symptoms and signs, diagnt®atments, causes and information of
mental health problem were asked. Participants \a#osved selecting sources and causes of
mental illness form the questionnaire. Some of dhestions were open ended questions in
which respondents listed the most common kinds ehtal illness, signs and symptoms of
mental illness and the common medications usedrdat tmental illness that they knew.
Questions regarding knowledge were reviewed frosvipus literatures and from the WHO
assessing mental health, psychological needs aodnee settings (32).

Questionnairesrelated to attitude of mental illness.

Community attitude towards mental illness (CAMI Bgavas used in this study to measure
attitude of health workers towards mental illngSAMI sale is a standardized tool developed by
Taylor et al (1979) to measure for attitude of rmaéiliness. It has 40 items and four subscales
(Authoritarian, Social restrictiveness benevoleaod community Mental Health Ideology), each
subscale had 10 statements (30).

4.7. Data Collection Method and Data Collectors

The data collectors were three bachelor graduasglievels who can speak English and Somali
language. Two days of training was given for datifectors and supervisors before the pretest.
The data collectors gave adequate time for paait® to complete the questionnaire. The
supervisor was one medical doctor. The respontitoli the data collectors were to distribute
and collect the questionnaires and to check fosimgsitems at the field level properly. The

supervisors were following and supporting the whmlecess of data collection.

4.8 Data Quality M anagement

In addition to the training given to the data ccites, 5% of the questionnaires was pre tested
seven days before actual data collection in Haagieesn two MCH clinics of the city which was
not included in the study to check for applicapiind understandability of the instrument. Strict
supervision and follow up was done by the supersisBpi data version 3.1 was used for the
data entry to minimize errors during entry and haotime all the data was checked before the

analysis.
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4.9 Data Processing, Analysisand | nter pretation

The date was checked every day for completenessediting and cleaning the collected data
was double entered in to Epidata statistical sofwersion 3.1 and exported in to SPSS version
16 for windows for statistical analysis. The dataswrocessed by used descriptive methods
which include frequency distribution, cross- taltiolas, mean, and standard deviation. Binary
logistic regression was used to see and descréosttbngth of association between the selected
study variables. Variables on bivariate logistigression analysis with p-values of less than 0.25
were entered to multivariate logistic regressiohlen multivariate logistic regression was
computed by controlling for the effect of possibtenfounders to identify independent
predictors. Lastly variables which showed stat#tisignificance on multivariate logistic
regression analysis with p-value less than 0.05%eveensidered as independent predictors of
knowledge and attitude towards mental illness. ddess of strength (odds ratio, with 95%
confidence intervals) of their associations witleithlevel of confidence intervals is finally

reported in this study.

4.10 Ethical Consideration

Ethical approval and clearance was obtained frdmcat review committee of the College of
Public health and Medical Science of Jimma Univgrdhn official letter of co-operation was
written to Hargeisa health regional Administratiben the regional health office send a letter to
all selected health institutions. The purpose @& skudy was presented in detail to the study
participants and informed them that they had arfght either to cooperate and participate or to
decline if they don’t want to participate in theidy. Participants were clearly informed that the
information is confidential. Written informed coméevas taken from all the participants.

4.11 Dissemination Plan

The result of the study was submitted to departroépisychiatry, collage of Public Health and
Medical Science of Jimma University. The reportoalgill be disseminated to Somaliland

ministry of health, WHO, International NGOs, antdeatrespected health institutions.
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4.13 Oper ational Definitionsand Terms

Mental Health: Can be understood as: a state of well-being irchvthe individual realizes his
or her own abilities, can cope with the normal &es of life, can work productively and
fruitfully, and is able to make a contribution s lor her own community.

Mental illness: Any mental health problem that makes person aadistfull situation which
he/she can find support or help with health professi®nPsychological state of someone who

has emotional or behavioral problems serious entagbquire psychiatric intervention

Mental health service: is every kind of service dealing with the diagsoand treatment of
mental illness that can be personal or non persseraice. Or delivery of health interventions

likes Staff, EQuipment, Money and Drugs

Negative attitude: Attitude is the feeling and willingness of healtlorkers towards mental
health Scale value of (Strongly Agree, Agree, NaltDisagree and Strongly Disagree
respectively), were collapsed in to Agree, Neusradl Disagree. The first two was assigned as
Agree while the last two was considered as Disagfbe remained number three was taken as
neutral. The negative attitude was defined as belbaverage questions (the sum average of all

attitude Questions or <50%).

Inadequate knowledge: For this study knowledge was classified into “adeql and
“inadequate’ Adequate knowledge was defined as a score abovageréhe sum average of all

guestions about knowledge or below 50%)

Health workers: health professionals who are licensed and havelaegontact and care in
patients. In this study health workers are physiclurse, Health officer, midwifery, pharmacy

and laboratory
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Chapter Five: Results
5.1 Socio demogr aphic infor mation

Of the total 308 health workers intended to pgrtite in this study, 295 of them actually took

part in the study making a response rate of 95H% of the respondents did not returned the
guestionnaire back to the data collectors and egkhe other questionnaires were incomplete.
The majority 171 (58%) health workers were malee@mundred sixteen (30.3%) of health

workers were found in the average age between Z®tgears. One hundred seventy seven
(60%) of the health workers were single. In edwurstl status 172 (58.3%) and 119(40.3%) of
the health workers were bachelor degree and dipgnaduate respectively. Thirty eight percent

of the participants were nurses and 82 (27.8%hefrespondents were physician. Regarding to
the work experience 162(54.9%) of health workersked from 1 to 3 years. The mean working

yours of health workers was 5yrs (SD=6) [The megm @& the health workers was 29, 06 years
with SD of (+8.35). (See Table-1)

Table 2: Socio demographic factors of health workers (n=295)

Variables Category Frequency Percent
Sex Male 172 58%
Female 123 41.7%
Age 18-24 85 28.8%
25-29 116 30.3%
>30 94 31.9%
Marital status Single 177 60%
Married 118 40%
Educational Diploma 119 40.3%
Status Degree 172 58.3%
Master 4 1.4%
Field of Physician 82 27.8%
the study Nurses 112 38%
Midwifery 40 13.6%
Pharmacist 27 9.2%
Laboratory 22 7.5%
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Others 12 4.1%

Working 1-3yrs 162 54.9%
Experience 4-6yrs 79 26.8%
>=7 years 54 18.3%

Taken psychiatry course at college |or No 67 22.7%
university Yes 228 77.3%
Psychiatric training No 131 44.4%
Yes 164 55.6%

5.2 Knowledge of health workerstowards mental illness

One hundred thirty one (44.6%) health workers hadelgaate knowledge about mental illness
regarding etiology, signs and symptoms, diagnosd taeatment of mental illness while 164
(55.4%) had inadequate knowledge of mental illnéssotal of 224 (75.7%) health workers
didn’t know the role of their health centers regagdmental health while only 71(24.1%) of the
health workers reported that the role is to manageé care for people with mental iliness.
Majority 267 (90.5%) of health workers reportedttiservice training is important to health

workers to provide mental health care.

