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ABSTRACT

Background: Posttraumatic stress disorder is one of the major mental health problems that
affect people with military experience. It could be life-long and affect every aspect of military
personnel, including their mental and physical health, family and social interactions, and their
work. There are few researches conducted in Ethiopia and paucity of data in Tigray.

Objective: This study aimed to assess prevalence and associated factors of post-traumatic
disorder among military personnel admitted to Meles campus military hospital, Mekelle, Tigray,
Ethiopia 2024.

Methods: Institutional based cross-sectional study was employed from August to September,
2024 at Meles campus military hospital. Across 4250 respondents 305 were selected by
Systematic random sampling, and data was collected by face to face interview using the Tigrigna
version of post-traumatic stress checklist-military version. Data was coded and feed into EPI data
version 4.7.0 and analyzed by SPSS version 26 .Bivariate and multivariate logistic regression
analysis were used to test association. Variables with P-value <0.25 was fitted into multivariate
logistic regression and the variables with P-value < 0.05 at 95% confidence interval in
multivariate logistic regression was considered as statistically significant.

Result: A total of 305 respondents were participated with a response rate of 100%.The
prevalence of Post-traumatic stress disorder was 27.5% [95% CI (22.5, 32.5)]. Non-officers
[AOR=6.352; 95% CI (1.375, 29.335)], family history of mental illness [AOR=7.65; 95% CI
(1.428, 40.983)], poor social support [AOR=3.848; 95% CI (1.220, 12.134)]. Depression[AOR=
10.348;95% CI (3.983,26.886)], handling dead body [AOR=8.229;95% CI(3.314,20.434)],high
perceived threat [AOR=4.560 ;95% CI(1.052,19.767)],low Resilient coping [AOR=5.016 ; 95%
Cl (1.722,14.608)] were significantly associated with PTSD among military personnel.

Conclusion and recommendation: The prevalence of PTSD was found to be higher, and non-
officers ,family history of mental illness ,depression ,poor social support, handling dead body
,high perceived threat and low resilience coping were significantly associated with PTSD.
Therefore, the concerned bodies should focus on prevention, early detection and intervention of

individuals with PTSD.

Keywords: Prevalence, PTSD, Military, Ethiopia
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1. Introduction

1.1 Background

Posttraumatic stress disorder (PTSD) is increased stress and anxiety due to traumatic event such
as threatened death, serious injury, or sexual assault and military combat traumatic reminder. The
symptoms of PTSD include persistently re-experiencing the traumatic event, intrusive thoughts,
nightmares, flashbacks, dissociations and intense negative emotional and physiological reaction

on being exposed to the traumatic reminder (1).

Posttraumatic stress disorder can occur by either of the following; directly experiencing the
traumatic events, Witnessing, in person, the event as it occurred to others, Learning that the
traumatic event occurred to a close family member or close friend or experiencing repeated or

extreme exposure to aversive details of the traumatic event(2).

The psychiatric impact observed in Vietnam War veterans played a crucial role in shaping the
modern understanding of PTSD, which was officially recognized as a psychiatric diagnosis in the
late 1980s. In various traumatic scenarios, the onset of the disorder generally corresponded to the
intensity of the stressor, with extreme stress—such as that experienced in concentration camps—

leading to PTSD in over 75% of affected individuals (3).

Globally, post-traumatic stress disorder (PTSD) has been widely recognized as a major mental
health concern affecting individuals who have experienced various forms of trauma, including
rape, accidents, community violence, and natural disasters. However, PTSD is notably more
prevalent among war victims, particularly military personnel exposed to combat situations(4),
Public safety personnel include firefighters and members of the armed forces (5). Due to the
demands and challenges of their profession, military personnel face a heightened risk of

developing various mental health conditions, including depression and anxiety, alongside PTSD

(6).



1.2 Statement of the problem

Post-traumatic stress disorder (PTSD) is a chronic and debilitating condition with characteristic
symptoms, including re-experience of fear memory and severe anxiety as long-term responses to

life-threatening traumatic exposure (7).

