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Abstract

Background: Mental distress is a syndrome of mental disturbance manifested by behavioral,

psychological, and physiological reactions to a significant stressor.

Objective: To assess the prevalence of mental distress and associated factors among health

professionals working in JUTH, south west Ethiopia.

Method: This study was conducted using a cross-sectional study design. All health professionals
were involved in this study from various disciplines. Self-report questionnaire (SRQ-20) was
used to detect mental distress. Other structured questionnaire related to socio-demographic
characteristics, burnout, working area condition, and substance use habit were used to collect
data. Data were entered into SPSS version 16 and analyzed by using default (enter method).
Multivariate logistic regression was used to identify the independent predictors of mental
distress. In the final model, all variables with P-value <0.05 were declared to be significantly

associated with mental distress.

Result: Out of the total participants (334), 29.9% (n=100) of them found to have mental distress.
Prevalence of mental distress among women and men was similar (31.8% and 29.4%
respectively). Mental distress was 4.47 times higher among participants with high burnout score
(AOR=4.47, 95%CI=2.37-8.44). Additionally, the likelithood of developing mental distress
among physically and verbally abused staffs was 2.34 times higher than their counterparts. Also
it was more than two times higher among health professionals reported poor prospect of

promotion than those who reported good prospect of promotion.

Conclusion: High prevalence of mental distress was found among health professionals.
Identified association of mental distress with work related factors needs for immediate and far-
reaching interventions in promoting health professionals by incentives, trainings and educational
opportunities. JUTH also shall to work hard in prevention of burnout among these staffs and in
preventing them from any kind of physical or verbal violence by implementing rules and

regulations.

Key words: mental distress, health professionals, burnout, work related factors, south west

Ethiopia
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Chapter One: Introduction

1.1 Background

Mental health is defined as a state of wellbeing in which every individual realizes his or her own
potential to cope with the normal stresses of life and is able to make a contribution to his or her

community [1].

Currently, common mental disorders are big causes of morbidity and mortality globally which
affects mainly the productive generation [2]. Different studies proved that the incidence and
prevalence of mental disorders in the working population is getting increased in the last decades.
Common mental disorders affect 15 up to 25 percent of working population globally [2, 3]. From
emotional disorders, both anxiety and depressive disorders estimated to affect about one-sixth of
the working age population. At least, every fifth person is suffering from severe symptoms of
mental disorder which is affecting their day to day activities, social relationship, and financial

income [4].

Mental distress is a mental disturbance which encompasses symptoms of psychiatric disorders in
response to significant stressful conditions; manifested by prominent symptoms of sadness,
frustration, fearfulness and with a number of somatic complaints which doesn’t fulfill criteria for
depressive or anxiety disorders [5]. It also characterized by unpleasant subjective states such as
feeling tense, worried and worthless disturbance in an emotional condition that involves negative
views of the self, others and the environment [6]. These subjective states can reduce the
emotional resilience of individuals and put an impact on their ability to enjoy life and to cope

with pain, disappointment and sadness.

World federation for mental health (WFMH) in 2010 released report regarding the necessity of
integrating mental health with areas of development efforts such as education and human
resource management. This is because non-communicable diseases like heart disease, diabetes,
cancer and respiratory diseases as the new scourge, with the relationship to mental health is both
intimate and unavoidable. World health organization (WHO) convinced lately as there is no

health and development without mental wellbeing [7].



In Australia absenteeism from work due to mental distress costs $5.12 billion per year, average
six working days of productivity were lost per individual per year. Mentally disturbed employees
took nine times more sick leave than healthy employees [8]. Employers, employees and unions
are starting to realize that mental disturbances are the single most important cause of disability
responsible for a global burden of disease larger than the sum of disabilities resulted from
infectious diseases, cancer and physical accidents which is contributing greater impact on global
economy by affecting human resource through increasing absenteeism from work, sick leave,

compensations and by other different reasons [9].

Mental distress is the most common problem among health professionals working in health care
facilities due to psychosocial challenges, high work related stressors and other socio-economic
factors. It is characterized by symptoms of anxiety and depression which is manifested by

behavioral, psychological, physiological and mental reactions [7, 9].

Health profession is always demanding physically and mentally which requires careful and
clever decisions in life and death issues in short span of time, with limited resources at hand
especially at the time of medical emergency [10]. Their professional responsibility obligates

health care providers to stand at frontline during time of their patients’ crisis.

Although health care professionals of all grades have lower rates of many kinds of physical
illness than the general population, contrarily they have higher rates of mental distress when
compared with the general population [6, 11]. For instance, committing suicide among women

and men doctors was 3.2 and 1.4 times higher than the general population respectively.



1.2 Statement of the problem

Mental distress is combination of abnormal thoughts, emotions and behavior which significantly
affects normal life style of individuals in areas of self-efficacy, self-autonomy, competence and
the ability to realize one’s own intellectual and emotional potential [1, 12]. Currently, mental
distress and substance use were the leading causes of disability and morbidity across the world
[5, 12]. People with severe symptoms of mental distress are emotionally unstable, behaviorally
neglecting their self-care, socially isolated, poor in communication and suffering from frequent

somatic pains [4].

Work and work organization conditions affect psychological wellbeing of employees as a result
of excessive working hours, time constraints for their families, conflict with staffs, role
ambiguity and job insecurity. Poor chances for advancement (promotion), verbal or physical
harassment from superiors, health and safety risks were also identified sources of mental distress

at work place [8, 13, 14]

In member states of the European Union, costs associated with mental distress and other neuro-
psychiatric disorders bring 3% to 4% loss from general national product in each country.
Meanwhile in USA, cost estimated for care of depressed employees is ranging from $30 - $44
billion annually, with approximately 200 million working days lost each year in the same
country [6, 9, 15]. Mental distress due to stressful working conditions is the second most

compensated case to employees following musculoskeletal disorders in Australia [16].

Mental distress is common phenomenon among adult employees working in public and
governmental health care organizations. As result it was found to be a big threat for institutions
to deliver the required goals due to increasing in the turnover rate of staffs, shifting profession to
non-clinical ones and early detection of burnout among employees were devastating in times of
medical staff shortage [14]. Working environment and co-worker communication, administrative
issues (office politics and competition), family relationship and level of income were found to be
highly associated with the occurrence of mental distress among health professionals; especially
when employees fail to purchase adequate food, clothing and services in their salary which

affects their self-esteem as well as the sense of control over one’s life [2, 17].



Sixty percent of lost work days each year were due to absenteeism, sick leave and unreasonable
leave from work globally were attributed to mental distress. More than 75% visits to health care
institutions in complaints of mental disturbance were due to stress related to work conditions.
One-third of health professional employees consider quitting their jobs; complaining about
emotional instability and unable to bear stressful conditions of their work [18, 19, 20]. Health
care providers with mental distress may make procedural faults while providing care due to

trouble in their focus, disorganization and anger.

Health professionals with mental distress could not deliver the required care and unable to play
their crucial role to their health care facility and to their community especially in the time of
advanced health care technologies, complex care processes, complex patient needs, and complex
organizational systems [14, 20]. Most health professional are experiencing mental distress and
burnout earlier in their professional carrier compared to other discipline professionals due to
demanding nature of their profession [21]. Facing physical and verbal abuse from work mates,
from patient and patients’ families found to have a significant role for mental distress and it is a

common challenge for health professionals to practice their work effectively [21, 22].

In Ethiopia there is limited information found about mental distress among health professionals.

So, this study will fill the gap and it will be base line for further investigation.



