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Abstract
Background: - Mental disorders account for five percent of th&ltdurden of disease and

nineteen per cent of all disability in Africa. Agpiimately one out of four people in Africa may

experience what the World Health Organization seferas Common mental disorders such as
anxiety or depression. In Ethiopia in general andstudies in Wolaita zone have been done to
assess the knowledge, attitude and practice towaeagal health among health care workers in
primary health care unit before. Therefore, thisdgtwas aimed to fill this research gaps and

assumed to give important information for prograanagers and health professionals.

Objective: To assess knowledge, attitude and practice towasdgal health among health care
workers in primary health care unit Wolaita Zoneuthern Ethiopia, 2016

Methods: A cross-sectional study was conducted among 2@édttheare workers from 21
health centers in Wolaita zone, southern Ethiop@nf February to April 2016.Structured

guestionnaires were used to collect informationmfrioealth care workers. The collected data
were entered in to Epi-data and exported to SPSSidfel6 for window and analyzed using
ordinary regression to determine predictors of Keo\ge, attitude and practice.

RESULT: A total of 264 health care workers were studiéith\a response rate of 94.9%.

The mean age of the respondents were 27.57 witlofS47.majority of them were females
(52.3%), diplomas (53.8%), married (54.5%), Woladthnic group (81.4%) and protestant
Christians (66.7%).Majority of study participantthiaw level of knowledge about mental illness
(52.3%).more than three out of ten (37.5%) of &&pondent reported as a supernatural factors
were the causes of mental illness. Many of them2M9 expressed a negative attitude towards
mentally ill people More than four out of ten (43.2%) reported eitheorsgly agree 17.8% or
agree 25.4% with the stereotype that people withtatéliness are dangerouglajority (51.9%)

of study participant had poor practideving experience of regular contact with mentally ill

people has been shown to be a potent factor ircineglstigmatizing attitudes.
Conclusion: in-service training pertaining to mental healthippeans should be given to HCWs

to change their low knowledge and negative views.
Key wards: mental illness, causes of mental iliness, treatpieealth care workers, knowledge,

attitude, practice and wolaita zone.



Acknowledgment

After all I would like to thank the almighty God.yMhanks go to Advisors, Henok Asefa, and
Alemayehu Atomsa for their repeated and tirelesasitoctive comments throughout the
development of my research paper. My gratitudeoislimma University College of Health

Sciences Department of epidemiology for giving ttiance to prepare the research.

I would also like to show my sincerest appreciativall the health care staff at the various

Health facilities who took the time out of theithgdules to participate in this research and

Shared their interest and encouragement. Lastdid¢ast thanks to my friends for their important
inputs in the preparation of this thesis.



Table of content

ADSTIACE 1.t e e ettt s e s s e e s i
Yol {0 T 1V1VA =T F= 5/ 1= o | S URURRPNt ii
TablE Of CONTENT ...ciiiiiiiiiiie e et et senee e s iii
LIST OF TADIES ...t et v
TS o) o U = TP vi
AACTONYIMIS ...ttt eetete et ettt e et e et e ete et e stesae s eteese et essesseessessessesaeebeeseess e beseeseesssessensenbesseessensesesseensensensenes vii
1: INTRODUCTION ...ttt et e ettt e e e e e e e e et e tetbe b e s e e e e eeeeeeeeaaesbean e eeeeeseeaeebsennansaseeeeeaeeseennnnennnnnn 1
O R = =Yl =4 oYU o Vo S 1
1.2. Statement Of the ProblEmM ... ... e e e e e e aaaaaaaaaeaas 2

2. LITERATURE REVIEW.....coiiiiite ettt ettt ettt st sttt be e st sine e e eabeesaneeeas 4
2.2, SigNIfiCANCE OF the STUAY ...uviiiiiiiiiiiiiee et eateeae e e e e e e eeaaaaeeeeeeeeeeeesnsnnnns 8
2.3 .CONCEPLUAL FramMBWOIK ..uuvueieeeeeeeieeeeietcieie et e ettt ereeee e e e e e e e e eeeaeasba e eeeeeesessassaanaeeeaeeaaeseeesres 9
BIOBJECTIVE ..ttt ettt sttt et st s e et sa e e et e e e sna e ennrer s 11
I B 1Y oY= =1 @ o =Tt 1Y PP PPRU SRS 11
I Y o 1= 1 ol @ o 1= £ VPP PPPPRU SRS 11
4: METHODS AND MATERIALS ...ttt e e e e e e e e e et e ettt bt e e e e eeeenbensnaaeeeaeaaaaeeeees 12
S AU e (VA T4 o I T o To I T g o o £ P PPPPPPPPUR 12
S U o LY Ao 1Y = o SN 12
B oY U1 - | 4 o o SN 12
N Yo TW | o S o] o U1 - o o T URUPPRPN 12

e B0 AU o LV oo o TV =1 d o o PP UPUPPPP N 12

4.4. Inclusion and EXCIUSION CHTEIIA.....coiviiiiiiiiieiiiiiee ettt e s e 13
441, INCIUSION CHIEEIIA. . ctiieiiiiiie ittt st e s st e s srnee e snnes 13
4.4.2. EXCIUSION CrITOIIA. ...vveeiiiiiie ittt e s s snre e e s snnee e snnes 13

4.5. Sample size and SaMpPliNg TECHNIQUES......ceviiiiiiiiiiiee e e e e e e e e e e e 13
4.5. 2. SamMPliNg TECANIGUES ...vvvvieiiiiiiiiiee e e e e e e e e e e e eeeeeaeee e e e e e e s ssesesnnneenes 14

VNS | &= Weto] | (=Tt o] o I o o Lol Yo (1] L3 16
4.7.Measurement Variables ........ccooiiiiiiiiiiiie e e e 16
AN T YL 1T o Tl =T (1] =P 16
4.9. Data quality ManagemMENT.....ccooeiiii e e e e e e et a e e e e e aaeerararrrn———— 17



4.10. Operational DefiNitioN .....cccccciiiiiiiiiiiiiee e e ee e e e bbb e e rre e e e aaaaaaaaaeaaaeaaaans 17

4. 11.Ethical CONSIAEIAtiONS ...cocvviiiiiiiii ittt e s sneee e s 19
4.12. Disseminations and communication of the findings.............cccooiiiiiiiiiiiiiiiiieee e, 19
RESUIES ettt ettt s b e e s e e e e e s e e snreeenan 20
5.1. Socio demographic characteristics of study participants .......ccccccveverieiei e, 20
5.2. Level of knowledge of health care workers towards mental health .........ccccccccciiiiiiiniiiiiinninnn, 25
5.3. Level of Attitude of health care workers towards mental health .........c.coccviiiiiniii e, 26
5.4. Practice of health care workers towards mental health.........cccccooeiiiiiiinii e, 29
5.5. Predictors of knowledge among HOWS..........ooo ittt e e e e ee e e e e e e e e e e e e 30
5.6. Predictors of Attitude among HCWS........cooiiiiiii ettt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e nannaes 31
5.7. Predictors of Practice among HCWS ......ccoiiiiiiiiiiiii ettt ree e e e e e e e e e e e e e e e e e e e e e s e s e s s saenennes 33
B D 1LY o{ U I [ o T TP PPPRTT T 34
. Limitation and Strength of the STUAY..........uiviiiiiiii e 37
7.1, Limitation Of the STUAY ......uuiiiiiiiiiiie et e e e e e e e e e ree e e e aeaaa e e e e e e e e e e e e s esaassnennes 37
7.2, Strength Of the STUAY .....uviiiiiiee e rre e e e e e e e e e e e e s e e s e s s aaaeneenes 37
. Conclusion and ReCOMMENTAtION.......coiiiiiiiiiiiiiie e e 38
B0 I 0o o Tol U o o PP P PRSP OPRPRPR 38
8.2. RECOMMENTALTION Leeiiiiiiiiiiiiiii ittt et e e st s e e senneees 38
AN ettt et e e ettt ettt e e e et e e et tta bt eeeeeeee et tae b et aa— e aeeeeeeeeee ettt eah e aeeeee ettt teebet b e e e eeeeeeeteeerenrnann 43
A: Consent form for the STUAY ... e e e e e e e aa e e e e e e e e 43
B: QUESLIONEIS fOr the SLUAY.......cociieeiieeie et ettt e e e ta e et b e e sbae s sabae e sane s 44
C: Amharic version Consent form for StUAY ........ooiiiiiiii i 51
D: Amharic version of the questionnaire for theEd§tU...........c.oovevieeiie e 52
I: Bloom’s cut off point and coding of the SCOres........uuuiiiiiiiiiiiiiii e 58



List tables

Table 1: shows selected health centers by simple random sampling (lottery methods).......................... 14
Table 2. Socio demographic information of health care workers in selected primary health care unit
Wolaita Zone, Southern Ethiopia, May 2016. .......cccceeiiuiriiiieiiieeree e ee e e e e ee e s s s raeeeeeeees 21
Table 3.Health facility related information in selected primary health care unit Wolaita Zone, Southern
Ethiopia, IMAy, 2016, ... .iieiiiiiiiiiieieeee ettt ee e e e e e e eee e e e e s sssssu e aatabteaeeaeeeeeee aeaesaeeeaaaeaaeasesseesensassnsssnserrenns 22
Table 4 Primary health care workers Knowledge about causes of, and Risk factors for mental illness in
selected primary health care unit, Wolaita Zone, Southern Ethiopia,May,2016 (N=264) ..........cccccc....... 23
Table 5. Health care workers knowledge about types of mental illness in selected primary health care
unit Wolaita Zone Southern Ethiopia, May, 2016. .......ccuiiiiiiiiiiiiiiiiccccccerrre s e rrreeeeeeae e e e e e e e e 24
Table 6: reported mental disorders with their sign and symptoms in selected primary health care unit
Wolaita Zone, Southern Ethiopia, May, 2016. ......cccccceiiiiriiiiiiiieriee e eee e e e e es s ese s e s s saeb e rneeeeeeees 24
Table 7 Health care workers knowledge about types of treatment for mental illness in selected Primary
health care unit, Wolaita Zone, Southern Ethiopia, April, 2016. ........ueeieieeeiiiiiieeeerecieie e 25
Table 8.Attitude of HCW towards mentally sick persons in selected primary health care unit, wolaita
zone, Southern Ethiopia, APril 2016.......ccco i i i e e e e e e e e e e e e e e e e e e e e e e e ae e b e eeeas 27
Table 10.Health care workers practice towards mental health in selected primary health care unit
Wolaita Zone Southern Ethiopia, May, 2016. ......cccceeiiiiiiiiiieiiciieee e e eee e e e e e eeee e eeeaeaeeaeeenns 29