5.2.1. Perceived causes of mental illness by health workers

Health workers were allowed to make multiple cheicegarding the causes of mental iliness.
One hundred fifty five (52%) of health workers itiGad hereditary factors as a risk of mental
illness were as 158 (53.2%) reported drugs, 10588 poverty, 38(12.9%) witches/wizard, 198

(67.1%) reported psychological stress as a cadsesmal illness. (figure2)
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Figure 1 perceived causes of mental illness by health workers
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5.2.2 Signsand symptoms of mental illness recognized by health care workers

Ninety six (32.9%) of the health care workers retpgd depressed mood while 93 (31.5%) and
62(21%) recognized hallucinations and insomnia asigan of mental illness respectively.
According to the field of the study 97 (32.9%) bétphysicians, 39(40.2%) of the nurses and
12(12.4%) of the midwives, recognized depresseddnborty six (49.5%) of the physicians, 36
(38.7%) of the nurses, 5(5.4%) of the midwives, &{6.5%) of the pharmacy recognized
hallucination as a symptom of mental illness. Fanee (65.2%) of the physicians, 16(24.2%)
of the nurses, 5(7.6%) of the midwives and 2(3%]jhef pharmacy recognized delusions as a
sign and symptoms of mental illness (Table2).

Table 3 Signsand Symptoms of mental illness recognized by Health Care Workers (n=295).

sign and Over Specified by field of the study

symptoms of all

mental illness listed Physician | Nurse Midwives | Pharmacy @ Others | Laborator | Total%

N=82 N=112 N=40 N=27 N=12 y
N=22

Depressed mo« | n=97 | 42(43.3%) | 39(40.2%) | 12(12.4%) | 3(3.1%) 1(1.0%) | 0.0% 100%
(32.9%)

Hallucination n=93 | 46(49.5%) | 36(38.7%) @ 5(5.4%) 6(6.5%) (0.0%) | 0.0% 100%
(31.5%)

Delusior n=66 | 43(65.2%) @ 16(24.2%) @ 5(7.6%) 2(3%) (0.0%) | 0.0% 100%
(22.4%)

Grandiosit: N=36 | 25(69.4%) | 7(19.4%) | 0.0% 2(5.6%) 2(5.6%) | 0.0% 100%
(12.2%)

Dirty N=46 21(45.7%) | 17(37%) 0.0% 4(8.7%) 2(4.3%) | 2(4.3%) 100%
15.6%)

Insomnia N=62 | 92(46.8%) ' 23(37.1%) 7(11.3%) | 3(4.8%) | (0.0%) | 0.0% 100%
(21%)

5.2.3 Diagnosis and treatment of mental illness by health care workers.
One hundred fifty six (55.9%) of the health carerkeos listed depressive disorders, as one of
the diagnosis of mental illness. One hundred fifte (55.5%) and 144 (48.0%) of the health
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workers listed, schizophrenia and bipolar disordespectively as a diagnosis of mental iliness.
According to the level of educational status, 32@@oma and (65.1%) degree level of health
workers listed schizophrenia as a type of mentakss. Forty (33.6%) of diploma and
115(59.3%) of degree level health workers recoghikepressive disorder. Thirty eight (31.9%)
of diploma and 102 (59.3%) of Degree level healtitk&rs recognized bipolar disorder.

One hundred forty nine (50.5%) and 31(26.1%) ofltheaorkers listed chlorpromazine and
Haloperidol respectively, as one of the medicatiosed for treatment of mental illness while
39(13.2%) and 36(12.2%) of the health workers distarbamezapine, and fluoxetine as a drug
of treatment for mental illness. According to teedl of educations, 54 (45.5%) of diploma and
90 (52.3%) of degree level of education listed gitomazine as one of the medications of
mental illness. Thirty (26.1%) of diploma level aBd(56.4%) of degree listed haloperidol as
one of the medications of mental illness. Five ¥4).2of diploma level of education and
34(19.8%) of degree level of educations recogni@adbamezapine as one of the common
medications for mental illness (Table3).

Table 4 Diagnosis and treatment of mental illness by Health Care Workers (n=295)

EDUCATIONAL STATUS
VARIABLES Over all

Diploma(n=119) Degree (n=172) Masters (n=4)
Listed type of mental illness listed listed listed
Schizophrenia 155 (55.5% | 39(32.8%) 112(65.1%) 4(100%)
Bipolar disorders 144 (48.0%) | 38(31.9%) 102(59.3%) 4(100%)
Depressive disorders 156 (55.9%) | 40(33.6%) 115(66.9%) 1(25%)
Listed medications Over all diploma (n=119) | degree (n=172) Masters (n=4)
of mental illness
Chlorpromazine 149(50.5) | 54(45.5%) 90(52.3%) 2(50%)
Carbamezapine 39(13.2%) | 5(4.2%) 34(19.8%) 0.0%
Haloperidol 128(43.4) | 31(26.1 %) 97(56.4%) 0.0%
Fluoxetine 36(12.2) 3(2.5%) 33(19.2% 0.0%
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Diazepam 52(17.6%) | 18(15.1%). 30(17.4% 4(100%)

5.2.4 Sour ce of information of knowledge of health workerstowards mental illness
One hundred ninety one (64.7%) of the health warkerquired the in formations of mental
health from colleges or universities while 108(36)6of the respondents from reading books or

mass media were as 41(13.9%) of the respondemtsdoestaffs or known patients.

5.2.5 Factors that associated with Knowledge of health care workers towards mental
illness.

Binary logistic regressions were done for each adel to show possible associations of
knowledge of health workers towards mental illness.