Chapter Two: Literature Review

2.1 Overview

Currently, mental distress is a growing problem of all age groups working around the world due
to increased demands for public services, work sophistication, lack of resources and higher level
of responsibilities which are creating pressure particularly to health professionals [16]. A study
conducted in University of Ulster, United Kingdom among nurses working in emergency
medicine found that, 56% of them were having at least higher level of exhaustion, burnout and

mental distress [23].

A cohort study done in Canada on public employers from 1994/1995 - 2006/2007 showed
highest prevalence of mental distress over the period 2006/2007; which indicated as mental

distress is getting increased in morbidity from time to time [2].

A survey conducted among Japanese nurses, showed that, 7% (n = 33) of the participants said ‘I
will resign from my current job within this 3 months™ and they reported as they were forced to
leave their work because of poor support from supervisors, cumulative fatigue due to workload
and absence of role model [24]. Different studies stated as health care providers are practicing

their work under high level of workload, role conflict, violence of their privacy [14, 25].

When employees perceive as their responsibility at work is to be more than they can handle it,
they are likely to experience fatigue, mental distress and exhaustion which negatively affects
their functioning [11, 15]. According to a study done in Malaysia among doctors working in
public hospitals, work overload was a significant predictor for mental distress and conflict with

work mates [26].

A study conducted in University of Limpopo, South Africa on 109 nurses’ found that, the
majority of respondents were unhappy with payment; 79% of them said they were not paid
enough for what they did and for what they deserved; and 60% of them felt that the organization

should increase their payment considering to their demanding work [27].



2.2 Prevalence of mental distress

In study conducted in Brazil in 2009, prevalence of mental distress was 24% among physicians
[28]. A study done in Nepal among a tertiary care staffs working at different departments found
that, 34.7% prevalence of mental distress among nursing staffs [29]. According to a study done
in Australia among doctors, prevalence of mental distress was 28% [30]. A study done in Greece
on 469 doctors, nurses, physiotherapists, social workers, psychologists and auxiliary
(administration) staffs showed that, 20.7% prevalence of mental distress among these health

professionals [17].

According to a study done in Addis Ababa, Ethiopia prevalence of mental distress among
employees of Ethiopian commercial bank and teachers of public and government schools was
17.7% [31]. Another community based study done in Jimma, Ethiopia found that, 25.8%
prevalence of mental distress [32]. Similar study conducted in Jimma Ethiopia on homicide

offenders and suspects showed that, 35.9% prevalence of mental distress [33].

2.3 Socio-demographic factors

In study conducted in Netherland in 2009 among 959 medical doctors from 23 subspecialties
who were working in medical centers found that, the prevalence of anxiety disorders among

female physicians (20%) was higher than male physicians (9%) [34].

A study conducted in Greece among 469 medical doctors, nurses, allied staffs (physiotherapy,
laboratory technician and pharmacist) and auxiliary (administrative) staffs to assess mental
distress and associated factors. From this study nursing profession was independent predictor of
mental distress (p=0.046) [17]. A similar study done in Queensland, Australia showed that,
doctors with in age groups above 50 years old was significantly associated with mental distress

(p=0.002) [30].

A study conducted in Ghana, Acraon and Pantang Psychiatric Hospital among nurses working in
OPD, Wards and Rehabilitation units showed that, the higher the age of the nurse, the more he or
she is exposed to mental disorders. Nurses who had served for a period of 5 and more years
were showed that higher scores for depression, anxiety and stress followed by those who had

served for a period of 1-2 years and 3-4 years [35].



A study done in republic of Somaliland among 120 doctors and nurses who were working in
intensive care unit of two hospitals in Hargesa showed that, work experience, marital status
(single and divorce ), and age were significantly associated with above the mean score of stress

(32.0 £ 11.80) [36].

According to a study done in Addis Ababa Ethiopia among employees of Ethiopian commercial
bank and teachers of public and government schools showed that, highest prevalence of mental
distress (35.5%) among younger participants (age <24 years); and mental distress was 2.47 fold

higher among women compared with men [31].

2.4 Work related factors

A study done in Netherland among medical doctors showed that, burnout was significantly
associated with mental distress (p<0.001) [34]. A study done in Chili among physicians and
nurses’ showed that, not being interested in once profession was significantly associated with
higher scores of mental distress [37]. Also a study done in England found that, highest percent of
mental distress among medical staffs who were working in accident, emergency medicine and
intensive care units [23]. Another study done in Iran found a significant correlation between

interest to work (P=0.001) and mental distress [38].

A study conducted in Massachusetts, USA among doctors found that, doctors who had poor
relationships were had higher prevalence of mental distress than doctors with good relationship
[39]. Similar study done in Australian showed that, work place violence increased the chance of
having mental distress among hospital nurses [40]. According to study done in Germany,
burnout, aggression and depressive behavior of colleagues was significantly associated with

mental distress [41].

A study done in United Kingdom among health professionals showed that, statically significant
association of mental distress with role ambiguity, lack of managerial support, interpersonal
problem with supervisor (e.g. harassment), problems of physical environment (e.g. no window

and extreme heat), poor prospect of promotion, and job insecurity [42].

A study done in Taiwan among health professionals revealed that, health professional staffs

(17%, n=36) were having higher prevalence of anxiety disorders than administrative personnel

-7-



staffs (8%, n=6). Similarly, prevalence for fear of getting infected by SARS was higher among
health professionals (37%, n=81) than administrative staffs (30%, n=23); and working
department was found to be significantly associated with acute stress disorder (p=0.002) [43].
Another study done in republic of Somaliland identified poor physical working environment as
independent predictor of mean stress score (32.0+11.80) [36]. Similar study conducted in Iran
among hospital nurses showed that, statically significant association between shift work and

mental distress [44].

2.6 Medical/Mental health problems

A study conducted in University of Miami, USA revealed that, individuals with arthritis showed
higher have prevalence of mental distress [45]. According to study done in Boston, USA among
nurses who were working in teaching hospitals, mental distress was significantly associated with
musculoskeletal disorders [46]. A similar study in United Kingdom among healthcare
professionals showed that, history of mental illness was found to be independent predictor of

mental distress (p=0.019) [42]

2.7 Substance use and distress

A study done in Thailand among health professionals found that, 1.20 to 1.35 times more likely
to have mental distress among regular alcohol users; and 1.29 to 1.41 times more likely to have

mental distress among regular smokers compared with their no-user peers [47].

A study done in Addis Ababa, Ethiopia showed that, moderate and heavy drinkers of alcohol
were 1.26 times and 1.22 times more likely to have mental distress than non-drinkers
respectively [31]. A study done in Jimma, Ethiopia among students in Jimma University, College
of agriculture identified that frequently khat chewers were having higher prevalence of anxiety
disorders (33.3% vs. 15.7%), and higher prevalence of depressed mood (43.8% vs. 16.7%) than
rarely khat users [48]. Another community based study in Jimma, Ethiopia found that, significant
association between khat use and mental distress. Also this study found that significant
association between alcohol use and mental distress. Additionally, smoking cigarette was
significantly associated with mental distress. Furthermore, higher prevalence of mental distress

(34.7%) observed among khat users than non-users (20.5%) [32].
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Figure 1: Conceptual framework of mental distress and associated factors among health

professionals working in JUTH, 2013



2.8 Significance of the study

The chance of having mental and physical illnesses increase as people are getting exposed for
variety of stressors in their life circumstance. Health professionals’ encounter a variety of
stressful conditions in their professional career due to the nature of their professional
responsibilities as well as emotional pain what they share from their patients. The demanding
nature of their job in terms of time constraint, workload, resource scarcity, and high level of
responsibility may expose health professionals for unpleasant feelings, despair, and
embarrassment. Their psycho-social role and socio-economic conditions may bring additional
burden which may not allow them to enjoy their normal life. These kinds of stressful life

conditions increase their vulnerability for mental morbidity.