Table 11. Explanatory variables associated with the knowledge towards mental health based on the
ordinal regression model with negative log-log link, in selected PHCU of Wolaita zone, Southern

[ o Lo o T TR A o5 | R0 0 TSN 30
Table 12. Explanatory variables associated with HCWs Attitude towards mental health based on the
ordinal regression model with negative log-log link, in selected PHCU of Wolaita zone, Southern

[ o Lo o T TR AV o5 | 0 0 TS PN 32
Table13.Explanatory variables associated with HCWs practice towards mental health based on the
ordinal regression model with negative log-log link, in selected PHCU of Wolaita zone, Southern

L YT o = TR A oL 1 0 X TSP UPP PRSP 33



ist.of figures

Figure 1.Conceptual framework to determine KAP taisamental health among health care
workers in primary health care unit, Wolaita Zo8euthern Ethiopia ..........ccccccvvvvviviiivnnnnnns 9
Figure 2. Schematic presentation of sampling proeedn assessment of KAP towards mental
health among health care workers in primary headife unit Wolaita Zone; Southern Ethiopia.
Figure 3 Percentages of the study participants e/hatsl knowledge score fall under the three
categories of knowledge scores, in selected pyirhaalth care unit Wolaita Zone, Southern
Ethiopia, May 2016 ... ..o e e e 26
Figure 4. Percentages of the study participantsse/hotal attitude score fall under the three
categories of attitude scores, in selected printagglth care unit Wolaita Zone, Southern
[ {10 o= TR V= Y 0 28
Figure 5.Percentages of the study participants ahotal practice score fall under the three
categories of practice scores, in selected prinfeglth care unit Wolaita Zone, Southern
a1 ToT o= TR V= Y 0 30

vi



Acronyms

KAP- --Knowledge Attitude Practice

LMIC-- GREEEEEEERE e Low Middle Income Country

MDD ------- e Major Depressive Disorders

PHC Primary Health Care

PHCU------------om---- primary Health Care Unit

SNNPRS: ----Soutern Nations Nationalities People Regional State
SPSS------------- --------Statistical software Package for Social Sciences
WHO-------- e EE R World Health Organization

Vii



1: INTRODUCTION

1.1. Background

Mental health is defined as “... a state of conglgiysical, mental and social well-being in
which the individual realizes his or her own al@kt can cope with the normal stresses of life,
can work productively and fruitfully, and is able tmake a contribution to his or her
community(l).Mental illness is a diseased condition, which ierded undesirable for both the
affected Individual and the society because itc$feadversely the normal functioning of the
mental, Psychological and emotional make-up ofilkdévzidual and so it makes the capacity for
insight, orientation, judgment, thought, mood amdcpption blurred{,3). The role of primary
health care workers is crucial. Research suggkatsniany health care workers do not receive
adequate training on mental health issues or dpedldrank stigmatic attitudes. In most
countries, primary care worker training ranges frarfew hours to a maximum of one or two
weeks. In fact, the professional literature suggdisat negative attitudes on the part of health
professionals is most toxic, since their attitudelated to the prognosis, recovery and social
inclusion of people with illnesses may have a @unpact on the lives of their patienisy).
Misunderstandings about the nature of mental hgaitihlems, prejudice against people with
mental disorders, and inadequate time to evaluatke teeat psychiatric disorders in clinical
settings are other contributing factors. For exanplrecent study indicates that 98.5% general
practitioners providing mental health services gara primary care setting feel the need to be
properly trained and oriented in the managemenpaifents with psychiatric disorders to
improve the overall quality of health car@.(However, although non-psychiatric workers in
general medical facilities may acknowledge respwlityi for this pivotal role in these
interventions, they may miss diagnoses of menita¢skes due to lack of knowledge and time
when evaluating patients presenting with psycldaymptoms() Missing a diagnosis of mental
disorder within a general health facility has besssociated with negative stereotypes and
stigmatizing attitudes reported among hospital fstafho have sufficient knowledge about

schizophrenia and depressign(



1.2. Statement of the problem

Research findings indicate that 30 percent of tlubal population each year has a mental
disorder and up to 2/3 of them will not get adequetatment9). “Mental disorders account for

5 percent of the total burden of disease and 18epérof all disability in Africa 10). Mental
illness covers 14% to the global burden of diseaseldwide. World Health Organization
reported that, 154 million people globally sufferedm depression, 25 million people from
schizophrenia, 91 million people from alcohol useodders, and 15 million from drug use
disorders. Around 25% of individuals, in both deyped and developing countries develop one
or more mental or behavioral disorders at someestatheir life (L1).This means that the loss of
productivity (disability-adjusted life years) andk for physical disease continue to increase due
to depression, anxiety and other neuropsychiatisorders (e.g., schizophrenia, bipolar and
substance-use disorders)?). These problems impact individuals on a day-to-dagid)
especially vulnerable groups such as women, cldred the poor. A systematic review of 10
studies of children’s mental health problem in @&roes of Sub-Saharan Africa indicated a
prevalence rate of 14.3 %(). The prevalence of mental illness in Ethiopiaeported as 15%
for adults and 11% for childreri4). Other research finding also reported the samerte by the
years 2000 to 2008, the rates augmented by 3% doltsaand 4% for children. From this
acceleration, among every five persons, at leastvai be affected by mental illness at some
stage in life {4).Social beliefs that include lack of knowledgegative attitudes and perceived
stigma about mental illness, may keep those whieistrbom mental illness away from treatment.
Mental illness stigma is a serious concern, dué@stompact on patients’ willingness to seek
treatment, their quality of life and the discrimtioa that mentally ill individuals facelf).By
activating uninformed and negative responses froembers of society and threatening
individuals’ self-esteem and self-efficacy, stigthaarts the growth and potential of individuals
and families suffering from mental illness6]. Sartorius noted that stigma extends to the
institutions, health care workers and even mergalth specialists who provide treatment. One
result is that “stigma makes community and heakiigion-makers see people with mental
illness with low regard, resulting in reluctance itwest resources into mental health care”.
Missing a diagnosis of mental disorder within aeyahhealth facility has been associated with
negative stereotypes and stigmatizing attitudesorted among hospital staffs who have

sufficient knowledge about schizophrenia and degioes@, 17). One of the strongest stereotype
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beliefs of the general public towards psychiatratignts holds that psychiatric patients have a
tendency to cause injury or harm to others androperty (L8, 19. As indicated by Muga and
Jenkins, even if primary health care workers apabke of handling psychiatric problems, they
prefer such patients to be managed by specialistah@ealth institutions2(). The negative
stereotyped mindset of society towards people migmtal illness leads to behaviors that worsen
the burden of illness of the sick persdine burden of iliness as stated by the World Health
Organization (WHO) ranges from the economic difies faced by the mentally ill person and
his/her family (discrimination against carrying oahy livelihood activities) to emotional
reactions to the illness, the stress of coping wishurbed behaviour, the disruption of household
routine and restriction from participating in sdcativities@1). In many African societies,
psychiatric illness is believed to be either ancoate of a familial defect or the 'handiwork of
evil machinations' (demons, evil spiritg?). These negative beliefs result in psychiatric pasien
being seen as outcasts and people who should banguad 22).Another common societal
belief is that psychiatric patients are responsibieheir iliness, especially when it is an alcbho
and/or substance related problem. This stigmatimatienies psychiatric patients the empathy
and understanding traditionally bestowed on th& gicthe African society(19, 22). Having
knowledge of mental illness does not always redbeestigmatizing attitudes of primary health
care workers43).Prejudice towards people with mental illness hantshown to correlate with
societal ignorance that such Persons are dangarmbignpredictable, less competent and unable
to live productive lives. This in turn increasegysta towards persons with mental disorders
despite increased knowledge in mental health ratogndiagnosis and management by health
workers @4).Expressed negative opinions towards consumers oftaindealth services still
occur — possibly due to the majority of the nongbsgtric health workers lacking the
understanding of biological and environmental fextthat cause mental illnessez5)( In
Ethiopia in general and no studies in Wolaita zbage been done to assess the knowledge,
attitude and practice towards mental health amazajtin care workers in primary health care
unit before. Therefore, this study was carried toutill this research gaps and assumed to give

important information for program managers and thgalofessionals.



2: LITERATURE REVIEW
A study was conducted on the knowledge and attitadkards mental iliness in Abuja.

The result revealed that 96.5% of subjects perdetvat people with mental illness were
dangerous, 82.7% expressed fear to converse withatheill persons, and only 16.9% showed
agreement regarding the marriage of mentally ikpes £6).

Research conducted among nurses yield similartsestistigmatizing attitudes. Shyangwa, etal
conducted a survey to assess the knowledge andiatabout mental illness among nursing staff
in Nepal and found that a substantial number of¢hmterviewed felt that mentally ill were
‘insane’ ‘violent’ and ‘dangerous’(’).In another study conducted by Derib&®)( among
Ethiopian nurses, a similar perception of dangeress was evident. For this study Deribew
employed a self-administered KAP survey among rsuvgarking at twelve local health centers
to assess their attitude towards persons with rhibatdth problems. in additioone out of seven
nurses still thought that supernatural power (spitits, God’s will) could causes mental health
problems £8). The study done in Nepal majority had showed theowedge about causes of
mental illness as genetic or inherited (65.4%) laindhemical disturbances (90.0%)/.

Attitudes of primary health care providers towapg®ple with mental illness: evidence
from two districts in Zambia showed that large mndjpn of primary health care providers
interviewed endorse negative stereotypes towarddaihe sick persons. For example, more than
4 out of ten (43.2%) of the respondents eithemsfipagreed (15.3%) or agreed (27.9%) with
the statement that all people with mental illnesgehsome strange behavior. The stereotype that
people with mental illness have strange behavie evalorsed by 43.2% while 36% agreed with
the stereotype that people with mental illnessdamgerous and4.8% ofthe respondent either
strongly agree (15.3%) or agreed (49.5%) with ttagesnentit's easy to identify who has a

mental illness by theharacteristics of their behavi¢i®).