On bi-variate logistic regression analysis, femadarticipants were found to be less
knowledgeable compared to male with {COR: 0.53, 96% 0.54-0.333}.Degree levels of
graduate were more knowledgeable than diploma destigraduate with {COD: 7.2, 95%CI:
4.16-12.6}. Non physicians were more likely to l®sd knowledgeable than physicians, like
Nurses {COR: 0.47, 95% CI: 0.02-0.108}, Midwives @R: 0.04, 95% CI: 0.17-0.12},
Pharmacy {COR: 0.01, 95% CI: 0.05-0.06}, Healthi€¥fs, {COR: 0.07, 95% CI: 0.20-0.30}
and laboratory {COR: 0.01, 95% CI: 0.00-0.05}. Hbalvorkers who did not take psychiatric
courses were less knowledgeable than participahts twok psychiatric courses with {COR:
0.13, 95% CI: 0.06-0.28}. Respondents who tookntrej were more knowledgeable than
participants who did not takesychiatry training with {COR: 2.22, 95% CI: 1.3%3}.

However variables of age, marital status and ditof health workers towards mental illness weite no

associated with inadequate level of knowledge @ &bl
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Table5 Factorsassociated with knowledge of health care wor ker s towards mental illness

(n=295)
Variables No Knowledgeable OR (95%Cl) p-value
knowledgeable|

Sex male 85(49.4%) 87(50.6P0) 1 1
female 79(64.2%) 44(35.8p6)53090.54-0.33)* 0.012*

Age 18-24yrs 51(60.0% 34(40.004) 1
25-29yrs 61(52.6% 42(44.7p4).34(0.76-2.38) 0.296
>30 yrs 52(55.3% 42(44.7%) 2210.66-2.19) 1.212

Marital Single 101(57.1% 76(42.9%) 1

status married 63(53.4% 55(46.606).1010.72-1.85) 0.534

Educational | Diploma 97(81.5%) 22(18.5%) 1 1

status
degree 65(37.8% 107(62.2%)24{@.16-12.6)* 0.001*
master 2(50.0% 2(50.094)48(0.57-330) 0.149

Field of the physician 8(9.8% 7400) | 1 1

study Nurses 78(69.6% 34(30.4%)47(0.02-0.10)* 0.001*
midwives 28(70.0% 12(30.094).04(0.17-0.12)* 0.001*
pharmacy 23(85.2%) 4(14)890.01(0.05-0.06)* 0.001*
Others 7(58.3% 5(41.700).07(0.20-0.30)* 0.001*
laboratory 20(90.9%) 2(9.19%) 0.00®m0.05)* 0.001*

Working 1-3yrs 96(59.3% 66(40.7%0) 1 1

experience 4-6yrs 34(43.0% 45(57.0%)92(1.11-3.31) 0.018
more than 34(63.0%) 20(37.0%) 0.85(01461) 0.630
7yrs

Taken yes 106(46.5% 58(86.6p0) 1 1

psychiatric no 58(86.6% 9(13.4%) 370L06-0.28)* 0.001*

cour se

Psychiatric no 87(66.4% 44(33.6%) 1 1

training yes 77(47.0% 87(66.4%) p1229-3.59)* 0.001*

Attitude negative 24(45.3%) o(RA.7%)| 1
positive 140(57.9% 102(42.1%0).69(0.92-3.01) 0.097

Note (* Factors associated with knowledge of heatbinkers towards mental iliness. P value less

than 0.05 were consider as statistical significaffierence)
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5.2.6 Factors independently associated with knowledge of health workers towards mental

illness.

Multivariate logistic regression analyses were dtmelentify factors independently associated
with knowledge of health care workers towards mlaiiteess. Female health workers were less
knowledgeable than male health workers with {AORE1095% CI: 0.28-0.97}. Degree levels of
graduate were more knowledgeable than Diploma lewtl {AOR: 7.02, 95%CI: 3.5-13.7}.
Non physicians were less knowledgeable comparedPhgsicians with Nurse AOR=0.06,
midwifery AOR=0.04, pharmacy AOR=0.02, health offis AOR=0.0001, and laboratory
AOR=0.01. Health care workers who did not take pstcic courses were less knowledgeable
than those who did with {AOR: 0.22, 95%CI: 0.89-0}.%Table 6).

Table 6 Factor independently associated with knowledge of health care workerstowards

mental illness (n=295).

Predictor variables of Non knowledgeable | adjusted

knowledge knowledgeable or(95%ci) P-value

Sex Male 85(49.4%) 87(50.6%) 1 1
Female 79(64.2%) 44(35.8%) 0.52860.97)* | p=0.040*

Educational | Diploma 51(60.0%) 34(40.0%) 1 1

status Degree 61(52.6%) 42(44.7%) 7.03A313.7)* | p=0.001*
Master 52(55.3%) 42(44.7%) 2.424024.2) | p=0.442

Field of the | Physician 101(57.1%) 76(42.9%) 1 1

study Nurses 63(53.4%) 55(46.6%) 0.061@217)* | p=0.001*
Midwives 97(81.5%) 22(18.5%) 004(@1-0.16)* | p=0.001*
Pharmacy 65(37.8% 107(62.2%) 0.@0@®.10)* | p=0.001*
Others 2(50.0%) 2(50.0%) 00009-0.17)* | p=0.001*
Laborator 8(9.8%) 74(90.2%) 0.01(0.00€)*1| p=0.001*
y

Taken yes 78(69.6%) 34(30.4%) 1 1

Psychiatry no 28(70.0%) 12(30.0%) 0.22(0.897)* | p=0.02*

Course

Psychiatry no 23(85.2%) 4(14.8%) 1 1

Training yes 7(58.3%) 5(41.7%) 0.74901342) | p=0.36

Note (*P value less than 0.05 were consideredasttal significant association)
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5.3 Attitude of health care workers towards mental illness

Regarding the attitude of health workers towardstaleillness, majority 242(82.0%) had
positive attitude whereas 53 (18.0%) had negatiwteide. The attitude questioners were divided
into four dimensions. They are authoritarian, do@atrictiveness, benevolence and community
mental health ideology

5.3.1 Authoritarian subscale attitude of the CAMI scale

Regarding the attitude of Authoritarian subscake rthajority of the health workers had Positive
Attitudes.

One hundred eighty four (62.4%) of health workepead on that mentally ill people should not
be isolated from the rest of the community whil@(@8.5%) mental illness is an illness like any
other. One hundred forty six (49.6%) of the healttrkers agreed on that mental illness are
burden on society.

when it comes to the negative attitude, within gubscale, 78(26.4%) health workers agreed on
that as soon as person shows signs of mental lolistoe he should be hospitalized while only
29.8% of health workers stated that ‘the best fhefar money mental patients is to be a part of
normal community. About 102(34.6%) health workegsead on that mentally ill patients are far
less of danger than most people suppose.