In people who have experienced trauma, the prevalence rate is higher at 5.6% (8).Globally,
approximately 316 million adults who have survived war are affected by PTSD and/or
depression(9) .Us military personnel’s who served Iraq or Afghanistan were estimated to
experience 11% to 20% of diagnosed or underdiagnosed PTSD. Africa accounts for
approximately 88% of the world's conflict-related morbidity and mortality, highlighting the
significant impact of war and violence on public health across the continent(5). Studies on the
National and regional prevalence of posttraumatic stress disorder in Sub-Saharan Africa ranges
from 0-74% and pooled prevalence of war-exposed regions was accounted for 30% (10). The

prevalence of PTSD in Ethiopian ranges from 16% to 23.6% (11,12)

Majority of war survivors affected by PTSD are living in low- and middle-income countries
(LMICs).These regions bear an estimated global burden of 3 million disability-adjusted life years
(DALY3s) related to PTSD (13). Comparatively, LMICs often face ongoing or recent conflicts,
coupled with limited resources, which contribute to the persistent burden of PTSD. Additionally,

about 8 million new PTSD cases emerge every year (9).

The impact of untreated PTSD is substantial, as it leads to prolonged illness, disruption of daily
functioning, and a decline in overall quality of life across various aspects, including health, work
productivity, and social relationships (1,14,15).According to a World Health Organization
(WHO) survey estimating the global disease burden, stress-related disorders, including PTSD,
were projected to become the second leading cause of disability by 2020 (16).PTSD is estimated
to contribute approximately 0.4% to the total years lived with disability (YLDs), with projections

indicating a potential increase to 0.6% worldwide. (17).

Post-traumatic stress disorder(PTSD) frequently causes significant difficulties in both personal
relationships and work environments, with estimates suggesting it leads to an average loss of 3.6

workdays per month (18). It is often referred to as a "life sentence" because of its link to a

2



heightened risk of chronic illnesses, faster biological aging, and an increased likelihood of early

death(19).

Post-traumatic stress disorder (PTSD) carries substantial interpersonal, psychological, physical
health, and societal impacts. Individuals affected by the disorder are more likely to experience
marital breakdown, face challenges in parenting, report lower life satisfaction, and suffer from
various physical health issues. Moreover, they are at increased risk of displaying aggression
toward partners and loved ones, becoming involved in legal matters, earning lower incomes, and
frequently changing jobs. These individuals are also more prone to depression and other mental
health conditions. PTSD represents a significant public health concern both nationally and

globally, underscoring the need for effective prevention and intervention strategies (20).

Post-traumatic stress disorder (PTSD) is associated with increased healthcare utilization for
physical health issues. Individuals with PTSD and those who have experienced trauma exhibit a
higher prevalence of cardiovascular, gastrointestinal, musculoskeletal, neurological, and
endocrine disorders, among other physical conditions. Research indicates that these individuals
often display abnormalities in the hypothalamic-pituitary axis and the sympathetic-adrenal-
medullary system. Additionally, they tend to have elevated T-cell counts and increased
immunoglobulin-M levels, along with reduced cortisol levels. These biological changes strongly

suggest that PTSD triggers a harmful physiological response to stress (21).

It is obvious that PTSD commonly co-occurs with other mental disorders ; It’s co-occurrence
accounts 83.3% (22) . Active military service members with comorbid psychological conditions
have more severe symptomatology, greater occupational and functional impairment, worse
health, lower rates of recovery, higher attrition from service, and higher rates of suicidal attempt

and mortality compared to those who are with single psychological condition(22).

In the previous study the prevalence of PTSD among Ethiopian military personnel was
approximately 23.6% (5). To the best of my knowledge there is little studies conducted in
Ethiopian and there is Paucity of data in Tigray. In response to this, the study aims to assess the
prevalence and associated factors of PTSD among military personnel admitted to meles campus
military hospital Mekelle, Tigray, Ethiopia, 2024.



1.3 Significance of the study

This study will address the prevalence of PTSD and risk factors .Therefore; it will contribute to
early detection and identify effective interventions and treatments, helping alleviate symptoms

and improve outcomes.