Primary health care (PHC) in developingurdries continues to rely heavily on
paramedical personnel. Using a structured quesdiomn207 PHC workers in Nigeria were
assessed on the concept, attitude to, detectiorireaatment of mental disorders. PHC workers
without previous exposure to mental health trainiege significantly more likely to hold on to
traditional views on the etiology of mental disasleMost of the health workers (82%) indicated
that mental disorders accounted for 5% or lesshefr tpatient load. Detection rate for the

vignette on neurosis as a case of mental disordsrpgorer than that for psychosis (36% vs. 71
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% of respondents respectively). Psychopharmacabdicowledge of the PHC workers was
found to be poorest for antidepressant medica@ory 30% of the health workers could suggest
specific types of mental health programme thatadd introduced at PHC level. Many of them
(72%) expressed a generally negative attitude tisvanentally ill patients. Suggestions are
made on the short and long term training requireémehthe PHC workers in order to ensure the
successful integration of mental health care iht grimary health care programme in Nigeria
(30).

A study conducted in Zambia had assessitlides of primary health care providers
towards people with mental illness: evidence freva tlistricts in Zambia showedthat a large
proportion of primary health care providers intewed endorse negative stereotypes towards
mentally sick persons. For example, more than 4obuéen (43.2%) of the respondents either
strongly agreed (15.3%) or agreed (27.9%) withstiaement that all people with mental iliness
have some strange behavior. The proportions estin@ngly agreeing or just agreeing with other
negative stereotypes range from about 31.5% tooappately 40% (39.6%).The stereotype that
people with mental illness have strange behavia evalorsed by 43.2% while 36% agreed with

the stereotype that people with mental illnessdaregerous{9).

Study conducted in India had assedseowledge and attitudes of doctors regarding the
provision of mental health care in DoddaballaputukaBangalore Rural district, Karnataka
showed that almost one third of the participan&(%, n = 13) had not received any training in
caring for patients with mental health problems|uding during their university studyg).

Perceived challenges and opportunities rgidrom integration of mental health into
primary care: a cross-sectional survey of primagglth care workers in south-west Ethiopia
revealed that Diploma level PHC workers were sigaiitly more likely to endorse supernatural
causes and risk factors for mental illness whenpaoed to degree level workefa?).One in 20
PHC workers (4.6%; r7) responded that traditional healers were morec#tife in treating
mental illness than modern medicine, and 2.6% 4 responded that mentally ill persons
should not receive mental health care in the headtiire setting. Just over one quarter (25.2%)
of respondents reported that treating persons MNIS disorders in the health centre would put
other patients at risk ambne of the respondents had participated in arsgimice training in mental

health care since graduatir(@~2).



Several studies have investigated the knowledgémental health literacy” of health
care providers Chaudhary and Mishra explored thewledge and practice of general
practitioners regarding psychiatric disorders imhana (India) and its surrounding areas. Of the
sample of 158 general practitioners, 95% knew thalogy of mental disorders and, were
familiar with the available possible treatment ops. However, 79.6% of the general
practitioners did not know the criteria for diagmms mental iliness and had not received any
form of training to deal with mental illnes83).These findings may not be surprising since
researchers have suggested that many healthcalerwdack sufficient training on mental
health 34). Similarly, a recent study carried out in Indiaufid that 98.5% of general
practitioners providing mental health services imgary health care settings feel there is need
for more training and orientation in the managenw@npatients with psychiatric disorders in

order to improve quality of health caré&s).

Researchers have carried out studies IMICA investigating the attitudes of healthcare
providers towards people living with mental illne$se majority of studies focused on medical
students and doctors$X, 39. And very few considered general healthcare wstkimcluding

nurses §7).

The health workers’ attitudes have been associattill a number of factors. Health Care

providers who were older hold more positive at@sidowards mental illness Compared to the

younger ones3@, 39.

Regarding gender there are mixed findings docurderitesome studies, women were
reported to have lower levels of stigmatizing attés as compared to mess( 39, yet the
contrary was reported by Panayiotopoulos et al felad that men were more optimistic about
the capabilities of patients with mental illnes§( Higher levels of education and posts held
have been reported to be associated with low lesetigma among nurseg1(, 4. On the
contrary, other researchers have found that headitkers who had a postgraduate degree had
more negative stereotypes and were less positivatghe capability of a patient with mental

illness compared to those who had a lower leveldofcation 40).

Additionally, evidence has shown that regular Contéth individuals living with mental illness

is strongly associated with a more Positive at&t((cd).



A study conducted in US, where majority (82)4respondents believed that symptoms of
mental illness are associated with potential viogerf!3). A study conducted by Mitsuko
Yamada et al. who investigated nursing studentgudes toward people with mental disorders
and showed that nursing students having the exp=i®f contact with people with mental
disorders had positive attitudes toward théfp( And another study by Nikolaos Kazantzis,
found that respondents with high levels of prionte@t with people who have a mental illness

were more comfortable in interacting with peopleowlfave a mental illnesgy).



2.2. Significance of the Study

Nowadays, where the mental health integration pmbmary care is about to come to realization,
there is a need to assess whether primary careidersy which will serve as the main
gatekeepers for mental health conditions, have dathequate mental health knowledge and
attitudes The findings of this study would serve as sourtentbrmation for Zonal health
department to develop action plan and benefit wffe stakeholders like, public health
practitioners, program planners and decision makiers further utilization. Interested
Researchers in the area can use the informaticergiea from the study as a baseline.



2.3 .Conceptual Framework

Socio demographic factors
Age

Sex

Religion

marital status
Educational level
Field of study

Work experience
pre-service training
Clinical attachment

YVVVVVVVYY

A 4

Knowledge,
Attitude and

Practice towards
mental health

A

Health facility related factors

» in-service training

» time to deliver mental
health care

» Regular contact with
mentally ill people.

Figure 1.Conceptual framework Adapted from different literature to determine KAP towards mental

health among health care workers in primary health care unit, Wolaita Zone, Southern Ethiopia
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3: OBJECTIVE

3.1. General Objective

To determine Knowledge, attitude and practice towamental health and associated factors
among health care workers in primary health caré Wbplaita Zone, Southern Ethiopia,
February-April 2016.

3.2. Specific Objectives

» To determine the health care workers level of keolgé towards mental health

» To assess the health care workers attitude tovaedsally ill persons

» To determine the level of practice with regards taldmealth among health care worker

» To identify factors associated with knowledge tadke and practice towards mental health
among health care workers in the study area.

11



4: METHODS AND MATERIALS

4.1. Study area and Periods

The study was conducted in Wolaita zone SNNPR. &asldhe main town of the zone located
327 kms and 164kms south of Addis Ababa and Awassa respectively. The boundaries of
Wolaita zone bordered in the north by Hadiya ardh®ia zone and in the South by Gamo Gofa
and Dawuro zone. It has Dega, Woina dega and Kagl@ climatic zones accounting 35%,
56%and 9%respectively.Based on projection from 38épulation & Housing census report, the
total population in 2013/14 was estimated to béll,, 852 of which 49.92% were females. The
majority (95%) were Wolaita by ethnic group. Adnsitnatively the zone is divided into 12 Rural
Woredas and 3 Administrative towns. There are 3fles In the zone having 70 governmental
health centers, 334 health posts, 3 governmentsctiBospital, 2 Private Hospital,1 Wolaita
University Teaching and Referral Hospital, 27 prevRural drug vender, 3 private pharmacies,
43 private drug store, 122 private primary clinemd 12 private medium clinic. Which are
providing curative and preventive health care sewito the population and potential health
service coverage is 94.5%, 98% for health center lamlth post respectivelif).The study
period was from February to April 2016.

4.2. Study design

» A facility based cross sectional study design.
4.3. Population

4.3.1. Source Populations

» Includes all health officers, Nurses and midwifenWolaita zone working at health

centers

4.3.2. Study Population
> Health officers, Nurses, midwifery who are working selected health centers of

wolaita zone.
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4.4. Inclusion and Exclusion Criteria

4.4.1. Inclusion criteria
» All health officers, nurses and midwifery on actdutty in selected health centers

Wolaita Zone

4.4.2. Exclusion Criteria

» Health officers, nurses and midwifery who wereindhe study area during data
collection.

4.5. Sample size and Sampling Techniques

The sample size was determined by using singlelptpn proportion formula considering the

following parameter;

P =an estimate ofiorkers knowledge, attitude & practice proport®d% since there is no study
done on KAP about mental health among health carkess in primary health care unit.

Z-score at 95% with confidence interval of = 1.96
d= Acceptable margin of error = 5% the formuladalculating the sample size (n) was:
n=of2) p (1-P)
¢

n=(1.96).5(1-0.5) = n=384

(0.05¥

Since the source population is 850 that is beloy@d@therefore finite population correction is
needed

nf= n/1+n/N

nf= 384/1+384/850 =265 By considering tlon response rate 5%, the final sample size
was 278.
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4.5. 2. Sampling techniques

From total of 70 health centres in wolaita zone,h2alth centres were selected using simple

random sampling (lottery method). Each health ¢eh&al given a code (1 to 70), and these

numbers were written on small pieces of paper.oAthem were put in a box, and then the box

was shaken vigorously, to ensure randomizationn;TB& papers were taken out of the box, and

the numbers were recorded. Health care workersgilg to these selected health centers were
studied.