Early alleviation of symptoms of mental distress by psycho-therapy is at least 32 times more cost

effective than financial expenditure for care of individuals suffering from mental illness (6).

This study identified the magnitude of mental distress and contributing factors among health
professionals working in JUTH. So, the result from this study will provide baseline information
for all concerned bodies; administrative board and policy makers to design policies and

strategies; and finally to improve mental wellbeing of health professionals.

Findings from this research can be utilized by stakeholders of JUTH and other health facility
staffs. Decision makers, researchers and any interested individuals who need working in the area

could use the findings of this study as baseline information for their further work.

-10 -



Chapter Three: Objectives

3.1 General Objective

» To asses prevalence of mental distress and associated factors among health professionals

working in JUTH 2013

3.2 Specific Objectives

» To estimate prevalence of mental distress among health professionals working in JUTH

» To identify the association of socio-demographic factors with mental distress among
health professionals working in JUTH

» To assess the association of work related factors with mental distress among health
professionals working in JUTH

» To assess the association of physical and mental health problems with mental distress
among health professionals working in JUTH

» To assess the association of substance use and mental distress among health professionals

working in JUTH

-11 -



Chapter Four: Methods and Materials

4.1 Study area and period

This study was conducted from November 15, 2013 to December 15, 2013 at JUTH, which is
found in Jimma town. Jimma town is located in Oromia regional state 346km away from Addis
Ababa, the capital city of Ethiopia to the south-west. JUTH is a teaching hospital which was
established in 1930 E.C by Italians at the time of Ethio-Italy war. At that time it was giving
service for Italian forces. Following the defeat of Italy the hospital was giving service for Jimma
town and the nearby rural and urban communities. Currently, it is serving more than 15 million
people. JUTH has a total of 11 wards (inpatient department), 523 beds and 403 permanently
employed health professional staff.

4.2 Study design

Cross-sectional study design was used.

4.3 Population

4.3.1 Source population

Health professionals who are working in JUTH

4.3.2 Study population

All permanent employee health professionals who are non-teaching staffs working in JUTH

during the study period

4.4 Inclusion and exclusion criteria

4.4.1 Inclusion criteria

All health professionals working in JUSH during the study period

-12 -



4.4.2 Exclusion criteria

» Health professionals who were recruited by Jimma University as both lecturer and
clinician

» Health professionals who were on grief within two month prior to the day of data
collection

» Health professionals who were providing a free service for the hospital

4.5 Sample size determination

Sample size was calculated using a single proportion formula by utilizing a proportion of 50% at
5% marginal error and standardized normal distribution of 95% confidence interval. The final
sample size after finite population correction formula utilized and 10% non-response rate
considered; was 216. It was found to be small to undertake this study, thus we aimed to include

all 403 eligible health professionals.

4.6 Variables

4.6.1 Dependent variables

=  Mental distress status

4.6.2 Independent variables

Socio-demographic variables

= Age
= Sex
= Religion
= Ethnicity

= Marital status

= Children

=  Monthly salary
= Service year

=  Academic status

-13 -



Work related variables

Level of burnout

Interest in one’s own profession
Prospect of promotion

Fear status of having/contracting illness
Job security

Perception about management system
Medical fault condition

Physical working environment
Physical/verbal abuse status

Perception of professional recognition
Perception of professional role
Relationship with colleagues and bosses
Resources availability

Professional support

Perception of one’s work load

Health condition variables

History of mental health problems
History of physical health problems

Substance related variables

Alcohol use
Khat use
Tobacco smoking

Hashish use

-14 -



4.7 Data collection procedure

4.7.1 Instrument

The self-reporting questionnaire (SRQ-20) tool was used in this study to detect mental distress;
and it was administered for data collection. This instrument was developed by the WHO to
screen mental distress in primary health care settings and community of low-income countries
[49]. SRQ 1s not expected to diagnose mental illness but it was designed to screen mental
distress. It is used as a first-stage screening instrument which asks about features of mental
distress with YES or NO responses in each question over the past 1 month [49, 50]. SRQ has
been used widely for epidemiological studies in clinical and community settings in Ethiopia and
in Africa [50, 51]. The Sensitivity and specificity of this instrument in community setting was
0.85 and 0.94 respectively [52]. Burnout was assessed by using Copenhagen’s burnout inventory
scale which was used and validated in different studies in Netherland, Denmark, Spain, Brazil,
and South Africa [53, 54, 55, 56, 57]. It is useful tool to assess level of burnout of professionals
working in health care. Alcohol use disorder was assessed by using CAGE tool which is used to
detect alcohol use problems only and its disadvantage is unable to detect the severity of the
problem. It is a valid and reliable screening tool for detection of alcohol use problems and it was
used in different studies in Ethiopia. It consists of four simple questions asking multidimensional
areas about alcohol use. Other structured questions were used to assess socio-demographic

characteristics, health related conditions and substance use.

4.7.2 Data collectors selection and training

Data were collected by four second year mental health MSc students. One MPH student was
employed to supervise data collectors. Based on WHO SRQ-20 training guideline, data
collectors and the supervisor were trained for one day by the principal investigator on the study

instrument, on consent form, how to maintain confidentiality, and on data collection procedure.

4.7.3 Data collection method

Self-administered data collection technique was utilized. Those data collectors were assigned to
collect data during tea break time. The study subjects were given general information about the

study objective as well as the opportunity or benefits that this study could bring. The principal
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investigator and the supervisor were checking the filled questionnaires for consistency and

completeness daily.

4.8 Data quality management

Pre-test was conducted on sample of 5% of the total study population on health professionals
who were working in Kochi Mendera health center which is found in Jimma town. Pre-test
questionnaire was not included in the analysis as part of the main study. English version of
questionnaire was used for data collection. Regular supervision by the supervisor and principal
investigator was carried out. Each day during data collection, filled questionnaires’ were cheeked

for completeness and consistency

4.9 Data processing, analysis, interpretation and presentation

Data were coded, entered, cleaned, and analyzed by using SPSS version 16. Dependent and
independent variables were entered in to bivariate logistic regression one by one to detect
association of independent variables with outcome variable. Age, salary and service year were
entered to bivarate logistic regression considered as continuous variables to identify their
association with mental distress. All variables associated with mental distress, and with p-value <
0.25 were entered to multivariate logistic regression once by entered method (by default) in order
to control potential confounders. Variables with p-value less than 0.05 in multivariate regression
were declared to be independent predictors of mental distress. The findings of this study were

presented in tables and graph.
4.10 Ethical consideration

Ethical clearance was obtained from Jimma University, College of Public Health and Medical
Sciences. Permission letter was obtained from JUTH. Detailed information about the study was
explained to all participants before starting data collection. Informed consent was obtained from
each participant before starting data collection. Study participants had the right not to participate
in the study and to withdraw from the study at any time. The anonymity of study participants
were kept at every stage of date processing. Those participants who marked (said YES) for

suicidal idea were advised at the footnote below SRQ questions to contact the supervisor
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personally. The supervisor referred participants with suicidal ideation to psychiatric clinic for

further evaluation when they had contacted him personally.

4.11 Dissemination plan

Findings of the study will be submitted to Jimma University (school of graduates studies and
department of psychiatry) and JUTH. The research report will be submitted to all relevant
stakeholders through reports and presentations. Effort will be made to get the findings published

in a peer reviewed journal.
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4.12 Operational definitions

Alcohol use disorder: Is a social, occupational and physical impairment resulted from

maladaptive use of alcohol. It was detected by using CAGE scale with 2 and more scores.