It also helps to prevent long term suffering and disability .Besides; it reduces military attrition
and improves military readiness.it also helps to have better scientific understanding of trauma
(war) and post-traumatic stress disorder. Addressing PTSD can also potentially break the cycle of
trauma transmission within families and communities, leading to long-term public health

benefits.

The study will also serve as baseline for upcoming scientific research for researchers in field of
psychiatry. Furthermore, the finding of the study will be useful as scientific evidence for local
decision-makers, mental health policy makers and other stake holders to make an informed
decision that would address the best need of military persons and others with post-traumatic

stress disorder leading to better health and quality of life.



2. Literature review

2.1 Magnitude of PTSD among military personnel.

A retrospective cohort study conducted in 2018 among active-duty U.S. military personnel, using
data from the Defense Medical Surveillance System, reported an overall incidence rate of 3.84
PTSD cases per 1,000 person-years over a 10-year period. Notably, following the launch of
Operation Iragi Freedom (OIF), the annual incidence of PTSD increased by an average of
43.03% % (23). Further evidence from the Millennium Cohort Study, which tracked U.S.
military service members and veterans from 2001 to 2013 using the PTSD Checklist—Civilian
Version, revealed that 47% of individuals who screened positive for PTSD at baseline continued
to meet PTSD criteria approximately three years later. Of those, over 70% still screened positive
at a second follow-up about six years later (24). Additionally, studies conducted among specific
occupational groups reported varying PTSD prevalence rates. For instance, PTSD prevalence
was estimated at 10.8% among U.S. male Marines and 3.9% among UK police officers (25) and

(26) respectively .

A cross-sectional study conducted in New Zealand in 2019 found that 30% of participants had
probable PTSD, while 10% were identified as having clinically significant PTSD based on the
Post-Traumatic Stress Disorder Checklist-Military Version (PCL-M)(27). Similarly, a cross-
sectional study conducted among Nepalese combatants during the period of armed insurgency
reported a PTSD prevalence of 21.9%(28). In China, a study carried out in the Xinjiang region
among Uyghur veterans revealed a PTSD prevalence rate of 29%.(29) Likewise, research
conducted in Nigeria among hospitalized Nigerian army veterans indicated that 22% of the
participants were affected by PTSD.(30).

A community-based cross-sectional study conducted in Canada in 2018 among deployed
Canadian Armed Forces personnel at risk for moral injury, using the fully structured module
from the World Health Organization's International Diagnostic Interview (CIDI, Version 3.0),
reported a PTSD prevalence of 7.6% in the year prior to the study(31). In contrast, a study
conducted in South Africa among veterans of the South African Border War found a

significantly higher PTSD prevalence rate of 32% (4).



According to meta-analysis study used to assess prevalence of Posttraumatic Stress Disorder Post
Irag and Afghanistan across subgroups. There was large variability in PTSD prevalence between
studies, but, regardless of heterogeneity, prevalence rates of PTSD were higher among studies of
Iraq deployed personnel 12.9% compared with personnel deployed to Afghanistan 7.1% (32).

In Ethiopia, a cross-sectional study conducted in 2019 at the Armed Forces Referral and
Teaching Hospital in Addis Ababa found a PTSD prevalence of 16% (33) . In contrast, a 2022
study at the North West Command Level Three Military Hospital in Bahir Dar reported a higher
prevalence of 21.9% (34). Additionally, a 2023 cross-sectional study conducted at the Eastern

Command Referral Hospital in Dire Dawa revealed a PTSD prevalence of 23.6%(12).

2.2 Factors associated with Post traumatic disorder

2.2.1 Socio-demographic characteristics

The lifetime prevalence of PTSD is 10% in women and 4% in men(2). A Millennium Cohort
Study conducted in the U.S. identified a significant association between lower educational
attainment, being married, and a history of deployment with the development of moderate to
severe combat-related PTSD (24). Another meta-analysis highlighted several pre-trauma risk
factors, such as being female, having a lower educational level, being a non-officer, serving in
the army, belonging to an ethnic minority, and having a combat specialization.(35). Study in
Kosovo military elucidated low income and a moderately low degree of education were both
linked to the severity of PTSD, a cross sectional study conducted in Bahir Dar showed an
association between female sex and PTSD(34). additional study conducted in Dire Dawa also

revealed an connection of family history of mental illness with PTSD(12).