Table 1: shows selected health centers by simple random sampling (lottery methods)

S. Selected health cen Bsc/diploma nurs | Health Midwifery | TOTAL Selected healt
No officer(HO) health carg care worker
workers
1 Tebela health centre 19 3 2 24 24
2 Abela health centre 8 2 1 11 11
3 | Abaya health centre 6 2 1 9 9
4 Galicha health centre 7 2 0 9 9
5 Wondo health centre 7 2 1 10 10
6 Hobicha health centres 8 2 2 12 12
7 Sodo health centres 9 9 8 26 26
8 Geneme health centres 8 2 4 14 14
9 Wadu health centre 7 4 4 15 10
10 | Jage health centres 5 2 2 9 9
11 | Wagara health centres 6 0 2 8 8
12 | A/charake health centte 5 3 1 9 9
13 | Gacheno health centres 7 3 2 12 12
14 | Buge health centre 7 4 2 13 13
15 | Wandara Gale health.¢c® 4 2 12 12
16 | Areka.K.HC 16 6 3 25 25
17 | Tome Gerera .HC 6 3 2 11 11
18 | Guligula .HC 7 2 1 10 10
19 | Dalibo.HC 8 2 2 12 12
20 | Bakulo Sagno.HC 6 2 2 10 10
21 | Boditi K.HC 15 4 3 22 22
22 | TOTAL 173 63 47 283 278
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Schematic presentation of sampling procedure
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Figure 2. Schematic presentation of sampling procedure on assessment of KAP towards mental health among
health care workers in primary health care unit Wolaita Zone; Southern Ethiopia.
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4.6. Data collection procedures

Self-administered structured questionnaire wasgyegpin English then translated in to Amharic

and translated back in to English to check for &iascy. The questionnaire was adapted from
different literature related to mental health andluded socio- demographic characteristics,
health facility related information, knowledge,itaitie and practice about mental health. Data
collections were carried out from February to AROIL6 by two diploma level professionals who

are fluent in Amharic and English. Two trained heabdfficers were assigned as supervisors
throughout the study period.

4.7. Measurement variables

The dependent variable

» Knowledge, Attitude and Practice towards mentalthea

Independent (explanatory) variables:

» HCW Socio demographic related factors

+ Age, Sex, Religion, marital status, Educationakle¥ield of study, Work
experience, pre-service training and Clinical ditaent

> health facility related factors
# in-service training
+ time to deliver mental health care

+ Regular contact with mentally ill people.

4. 8. Analysis procedures
The data was entered in to Epi-Data 3.1 statistioétlivare and then exported to SPSS version-
16 for further analysis Simple descriptive statistsuch as frequency and percentage were used
to summarize the results, and Ordinary regresAimalysis were used to identify the association
between predictors and ordinal outcome variablesl&®e < 0.05 was considered as statistically

significant association.
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4.9. Data quality management

The quality of data were assured through carefsigte translation, back translation and pretest
of the questionnaire was done on 5% of non seldutadth centers, proper training of the data
collectors and supervisors, close supervision of thata collecting procedures, proper

categorization and coding of the data, carful eofrthe data and cleaning after entrance.

4.10. Operational Definition

Knowledge: knowledge towards mental health was determineagus4 points. There were four
open ended questions that carried a total of ldecbresponses. Each correct response was
given a score of 1 and a wrong response a scdde Tdtal points to be scored were 14 and the
minimum will be 0. Points were about mental illnessise/risk factors to chose from the list
given (2 points), the"™ questions is to list at least 4 types of mentak#s (4 points), the'
question is to list at least 4 types of mental iiscs with their symptoms (4points), th& 4
guestions will be to list at least 4 types of tneant for mental illness (4 points) On assessment,
Bloom cut off points were used?). A score of 80 — 100% of correct responses miaight level
knowledge, a score of 60 — 79% put a scorer inval lef moderate knowledge and low level
knowledge was for the respondents with a score feas 59% of the correct responses.

Therefore, the scores with their respective knogéelévels will be gee annexgs

Score description
0 11 — 14(80%-100%) higvel
0 8-10 (60%-79%) demte level
0 0-7 £59%) Itsvel

Attitude: Attitude was assessed by 15(1-15) negatively wbraled 4(16-19) positively worded
statements with a total of 19 questions put on itikecale. The highest score was expected to be 76
and the lowest score to be 0.The questions on tskecale had positive and negative responses that
ranged from strongly agree, agree, neutral, digagnel strongly disagree. The scoring system used
with respects to respondents’ responses was asvlfor negatively worded statement towards
mentally ill people: strongly agree scored 0, adreeeutral 2, disagree 3, strongly disagree 4thaad
reverse is true for scoring positively worded stegat, meaning strongly agree 4,agree 3,neutral 2,
disagree 1,strongly disagree 0 . The responses suenened up and a total score was obtained for

each respondenBased on Bloom cut off pointé 7):
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» Negative attitude- those HCWs having overall atigtscore below 45points

» Neutral Attitude: those HCWSs having an overalltatte score between 46-60 points

» Positive attitude (favorable): those HCWs havirngltattitude score between 61-76points

Practice: The practice was assessed by 8 Yes or No questaasds mental health care, those
who said yes response got 1 point and those witb reaigot 0 points. The responses were
summed up and a total score was obtained for essppondentThe overall practice towards
mental health is said to be (good, fair and poasel on the same criteria (Bloom'’s cut off point
were used47).

Score description
0 0---4 points£59%) poor practice
0 5---6 points (60%---79%) fair practice
0 7—38 points (80%---100%) good practice

Supernatural factors: HCW who report from the given list of perceived sasi of mental illness
at least one supernatural factor was answeredhdé&@s believed supernatural agents as causes
for mental ilinesses.

Psycho-social factorsHCW who report from the given list of causes of taémlness at least
one psycho-social factor was answered, he/shedrasdered psycho-social factors as a causes
for mental iliness.

Biological factors HCWs who report from the given list of causesma#ntal illness at least one
biological factor was answered, he/she has takebiasgical factors as a causes for mental
illness.

Health care workers: In these particular study Health officers, Nursed Midwifes are only
said to be HCWs.

Educational level: Diploma, Bachelor Degree, postgraduate degree.

Primary health care unit: in this particular study Primary Health Care Umtludes only
Health Centres.

Pre-service training: HCWs who took psychiatric course during collegéniray.

In-service training: HCWs who took on job training about psychiatry.
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4. 11.Ethical considerations

Ethical clearance was obtained from Jimma UniveiGibllege Health Sciences and Permission
letter was also obtained from Wolaita Zonal Hedkipartment and District Health office. Verbal
Informed consent was obtained from each responraféert explanation of the study objective.
The right to withdraw from the research procesamngt point in time was respected. Privacy and
confidentiality was maintained during the interviprocess.

4.12. Disseminations and communication of the findings

The results of the study will be presented and stibdhto Department Epidemiology Jimma
University. After having approval from the Departmeit will be communicated to concerned
bodies through reports. The findings will also bssdminated to different organizations like
Ministry of Health, SNNPRS Health Bureau, Zonal lHedepartment, and stake holders or
partners that will have a contribution to mentadltie program, especially in primary health care
unit. The findings will be also presented in vagomorkshops and conferences and an attempt
will be made to publish the research article irestific journals
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5. Results
A total of 278 HCWs who were available during thexipd of data collection were reached; of

whom 264 of them agreed to participate and givirggultimate response rate 94.9%. Sodo town
health center comprised larger proportion 23 (8.0¥%}he respondents; followed by Tebela
health center which encompassed 21 (7.9%). Thenmim numbers of participants were from

Wagara health center which comprised 4 (1.5%).

5.1. Socio demographic characteristics of study participants

The age of the study participants ranged from 285tgears with the mean age 27.57. The age
group 20-29 constituted the largest part that cagedrl92 (72.7%) of the respondent. Almost
half, 138(52.3%) of the study participants were d&m Majority 145 (54.9%) of the study
participants were married followed by unmarried {44.3%). One hundred seventy six (66.7%)
participants were protestant; while 63 (23.9%) &6¢b6.1%) of them were orthodox and catholic
respectively. With regards to their professionahrelsteristics, 135 (51.1%) were nurses,
followed by health officers 86 (32.6%) and midwiferl (15.5%). Majority 142 (53.8%) of them
were diploma holders. Regarding the work experielié (44.7%) of the study participants had

greater than five years of experience (Table 2).
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Table 2. Socio demographic information of health care workers in selected primary health care unit Wolaita
Zone, Southern Ethiopia, May 2016.

Characteristics Frequency percent
Age(n=262) 20-29 191 72.3
30-39 61 23.1

40-49 6 2.3

50-59 4 15

Sex(n=264) Female 137 51.9
Male 127 48.1

Religion(n=264) Protestant 176 66.7
Orthodox 63 23.8

Muslim 9 3.4

Catholic 16 6.1

Marital status(263) Unmarried 119 45.1
Married 144 54.5

Divorced 1 0.4

Ethnicity(n=262) Wolaita 215 82.1
Amahara 25 9.5

Others 22 8.4

Educational level(n=264) Diploma 142 53.8
Degree 90 34.1

Postgraduate degree 32 12.1

Field of Study(n=264) Diploma clinical Nurse 106 40.2
Degree clinical nurse 29 11

Health officer 88 33.3

Diploma midwifery 36 13.6

Degree midwifery 5 19

Pre-service training(n=264) Yes 222 84.1
No 42 15.9

from where you get(n=222) from Collage 222 100.
Clinical Attachement(n=222) Yes a7 21.2
No 175 78.8

Work experience(n=262) <3 years 94 35.9
3-5 years 49 18.7

>5 years 119 45.4
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With regards to regular contact with mentally i#gple (50.4%) said had contact. Around one
hundred eighty six (70.5%) reported that thereoigime to deliver mental health care. all of the
study participants reported that they had neveiret In-service training on mental health.
(Table 3)

Table 3.Health facility related information in selected primary health care unit Wolaita Zone, Southern Ethiopia,
May, 2016.