High burnout: Is a state of prolonged physical and psychological exhaustion which is perceived
as persistent negative attitude to the job and reduced in work efficiency. It was defined with

mean scores of 43.39+1.91 and above using 19 items of CBI tool [53].

Current substance user: When the health professionals use a specified substance for non-

medical purposes in the last 12 months.

Ever substance user: When the health professionals use specified substance for non-medical

purposes at least once in their life time.

Health professionals: Are professionals who had direct involvement in health care service; such
as physicians, nurses, pharmacist/druggist, laboratory technicians/ technologists, physiotherapist,

anesthetist, sanitarian, x-ray technician and others

Mental distress: Is psychological and emotional disturbance characterized by feelings of
anxious and depressed state; which affect normal functioning of individuals. It was screened by

using the SRQ-20 items with cut-off point 6 and above scores [49].
Physical/verbal abuse: It is any verbal or physical violence against the health professionals.

Physical working environment: Is the convenience of the working setup, office or unit

perceived by the care giver in terms of quietness, cleanliness, ventilation and accessibility.

Promotion: Is a reward provided to the health professionals in terms of position, money, and

opportunity of training and education based on his/her work efficiency and academic status.

Relationship: Is a communication, interaction and exchange of information in harmony way

between peers, immediate boss and managers.

Resources: Is a kind of materials including gloves, drugs and other equipments used for patient

care as well as used for health professionals to prevent themselves from contamination.

Support: Is a professional assistance in terms of information or material between the health

professionals, between health professionals and immediate boss as well as managers.
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Chapter Five: Result

5.1 Characteristics of participants

Among 403 permanent employee health professionals of JUTH; 334 of them participated in this
study, with response rate of 83%. The rest of health professionals were not included in this study
because of unwillingness to participate in the study and absence from work place during data
collection period. Majority of the participants were male (64.7%, n=213) and the mean age
(standard deviation) of participants was 28.6+7.65 years. The mean monthly salary of the study
participants was 2119.9ETB with standard deviation of 772.09 and mean of service year was

4.57 with standard deviation 6.61.

Half of the total participants were single in marital status (50.2%) and 3.3% (n=11) were
divorced. Three-fourth of the participants were nurses. Out of the total participants majority
(52.0%, n=172) of them were first degree holders (See table 1). Eventhough monthly salary
analyzed as continous variable to identify its association with mental distress, it was grouped by

quartile to know its prevalence destribution among age groups with crosstabulation.
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Table 1: Socio-demographic characteristics of health professionals working in JUTH, December,

2013 (n=334)

Socio-demographic variables Number %

Religion Orthodox
Protestant 108 323
Islam 63 18.9
Others' 7 2.1

Marital status Single
Married 114 34.2
In relationship 39 11.7
Divorced/widowed 13 3.9

profession Nurse 237 71.8
Pharmacist 29 8.8
Lab. technologist 25 7.6
Physician 15 4.5
Others’ 24 7.3

Have children No 223 66.8
Yes 111 33.2

! Catholic, Jehovah and no religion

% Yem, Harari, Siltie

3 Psychiatrist nurse, Physiotherapist, anesthetist nurse and sanitary environmentalist
* Specialist and master degree
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5.2 Prevalence of mental distress

Prevalence of mental distress among health professionals working in JUTH was 29.9% (n=100).
Of the total participants 31.8% (n=35) of women and 29.4% (n=62) of male were found to have
mental distress respectively. Out of the total study participants 34.8% (n=31) of Amhara and
26.5% (n=43) of Oromo ethnic groups were found to have mental distress (See table 2).

Out of the total participants, 47.4% (n=91) were identified to have high score of burnout (above
the mean score). Prevalence of mental distress among health professionals who found to have
high burnout score was 51.8% (n=58). The prevalence of mental distress among health
professionals working at inpatients department was 37.0% (n=54). Prevalence of mental distress
among participants who were working at night shift most of the time in the last one month was

34.2% (n=51). (See table 3).

Prevalence of mental distress among staffs with history of physical and mental health problems

was 46.2% (n=30) and 34.2 % (n=13) respectively.

Among the total study participants, 34.4% (n=115), 26.6% (n=89), 10.2% (n=34), 5.4% (n=18)
were current alcohol drinkers, khat chewers, tobacco smokers and shisha users respectively.
From the total participants, 14.4% (n=48) of them were found to have alcohol use disorder
(CAGE>2). Prevalence of mental distress among health professionals with alcohol use disorder
was 50.0 % (n=24). Similarly, over all prevalence of mental distress among current khat users

and current tobacco smokers was 44.0% (n=37) and 57.6% (n=19) respectively (See table 4).
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Figure 2: Distribution of SRQ-20 item scores among health professionals working in JUTH, December
2013 (n=334)

5.3 Socio-demographic factors

Prevalence of mental distress among divorced and widowed group of study participants was
41.7% (n=5) and it was 39.1% (n=59) among orthodox christians. 34% (n=31) Amhara and
26.5% (n=43) Oromo ethnic groups were found to have mental distress. Similarly, participants
who had no child were showed slightly higher prevalence of mental distress (32.7%, n=71) when
compared with those who had atleast one child (26.9%, n=29). Age, monthly salary, and service

year were not showed a significant association with mental distress (see table 2).
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Table 2. Bivariate logistic regression: Association of socio-demographic variables with mental

distress among health professionals working in JUTH, December, 2013(n=334)

Mental distress

Variables COR(95%CI) p-value

Religion Orthodox 59(39.1) 92(60.9) 2.57(1.44, 4.58)*
Protestant 21(20.0) 84(80.0) Ref.
Other’ 20(29.0) 49(71.0) 1.63(0.81,3.31) 0.174

Marital status  Single 55(33.7) 108(66.3) 1.44(0.85, 2.46) 0.180
Married 29(26.1) 82(73.9) Ref.
Divorced/Widowed 5(41.7) 7(58.3) 2.02(0.59, 6.86) 0.260
Have boy/girl friend 11(28.9) 27(71.1) 1.15(0.51,2.61) 0.735

Academic Diploma 45(33.8) 88(66.2) 1.92(0.70, 5.24)
status Degree 50(29.8) 118(70.2) 1.11(0.41,3.03) 0.837
Others’ 4(19.0) 17(81.0) Ref.

Key. (*) significant association

> Muslim, Jehovah, no religion and others (unlisted)

% Dawro, Keficho, Yem, Harari and siltie

" Medical doctor (general doctor and specialist), masters degree

¥ Psychiatrist nurse, Physiotherapist, anesthetist nurse and sanitarian
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5.4 Work demand variables

Mental distress was nearly three times higher among participants encountered verbal or physical
abuse (42.7%, n=61) compared with their counterparts (21.1%, n=38). According to our result
participants identified to have high score of burnout (above mean score of 43.39+1.19) were
showed higher prevalence of mental distress (51.8%, n=58) than participants scored below the
mean. Similarly, participant’s committed medical faults during patient care were showed 2.4
times higher prevalence of mental distress (47.2%, n=25) than those who didn’t have history of
medical faults in the last one month (27.4%, n=74) (See table 3).