The mean average for this authoritarian score .i® 16th SD of (+3.6)
5.3.2 Social restrictiveness subscale attitude of the CAM |1 scale

Majority of the participants had positive attitudesvards mental iliness.
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One hundred fifty eight (53.6%) of health care wasskagreed on that ‘less emphasis should be

placed on protecting the public from mental illdesdy 19.0% of health care workers reported

that “increased spending of mental health sengaewaste of text dollar”. Seventy (24%) of the

participants agreed on that ‘mental patients néedsame kind of control and discipline as

young child’ were us 206(69.8%) of participantsared that “as far as possible Mental Health

service should be provided through community bédseitities.

the negative attitude within this subscale, 20&%§). of the participants agreed to the item that

state “l would not want to live next door to somleoahas been mentally ill”.

The mean average of this social restrictivenesscal® score is 17.8 with standard deviation of
(3.07) (Table7).

Table 6 Percentage of health workersagreeing or disagreeing with Authoritarian and

Social

restrictiveness subscal e Attitude (n=295)

Authoritarian

Disagree

Variables

Neutral

Agree

as soon as person shows signs of mental disturtrensieould br | 213(72.206) | 4(1.4%) 78(26.4%)
hospitalized

more tax money should be spend on the care arttheatof 60(20.3%) | 21(7.1%)| 214(72.5)
mental ill

mentallyill should not be isolated from the rest of the coamity | 90(30.50) 21(7.1%) | 184(62.4%
the best therapy for many mental patients is tpadseof norma 193(65.4%) | 14(4.7%)| 88(29.8%)
community

Mental illness is an illness like any ot 78(26.4%) 15(5.1%) | 202(68.5%
mental illnesses are burden on soc 122(41.4%) | 27(9.2%)| 146(49.5%
Mentally patients are far less of danger than mesbple suppos | 174(59.0%) | 18(6.1%)| 102(34.6%
locating mental health facilities in residentiatadwngrades th | 135(45.89%) | 31(10.5%) 129(43.7%




neighborhood

their neighborhood to serve the needs of the lomamunity

9 | There is something about mental ill that makes [geibeasy to tel| 227(76.9%) | 5(1.7%) 63(21.4%)
them from normal people 9

1C | Mental ill have far too long been the subject dfaile 1( 126(42.7%) | 29(9.8%)| 140(47.5%

Social restrictiveness

11 | Woman would be foolish to marry a man who has seffdrom e | 149(50.5%) | 15(5.1%)| 131(44.4%
mental illness even though he seems fully recovered

12 | As far as possible Mental Health service dd be providec 79(26.8%) | 10(3.4%)| 206(69.8%
through community based facilities

13 | Less emphasis should be placed on protecting thiicdorm Ml | 107(36.3%) | 29(9.8%)| 158(53.6%

14 | Increased spending of mental health service isstenaf tax dolle | 228(77.3%) | 11(3.7%)| 56(19.0%)

15 | no one has the right to exclude the Ml their neayhbod 74(25.1%) | 8(2.7%) 213(72.2%

1€ | having mental patient living within residential geborhood migh | 107(36.3%) | 24(8.1%)| 164(55.6%
be good therapy but the risks of residents areytmal

17 | mental patients need the same kind of control aswipdine as 225(76%) - - | 70(24%)
young child

18 | We need to adopt far more tolerant attitude towandatally ill in | 83(28.19) | 9(3.1%) 203(68.8%
our society

18 | I would not watt to live next door to someone who has b 77(26.1%) | 10(3.4%)| 208(70.5%
mentally ill

20 | Residents should accept the location of mentakinéatilities in | 33(11.200) | 13(4.4%)| 249(84.4%

Factor s associated with Authoritarian and Social restrictiveness attitudes

The independent variables like age, sex, and rhasittus, field of the study, working

experience, psychiatric training, psychiatric cegrand educational status did not significantly

associated with authoritarian and social restrgtass as dependent variable at p >0.05.

As showed in the following tables the entire testf@rmed do not show any significance

(P>0.05) (Table 7) and (Table 8).

27



Table 7Factor s associated with Authoritarian subscale attitude of the CAM| scale (n=295).

Variables

Se»

Age

Marital Statu

Educationa
status

Field of the
study

Working
experience

Taken
Psychiatric
Course

Psychiatry
Training

Male  (n=17z
Female (n=12:
18-24yrs (n=8t

25-29yrs (n=11¢€
30<=yrs (n=9¢
Single (n=17i
Married (n=:18)
Diploma(n=119

Degree (n=17.
Master (n=¢
Physician (n=8:

Nurses (n=11,
Midwives (n=40

Pharmacy (n=2'
Others (n=1.

Laboratory (n=2:

1-3yrs  (n=16:
4-6yrs (n=7¢
7 yrs< (n=54
No (n=67
Yes (n=22¢

No (n=131
Yes (n=164

Negative
Attitude

68(39.9%
69(56.1%
34(40.0%

48(41.4%
41(43.6%
72(40.7%
51(43.2%
48(40.3%

74(43.0%
1(25.0%
33(40.2%

47(42.0%
23(57.5%
11(40.7%
4(33.3%

11(50.0%
65(40.1%

35(44.3%

23(42.6%
30(44.8%

93(40.8%
52(39.7%

71(43.3%

Positive
Attitude

103(60.1%
54(43.9%
51(60.0%

68(58.6%
53(56.4%
105(59.3%
67(56.8%
71(59.7%

98(57.0%
3(75.0%
49(59.8%

65(58.0%
17(42.5%
16(59.3%
8(66.7%

11(50.0%
97(59.9%

44(55.7%

31(57.4%
37(55.2%

135(59.2%
79(60.3%

93(56.7%) !

Crude Odds
Ratio(95% ClI)

1
1.18(0.7-1.89
1

1.03(0.5-1.83)
1.42(0.6-2.10)
1
1.64(0.7¢-1.80)
1

1.10(0.6¢-1.77)
0.49(0.5¢-4.88)
1

1.07(0.6¢-1.91
1.09(0.5-2.36
1.02(0.4:-2.47
0.74(0.2¢-2.66

0.54(1.3-3.53
1

1.06(0.7¢1.44

1.23(0.5:-1.73]
1

0.830(0.5+-1.52]
1

1.18(0.4-1.88

P=0.68!
P=0.54!