Characteristics Frequency Percentage

Regular contact with mentally ill people(264) Yes 133 50.4

No 131 49.6

Presence of time to deliver mental health Yes 78 29.5
care(n=264)

No 186 70.5

In-service training in mental health(n=264) Yes 0 0

No 264 100

Regarding the causes and risk factors for mentaéss, 99 (37.5%) of the PHC workers
considered supernatural or spiritual factors tanigortant. However, two hundred five (77.7%)
reported psychosocial causes and 214 (81.1%) rdspdniological factors played a role. from
reported supernatural causes the most respondemisfas evil spirit by 60(22.7%) followed by
magic 54(20.5%).in the case of psychosocial factiesquently equally reported are
unemployment and physical illness by one hundrety four (54.5%) followed by loss of loved
one 137(51.9%) respectively. Regarding biologicalses use of psychoactive substance
responded by one hundred seventy one (64.8%),wetlo by Neurochemical imbalance
160(60.6%).See table 4
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Table 4 Primary health care workers Knowledge about causes of, and Risk factors for mental iliness in selected
primary health care unit, Wolaita Zone, Southern Ethiopia,May,2016 (N=264)

Characteristics

N (%)

Evil Sprit

Sin Committed
Attack from evil Sprit

Magic

will of God
Curse

Evil eye

Unemployment

Divorce

Work overload

loss of loved one

conflict in marriage
Physical illness
Financial Constraint
physical or sexual abuse

Use of psychoactive substance
Neurochemical imbalance
Genetic exposure

Supernatural causes

Psychosocial factors

Biological factors

99(37.5)
60(22.7)
24(9.1)
49(18.6)
54(20.5)
25(9.5)
40(15.2)
29(11)
205(77.7)
144(54.5)
135(51.1)
111(42)
137(51.9)
118(44.7)
144(54.5)
101(38.3)
132(50)
214(81.1)
171(64.8)
160(60.6)
126(47.7)

When asked to list all the mental ilinesses thay tknew of, 70 (26.5%) of respondents did not

list any mental illness. The most frequently ideeti mental illness was schizophrenial36
(51.5%) followed by depression103 (39%), maniaipolar disorders 96 (36.4%) and anxiety 70

(26.5%). (See table 5. below)
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Table 5. Health care workers knowledge about types of mental illness in selected primary health care unit
Wolaita Zone Southern Ethiopia, May, 2016.

Characteristics
frequency
Depression 103 39
Anxiety 70 26.5
Schizophrenia 136 51.5
Mania and Bipolar disorders 96 36.4
psychotic Disorders 42 15.9
Dementia 41 15.5
Mood Disorders 48 18.2
Others 10 3.8
Not listed types of mental illness 70 26.5

When asked to list mental disorders and their spmptabout 59(22.35%) listed some of the
symptoms, 205(78%) did not list any symptoms, iatlig a low level of awareness. Of those
who listed symptoms of depression, the most fretipadentified symptoms were lack of
interest and sad mootl0(3.8%), feeling depressed or fearful 9 (3.4)s lokinterest 8(3.03) and
loss of appetite 6 (2.27%). In those who listed gigms of psychotic disorders, 7(2.65%)
respondents identified delusions and 8(3.03%) ifiedthallucinations as being characteristic
symptoms and signs with regard to symptoms of $ghirenia 11 (4.17%) reported disordered
thinking and speech as a distinguished sign angtyms(see table 6. below).

Table 6: reported mental disorders with their sign and symptoms in selected primary health care unit Wolaita
Zone, Southern Ethiopia, May, 2016.

Characteristics Reported Sign and Frequency Percentage
symptoms

Depression lack of interest and sad moo 10 3.8
feeling depressed or fearful 9 3.4
loss of interest 8 3.03
loss of appetite 6 2.27

Schizophrenia disordered thinking and 11 4.17
speech

psychotic disorders Delusion 7 2.65
Hallucination 8 3.03

Not listed types mental discords with 205 77.65

their sign and symptoms
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When asked to identify medications used in mengalth care, the majority could not identify

either an antipsychotic or antidepressant medicatichlorpromazine was identified by

107(40.5%), haloperidol by 89(33.7%) and Amitriptgl by 54(20.5%), diazepam by

134(50.8%) and phenobarbitone 149(56.4%) are reganedical treatment for mental disorders.
(See table7 below)

Table 7 Health care workers knowledge about types of treatment for mental iliness in selected Primary health
care unit, Wolaita Zone, Southern Ethiopia, April, 2016.

Treatment types reported Frequency

Percentag
Diazepam 134 50.8
Phenobarbitone 149 56.4
Amitriptyline 54 20.5
Haloperidol 89 33.7
Chlorpromazine 107 40.5
Others 49 18.6
Don’t know 68 25.7

5.2. Level of knowledge of health care workers towards mental health

The overall knowledge score ranged from 0 to 1hwitmean of 7.2. Figure 6.1 shows the
proportion of the study participants whose scoligri¢o three categories as per Bloom’s cut off
point (60%-80%).about the majority 138(52.3%) af gtudy participants fall under the category
of “low level knowledge scorefihile 64 (24.2%) were found to have medium knowk=dgore

and 62(23.3%) of the study participants were hegtell of knowledge.
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Figure 3 Percentages of the study participants whose total knowledge score fall under the three
categories of knowledge scores, in selected primary health care unit Wolaita Zone, Southern Ethiopia,

April 2016

5.3. Level of Attitude of health care workers towards mental health

A number ofquestions were asked in order to examine the @#stwof primary health ca
workers towards people with mental illness. Studytipipants were asked to indicate on-
point Likert type scale the extent to which theyemgl or disagreed with certaintements. For
example, more than 7 out of ten (78%) of the redpats either strongly agreed (33.3%)
agreed (44.7%) with the statement that all peopith \inental illness have some strar
behavior while 25.4% agreed with the stereotype that peaplh mental iliness are dangerc
more than twdhirds (67.1%) of the respondents either stronglyead (16.3%) or agres
(50.8%) with the idea thaAll people with mental illness have some stranghaber Also,
almost half (49.3%) of the respondents stronglyeedr(18.6%) or agreed (30.7%) with
notion that mentally ill patients should not beatesl in the same health centre as ger
patients. In addition, 37.9% and 21% of respondagtsed or stingly agreed that mentally |
people should not be allowed to work or to havédcén, respectively. just one fourth (25.3
of the respondents strongly agreed (6.4%) or agiE28%) with the idea of handcuffing viole
mental patients where as in thase of detaining mental patients in a solitary @lkss thai
half(43.6%) of the respondents either strongly edrg 6.3%) or agreed (27.3%). on other h
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more than 7 out of ten(77.6%) of the respondentseower strongly disagreed(35.5%) or

disagreed with the idea tfaditional healers are better in effectiveness thar medical care.

More than 6 out of ten (64.4%) respondents agra#dthe statement that mentally sick persons

are entitled to the same attention in the healtitereas general patients, while 26.1% thought

that it was not. In addition, about 58% either agr€30.3%) or strongly agreed (27.7%) with the

statement that Mental illness is a problem for &tka and 26% not supported the statement.

Nine out of ten (90.1%) respondent agreed with stegement that mental health care is

important; while 6.4% thought it was not. furthemad5.7% of the respondent either agree

strongly (52.7%) or agree (33%) with the statentleat As far as possible mental health services

should be provided through community-based faegi{iSee Table 8 below)

Table 8.Attitude of HCW towards mentally sick persons in selected primary health care unit, wolaita zone,

Southern Ethiopia, April 2016

Characteristics Strongly Agree undecids
agree

People with mental illness have unpredictable behaw(n=262) 88(33.3%) 118(44.7% 38(14.4¢
)

If people become mentally ill once, they easily beme ill 39(14.8%) '102(38.6 56(21.2¢

again(n=262) %)

People with mental illness are dangerous 47(17.8%) 67(25.4%) 63(23.9¢

It's easy to identify who has a mental iliness byhe 69(26.1%) 141(53.4% 24(9.1%

characteristics of their behavior )

All people with mental illness have some strange bavior(n=664) 43(16.3%) 134(50.8% 29(11%)
)

Find it hard to talk to someone with mental health 47(17.8%) 77(29.2%) 64(24.2¢

problems(n=663)

Even after treatment, | would be doubtful to be araund people 18(6.8%) 41(15.5%) 48(18.2¢

who has been treated for mental illness(n=663)

Mental patients should not be treated in the samedalth center ~ 49(18.6%) 81(30.7%) 29(11¢9

with other people(n=662)

People with mental iliness should not be allowed twork(n=264)  35(13.3%) 65(24.6%) 40(15.2¢

Political and individual rights of mentally ill per sons should be  25(9.5%) 39(14.8%) 13(4.9%

suspended while on treatment to help them(n=264)

Those with mental illness should not have childrem&264) 24(9.1%) 31(11.7%) 23(8.7%

Violent mental patients should be handcuffed(n=264) 17(6.4%) 50(18.9%) 44(16.7¢

Detention in a solitary place should be considereftr people with  47(16.3%) 72(27.3%) 31(11.7¢

mental illness(n=264)

I would not want to live next door to someone whods been 18(6.8%) 25(9.5%) 17(6.4%
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mentally ill(n=264)

traditional healers are better in effectiveness tha our medical 14(5.3% 15(5.7%) 30(11
care$n=2642

Mentally sick persons are entitled to the same attgion in the 90(31.1% 88(33.3%) 17(6.
health center asgeneral patients(n=264

Mental illness is a problem for Ethiopia(n=264 73(27.7% 80(30.3%) 41(1t
Mental health care is important(n=262 150(56.8% 88(33.3%) 7(2.7
As far as possible mental health services should ppeovided 139(52.7% 87(33%) 11(4.

through community-based facilities(n=262

The overall attitude score for all items was cormepufor each participant, and the minim
attitude scee was 18 and the maximum was with mean attitude score of 43.Greater
proportion 130(49.%) of the respondents was found to have negattitade and 93 (35.2%) «
them had neutral attitudend 41(15.5%) had positive attitt towards mental ilines Figure 6.2
depicts the proportion of the study participantsosé total scoreall under the categories

negative, neutral and positive attitLscore.

HCWs Attitude towards mentally ill people

percentage
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0 T 1 1
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Figure 4. Percentages of the study participants whose total attitude score fall under the three categories of
attitude scores, in selected primary health care unit Wolaita Zone, Southern Ethiopia, May 2016
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5.4. Practice of health care workers towards mental health

Regarding practice of health care workers towardstal health service 138(52.3%) said it is
hard to talk to someone with mental health probl€mn. the other hand 116(43.9%) of the
respondent said they were not comfortable withnditeg to people with mental iliness. two out
of ten (20.5%) of the survey respondent reportey thave ever provided treatment to a person
with mental illness in their health instution.19%(4%) of the respondent reported that they have
ever referred anyone with mental illness for treatfrom those who referred someone with
mental illness 23(35.38%) got feedback on the ptdithey had referred. More than nine out of
ten (92.8%) of the respondent thought that they ribd believe that they receive sufficient
support from the mental health services to buikdrthapacity.246(93.2%) did not think that the
health facility where they work can accommodate darge of persons with mental illness. The

entire respondent reported ever supervised by rneeddth specialist.

Table 9.Health care workers practice towards mental health in selected primary health care unit Wolaita Zone

Southern Ethiopia, May, 2016.