Table 3: Bivariate logistic regression: Association of work related factors with mental distress

among health professionals working in JUTH, December, 2013(n=334)

Variables Mental distress COR(95%CI) p-value
Yes No
No (%) No (%)

Working dep’t OPD 12(23.1) 40(76.9) 1.80(0.35, 9.19) 0.480
IPD 54(37.0) 92(63.0) 3.52(0.76, 16.33) 0.108
OR 5(25.0) 15(75.0) 2.00(0.33, 12.18) 0.452
ICU 6(33.3) 12(66.7) 3.00(0.50, 17.95) 0.229
Laboratory 6(27.3) 16(72.7) 2.25(0.39, 13.17) 0.368
Pharmacy 2(14.3) 12(85.7) Ref.
Others 14(26.9) 38(73.1) 2.21(0.44, 11.14) 0.336

Perception of one’s Yes 83(28.7) 206(71.3) Ref.

professional role No 15(45.5) 18(54.5) 2.07(1.00, 4.30) 0.051

Pare time work/ Yes 23(25.6) 67(74.4) Ref.

Attending school No 76(32.5) 158(67.5) 1.40(0.81, 2.42) 0.227

Night shift work Yes 51(34.2) 98(65.8) 1.38(0.86, 2.21) 0.188
No 48(27.4) 127(72.6) Ref.

Interest of one’s own Yes 36(21.3) 133(78.7) Ref.

profession No 63(40.6) 92(59.4) 2.53(1.55, 4.12)* 0.001

Medical faults status Yes 25(47.2) 28(52.8) 2.37(1.30,4.32) * 0.005
No 74(27.4) 196(72.6) Ref.

Physical/verbal abuse  Yes 61(42.7) 82(57.3) 2.78(1.71,4.53) * 0.001
No 38(21.1) 142(78.9) Ref.

Support regarding High 90(29.1) 219(70.9) Ref.

work Low 6(40.0) 9(60) 3.65(1.27,10.55)* 0.017
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Relationship at work Good 48(24.4) 149(75.6) Ref.

place Not good 50(40.0) 75(60.0) 2.07(1.28,3.36) * 0.003
Perception of Good 29(21.5) 106(78.5) Ref.
management system Not good 69(36.9) 118(63.1) 2.14(1.29, 3.55) * 0.003
Level of burnout High 58(51.8) 54(48.2) 4.40(2.66,7.29) * <0.001
Low 41(19.6) 168(80.4) Ref.
Prospect of Promotion  Good 33(21.4) 121(78.6) Ref.
Poor 63(37.7) 104(62.3) 2.22(1.35,3.65) * 0.002
Perception of work Yes 90(32.1) 190(67.9) 0.54(0.25, 1.18) 0.122
load No 9(20.5) 35(79.5) Ref.
Perception of working  Suitable 21(18.3) 94(81.7) Ref.
environment Not suitable 76(36.7) 131(63.3) 2.60(1.50,4.51) * 0.001
Perception of Yes 36(23.7) 116(76.3) Ref.
professional No 63(36.6) 109(63.4) 1.86(1.15, 3.03) * 0.012
Recognition
Appropriate salary Yes 12(22.2) 42(77.8) Ref.
No 87(32.3) 183(67.8) 1.66(0.83, 3.32) 0.148
Resource availability Yes 73(36.5) 127(63.5) 2.09(1.25, 3.49) * 0.005
No 27(21.6) 98(78.4) Ref.
Fear of contracting an  Yes 66(38.2) 107(61.8) 2.21(1.35,3.61) * 0.002
illness during work No 33(21.9) 118(78.1) Ref.
Job insecurity Yes 35(39.8) 53(60.2) 1.74(1.04, 2.90) * 0.035
No 65(27.5) 171(72.5) Ref.

Key. (*) significantly associated

5.5 Health related factors

Out of the total health professionals included in this study, 21% (n=60) and 11.4% (n=38) of
them reported as they encountered a diagnosed physical and mental health problems
respectively. Participants with history of physical illness in the last one month showed 2.36 times
higher prevalence of mental distress compared to their counterparts. There was no association
found between history of diagnosed mental health problems and mental distress. However, from
the total participants who reported idea of ending owns life, 79.17% (n=19) were with diagnosed

mental health problems.
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5.6 Substance related factors

Among the study participants 14.4% (n=48) of them were found to have alcohol use disorder
(CAGE>2). Participants with alcohol use disorder were identified to have 2.63 times higher
prevalence of mental distress than their counterparts (50%, n=24). Current khat users and current
tobacco smokers were similarly developed 2.22 times (44.0%, n=37) and 3.54 times (57.6%,

n=19) higher prevalence of mental distress than non-users (See table.4).

Table 4: Bivariate logistic regration: Association of substance related factors with mental distress

among health professionals working in JUTH, December 2013 (n=334)

Mental distress

Variables Yes No COR(95%CT) p-value
No (%) No (%)

Alcohol use disorder Yes 24(50.0) 24(50.0) 2.63(1.41,4.91) * 0.001
No 76(27.5) 200(72.5) Ref.

Ever use of alcohol Yes 57(42.2) 78(57.8) 2.52(1.55,4.10) * 0.001
No 42(22.5) 145(77.5) Ref.

Current use of khat Yes 37(44.0) 47(56.0) 2.22(1.33,3.73) * 0.001
No 63(26.1) 178(73.9) Ref.

Ever use of khat Yes 48(42.1) 66(57.9) 2.22(1.37,3.62) * 0.001
No 52(24.6) 159(75.4) Ref.

Current tobacco Yes 19(57.6) 14(42.4) 3.54(1.69, 7.38) * 0.001

smoking No 81(27.7) 211(72.3) Ref.

Ever tobacco smoking Yes 22(55.0) 18(45.0) 3.24(1.65, 6.37) * 0.001
No 78(27.4) 207(72.6) Ref.

Current use of hashish Yes 7(38.9) 11(61.1) 1.46(0.55, 3.90) 0.450
No 93(30.3) 214(69.7) Ref.

Ever use of hashish Yes 14(50.0) 14(50.0) 2.50(0.19, 0.89) * 0.024
No 86(29.0) 211(71.0) Ref.

Keys. (*) significantly associated
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After adjusting for potential confounders, using binary logistic regression analysis in which enter
method (default) employed, it was found that poor prospect of promotion (AOR=2.08, 95%
CI=1.05-4.09), physical and verbal abuse (AOR= 2.34, 95% CI=1.23-2.37) and high score of
burnout (AOR=4.47, 95%CI=2.37-8.44) were significantly associated with mental distress. The
likelihood of developing mental distress among participants with high burnout score was 4.47
times more than participate with low burnout (AOR=4.47, 95%CI=2.37-8.44) in the final model.
Additionally, the likelihood of developing mental distress among physically and verbally abused
staffs was 2.34 times higher than their counterparts, also mental distress was more than two
times higher among health professionals reported poor prospect of promotion than those who

reported good prospect of promotion.

Table 5: Multivariate logistic regression: Variables identified to have stastically significant
associations with mental distress among health professionals working in JUTH, December, 2013

(n=334)

Mental distress Multiple logistic regression
Yes No
Variables
No (%) No (%) AOR95%CI) p-value
Prospect of Good 33(21.4) 121(78.6) Ref.
Promotion Poor 63(37.7) 104(62.3) 2.08(1.05, 4.09) 0.035
Physical/Verbal Yes 61(42.7) 82(57.3) 2.37(1.23, 4.54) 0.010
violence No 38(21.1) 142(78.9) Ref.
Level of burnout High 58(51.8) 54(48.2) 4.47(2.37, 8.44) <0.001
Low 41(19.6) 168(80.4) Ref.
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Chapter Six: Discussion

In this study nearly one-third (29.9%) of the study participants were identified to have mental
distress which was similar with a study done in Jimma town, Ethiopia which found 25.8%
prevalence of mental distress among community [32]. Also, it was similar with a study finding
from Jimma prison, Ethiopia which found 35.9% prevalence of mental distress among homicide

offenders and suspects [33].