P=0.81(
P=0.81:
P=0.96-
P=0.64t
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Table 8 Factor s associated with social restrictiveness subscale attitude (n=295)

Variables Negative  Positive Crude Odds
Attitude  Attitude Ratio(95%Cl) P-value
Se» Male (n=172 13(7.6%  159(92.4% 1 1
Female (n=12: 20(16.3% 103(83.7% 2.37(1.1-4.9). P=0.0:
Age 18-24yrs (n=8t 9(10.6%  76(89.4% 1 1
25-29yrs (n=11¢€ 14(12.1% 102(87.9% 1.15(0.4-2.81) P=0.74!
30<=yrs (n=9<¢ 10(10.6% 84(89.4%  0.75(0.3¢-2.60) P=0.9¢
Marital Statu ~ Single (n=177 18(10.2% 159(89.2% 1 1
Married (n=118 15(12.7% 103(87.3% 1.28(0.6-2.66) P=0.49!
Educationa Diploma(n=119 15(12.6% 104(87.4% 1 1
status
Degree (n=17. 16(9.3%  156(90.7% 0.14(0.0-1.10) P=006z2
Master (n=¢ 2(50.0%  2(50.0% 0.28(0.1-0.77) P=0.02
Field of the Physician (n=8: 5(6.1% 77(93.9% 1 1
study
Nurses (n=11: 17(15.2% 95(84.8%  2.75(0.9-7.80  P=0.0!
Midwives (n=40 5(12.5%  35(87.5%  2.20(0.5-8.09° P=0.23!
Pharmacy (n=2: 4(14.8%  23(85.2%  2.67(0.6+10.8  P=0.99
Others (n=1: 0(0.0% 12(100% 0.1(0.0:-1.01 P=0.62
Laboratory (n=2z  2(9.1% 20(90.0% 1.54(0.2-8.53  P=062
Working 1-3yrs  (n=16: 19(11.7% 143(88.3% 1 1
experience
4-6yrs  (n=7¢ 9(11.4%  70(88.6% 1.28(0.8-2.64, P=0.31¢
7 yrs< (n=5¢ 5(9.3% 49(90.7% 1.30.4-2.70 P=0.67:
Taken No (n=6 12(17.9% 55(82.1% 1 1
Psychiatric
Course
Yes (n=22¢ 21(9.2%  207(90.8% 0.725(0.3-1.49 P=0.38¢
Psychiatry No (n=131 17(13.0% 114(87.0% 1 1
Training
Yes (n=16¢ 16(9.8%  148(90.2% 0.95(0.5-1.73) P=0.87-
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5.3.3 Benevolence statement attitudes

Two hundred nine (70.8%) of health workers agreeat, t‘Mentally ill patients should be
encouraged to assume the responsibilities of nolifealwhile 23.4% of health care workers
stated that “the best way to handle mentally iltaskeep them behind the locked door”. One
hundred ten (37.3%) of health care workers agreedhat “Anyone with history of mental
problem should be excluded from taking public @fic

However 147(49.8%) of health workers reported thatmental hospital seems more like prison
while 48.1% of health care workers agreed on tharital hospitals are an outdated means of
treating the mental ill.

The mean average of this benevolence subscale isc20es with standard deviation of 3.11

5.3.4 Community mental health ideology statement attitudes

Two hundred twenty six (76.6%) of health workerseag on that “The mentally ill should not

be denied their individual right” were us 70.5%hwalth care workers reported ‘virtually any

one can become mentally ill’. Two hundred forty .@%) of the health care workers reported
that they have the responsibility to provide thetlmare for mental ill. About 9.8% of the health
care workers agreed that “most women who were patients in mental hospital can be trusted
as babysitter” while 32.5% the respondents stdtat'it is best to avoid any one who has mental

problem.

However 158(53.2%) of the health workers agreedhan “it is frightening to think of people
with mental problems living in residential neighboods”

The average mean score is 19.5 with STD of (2.4)Hs community mental health ideology
subscale (Table 9)

Table 9 Percentage of health workersagreeing or disagreeing with Benevolence and

Communitx mental health ideologx subscale attitude gn:2952

Variables
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Benevolence

)

21 | the mentally ill should not be treated as otsts of societ 118(40.0%) | 21(7.1%)| 156(52.9%

22 | there are sufficient existing service for the mehéaltt 106(35.9%) | 23(7.8%)| 166(56.3%

23 | Mental ill patients should be encouraged to assiin@ 68(23.1%) 18(6.1%) | 209(70.8%
responsibilities of normal life

24 | local resident have good reason to resist theitocaf mental 208(70.5%) | 14(4.7%)| 73(24.7%)
health service in their neighborhood

25 | the best way to handle mentally ill is to keep thahind the 205(69.5%) | 21(7.1%)| 69(23.4%
locked door

2€ | Anyone with history of mental problem should beleged from | 163(5539%) | 22(7.5%)| 110(37.3¢
taking public office

27 | Our mental hospital seems more like prison 126(42.7%) | 22(7.5%) | 147(49.8%)

28 | locating mental health service in resident neighbod does no | 114(38.6%) | 34(11.5%) 147(49.89
endanger local resident

29 | Mental hospitals are an outdated means of treating the mental ill 133(45.1%) | 20(6.8%) | 142(48.1%)

3C | Mentally ill people don’t deserve our sympa 204(69.4%) | 17(5.8%)| 74(25.1%)

Community mental health ideology

31 | the mentally ill should not denied their individuwaght1 67(22.7%) 2(0.7%) 226(76.6%

32 | Mental ill facilities should be kept out of residiahneighborhooc | 139(47.1%) | 38(12.9%) 118(40.09

33 | One of the mainauses of mental iliness is lack of self discip 225(76.3%) 7(2.4% 63(21.49
and will power

34 | We have the responsibility to provide the best isgare for 54(18.3%) 1(0.3%) 240(81.4%
mental ill

35 | The mentally ill should not be giveny responsibility 179(60.7%) 20(6.8% 96(32.59

36 | residents have nothing to fear from people conmng their 77(26.1%) 8(2.7%) 210(71.2%
neighborhood to obtain mental health service

37 | virtually any one can become mentally 58(19.7%) 29(9.8%) | 208(70.5%

38 | Itis best to avoid any one who has mental prok 184(62.4%) | 15(5.1) 96(32.5%)
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Most women who were once patients in a mental aispan be | 246(83.4%) 20(6.8%) 29(9.8%)
trusted as baby sitters
It is frightening to think of eople with mental problems living | 103(37% 23(7.8% | 158(53.2%

residential neighborhoods

Factor s associated with Benevolence and Community mental health ideology

All the variables studied were not significant Bs significance was greater than 0.05 in all the
cases. This illustrates that the variables age, s®rital status, field of the study, working
experience, psychiatric training, psychiatric cesrand educational status do not have influence
on the benevolence and Community mental healtHodgcsubscale of the Community attitude

towards mental illness scale (Tablel10) and (Tablel11

Table 10 Factor s associated with benevolence subscale attitude of the CAM| scale (h=295)