2.2.2 Clinical related factors

A study in US identified comorbid health conditions as important and independent risk factors of
persistent PTSD. The study revealed that for each unit increase in depression, the likelihood of
PTSD increased by 1.3 times. Similarly (36). In Nigeria, a cross-sectional study found that
individuals diagnosed with medical illnesses had a higher likelihood of developing subsyndromal
PTSD(37). Furthermore, a study conducted in Addis Ababa, Ethiopia, established an association

between a family history of mental illness and the development of PTSD(38).



2.2.3 Trauma Related factors

Combat exposure, including discharging a weapon, witnessing others being injured or killed, and
experiencing severe trauma, are strongly linked to PTSD experience (35).Exposure to trauma
was found to be predictor with PTSD (27,39).in addition, a cohort study conducted in US also
revealed that deployment with combat exposure ,disabling injury and history of physical assault

are associated with PTSD(24).

2.2.4 Psychosocial related factors

A study conducted in Bahir Dar, Ethiopia found that the odds of developing PTSD were 2.46
times higher among individuals with low social support compared to those with strong social
support (24,34) .This finding aligns with research conducted in the U.S., which also identified
social support as a significant factor associated with PTSD (24,34). In addition, other studies
have highlighted that unmet social support needs are strongly linked to PTSD(40).according to
study conducted in Bahir dar low resilience coping was was linked to PTSD(34). A study in
Syria further indicated that distress caused by war-related noises was a major factor contributing

to more severe PTSD(41).

2.2.5 Substance related factors

Research has shown that being a current smoker is significantly linked to PTSD, as indicated in a
study on factors contributing to persistent PTSD among U.S. military service members and
veterans(24). In Uganda, a strong association was also found between PTSD and substance use,
with substance users being five times more likely to experience PTSD(42). Similarly, studies in
Ethiopia highlighted significant relationships between PTSD and the use of khat and
alcohol(12,33). Furthermore, individuals with PTSD often increase their substance use as a way
to manage symptoms. One study found that 85.3% of participants reported heightened substance
consumption as their PTSD symptoms intensified. This pattern is also observed in individuals

with depression, where substance use tends to rise along with depressive symptoms. (43,44).



2.3 Conceptual framework

Multiple factors contribute for military members to develop PTSD; particularly factors

associated with PTSD are socio- demographic factors, Traumatic factors, clinical factors,

psycho-social factors and substance use factors.

Socio-demographic Characteristics
v Sex, Marital status
Religion, age
Educational status
Military rank
Length and number of deployment
Nature of duty

Year in Service

AN N N N N

Age of first deployment

Clinical factors:
Having known medical illness
Family history of mental illness

Previous history of mental

Factors related to trauma
exposure:

Combat exposure

Critical warzone vents such as /
witnessing trauma, Tortured or
beaten, handling dead body

.attacked or ambushed, hostile

reaction, seeing killed enemy...

illness
Depression
Post-traumatic stress Substance
disorder (PTSD) <—>| related factors

Alcohol use

T Khat use

- Tobacco use
Psycho-social factors:

Social support
Resilience and coping
Perceived threat to life

Figure 1.Conceptual frame work of prevalence and associated factors of PTSD among admitted

military personnel at meles campus military hospital Mekelle, Tigray, Ethiopia,

2024.(11,12,23,43,44)



3. Objectives

3.1. General Objectives
v' To assess prevalence and factors associated with post-traumatic stress disorder among

admitted military personnel at Meles campus military hospital Mekelle, Tigray, Ethiopia,
in 2024.

3.2. Specific Objectives

v" To determine the prevalence of post-traumatic stress disorder among admitted military
personnel at Meles campus military hospital Mekelle, Tigray, Ethiopia, in 2024.

v To identify factors associated with post-traumatic stress disorder among admitted military

personnel at Meles campus military hospital Mekelle, Tigray, Ethiopia in 2024.



4. Methods
4.1Study area

The study was conducted at meles campus military hospital which is found in Quiha, Mekelle
city, Tigray region, Northern Ethiopia, at a distance of 783 kilometers far from Addis Ababa, the

capital city of Ethiopia.