Characteristics Response n (%)
Yes No
1 Isit hard to talk to someone with mental heplibblems? 138(52.3) 122(47.7)
2 Are you comfortable with attending to people witkntal illness? 148(56.1) 116(43.9)
3" Have you ever provided treatment to persons mihtal illness 54(20.5) 210(79.5)
in your health center?
4 Have you ever referred anyone with a mental illfess 65(24.6) 199(75.4)
treatment?
5 Did you receive feedback on the patients you maferred? 23(35.38) 42(64.62)
6 Do you believe that you receive sufficient supgarin the mental 19(7.2)  245(92.8)

health services to build your capacity?
7 Do you think that the health facility where youonw can 18(6.8) 246(93.2)
accommodate the care of persons with mental ilthess
8 Have you ever supervised by mental health spetdalis 0(0%) 264(100%)

" The overall practice score for all items was comgufor each participant, and the minimum
practice score was 0 and the maximum was 7 outpids with mean practice score of 3.03.
Majority of study participant had poor practice (8.9%) which were below Bloom’s cut off

point, 60%-80%. while 67(25.4%) fair practice afi{22.7%) good practice.
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Figure 5.Percentages of the study participants whose total practice score fall under the three categories of
practice scores, in selected primary health care unit Wolaita Zone, Southern Ethiopia, May 2016
5.5. Predictors of knowledge among HCWs

Ordinal regressiomnalysis was conducted identify predictors of knowled( among HCWs.
The significance of the test for sex and regulartact with mentally ill peop were found with
p-value less than 0.05. Bo8e> and regular contact with mentally ill people opposite effect
where they estimatby negative This means that as sex of femalereases the probabil of
being inone of the higher categoriddecrease and as mxperience ofregular contact with

mentally ill peoplancreases the probability of being in one of thghler categories decrea

Table 10. Explanatory variables associated with the knowledge towards mental health based on the ordinal
regression model with negative log-log link, in selected PHCU of Wolaita zone, Southern Ethiopia, April, 2016.
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Threshold

Predictors

[Level of knowledge = 0]
[Level of knowledge = 1]

Age
0. 20-29 years
1. 30-39 years
2.40-49 years
3.50-59 years
Sex 0.female

1.male

Religion 0.protestant

1.orthodox
2.musilim
3.catholic
Marital status O.unmarried
1.married
Ethnicity 0.wolaita
1l.amahara
2.others
Educational level 0.diploma
1.degree

2.Postgraduate degree

Field study 0.diploma clinical nurse
1.Bsc clinical nurse
2.health officer
3.diploma.M.wifery
4.Bsc M.wifery

Pre-service training  0.No
l.yes
Clinical attachement 0.No
1.Yes
0. <8 years
1.3-5 years
2.>5 years
Contact mental patient 0.No
1.Yes
Time to deliver M.H.care 0.NO
1.yes

Work experience

Link function: Negative Log-log.
a. This parameter is set to zero because it is redundant.

Parameter Estimates

Estimate

-1.973
-.918
-1.121
-.773
-.780
a

-.611
Oa

-.444
-.945
-.809
Oa
.683
Oa

-.758
-.108

Oa
1.038

-.067
Oa

-1.446
-.261
-.097

-2.035

a
568
a
.303
a

.768
.228

-.639
a

-.365
a

Std.
Error

1.528
1.528
725
.686
.959

.212

422
.502
.752

.237

.385
.386

1.199
423

1.455
1.369
1.307
1.047
998
265

304
291

.213

.201

Wald

1.668
.361
2.390
1.270
.662

8.302

1.106
3.540
1.159

8.288

3.882
.079

.750
.025

988
036
006

3.779
323

1.310

6.371
615

9.013

3.277

= O ORRPRFR OF ORRPRRPR

o r P

oOR R PEP R

ORrOrRORROROR

Sig.

197
.548
122
.260
416

.004

.293
.060
.282

.784

.069
779

.386
.874

320
849
‘941
052
570
252

072
433

003

.07(5

95% Confidence

Interval
Upper
Bound

Lower
Bound

-4.968
-3.912
-2.543
-2.117
-2.659

-1.027

-1.272
-1.929
-2.283

.218

-1.512
-.865

-1.311
-.896

-4.297
-2.945
-2.660
-4.087
-1.389

-216

172
-.342

-1.055

-.759

1.021
2.076
.300
571
1.099

-.195

.383
.039
.664

1.148

-.004
.649

3.388
761

1.406
2.422
2.465
017
2,524
821

1.364
798

-.222

030

5.6. Predictors of Attitude among HCWs
Ordinal regression analysis was conducted to ifleptedictors of attitude towards mentally ill

people among HCWsThe significance of the test for regular contaghwnentally ill people

was found with p-value less than 0.05. Regular adintvith mentally ill people has opposite
effect where it estimates by negative. This me&iag ho experience of regular contact with
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mentally ill people increases the probability beingone of the higher categories (favorable
attitude) decreases.

Table 11. Explanatory variables associated with HCWs Attitude towards mental health based on the ordinal
regression model with negative log-log link, in selected PHCU of Wolaita zone, Southern Ethiopia, April, 2016.

Estimate

Level of attitude =0

Age
0. 20-29 years
1. 30-39 years
2.40-49 years
3.50-59 years
Sex 0.female
1.male

N
o
N

»

Religion 0.protestant
1.orthodox
2.musilim
3.catholic

Marital status O.unmarried

1.married

I

Ethnicity 0.wolaita
1.amahara
2.others

Field study 0.diploma clinical nurse
1.Bsc clinical nurse
2.health officer
3.diploma.M.wifery
4.Bsc M.wifery

[{e]
~

Contact mental patient 0.No
1.Yes

Time to deliver M.H.care 0.NO
1.yes

oy
©
~
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5.7. Predictors of Practice among HCWs

Ordinal regression analysis was conducted to ifleptedictors of practice among HCWs
No significant association were found among predgcof ordinal outcome variables

Table12.Explanatory variables associated with HCWs practice towards mental health based on the ordinal
regression model with negative log-log link, in selected PHCU of Wolaita zone, Southern Ethiopia, April, 2016.

[Level of practice = 0]

Age 0. 20-29 years
1. 30-39 years
2.40-49 years
3.50-59 years

[oe]
a1
[e¢]

oW
oB& 3
o * S

Sex 0.female
1.male

i
N
©

Religion O.protestant
1.orthodox
2.musilim
3.catholic

P
=
[N
o

N
w
X

Marital status O.unmarried

1.married

w
~
w

Ethnicity 0.wolaita
1l.amahara
2.others

by

Field study O.diploma clinical nurse
1.Bsc clinical nurse
2.health officer

3.diploma.M.wifery
4.Bsc M.wifery

R
.

Contact mental patient 0.No
1.Yes
Time to deliver M.H.care 0.NO
1.yes
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6. Discussion
This study assessed the knowledge, attitudes autige towards mental health among HCWs in

selected primary health care unit of Wolaita ZoneSbuthern Ethiopia .In this study, nearly
about 138(52.3%) of the study participants fall enthe category ofléw knowledge score”
while 64(24.2%) were found to have medium knowledgere and the rest 62(23.5%) of the
study participants were high level of knowledgeemty three and twenty one percent of health
care workers said that causes/risk factors for ateitiness were evil spirit and magic
respectively. Almost more than one out of ten (¥5.9= 42) of study participants had not
received pre-service training in psychiatry cariiog patients with mental health problems,
including during their collage study. The findingtbis study is lower than the study done in
India (28%, n=13) the difference might be due tacational curriculum or different sample
population £1). More than eight out of ten (84.1%, n=222) hackieed pre-service training on
mental health However, of these, only 21.2 %{(4Y) reported having a clinical attachment in
mental health care during their training, the m&jo{78.8%, n=175) were not. And all of study
participant reported that they had not taken inisertraining since graduating from colle@ar
finding is also parallel with study done in Ethiagimma zone and higher than the study done in
India79.6% of the general practitioners did notWrthe criteria for diagnosing mental illness
and had not received any form of training to dedahwmental iliness in India3@,33.In this
study the majority of respondents believed that taleiliness could be caused by use of
psychoactive substance (64.8%, n=171), Neurochéimitelance in the brain (160, n=60.6%),
genetic exposure (47.7%, n=126) and financial caimgs (38.3%, 101), this finding is lower
than the study done in Nepal, these differencehtridg@ due to different sample populati®r
our health care workers reported supernatural saokenental illnessheir perception on the
causes of mental health problems may not go wih ofi the public because of their training.
However, more than three out of ten (37.5%) heecdite workers still thought that supernatural
power such as evil spirit, sin committed, attaakrfrevil spirit, magic, will of God, curse, and
evil eye could causes mental health problems, wisdiigher than the study done in Ethiopia
Jimma zone, the difference might be due to deepedmegative cultural belieflowards people
with mental health problem since health care warlee from the community even though they
have medical knowledge backgrouhd)Concerning to least types of mental disordersh wit
their sign and symptoms majority of the respondérit65%; n=205) not listed. From those they
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listed depression were reported 10(3.8%) said ¢hakterest and sad mood; 9(3.4%) said feeling
depressed and fearful, 8(3.03%) reported losstefest and 6(2.27%) said loss of appetite. in
those who listed symptoms of schizophreniall (4)15&d disordered thinking and speech and
for psychotic disorders 7(2.65%) said delusion &®103%) reported hallucination. The finding
of this study revealed that When asked to identisdications used in mental health care, the
majority could not identify either an antipsychodicantidepressant medication: chlorpromazine
was identified by 107(40.5%), haloperidol by 89738) and Amitriptyline by 54(20.5%),
diazepam by 134(50.8%) and phenobarbitone 149(56at% reported medical treatment for
mental disorders where as 68(25.7%) of the respunu# listed types of treatment for mental
illness indicating poor awareness about pharmaambdinowledge and this indicting us the
need for training for primary health care workers.