Overall 29.9% prevalence of mental distress among health professionals from our study finding was
found to be lower compared to similar study done in United Kingdom among health professionals,
which showed 52.3% of mental distress [42]. On the contrarily, it was found to be higher than
similar study finding in Greece (20.7%) [17]. Also, it was higher than the study finding from
Addis Ababa, Ethiopia which found 17.7% prevalence of mental distress among teachers and
employees of commercial bank of Ethiopia [31]. The observed difference between our study
finding and the studies above could be due to the gap in socio-demographic and socio-economic
status among participants, difference in culture and difference in the nature of the work.

Similarly difference in the cut-off point with SRQ-20 items may explain the differences.

In this study, prevalence of mental distress among nurses was 31% which was consistent with a
study done in Nepal 34.7% [29]. Also, it was in agreement with similar study finding from
Australia (35.6%) [40]. Prevalence of mental distress among physicians was 27% which was
consistent with similar study done in Greece (25.6%) [17]. Also, it was consistent with the study
finding from Australia which found prevalence of mental distress among physician to be 28%
[30]; and it was consistent with study finding from Netherland which found 29% of mental

distress among physicians [34].

However, the prevalence of mental distress among nurse in this study (31%) was higher than
Greece study finding (23.9%) [17]. But it was lower than study finding from German which
found 41.3% of mental distress among nurses [41]. Also, it was less than Australian and Iran

study findings (37.3% and 45.4% respectively) [40, 44].

Prevalence of mental distress among physicians (27%) found in this study was higher than study

finding that was done in Greece (21.7%) [17]; similarly, it was slightly higher than the study
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finding from Brazil which found 24% mental distress among physician [28]. But it was lower

than study finding that was done in Iran (43.9%) [38].

The possible explanation for the gap observed between our study and the two studies from Iran
might be due to the studies among physicians and among nurses were conducted independently
with the tool GHQ-28. Relatively lower prevalence of mental distress among nurses and
physicians was observed from our study finding compared with above studies. It could be due to
methodology and tools difference (Most of them were used GHQ-28 item). The other difference
could be due to difference in culture and socio-demographic factors between our study
population and the above study population but it needs further research. Additional sources of
stressor may exist among health professionals in economically advanced nations; for instance
issues regarding health care insurance and holistic care given for every each patient which is
much practical in economically developed nations may probably increase much stressor among

health professionals.

In our study prevalence of mental distress among women participants was 31.8%; which was
consistent with similar study finding that was done in Queensland, Australia (29%) [30].
However it was lower compared with study finding in Iran (50.0%) among women participants
[38]. Contrarily, it was higher compared with a study finding in Addis Ababa, Ethiopia (25.9%)
among women [31]. The difference could be explained by difference in study method, difference

in the nature of work, difference in tools used and difference in socio-demographic factors.

The current study showed similar prevalence of mental distress among both sexes (31.8% among
women and 29.4% among men). Meanwhile some studies showed higher prevalence of mental
distress among women than men. For instance, a study finding from Iran showed 50% and 38.5%
prevalence of mental distress among women and men study groups respectively [38]. Similarly a
study result from Addis Ababa, Ethiopia found higher prevalence of mental distress among
women than men (25.9% vs.12.4%) [31]

The observed gap from study result in Iran with our finding could be explained by difference in
socio-demographic factors, socio-economic status and difference in culture. The difference
between our study finding and the study in Addis Ababa could be explained by difference in
profession and study method. Because, the study from Addis Ababa used a multistage
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probabilistic stratified sampling technique. The other reason might be difference in the level of
education among the two study participants. Majority of our study participants were first degree
holders (52%, n=172), and no participant found below college diploma. However, the study from
Addis Ababa included 29% (n=637) participants below college diploma. And working in large
city like in Addis Ababa could be more stressful due to hardship to get a transportation could be
much tougher especially for ladies than working in towns which is the work place is nearer for

the staffs relatively.

Higher prevalence of mental distress (38%) was observed among young participants (20 to 24
years) and no significant association found between age and mental distress. It was in agreement
with the study done from Addis Ababa which found higher prevalence (35.5% in women and
16.7% in men) among participants with similar age group (<24yrs) [31]. However it was in
contrast with study finding that was done in Australian which found higher prevalence (42%)
among late adulthood participants (35 to 49 years) and significant association between age in
years and mental distress [30]. Possible justification for the difference could be expectation for
medical profession and the actual work practice might not be inline in our study area. As a result
newly graduated health professionals could face difficulties and stressful conditions beyond their
expectations at their earlier professional carrier period. The other difference could be due to
difference in mean age between the two study participants. Mean age of our study participants
was 28+7.65; whereas 90% of study participants in Australian study were > 35 year. This
possibly implies socio-demographic differences exist between the two study populations.
Additional explanation could be due to difference in data collection technique which they were

used postal data collection technique which lowered their response rate to 60%.

Our study showed higher prevalence of mental distress among staffs working in wards (37.0%,
n=54) and at intensive care unit (33.3%, n=6). It was in agreement with the study done in
England which showed higher mental distress among nurses who were working at waiting rooms

and intensive care units [23].

A similar study finding in United Kingdom found significant associations by lack of support
from managers (OR=3.00, 95%CI=1.42-6.34) and by job insecurity (AOR=3.82, 95%CI=1.17-
12.46) [42]. Another similar study in Brazil found, high support at work place as protective
factor from mental distress by 60% (AOR=0.60, 95%CI=0.3-1.00) [28].

-30 -



Our study finding was inconsistent with the above two studies, which didn’t found significant
association of above variables with mental distress. The difference between the two study
findings could be explained by difference in methodology (cross-sectional vs. case-control),
difference in socio-demography and socio-economy between the two study participants may

explain the difference between the two studies.

Poor prospect of promotion was found to be independent predictor of mental distress. Participants
claimed poor prospect of promotion were 2.08 times more likely to have mental distress compared with
participants reported good prospect of promotion (P-value=0.035, 95%CI=1.05-4.09). It was in
agreement with study finding in United Kingdom which found a significant association between

poor prospect of promotion and mental distress (AOR=3.44, 95%CI=1.33-8.80) [42].

The current study found physical or verbal abuse to be independent predictor of mental distress
(AOR=2.37, 95%CI=1.23-4.54). Those participants encountered physical or verbal abuse were
2.37 times more likely at risk to have mental distress than their counterparts. It was consistent with a
study done in Australian which found that, as score of work place violence decreased the chance
of having mental distress was proportionally decreased [p=0.049, 95%CI=(-4.58 to -0.98)]
among hospital nurses [40]. It was also in line with similar study in German among nurses found
aggressive and depressive behavior of patients significantly associated with mental distress.
Nurses’ who frequently faced challenging behavior by their patients were exposed for lower

quality of general health and workability as well [41].

According to our result participants who identified to have high score of burnout (above the
mean score of 43.39+1.91) were 4.4 times more likely to have mental distress compared with
their counterparts (AOR=4.40, 95%CI=2.66-7.29). It was consistent with the study done in
German which found burnout as independent predictor of mental distress (p=0.009) [41].
Similarly, it was also consistent with the study done in Netherland which identified burnout

(AOR=9.5, 95%CI=3.0-30.6) as significantly associated with mental distress [34].

According to our study result, participants with history of physical health problems in the last
one month were having higher prevalence of mental distress (46.2%, n=30) than their
counterparts (26.6%, n=69). It was in agreement with similar study conducted in university of

Miami, USA which found higher prevalence of mental distress among participants with arthritis
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(19.4%) than participants without arthritis (13.6%) [45]. It was also congruent with a cross-
sectional survey among registered nurses in Boston area hospital, USA which showed that, those
with musculoskeletal pain disorder were having a significantly higher level of mental distress

than those without pain disorder [46].