Mekelle is the capital city of the Tigray region which was found in 1876(45). According to the
United Nations Urbanization Prospects review Mekelle’s 2024 population is estimated at
611,574(46) with an area of around 259.9 square kilometers and an elevation of 2084 meters
above sea level. Mekelle is a special zone of the Tigray region with 7 sub cities. The health
coverage of the city was reached 90% before the internal conflict between Tigray regional

government and federal government started.

Meles campus hospital was established in 2022 almost a year after the joint forces (Ethiopian
national defense force, Alongside with Eritrean national defense force, Amhara militia and other
subordinates ) declare a war in Tigray in October 2021 .Since then it had been serving as referral
hospital and currently providing health care for about 4250 clients (Tigray defense forces ) who
were wounded against the joint forces (Ethiopian defense force, Eritrean defense force , Amhara
militia and other allies ) who had been gang raping little sisters , old ages and Nuns ,massacring
people ,looting properties and deliberately destroying infrastructures. Generally ethnic cleansing

the people of Tigray.

4.2 Study period
The study was conducted from August to September, 2024.

4.3 Study design

Institutional based cross-sectional study was employed.
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4.4 Population:

4.4.1 Source population

All admitted militaries who were at Meles campus military hospital.

4.4.2 Study population
All admitted militaries and who were eligible during data collections period and studied.

4.5 Eligibility criteria

4.5.1 Inclusion criteria

All admitted militaries who were above the age of 18 years.

4.5.2 Exclusion criteria

v" Individuals who were unable to communicate and seriously ill.

4.6 Sample size determination and sampling procedure

4.6.1 Sample size determination

The minimum numbers of sample required for this study were determined by using a single
population proportion formula considering the following assumptions, and 23.6% was used for
PTSD among military personnel from the previous study conducted in Dire Dawa , Ethiopia
(12) .

n = [(za/2) p (1-p)}/d? Where

n=minimum sample size required for the study
z= standard normal distribution (z=1.96) with a confidence interval of 95% and «=0.05
p= the prevalence of Post-traumatic stress disorder among military personnel from previous
study is 23.6% from a previous study conducted in Dire dawa, Eastern Ethiopia.
d= absolute precision or tolerable margin of error (d) =5%=0.05
n=[(zo/2)? p (1-p)}/ d- (1.96)? x0.236(1-0.236)/ (0.05)% - 277
> Considering 10% (28) non-respondent rate the minimum of required sample size is
305.
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4.6.2 Sampling procedure

The list of the admitted militaries was documented .Therefore; systematic random sampling
technique was used to determine the study participants. Firstly sampling interval was determined
from the fraction of source of population and sampled population K=N/n, 4250/305=14.Then the
first participant (7™ were selected randomly among the first 14 consecutive lists. Ultimately,
every 14" participant was taken from list.

4.7 Data collection Instruments and Procedures
4.7.1 Data collection Tools

Socio-demographic: were collected by structured socio-demographic questions.
Clinical factors: were collected by structured yes/no questions.

Social support: was assessed with Oslo-3 item social support scale.
Depression: was assessed using the PHQ-9 a nine-item self-report questionnaire.

Post-traumatic stress disorder: PTSD Checklist-Military version (PCL-M) a self-report rating

scale was used to assess PTSD.

Substance use: was assessed by yes/no questions.

Brief resilience coping scale: was assessed by Brief Resilience Coping Scale measures.
Perceived threat: was measured using the perceived stress scale.

Combat exposure: Combat exposure was measured on the Critical War Zone Experience scale.
Other traumatic factors: were assessed using structured yes or no question.

4.7.2 Data collection procedure

The Structured questionnaires were adapted from different literatures and then data was collected

by 3 junior psychiatric professionals through face-to-face interview method.
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4.8 Study area

4.8.1 Dependent Variable
Post-traumatic stress disorder

4.8.2 Independent variable

Socio-demographic characteristics: Age, gender, marital status, rank, duration of deployment,

number of deployments, nature of duty, Religion, Educational status, and service in a year.