Mental illness stigma is a serious concern, dué@stompact on patients’ willingness to seek
treatment, their quality of life and the discrimtioa that mentally ill individuals facelf).By
activating uninformed and negative responses froemhbers of society and threatening
individuals’ self-esteem and self-efficacy, stigthavarts the growth and potential of individuals
and families suffering from mental illness5]. Sartorius {5) noted that stigma extends to the
institutions, health care workers and even mergalth specialists who provide treatment. One
result is that “stigma makes community and heakiigion-makers see people with mental
illness with low regard, resulting in reluctance itwest resources into mental health care”.
Missing a diagnosis of mental disorder within aeyahhealth facility has been associated with
negative stereotypes and stigmatizing attitudesorted among hospital staffs who have
sufficient knowledge about schizophrenia and deyoes (L7).The finding of this study
suggested in line with that, more than six out erf (49.2%) study participant expressed a
generally negative attitude towards mentally iltigats. this study lower than with the study
done in Nigeria, the difference might be differesample populatio(). this finding also
identified,more than seven out of ten (78%) of the respondstiter strongly agreed (33.3%) or
agreed (44.7%) with the statement that all peopitth vnental illness have some strange
behavior, this study higher than from Zambian sttigly difference might be due to lack of
training and deep rooted cultural beliEf). more than four out of ten (43.2%) reported eithe
strongly agree 17.8% or agree 25.4% with the stgpeothat people with mental iliness are
dangerous, this finding is parallel with the studigne in Zambi&(9). A sizeable number
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210(79.5%) had felt that , It's easy to identifyavhas a mental iliness by the characteristics of
their behavior ‘insane’ ‘violent’ and ‘dangerousidicating their negative view. Similar view
was found in a study conducted in US, where m3jof@#2.4%) respondents believed that
symptoms of mental illness are associated withrgiatieviolence {3). our finding is higher than
the study done in Zambi&9). It can have implication in patient care and ovenalllook to the
discipline.

Our finding revealed that Majority of study partiant had poor practice 137(51.9%) which were
below Bloom’s cut off point, 60%-80%. while 67(2%2 fair practice and 60(22.7%) good
practice. Regarding practice of health care workewsgards mental health service 138(52.3%)
said it is hard to talk to someone with mental tieptoblem. On the other hand 116(43.9%) of
the respondent said they were not comfortable afitttnding to people with mental illness. two
out of ten (20.5%) of the survey respondent repotteey have ever provided treatment to a
person with mental illness in their health instoti®9 (75.4%) of the respondent reported that
they have ever referred anyone with mental illfesgreatment.

Having no experience of regular contact with méwntadl people increases the probability of
being in one of the higher /favorable attitude/egaties decrease. This support the previous
findings, for example those from Mitsuko Yamadaaktwho investigated nursing students’
attitudes toward people with mental disorders andwgd that nursing students having the
experience of contact with people with mental disos had positive attitudes toward
them{@2,44). And another study by Nikolaos Kazantzis, founhdttrespondents with high levels
of prior contact with people who have a mentaleils were more comfortable in interacting with

people who have a mental illnessy
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7. Limitation and Strength of the study

7.1. Limitation of the study

>

>

Presence of unanswered knowledge questions, iabpdbe open ended ones meant
some insights could not be captured.
The self-administered nature of the questionnaiesanh that responses could not be

investigated further with follow up questions asdbe the case of an interview.

It is better if this study was supported by quéiimmethods.

Generalization of the findings of this study inetlsettings needs careful consideration due
to geographical and infrastructural differences.

Lack of Practice related literature which is dongpamary health care unit was also one of

the major challenges that we faced during the spediypd.

7.2. Strength of the study
This study explored knowledge, attitude and practt health care workers on mental

health perspective by covering study participaotrfrhealth centers, which were from

rural and urban town.
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8. Conclusion and Recommendation

8.1. Conclusion

From the findings of the study, the following conclusions were made

1. Generally participant had low level of knowledgavards mental health

Majority of health care workers were reflected nirgaattitude towards mentally ill
people.

3. more than half of health care workers had poortjmeatowards mental health care

4. Sex and having experience of regular contact witntally ill people were found

predictors of knowledge.

Having experience of regular contact with mentdllypeople was found predictors of
attitude.

8.2. Recommendation

Based on the study findings and the above conalasibe following recommendations were

forwarded.

v

Training should be given to improve HCWs knowledg#itude and practice towards
mental health.

It should be better if HCWs have experience of lagtontact with mentally ill people
since; it has been shown to be a potent fact@dnging stigmatizing attitudes.

Our work continues to add weight to the argumeatt stigma towards mental illness exists
across the globe, including Ethiopia where uniquitually appropriate interventions will
need to be developed by local government and coeddyody.

Further qualitative research is needed to bettéerstand the culturally specific thinking of
causes of mental illness.

Policy makers in the area of health should takerdéiselt of this study as an input in the
future.
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Annexes

A: Consent form for the study

Hello, my name is Bezabih Belay and | am a studgnfimma University College Health
Sciences, currently conducting a research to asseswledge, Attitude and Practice towards
mental health among health care workers of Wol&itme. Thus, | am requesting your
cooperation to fill out the survey question whichll iake about 20 minutes to complete.
Participation in this survey will be voluntary, aifd/ou don’t want to participate or if there is
any question you don’t want to answer you can gkighe next, or if you choose not to
participate you could withdraw at any time. | agsal information that you provide will remain
strictly private, and confidentiality of responsesuld be maintained during and after data
collection. Only numbers will be assigned to eaopycand no name will be required on the
guestionnaire. The numbers would facilitate datyeand analysis, so no one can link your
identity with the registration numbers. Your indival answers will not be discussed with the
staff members. Findings from this research areebed to serve practitioners to design evidence
based programs. Moreover studies in similar topicch may be conducted in a different scale
and depth can make use this study as a spring .biolaoge you will participate in the survey as
your feedbacks are important. Thank you for youfiwgness to be my study participant and

taking time to fill study questionnaire.

If you have any questions & concerns about theysyod should contact:
Bezabih Belay
Jimma University, college of Public Health & Medi Sciences
Dept. of Epidemiology
Mobile Phone: +251913301967/+251964978752

Emailibeza545@gmail.corar fikiru1987 @gmail.com
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B: Questionersfor the study

Questioners to determine knowledge, attitude, aadtice about mental health among health

care workers in primary health care unit Wolaita&oSouthern Ethiopia,2016.

SECTION 1: Questions to assess SpBiemographic Information

NO. | QUESTIONS AND FILTERS| CODING CATEGORY Remarks
001 | How old are you? Age in years---------------
002 | What is your gender? 1.male
2.female
003 | Marital Status 1.Single
2.Married
3.Divorsed

004 | Which ethnic group would youl. Wolaita 2.Gamo
belong? _
3. Sidama 4.Gurage.
5.0romo 6.Amahara

7.Tigre 8.others------------

005 | What is your educational 1.Diploma

level?
2.Degree e 3.postgraduate degree

006 | What is your field of study? 1.Diploma Nurse
2.Bsc Nurse
3.Health officer

4 Midwifery
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007 | Have you taken pre service | 1.Yes

training in mental health?
2.No

3.1 don’t know

008 | If yes, where do you get? 1.from collage
2.from health professional

3.others

009 | If yes for Qua.No 008, is therel.Yes

clinical attachment?
2.No 3.1 don’t know

010 | What is your work experience?

In years
011 | In which Woredas the health
facility you work is found
Name
012 | In which Health center you
work?
Name
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Section 2:Health facility related information

Questions Answers Remarks

201 | Do you have time to deliver mental healthi.. Yes 2.No

service in your health center?

202 | Have you taken in- service training in | 1.Yes 2.No

mental health?

203 | Do you have experience of regular contdcyes 2.No

with mentally ill people

SECTION 3: Questions to assess Kmedge of the Respondent

No Questions and filters Coding category Remark

301 What do you think1.evil sprit 2.due to sins committed
causes/risk factors 0f3. Attack from the devil

mental 4.magic 5.will of God
illnesses?(circle one or 6.unemployment

all that apply 7.Divorce 8.genetic exposure

9.work overloud  10.loss of loved one
11.confilct in marriage

12.Non mental illness

13.financial constraint

14.physical or sexual abuse 15.Curse 16.EVil
eye

17.use of psychoactive substance

18.Nuerochemical imbalance

302 Please list at Least 4
types of mental illnesg

that you know?
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303 Please List at least 4
mental disorders with
their symptoms?

304 Please Mention types

of medication for

mental illness at list 4

SECTION 4:Questions to assess attitude of the respdent

from questions 416-419)

(negatively worded statement from question401—41&re/las positively worded statement

S.N
0

Questions

Agree
strongly

Agree

Undecid
ed

Disagree

Disagree

strongly

401

People with mental illness

have unpredictable behavior

402

If people become mentally ill
once, they easily become ill

again

403

People with mental illness ar

dangerous

e

404

It's easy to identify who has
mental illness by the

characteristics of their

oL
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behavior

405

All people with mental illness

have some strange behavior

406

Find it hard to talk to
someone with mental health

problems

407

Even after treatment, | would
be doubtful to be around
people who has been treated

for mental illness

408

Mental patients should not b
treated in the same health

center with other people

11%

409

People with mental illness

should not be allowed to wor|

410

Political and individual rights
of mentally ill persons shoulg
be suspended while on

treatment to help them

411

Those with mental illness

should not have children

412

Violent mental patients
should be handcuffed

413

Detention in a solitary place
should be considered for

people with mental illness

414

| would not want to live next
door to someone who has

been mentally ill

415

traditional healers are better

in
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effectiveness than our medical

care

416

Mentally sick persons are
entitled to the same attention
in the health center as general

patients

417

Mental illness is a problem

for Ethiopia

418

Mental health care is

important

419

As far as possible mental
health services should be
provided through communityr
based

Facilities

SECTION 5:Quastis to assess Practice of the Respondent

S.NO

Questions

Answers

Remar

501

Is it hard to talk to someone with

mental health problems?

l.yes

2.No

3.1 don’t know

502

people with mental illness?

Are you comfortable with attending to

l.yes

2.No

3.1 don’t know

503

persons with mental illness in your
health center?