Negative  Positive Crude Odds
Attitude  Attitude Ratio(95% Cl)
Se» Male (n=17z 1 1
Female (n=12: 2.37(1.1-4.98) P=0.0:
Age 18-24yrs (n=8t 2(2.4% 83(97.6% 1 1
25-29yrs (n=11€ 5(4.3% 111(95.7% 1.15(0.4-2.81) P=0.74!
30<=yrs (n=9¢ 3(3.2% 91(96.8%  1.00(0.3¢-2.€0), P=0.99:
Marital Statu ~ Single (n=177 6(3.4% 171(96.6 1 1
Married (n=118 4(3.4% 114(96.6% 0.77(0.3-1.61) P=0.49i
Educationa Diploma(n=119 6(5.0% 113(95.0% 1 1
status
Degree (n=17. 4(2.3% 168(97.7% 0.37(0.3-1.50) P=0.37:
Master (n=4 0(0.0% 4(100% 6.93(0.9-52.9) P=0.6:
Field of the Physician (n=8: 3(8.7% 79(96.3% 1 1
study
Nurses (n=11: 4(3.6% 108(96.4% 2.75(0.9-7.800 P=0.06(
Midwives (n=40 2(5.0% 38(95% 2.20(0.5¢-8.09  P=0.23!
Pharmacy (n=2' 0(0.0% 27(100Y 2.67(0.6+-10.8) P=0.16!
Others (n=1. 0(0.0% 12(100% 1.54(0.2-8.53  P=0.0.5
Laboratory (n=2: 1(4.5% 21(95.5% 0.50(0.1-1.18 P=0.62:
Working 1-3yrs  (n=16z  4(2.5% 158(97.5% 1 1
experience
4-6yrs n=79 4(5.1% 75(95.9%  0.939(0.4-2.24 P=0.96!
7 yrs< (n=5¢ 2(3.7% 52(96.3%  0.76(0.2-2.16  P=0.61!
Taken No (n=67 3(4.5% 64(95.5% 1 1
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Psychiatric

Course

Yes (n=22¢ 5(3.0% 159(97.0% 0.46(0.2-1.00 P=0.06!
Psychiatry No (n=131 5(3.8% 126(96.2% 1 1
Training

Yes (n=16¢ 5(3.8% 126(96.2% 0.72(0.3-1.49) P=0.38!

Table 11 Factor s associated with community mental health ideology subscale attitude of the
CAMI scale (n=295)
Variables

Crude Odds
Ratio(95% ClI)

Positive
Attitude

Negative
Attitude

Marital
Status

Educational
status

Field of the
study

Working
experience

Taken
Psychiatric
Course

Male (n=17z
Female (n=12:
18-24yrs (n=8t
25-29yrs (n=11¢€
30<=yrs (n=9¢
Single (n=17i

Married (n=118
Diploma(n=119

Degree (n=17.
Master (n=¢
Physician (n=8:

Nurses
Midwives (n=40

Pharmacy (n=2'
(n=1:

Others

Laboratory (n=2:

1-3yrs (n=16:
4-6yrs (n=7¢
7 yrs< (n=5¢
No (n=67
Yes (n=228)

(n=11

5(2.9%
2(1.6%
2(2.4%
1(0.9%
4(4.3%
3(1.7%

4(3.4%
1(0.8%

6(3.5%
0(0.0%
2(2.4%

2(1.8%
1(2.5%
1(3.7%
1(8.3%

0(0.0%
4(2.5%

1(1.3%

2(3.7%
1(1.5%

6(2.6%
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167(97.1%
121(98.4%
83(97.6%
115(99.1%
90(95.7%
174(98.3%

114(96.6%
118(99.2%

166(96.5%
4(100%
80(97.6%

110(98.2%
39(97.5%
26(96.3%
11(91.7%

22(100%
158(97.5%

78(98.7%

52(96.3%
66(98.5%

222(97.4%

1
0.55(0.0-2.89)
1
0.36(0.0-4.04)
1.8490.3-10.3)
1

2.03(0.4+9.26)
1

4.26(0.5(-35),
0.55(0.0+-6.71)
1

0.729(0.1+5.27

1.02(0.0¢11.6
1.53(0.1-17.6
3.62(0.3-43.5

0.02(0.0-1.17
1

0.50(0.0-4.60

1.51(0.2-8.53
1

1.80(0.2-15.0

P=0.75!
P=0.98:
P=0.72!
P=0.30t

P=0.54t
P=0.635!
1

P=0.59!



Psychiatry No (n=131 4(3.1% 127(96.9% 1 1
Training
Yes (n=16¢ 3(1.8% 161(98.2% 0.60(0.1-2.70) P=0.49

Chapter Six: Discussion

This study assessed the level of knowledge anai@¢étiof health workers towards mental illness
in October 2013 in Hargeisa Somaliland. In thisdgtd64(55.6%) of health workers had

inadequate knowledge of mental illness compardti¢dl31(44.4%) of health care workers had
adequate knowledge of mental illness. Majority 82.6f the health care workers had positive
attitude toward mental illness where as 18% hacdatneg) attitude of mental illness towards

health care workers. However, lack of psychiataarse at college or university, being diploma
level of graduate, being female, and non physicigike Nurse, Midwives, pharmacy, other

health professional, and laboratory clinicians) evassociated with inadequate knowledge of

mental illness.

About 44.4% of health workers were knowledgeableualmental illness in this study. In
contrast to this, study done in Jimma, Ethiopiaceded 89% of the health workers were
knowledgeable (21). The reason for the discrepaocyd be there is no mental health school in
our study area. Nearly half of the health care wgkdid not take psychiatric training in
universities or colleges in Hargeisa, Somalilarkahr the other study the entire participant took

psychiatric training and the way they measured Kadge level was different.

In this study more than half (59.4%) and (52%)h# health care workers identified causes of
mental illness as biomedical disturbance and geredritability respectively, which is in line

with study done in Nepal (25).

About 55.9%, 55.5% and 48.0% of the health workisted depressive disorder, schizophrenia
and bipolar disorder respectively as one of thgmbais of mental illness in this study, which is
lower than the percentages of 76.1%, 76.1% and%86 the participants that correctly
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recognized depression schizophrenia, and bipokpestively, in the study in India (24). The
reason could be because we found in this studydigaificant number of health workers in
Hargeisa did not take psychiatric course in collegeniversity and also no in service mental
health training. The other study was done on dectahnile this study included mainly non-
doctors.