Clinical Factors: Family history of mental illness, previous history of mental illness, and history

of chronic medical illness.

Factors related to the traumatic exposure include: Combat exposure, perceived life threat,

and type of Combat exposure trauma.
Substance - related factors: Alcohol consumption, Cigarette smoking, and Khat chewing,

Psychosocial factors: Social support and brief resilience coping scale.
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4.9 Operational definitions

Post-traumatic stress disorder: Posttraumatic stress disorder (PTSD) is defined by the
Diagnostic and Statistical Manual of threatened death, serious injury, or sexual assault and
military combat traumatic reminder. It was measured using PCL-M and Total score of >50 were
considered positive for PTSD(47).

Ever substance use: Those who had ever used substance in their life time (khat, cigarettes, and
Alcohol).
Current substance use: Those who used substances within the last 3 months (khat, cigarettes,

and alcohol).

Social support: was measured with Oslo-3 Social Support score of "3-8," "9-11," and "12-14"
indicate poor social support, intermediate social support, and strong social support,

respectively(48)

Brief resilience coping scale: Measured by sum score, Scores of 4-13 indicate low resilient
coping, 14-16 medium resilient coping and 17-20 high resilient coping (49).

Perceived life threat: measured using the perceived stress scale. Low perceived stress Scores
range from 0-13 on PSS, moderate perceived stress Scores range from 14-26 and high perceived

stress scores range from 27-40 on PSS (50).

Combat exposure: Combat exposure was measured by critical warzone experience scale and
created by summing across all scale items (51). In a similar study done previously, the level of
combat exposure was classified into four groups based on the quartile distribution (52). Low
combat exposure scores range from 0 to 4, medium combat exposure scores range from 5-7, high
combat exposure scores range from 8to 13, and very high combat exposure scores range from 14
to 28.
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4.10 Data quality Control:

The Structured questionnaires were checked thoroughly for its completeness before it was
distributed to the participants. Structured questionnaires were translated by bilingual translator
into Tigrigna where almost all participants could understand. To check its consistency with its
English version, it was also re-translated to the original version. All structured questionnaires
were pretested 5% of the study participants at Meles academy 5 days before data collection to

check whether it fits or not and three days Training was given to data collectors.

The principal investigator and data collectors made close follow up and frequent checks on the
data collection process to ensure the completeness and consistency of the gathered information.
Also incomplete data could have excluded from analysis.

4.11 Data analysis Procedure:

The data was coded, entered and cleaned using Epi data 4.7.0 and analyzed by using SPSS 26
version to generate descriptive statistics: means, frequency, percentages and standard deviations.
The degree of association between independent and dependent variables were assessed using
adjusted odds ratio with 95% confidence interval. Variables<0.25 P-value in binary logistic
regression were fitted into multivariable logistic regression model to control the potential
confounding variables and variables p value less than 0.05 were considered as significantly
associated .Besides, Hosmer-Lemeshow model of goodness fit was tested (p=0.860) and
multicollinearity was checked, as a result Tolerance was greater than 0.7 and VIF was less than

1.3.

4.12 Ethical Considerations:

Ethical clearance to conduct the study was obtained from Institutional Review Board of Mekelle
University College of Health Science. Then the Obtained official supportive letter was submitted
to Tigray military central medical office and meles campus military hospital. Study participants
were informed about procedures, significance and risks of the study and the right to refuse any
time. Ultimately written informed consent was taken. Confidentiality were also assured for all

the information provided and no personal identifiers were used on the questionnaire.
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4.13 Dissemination of findings

The study result will be submitted and presented to Mekelle University, college of health
sciences, School of Nursing Department of Psychiatry and Meles campus military hospital and
result documents will be disseminated to all responsible bodies in the study area. Finally the
findings will be disseminated through different meetings, workshops and publishing in the local

or an international journal.
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5. Result

5.1 Socio-demographic and military characteristics of respondents

A total of 305 participants took part in this study, making a response rate of 100%.The median

age of the respondents was 27 years (IQR:23-36).Among them 67.5% were males and 54.8%

were unmarried. Besides, 84.6 % were orthodox Christian followers and 38% the participants

attended secondary school.