Have you ever provided treatment to

l.yes

2.No

3.1 don’t know
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504 | Have you ever supervised by mental 1.yes 2.No
health specialist? 3.1 don’t know
505 | Have you ever referred anyone with gl.yes 2.No If No,
mental illness for treatment? 3.1 don’t know skip to
guestion
407
506 | Did you receive feedback on the 1.yes 2.No
patients you have referred? 3.1 don’t know
507 | Do you believe that you receive 1.yes 2.No
sufficient support from the mental 3.1 don’t know
health services to build your capacity?
508 1.yes 2.No

Do you think that the health facilit
where you work can accommodate

care of persons with mental ilinéss

y3.l don’t know
he

5

0




C: Amharic version Consent form for study

(DAL F HT7 MG argesP Raveavs@ /7% Wit sk CUHAN +299t 2°C 29°0% MG
0N PPF NALIPC MS AL PATDF A@P i THALS AmPPI® U373 AdP19°19° OFHHIP.
ame,P

PAICICTE 9940168, Ph

MG SAPATTAL (HAY 1AL NB9] 27aCht PUNLTAN MG AmANP L9IHCA L9164
+996 Thi: QU TGHS 9OCIC DAL HY MS avgesP PavBavs @ 028 hidlnet (g
PUHN TP 2C 2904 PG AAPPPT (ALIPC MG AL PATFDT AdPTi TTHLS
AMPPT® v AP FHOE oM@ 10-ihHY TG eTLTT@O Oyt
AQAG>-PPFI° (TINLE 01814, 0P L ATIPLS HU- 1P +avaag 76T ATINGDT ATLLAT
ATLPT RIRvQCLLLTT £INIAN A LFA0A: QUTT NPT AL Ptav(lt
aon PP Aavav-At 15 £P P 0T ENPF LT APATE NALAT AR 1L%IPIA TG U-9° aPd-+q.
nBavs. N4 97T O9° LH ARCMD- av@-Mt o A::

ATLEPE PTLAPPFD- aopNF (avh TLNTERIFFD- OFmOP LUPTA:: OAHY
AATTTIEP A AATLATPTFD- avACTF NIPOTC PP 9°79° ALTE OO ARCINP:: PACHS
(Y Tt OO +AFE @PT ATSE FFA v-23 aomGPP NF ALP7T NALIC mS
AINNT aPAAN he s AOTPoA OATLTLO OHY TOF @OT AP%Até NAhOCT
hAmBPAU-::

Aten714 a2 NhAh €7C 0913301967/096497879R.9° A.7%L4A
beza545@gmail.comeTH% e an::

PGk ATMNTE 4.PLE §17?

A T4AU-

ANVTGIP

A+ & PLET NIPE ML PMPE PPEPTF OAS::APATE £.PLE NAPT Lo9°
AAPN 1D PPED7 PECMe::
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D: Amharic version of the questionnaire for the study

hed 1:0FPmPe@ AmPAL PTINE-P avl8 PtavAt avmPd

tedk | TORPT aA( hOE
001 | AL9LP (7l 10-?
----------- Gavit
002 | 239 978, 10-? 1.0t
2,078,
003 eONFP v 9718 107
1. ea70 2910
3. o142
004 | Nwla® 7L 12 1magd 2o
3.047 41e0
5.hcP 6491¢- 714
Y R
005 Pav-PP 06 9oL 17 18Tk
286
308 TheT @L. L4 £
(postgraduate Degree).
006 Pav-PP hert PRI~ ? 1lich
2.m5 ooy
3.APAE ICO
007 Nav-2P hav(i-FP (41 (hLI°C 1A? A AP Ot 1% .08
MS AL IAMT ONALPA? 248 LA
008 et AAMSO7 ATFH? 1hbAE,
2.hmq Qnav-g
3.narTFemeb-----mmmmmmeean
009 OA AT-A29°C Vh9°T IJ°Cavs- 1A®
(clinical attachement) 2.h8L0P°
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h2Ams@- Nq1C 1NC?

010 Nav-PP NMPAAD- AI°7 PUA 1LH,
AATINPA? |

011 P9.04-0T @A (P

012 PTLA%0TF M5 NLE AF°

hed 2:2m.s &Ce-t (healthy facility relatedy-+aeant ool

Section 2:Health system related information

TE a0 Alvieet

201 | PALIC Va2 9777 AINYI° (& LH AA/G7? 1hA 2009°

202 | OA ALIPC M5 N99.0oANt 07¢- AL MG 1.A® 250,LA9P
(In-service trainingpn Lo~ e@-Pi-?

203 | newnian o0 oL Nm.s +E7t o 1LA® 2K0,209°
P26 0% PhRI°C NOHE 2C NAMA 197D+
PO Pv

53




hed 3:PALIC MG PhADPT LLE7T 071400 oM EP

(AR

TPRPT

ao\N

A0S

301

nLotat CRPTF @OT ALLIOC
Uaog® 099 0 DA\ M PPN 0P 2 a0 (k|
goLP?

1AChO 9220

2. hPET oo it h1a
3.hachda avdn PPt e

4. nao-t o1

5.047/C ¢.$& ot+1a

6.07¢- APt e+

7.0H4C avd gt o1

9.n¢ ms eta
1092970407 @< N°F “INF
110+4C @O aemAt+

12 hadet (NPT o1
130770 At 1A

14 A0AR @OL9° P3¢ +7ha o1
150AC977 o414

16005 AR7 P11a

17 A29°C7 0918194 KT havmbd® o1
1804L9°C @t Pi

ho1haef(Neurochemical imbalance)
hhaeamge
19.genetic exposure

302

ANDP7 hFPLm-E+ PALICE Yarg®
(mental illnesshe it 1.£70
het (4) erear?
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303 ANhPT PPkt PhLICE
aviO+(mental disorders)e -t
(.70 heE1(4) hant PahAT
L1PPO-

304 PALIPC YarI®7 ATTNI° hI°L10T

a8 it ALTRT (L9770 Al (4)
2TPnR?
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heA 4 :HA3Ga A ARPPC MG PATO- havahht P+aoahk TEEPT

e | DL 1TOT 0ULATIPET Gavie | AMgP ANTITIAU- | evhnAT | AAOTT9I9° | NNIP AAATTTTI°
ANTITIAU-
401 | fhL9PC vaoge PANTFD- AP
Pa7e10v+ QU hANFO-
402 | 0P T A78a NALICE Yard® hrtme
OPAN (F2.099° 8 FavTq
403 | PALIPC yaod PANFD- APT ALITT

SFo-

404 | PARIPC varg® PANTF DT APT NPAN
hgeeagt Qus +i1vtr apaet A PTFAAT

405 | U-x9° CARIPE vargP PANFD- APT
P+AL VS LALN

406 | PALIPC yaod® WANTF®- APTF DG
T@-¢-+ AMg° nOL: 1@-

407 | huho®q 02a° P77 A7 Am10FO-
ao Py NI PAL.L-N

408 | PARIPC varg® CANF®- APT hAdeT
OAHEF OC 1o+ (A2E MG AL
av Fng° eANF@-g°

409 | PALIPC yaod PANF®- APT ¢
W2L:04 avg L 10, AL LAIP

410 | PARIPC varg® PANF®- APF7 ATTYP
A0A 270 ENG P10 oo, F~Fo- avh(1C
PANT®

411 | PALIPC Vard® CANT ND- AP AT LD~
Ag109°

412 | 29400 PALIPC NOFE NAZOAT
aFAC ANOT

413 | PALC NTHETF ANFFo-

N HHIEAT@- \J adP+ AANTFD-
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414 | ehLI°C NOHS @ Lk As h9°TCOT
O+ AT WPt AATCP

415 | hL9PC NA+G ATTh9° hHarGP vhoeq
LAP LQVA VIS eHAaA 1@

416 | PALPC NOHET A2LANT OOTTT
Om.S ML OO NAA o3t
ANOTF@D-

417 | PALIPC Vard® NATEX P PUNLTAN
mS FIc 1o

418 | PALIPC MG UNIPS ANLAT, 10+

419 | PALIPC m.S A1ANT OFFA 9oy

UN&HAT 09ThA moS +R° aoamet
ANOT

h§A 5 M3 €a An ALPC M5 Vh°S +9104 etavahrt: TEPT

tedk | TERPT av\( hOE
501 | PALI°C M. TOIC NANT A+ OC Tt N 10<? 1A® 2hLLAP
502 | PARIPC Yarg® PANFD-7 APT T HA®- TThg° LavFFi? 1h® 24040
503 | 0mS NOLD (T PARIPC YIPIOHG"T aPCIPl AL CIM- SD-F (7 1h® 2AKLLAP°
504 | NATALPCMSNFAANTIAALIPCVNIPGLIETRTTATLLID-PO-PA? | LAP 2hLLAP°
505 | PALI°C vard® PANTT A@- ¢-HAA UhIPG @L TLOTLNT STC ALCID: | 1 AP  2hRLA® | AR AP hUY
P P? LI PPAD7
LavhAai
506 | &BC NALLTT MOTS 9L avih RCOVF SD-PA? 1A 2.
ARLAI®
507 | A AR9PC UhIPS A1A1NeT (9°aPADT +I0L0-7 &0G holavAntD- | 1 19
ATTFAU- NAD+ LAON? 2. A2
508 | ACAP 9PA%0F MG NP PALIPC VaP-TT7T ATINHG1L (4 10 14P
AA@- LA 2.h2LAT°
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I: Bloom’s cut off point and coding of the scores
Knowledge section

A correct answer was given 1 score and 0 scorerfong answer. The scores vary from 0-14
points and were classified into 3 levels as folloB®om’s cut off point, 60%-80%.

Scores Descriptions
111-14 (80-100%) High levels

1 8-10 (60-79%) Moderate levels

10-7 €59%) Low levels

Attitude section

The rating scale for attitude questions on a Likestale which include both positive and
negative was scored as follow:

Positive statement Negative statement
Options Score Options Score
Strongly Agree 4| Strongly Agree 0
Agree 3| Agree 1
Neutral 2| Neutral 2
Disagree 1| Disagree 3
Strongly Disagree 0| Strongly Disagree 4

The scores were classified into 3 levels (PositNeytral and Negative Attitude).
1 Positive Attitude 61-76 scores (80%-100%)

1 Neutral Attitude 46-60 scores (60%-79%)

1 Negative Attitude 0-45 scores $9%)
The practice section:the overall practice status towards mental hdalgaid to be (good, fair
and poor) based on the same criteria (Bloom’s ffysant, 60%-80%).

Score esdription
0 7—38 (80%---100%) good practice
0 5---6 (60%---79%) fair practice
0 0---4 <59%) poor practice
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