This was very challenging to the health workerdgcWwhmakes difficult to diagnose mental

illness in Hargeisa.

Less than half of health workers listed common r&itins used to treat mental illness in our

study which is similar with the study conductedlimma, Ethiopia (23).

Majority of the health workers (82.0%) had positatdtude toward mental iliness in this study,
however, study done in Nigeria. Showed in contraghis, in which respondents held strongly
negative view about mental illness (30).This défeze could be cultural variations between the

two countries.

However there are negative attitude statementsdikly 29.8% of health workers stated that ‘the
best therapy for money mental patients is to baragf normal community. About 102(34.6%)
health workers agreed on that mentally ill patieats far less of danger than most people
suppose. possibly this reflects the general viewnentally illness in the general population.

Two hundred eight (70.5%) of the participants adreethe item that state “I would not want to
live next door to some who has been mentally iHis may be due to the fact that they receive
the patients who are mainly abandoned and neglectetthe streets. As there are scarce
interventions in the community, the patients whe larought to health institutions are those with
neglected hygiene, with agitation and aggressiagly other conditions not easy to be with as
they think

Health workers with degree level of educations ware times more knowledgeable compared
those with diploma level of educations in this stubh line with study done in Jimma, South
west Ethiopia found that the degree level of prifasals were more knowledgeable than
diploma level (23). Non physicians health workdik® nurses, midwives, other health workers,

pharmacy and laboratory were more likely to haweaguate knowledge than physicians in this
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study. This was in line to the study done in Kemygxe Significant proportion of Doctors were

knowledgeable about mental disorders than thaticdes (20).

In this study, health workers who had lack of psatly course were less knowledgeable than
those who did. The reason could be that the ppatits did not take enough psychiatry courses
at school and psychiatric school is not presenSamaliland. This is comparable to World
Health Organization mental health report in Som@jain which medical institutes, universities

and schools do not have standardized psychiatriccalum.

Female health workers were less knowledgeablerttaa health workers.
Minority of the physicians were male only 10% ofmh were female in this study, while
majority of the female participants took diplomadeof educations, in addition to that they took

less training and coarse than male participantbu@lly related most of the females stay home.

In general the study revealed that favorable aitand lack of knowledge of health workers
towards mental illness, the reason could be thatptirticipants may respond the questions in

socially acceptable direction

Limitation and strength of the study

Limitations

The design is cross sectional one. The instrumesgd for this study was not used before in
Somaliland, so we are not sure if this instrumsragplicable to the country.

Strength of the study

This is the first study in its type in the aredrgyto assess the level of knowledge and attitdde o
health workers towards mental illne$&e study was done in urban area which people with
mental illness could have an access of healthstace the health worker is not equivalértie
study can be appropriate to participants from ewelth workers who can care patientdigh

response rate of the study indicated how mucheste¢hey had on participating in this study.
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Chapter Seven: Conclusion and Recommendations

Conclusion:

The study revealed that majority of the healthkeos had inadequate knowledge while larger
proportion of the respondents had positive attitiodeards mental iliness.

Inadequate knowledge of health workers were aswatiwith lack of psychiatry course in
college or university, health workers with diplorfevel of education, being female health
workers and non physician health workers (like aursnidwives, pharmacy, laboratory
technician and other health workers) .

Recommendations

Educations of health professionals is a key isduihis study, universities and health colleges
should evaluate on bases of curriculum as intesnally standardized curriculum recognized by
WHO (world health organization). This study revealbat 22.7% of health workers never took

psychiatric courses university or college.
Considering to provide in-service training, regutarsight supportive supervision would boost
the knowledge and furthermore the attitude of ganbealth workers about mental health.

Improving training of health workers at the colleaged University level is also very crucial.

Other research can be done in this area, like atialuof this study before and after training of

health workers.
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APPENDIX ONE: QUESTIONER

QEUSRIONER

I ntroduction & Consent

Good morning/afternoon, my name is | came from Jimma University to

your institution. We are conducting a study in Hasg City of Somaliland. Mental health
service offered by hospitals and MCHs are limitEdr this reason we are interviewing health

professions working in the health institution at (name of

institution) to evaluate knowledge attitude, andcpptions of mental health toward health

professions in Hargeisa

So the information that you give us which is refate your experience as health profession will
support as and also help other stake holders wimb toeparticipate increasing quality of health
service in addition to that a policy makers who tmermake mental health policy or acts. Or this
reason we need to increase our ability to suppe@mtal health people in Somaliland as we
support health professions we increase qualityeaith service including mental health. This

will help so many peoples who are suffering meititass in our country.

| am going to ask you some questions using selfimdtared questionnaire about Ml & MH
service. Your responses are completely confideng@ir name will not be written on the form
and will never be used in connection with any @ itformation you provide. You don’t have to

answer any question you don’t want to answer, hewgour honest answer to these questions
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will help us to better understand of assessing kedge and attitude of health care workers
towards people with mental illness in Hargeisa Soamal. We would like to say thank you for

your help.

Do | have your permission to continue? (Circle)
YES ------- Continue. NO ------ Stop

*Name of data collector Signature

*Date of data collection: dd/mm/yy

*Checked by supervisor

Name

Signature

Date
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Part I: demographic information

Sr.No | Question Response coding categories skip code
101 What is your sex? O 1=Male
Tick box 0O 2=Female
102 How old are you? in Years
103 What is your religion 1.Muslim
2. Christian
3. Others specify
104 What is your current marital status?| O 1 = Single
O 2 = Married

O 3 = Divorced/Separated

O 4 = Widowed

105 What is the highest level of study yoll1=Certificate

completed? O 2=Diploma
O 3=Degree

O 5 = Other, Specify

106 What is your field of study? 0O 1= physician

O 2= Clinical Nurse
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O 3=Midwives
O 4=Pharmacy

O 5= Other (specify)

107 What is your work experience in terms
of year?
year & month
108 Have you take mental healiHd 1 Yes
sychiatr course in oyr
psY y. _ Y O 2 No
college/university study?
O 3 don’t know
0O 4 No response
109 Have you ever take in-service trainingl 1=Yes

on mental health/psychiatry

O 2=No
O 3=l don't know

0 4=No response
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Part Il: knowledge of mental health towards hewaltinkers

No | Question Coding categories skip | Ci
200 | Is mental illness part of most healthl 1=Yes
problem in your health institution 0 2=No
O 88=I don’t know
[0 99=No response
201 | What do you think is the cause of mental 1) Hereditary
illness? 2) Drugs
(multiple answer possible) 3) Poverty
4) Biomedical disturbance
5) Punishment/
6) Witches/ wizard
7) Psychological stress( marries, job, education war)
8) Infectious or non infectious diseases.
9) Other specify.......cccccvvvenenn.
202 | Where did you get the source |di 1=Your college/university stud

information related to mental health

(multiple answer possible)

O 2=Mass media (Radio, TV, etc) or reading books.