A case-control study in United Kingdom found, a statically significant association between
history of psychiatric disorders with mental distress (p=0.019) [42]. It was not in agreement with
our study finding which identified as there is no significant association between history of
diagnosed mental health problems and mental distress. The contrast could be due to difference in
study design (case-control vs. cross-sectional), due to time-line gap between the two study
periods. Additionally our study participants may not report past psychiatric history due to fear of

stigma which may potentially affect their social life.

From our study result higher prevalence of mental distress among participants with alcohol use
disorder (50.0%, n=24) compared with their peers without alcohol use disorder (27.5%, n=76).
In addition our finding revealed 57.6% (n=19) and 27.7% (n=81) prevalence of mental distress
among current tobacco smokers and non-smokers in the last 12 months respectively. Similarly
prevalence of mental distress was higher among current khat users than non-users of khat in the
last 12 months. However, no significant association found between mental distress and with the

above variables at multivariate logistic regression.

It was congruent with similar study done in Thailand, which found, 1.20-1.35 times higher
prevalence of mental distress among regular alcohol drinker health professionals than non-
drinkers. It was also showed, 1.29-1.41 times higher prevalence of mental distress among regular

tobacco smokers than their counterparts [47].

Our finding was also consistent with the study done in Addis Ababa among employees of private
and commercial bank of Ethiopia, identified higher prevalence of mental distress among heavy

alcohol drinkers than non-drinkers [31].

From our finding (44% vs. 26% prevalence among khat users and among non-users respectively)
was more of consistent with a community based cross-sectional study done in Jimma town which

reported 34.7% khat users were mentally distressed than non-users (20.5%) [32].
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The difference in magnitude of mental distress among khat users (44% vs. 35%) between the two
studies, possibly explained by health professionals could have better income to buy khat as
compared with the general population whom may be vulnerable for khat induced mental distress.
And it may be due to difference in methodology (multistage sampling technique used by the
above study).

It was also congruent with a study done in Jimma, Ethiopia which identified that frequently khat
chewers were having higher prevalence of anxiety disorders (33.3% vs.15.7%), and higher

prevalence of depressed mood (16.7% vs. 43.8%) compared with rarely khat users.

Some important limitations must be considered when utilized our study results. This study didn’t
assess use of benzodiazepines and oppoid drugs like pethidine which potentially used because of
its access for health professionals. Additionally 83% response rate was not as it was expected.
The other limitation of our study was, it used non-standardized questions for some of work
related variables because of not to make respondents bored with much questions. The findings of
this study doesn’t represent health professionals who are working both as lecturer of Jimma

university and clinician in JUTH at the same time.
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Chapter Seven: Conclusion and Recommendation

7.1 Conclusion

A relatively high prevalence of mental distress was observed among health professionals. Mental
distress was statically, significantly associated with poor prospect of promotion, physical and
verbal abuse and with high burnout score. Prevalence of mental distress was higher among health
professionals with history of physical health problems; however no difference in prevalence of
mental distress found among participants with or without history of mental health problems.

Most of the participants who had history mental health problems reported suicidal idea.

7.2 Recommendation

We recommend to JUTH health professional staffs to deal with individual based interventions to
minimize any kind of physical and verbal abuse against them through smooth and brotherhood
communications and understanding. We consider interventions stress management program
strategies to minimize high burnout and mental distress among health professionals. Mindfulness
based stress reduction training need to be implemented for 8-12 weeks, with at least one session

in a week, for 2-3 hours.

We recommend to the administrative staffs of JUTH to ensure safety of health professionals
through preventing them from any kind of verbal and physical violence by designing and
implementing rules and regulations as well as by strengthening security forces. We also
recommended to administrative personnel’s of JUTH to reward their staffs with appropriate

promotions in terms of position and educational opportunity.

Jimma University shall to promote researchers focus in the area to conduct future studies among

health professionals.

Finally we recommend for policy makers and responsible higher officials at the regional and
federal health offices to design policies, strategies and plans to improve mental wellbeing of

health care professionals.
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Annex I. English version of the Questionnaire

Questionnaire prepared by Jimma University, college of public health and medical science,
department of psychiatry, Integrated clinical and community mental health year II

student, will be filled by JUTH health professionals.
Dear participants!

To conduct an intervention in mental health services to the individual level, knowing the
magnitude and breadth of the problem is very crucial. In this study; it is proposed to assess the
prevalence and factors which contribute for mental distress at JUTH health professional staffs.
The result of this study will help the hospital stake holders, in identifying as well as to set plans
and conduct intervention measures in resolving work related risk factors exposed for mental
distress. It also enhances the wellbeing of the overall staffs, and thereby contributes for the goal
of producing skilled man powers. So you are kindly requested to complete this questionnaire.
There is no need of writing your name on the format and we would like to reassure you that the
information you are going to provide will be kept confidential. It is your right to participate or
refuse in this study. If you do not want to participate in the study, you can return the format to
the data collector by encircling “NO”. But your honest participation will have contribution to
generate valid information. If you need clarification please don’t hesitate to ask the data
collectors for clarification.

Thank you!

Do you want to be included in the study? 1. Yes 2. No
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1. Questions related with socio-demographic characteristics
After reading the following questions, please give appropriate answer by encircling your number of choice or
write on the space provided.
101. Ageinyear .....................
102. Sex 1. Male
2. Female
103. What is your religion?
1. Orthodox
2. Islam
3. Protestant
4. Catholic
5. No religion
6. Others specify..................
104. What is your ethnicity?
1. Oromo
. Amhara
. Tigre
. Wolayta
. Harari
. Somali

. Gurage

[C BN BN Y N S

. If not listed, specify..................
105. What is your marital status currently?

1. Single

2. Married

3. Divorced

4. Widowed

5. In relationship (Has boy/girlfriend)

6. If not listed, specify .........
106. What is your monthly salary in Birr? ..............
107. What is your total monthly income? ............
108. Do you have children I.Yes 2.No

If you say YES how many children do you have? ............

109. What is your profession?
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1. Physician
2. Nurse/ nurse professional
3. Druggist/Pharmacist
4. Laboratory technician/technologist
5. Radiology technician/technologist
6. Physiotherapist
7. Anesthetist
8. Optometrist
9. Sanitarian
10. If not listed specify........
110. Academic status
1. Diploma
2. Degree
3. Masters
4. General Practitioner,
5. Specialist

111. How many year of working experience you have in this institution? ..........

2. The Self-Reporting Questionnaire (SRQ-20)

The following questions are related to certain pains and problems that may have bothered you in the last 30 days. If you think
you had the described problem in the last 30 days, encircle “YES” (make right sign at YES). On the other hand, if you did not
have the problem in the last 30 days, encircle “NO” (make right sign at NO).

Q. No | Encountered health problems within the last 4 weeks YES NO
201 | Do you often have headaches? 1 0
202 | Is your appetite poor? 1 0
203 | Do you sleep badly? 1 0
204 | Are you easily frightened? 1 0
205 | Do your hands shake? 1 0
206 | Do you feel nervous, tense or worried? 1 0
207 | Is your digestion poor? 1 0
208 | Do you have trouble thinking clearly? 1 0
209 | Do you feel unhappy? 1 0
210 | Do you cry more than usual? 1 0
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211 | Do you find it difficult to enjoy your daily activities? 1 0
212 | Do you find it difficult to make decisions? 1 0
213 | Is your daily work suffering? 1 0
214 | Are you unable to play a useful part in life? 1 0
215 | Have you lost interest in things? 1 0
216 | Do you feel that you are a worthless person? 1 0
217 | Has the thought of ending your life been on your mind? 1 0
218 | Do you feel tired all the time? 1 0
219 | Do you have uncomfortable feelings in your stomach? 1 0
220 | Are you easily tired? 1 0

NOTE: If you answered “YES” for question NO 217, you are advised to contact the supervisor or the data

collector as soon as possible in person.