Among the military respondents 83.6% were Non officers and 68.5% were combat. Furthermore,

54.1 % respondents are deployed when they were less than 25 years old and 42% of them were

deployed ten and more than ten times and 61% of them stayed six months long and beyond(table

.

Table 1.Socio-demographic and military characteristics among admitted military personnel at

Meles Campus military hospital Mekelle, Tigray .Ethiopia, 2024 (n=305)

Characteristics | Category Frequency Percentage
Sex Male 205 67.2
Female 100 32.8
Age 18-24 101 33.1
25-29 84 27.5
30-39 61 20
40-49 28 9.2
50-65 31 10.2
Religion Orthodox 258 84.6
Muslim 22 7.2
Catholic 25 8.2
Marital status | Married 104 34.1
Unmarried 167 54.8
Divorced 13 4.3
Widowed 21 6.9
Educational No formal 23 7.5
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level

education

Primary school | 56 18.4
Secondary 116 38
school
College and 110 36.1
above
Years of <3 Years 163 53.4
military >4 Years 142 46.6
service
Military rank Officer 50 16.4
Non officer 255 83.6
Nature of duty | Combat 209 68.5
Combat 96 31.5
supporter
Number of 1-5 times 79 259
deployment 6-9 times 98 32.1
>10 times 128 42
Age of first <25 years 165 54.1
deployment >25years 140 459
Length of <5 months 119 39
deployment >6 months 186 61
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5.2 Substance related factors

Out of 305 respondents 56.4% of them had ever used of alcohol and 29.2% currently use alcohol.

On the top of that, 6.9% and 4.3% of the respondents currently smokes cigarette and chews khat

respectively (figure 2).

60

~ 35 ® O = D T

56.4 %

Khat

Cigarette
substance use

Alcohol

M Current use

M ever use

Figure 2 .Substance use among admitted military personnel at meles campus military hospital,

Mekelle, Tigray, Ethiopia 2024 (n=305)
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5.3. Clinical related factors

About 29.2% of respondents had depression and 7.5% of respondents had family history of

mental illness .In addition to this, 4.6 % of them had past history of mental illness and 15.4% of

the respondents had known chronic medical illness, among them 7.2% of them were known to be

epileptic secondary to Traumatic brain injury.

Table 2. Clinical related factors among admitted military personnel at Meles Campus Mekelle,

Tigray, Ethiopia 2024 (n=305)

Clinical factors Category Frequency Percent
Depression Present 89 29.2
Absent 216 70.8
Family history of Present 23 7.5
mental illness Absent 282 92.5
Past history of Present 14 4.6
mental illness Absent 291 95.4
Chronic medical Present 47 15.4
illness Absent 258 8.6
Diabetes 12 3.9
Hypertension 13 4.3
Epilepsy 22 7.2
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5.4 pychosocial factors

5.4.1 social support

From the total of 305 respondens 44.9 % participants perceived having more than 5 people close

to them and 34.8% are concerned about their activities and 28.9% had a possiblity of getting

paractical help from the people around(table 3).

Table 3 .Social support status among admitted military personnel at Meles Campus military

hospital Mekelle, Tigray, Ethiopia 2024 (n=305).

Characteristics Category Frequency | Percentage
Participant  perception number of | None 22 7.2
peoples close to him/her during serious | 1 or 2 63 20.7
personal problem 3-5 83 27.2
More than 5 137 44.9
Participant perception about people’s | No concern and interest | 9 3
concern in what she/he is doing Little 46 15.1
Uncertain 79 25.9
Some 106 34.8
a lot 65 21.3
Participant perception the ease to get | Very difficult 19 6.2
practical help Difficult 57 18.7
Possible 88 28.9
Easy 88 28.9
Very easy 53 17.4
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Out of 305 participants 39.67% reaveld having strong social support .where as, 30.16%

participants had poor social support and the remained part indicated intermediate social support

as well.

Social support catagory

Epoor social support

.Intermediate social
support
Mstrong social support

Figure 3 .Social support among Admitted military personnel at Meles Campus military hospital
Mekelle, Tigray, Ethiopia 2024 (n=305).