O 3=co-staff or known patient

O 4= workshop/seminars
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O 5=other, specify

203 | What kind of mental disorders do ypu
know by name?
204 | Can you write any of a drug that can|be--------
used to treat mental illness?
205 | What will be the role of your institutign
towards mental illness?
206 | Can you write sign & symptoms pf
mental illness related with kind of

mental illness
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Part Ill: Attitude of mental illness towards healtiorkers

301 as soon as person shows signs of mentald Strongly Agree
disturbance he should be hospitalized
20 Agree
300 Neutral
40 Disagree

50 Strongly Disagree

302 more tax money should be spend on thdéO Strongly Agree
care and treatment of mental ill
20 Agree
300 Neutral
40 Disagree

50 Strongly Disagree

303 mentally ill should not be isolated from| 10 Strongly Agree
the rest of the community
20 Agree
30 Neutral
40 Disagree

50 Strongly Disagree

304 | the best therapy for many mental patients | 10 Strongly Agree
isto be part of normal community
20 Agree

30 Neutral

47




401 Disagree

50 Strongly Disagree

305

Mental iliness is an illness like any oth

er O IStrongly Agree
20 Agree

30 Neutral

40 Disagree

50 Strongly Disagree

306

mental illnesses are burden on society

100 Strongly Agree
20 Agree

30 Neutral

40 Disagree

50 Strongly Disagree

307

Mentally patients are far less of danger
than most people suppose

100 Strongly Agree
20 Agree

30 Neutral

40 Disagree

50 Strongly Disagree

308

locating mental health facilities in
residential area downgrades the
neighborhood

100 Strongly Agree
20 Agree

30 Neutral
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401 Disagree

50 Strongly Disagree

309 There is something about mental ill thatld Strongly Agree
makes people it easy to tell them from
normal people 20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
310 Mental ill have far too long been the | 10 Strongly Agree
subject of ridicule
20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
311 Woman would be foolish to marry a mad[d Strongly Agree
who has suffered from a mental illness
even though he seems fully recovered | 2 00 Agree
300 Neutral
401 Disagree
50 Strongly Disagree
312 As far as possible Mental Health servicdd Strongly Agree

should be provided through community
based facilities

20 Agree
300 Neutral

40 Disagree
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50 Strongly Disagree

nde

313 Less emphasis should be placed on | 10 Strongly Agree
protecting the public form Ml
20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
Sr.No| Question Response Coding category Skip
314 Increased spending of mental health | 10 Strongly Agree
service is a waste of tax dollar
20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
315 no one has the right to exclude the MI| 10 Strongly Agree
their neighborhood
20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
316 having mental patient living within 10 Strongly Agree

residential neighborhood might be goo
therapy but the risks of residents are tg
good

0l
o2 O Agree
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30 Neutral
401 Disagree

50 Strongly Disagree

317 mental patients need the same kind of| 100 Strongly Agree
control and discipline as young child
20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
318 We need to adopt far more tolerant 10 Strongly Agree
attitude towards mentally ill in our
society 20 Agree
300 Neutral
401 Disagree
50 Strongly Disagree
319 | I would not want to live next door to 100 Strongly Agree
someone who has been mentally ill
20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
320 Residents should accept the location of 100 Strongly Agree

mental health facilities in their
neighborhood to serve the needs of the
local community

» 2 0 Agree

30 Neutral
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401 Disagree

50 Strongly Disagree

321 the mentally ill should not be treated as 10 Strongly Agree
out casts of society
20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
322 there are sufficient existing service for
the mental health
100 Strongly Agree
20 Agree
300 Neutral
401 Disagree
50 Strongly Disagree
323 Mental ill patients should be encouragedd Strongly Agree
to assume the responsibilities of normal
life 20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
324 local resident have good reason to resjst] Strongly Agree

the location of mental health service in
their neighborhood

20 Agree

30 Neutral
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401 Disagree

50 Strongly Disagree

325 the best way to handle mentally ill is tg 10 Strongly Agree
keep them behind the locked door
20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
326 Anyone with history of mental problem 10 Strongly Agree
should be excluded from taking public
office 20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
327 | Our mental hospital seems more like 100 Strongly Agree

prison

20 Agree
300 Neutral
40 Disagree

50 Strongly Disagree
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nde

Sr.No| Question Response Coding category Skip
328 locating mental health service in resider] Strongly Agree
neighborhood does not endanger local
resident 20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
329 | Mental hospitals are an outdated means | 10 Strongly Agree
of treating the mental ill
20 Agree
300 Neutral
401 Disagree
50 Strongly Disagree
330 Mentally ill people don’t deserve our | 10 Strongly Agree
sympathy
20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
331 the mentally ill should not denied their| 10 Strongly Agree

individual right1

20 Agree
300 Neutral
40 Disagree

50 Strongly Disagree
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332 Mental ill facilities should be kept out af100 Strongly Agree
residential neighborhood
20 Agree
300 Neutral
40 Disagree
50 Strongly Disagree
333 One of the main causes of mental illnes$ Strongly Agree
is lack of self discipline and will power
20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
334 We have the responsibility to provide th&d Strongly Agree
best possible care for mental ill
20 Agree
30 Neutral
401 Disagree
50 Strongly Disagree
335 The mentally ill should not be given anyl Strongly Agree
responsibility
20 Agree
30 Neutral
401 Disagree
50 Strongly Disagree
336 residents have nothing to fear from
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people coming into their neighborhood
obtain mental health service

tald Strongly Agree
20 Agree

30 Neutral

40 Disagree

50 Strongly Disagree

337 virtually any one can become mentally|illd 1Strongly Agree
20 Agree
338 It is best to avoid any one who has 10 Strongly Agree
mental problem
20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
339 Most women who were once patients inld1 Strongly Agree
mental hospital can be trusted as baby
sitters 20 Agree
30 Neutral
40 Disagree
50 Strongly Disagree
340 | Itis frightening to think of people with | 100 Strongly Agree

mental problems living in residential
neighborhoods

20 Agree
30 Neutral

401 Disagree

50 Strongly Disagree
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Thank you very much for taking time to answer these questions. We welcome your

collabor ation

Figure 1 Map of Somaliland
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