3. Work Related Questions
The questions below ask about work related issues in JUTH. So after you read each question, please

encircle, or make a right (\) or (x) mark in front of the appropriate answer for you for each question.

301. At which department you have been working in the last one month?
1. OPD

. Inpatient/ward

OR

ICU

. Laboratory department

. Pharmacy department

=N o LA WN

. Radiology department
8. List if not listed......
302. There is shortage of essential resources for patient care in my working unit.
1. Always
2. Often
3. Sometimes
4. Rarely
5. Never
303. I have a fear of getting an illness from work place.

1. Always
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2. Often

3. Sometimes

4. Rarely

5. Never

304. I have fear of insecurity for my job.

1. Always

2. Often

3. Sometimes

4. Rarely

5. Never

305. I have been encountered verbal or physical abuse by patients, patient families, work mates or bosses
in the last one month.
1. Always

2. Often

3. Sometimes
4. Rarely

5. Never

The following questions below from the three tables are continued from the above questions which
similarly ask about work related conditions. So you are kindly asked to encircle or put either “V” or “X”

mark on the right answer for you for each question.

Table 3.1
Q. No Questions YES | NO

306 | Do you know your professional role at work? 1

307 | Did you encounter a diagnosed physical illness in the last one month? 1 0
308 | Did you have a history of diagnosed mental illness that affects your work? 1 0
309 | Do you have pare time work/school? 1 0
310 | Have you been working in the night shift most of the time in the last one month? 1 0
311 | Was your profession your choice from the beginning? 1 0
312 | Did you do medical faults/errors in the last one month during work? 1 0
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Table 3.2

Very Not | Very
Q. No Questions Good
good good | bad
313 | How can you describe the support you are getting from workmates? 0 1 2 3
314 | How can you describe the support you are getting from bosses? 0 1 2 3
315 | How can you describe the support you are getting from managers? 0 1 2 3
316 | How can you describe your relationship with workmates? 0 1 2 3
317 | How can you describe your relationship with your immediate boss? 0 1 2 3
318 | How can you describe your relationship with the hospital managers? 0 1 2 3
319 | How can you describe management system of the hospital? 0 1 2 3
Table 3.3
Strongly . Strongly
Q. No Questions Agree | Disagree |
agree disagree
320 There is work loud. 0 1 2 3
321 Promotion is provided according to my work efficiency and | 0 1 2 3
my academic status.
322 The physical working environment is convenient/suitable. 0 1 2 3
323 Professional recognition is considered in this organization at | 0 1 2 3
all levels of academic status
324 My monthly salary is appropriate according to work 0 1 2 3

4. Questions to Assess Burnout

Questions below ask about manifestations of burnout. After you read each question from the two tables

below, please encircle or make a right (\) or (x) mark in front of each question.

Table 4.1
No Questions Always | Often | sometimes | Seldom | Never
401 | Do you feel worn out at the end of the working day? | 100 75 50 25 0
402 | Are you exhausted in the morning at the thought of 100 75 50 25 0
another day at work?
403 | Do you feel that every working hour is tiring for you? | 100 75 50 25 0
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404 | Don’t you have enough energy for family and friends | 100 75 50 25 0
during leisure time?
405 | How often do you feel tired? 100 75 50 25 0
406 | How often are you getting physically exhausted? 100 75 50 25 0
407 | How often are you getting emotionally exhausted? 100 75 50 25 0
408 | How often do you think”I can’t take it anymore”? 100 75 50 25 0
409 | How often do you feel worn out? 100 75 50 25 0
410 | How often do you feel weak and susceptible to 100 75 50 25 0
illness?
Table 4.2
) ) very high high low Very low
No Continued questions Somewhat
degree degree degree degree
411 | Does your work frustrate you? 100 75 50 25 0
412 | Do you feel burnt out because of your work? 100 75 50 25 0
413 | Is your work emotionally exhausting? 100 75 50 25 0
414 | Do you find it hard to work with patients? 100 75 50 25 0
415 | Do you find it frustrating to work with patients? 100 75 50 25 0
416 | Does it drain your energy to work with patients? 100 75 50 25 0
417 | Do you feel that you give more than you get back 100 75 50 25 0
when you work with patients?
418 | Are you tired of working with patients? 100 75 50 25 0
419 | Do you sometimes wonder how long you will be able | 100 75 50 25 0
to continue working with patients?

5. Questions to Assess Substance Use

5.1 The following three questions are specific to Khat chewing Practices in particular. If your answer is

YES encircle it and if your answer is NO encircle it.

501 Have you ever used khat in your life time? Yes No
502 | Have you used Khat in the last 12 months? Yes No
503 What was your reason(s) to use khat?
1.To increase work performance Yes No
2.To get relief from tension Yes No
3.To combat against exhaustion and hunger Yes No
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4.Due to work dissatisfaction Yes No
5.Due to religious practices Yes No
6.To get acceptance from others / to be like others/ Yes No
7.To be sociable Yes No
8.To get personal pleasure Yes No
9.To increase pleasure during sexual intercourse Yes No
10.specify if not listed or additional reason
5.2. The following three questions are specific to Alcohol drinking habits
504 | Have you ever used alcohol drinks (Areke, Tela,Tej, beer, and other alcohol drinks) in your life? | Yes No
505 Have you used any kind of alcohol drinks in the last 12 months? Yes No
506 if you use alcohol ;
1. Have you felt the need to cut-down on your drinking? Yes No
2. Have you felt annoyed by criticism of your drinking? Yes No
3. Have you felt guilty about your drinking? Yes No
4. Have you felt the need for an eye-opener in the morning? Yes No
5.3. The following three questions are specific to cigarette and other Tobacco products use
507 Have you ever used Tobacco products such as cigarette, wrapped tobacco leaf Pipa and | Yes No
chewable tobacco products (by smoking, chewing, sniffing)?
508 Have you used any kind of tobacco product in the last 12 months? (By smoking, sniffing)? Yes No
509 What was your reason(s) to use tobacco products?
a) | To increase work performance Yes No
b) | To get relief from tension Yes No
¢) | To combat against exhaustion and hunger Yes No
d) | Due to work dissatisfaction Yes No
e) | To get acceptance from others / to be like others/ Yes No
f) | To be sociable Yes No
g) | To get personal pleasure Yes No
h) | To increase pleasure during sexual intercourse Yes No
i) | specify
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5.4. The following three questions are specific to Substances such as Hashish and Hashish like substances

510 Have you ever used in your life time substances Such as hashish, Pat, Kaya, Joyint, Hait, | Yes No
Cannabis, Ganja, and or Heroin and others?
511 Have you ever used in the last 12 months / Such as hashish, Pat, Kaya, Joyint, Hait, | Yes No
Cannabis, Ganja, and or Heroin and others?
512 What was your reason(s) to use the above substances?
a) | To increase work performance Yes No
b) | To get relief from tension Yes No
¢) | To combat against exhaustion and hunger Yes No
d) | Due to work dissatisfaction Yes No
e) | To get acceptance from others / to be like others/ Yes No
f) | To be sociable Yes No
g) | To get personal pleasure Yes No
h) | To increase pleasure during sexual intercourse Yes No
i) | specify
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Annex II. Amharic version of the Questionnaire
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