5.4.2 Perceived threat to life

Twelve point one percent of respondents perceived high threat to life and 69.8 % of them also

experienced moderate perception to life (table4).

Table 4. Perceived threat to life admitted among military personnel at Meles campus Military

hospital Mekelle, Tigray, Ethiopia 2024 (n=305)

Variable Category Frequency Percent
Perceived threat to Low 55 18%
life Moderate 213 69.8%

High 37 12.1%
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5.4.3 Resilient coping scale

Across all respondents 36.4% had low resilience coping to difficult situations they had been
exposed. Thirty three percent of the respondents were also experiencing high resilient coping

during the difficult situations they had been facing.

Table 5 .Resilient coping scale among admitted military personnel at Meles campus military

hospital Mekelle, Tigray, Ethiopia 2024 (n=305).

Variable Category Frequency Percent

Resilient coping scale Low 111 36.4
Moderate 92 30.2
High 102 334
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5.5 Trauma related exposures

5.5.1 Combat exposures

The majority of the respondents 97% received incoming artillery, rocket and mortar fire and

91.5% saw killed or dead enemy .Besides, 88.2% witnessed an injury or death of co-worker or a

friend and 47.2% of the participants handled a dead body (table 6).

Table 6. Combat exposure of admitted military personnel at Meles campus military hospital at

Mekelle, Tigray, Ethiopia 2024 (n=305)

Variables Category Frequency Percent
Attacked or ambushed Yes 16 5.2
No 289 94.8
Receiving incoming artillery ,rocket or mortar fire | Yes 296 97
No 9 3
Being shot or receiving small arms fire Yes 284 93.1
No 21 6.9
Improvised explosive device or boot trap Yes 167 54.8
exploding near you No 138 45.2
Aid wounded/shouted Yes 230 75.4
No 75 24.6
Handling dead body Yes 144 47.2
No 161 52.8
Witnessing /hearing a co-worker or friend injured | Yes 269 88.2
or killed No 36 11.8
Hostile reaction from civilians Yes 218 66,6
No 87 28.5
Serious car or other accident at work or elsewhere | Yes 203 66.6
No 102 33.4
Seeing enemy wounded, killed or dead Yes 279 91.5
No 26 8.5
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5.5.2 Critical warzone experience

Across the respondents 51.1% of them had very high combat exposure and 40.7% of the
respondents also had high combat exposure (figure 4).

60

51.1%
50

40.7%

40

30

20
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10 7.2%
1%

Low Medium High Very high
combat exposure

Figure 4 .Combat exposure category among admitted military personnel at Meles campus

military hospital Mekelle, Tigray, Ethiopia 2024 (n=305).
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6. Prevalence of post-traumatic stress disorder among military personnel

The prevalence of post-traumatic stress disorder (PTSD) in this study was 27.5% (95 % CI: 22.5,
32.5).

=TS

m NO PTSD

Figure 5: The prevalence of post-traumatic stress disorder among military personnel admitted to

Meles campus military hospital Mekelle, Tigray, Ethiopia 2024

6.1 Factors associated with posttraumatic stress disorder

To determine the association of independent variables with dependent variable (PTSD), bivariate
and multivariate binary logistic regression analysis were undertaken. Based On the bivariate
analysis sex, educational level, rank, year of military service , number of deployment ,length of
deployment ,social support, ever use of khat ,family history of mental illness ,past history of
mental illness ,depression ,handling dead body , resilient coping and perceived threat to life were

found to be significant at a P value less than 0.25.

These variables were fitted into multivariable binary logistic regression for further analysis in
order to control confounding effects. In multivariable binary logistic regression the factors which

had P value <0.05 were considered to be significant.

According to multivariable binary logistic regression rank, depression, family history of mental
illness, social support, handling dead body, perceived threat and resilient coping were found to

be statistically significant.
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Being Non officers were 6.35 times more likely to have PTSD than those who were
officersf AOR=6.352; 95% CI(1.375,29.335)] .Those who had family history of mental illness
were 7.65 times more likely to experience PTSD than those who hadn’t family history of mental
illness [AOR=7.65; 95% CI(1.428, 40.983)] and the odds of having PTSD among those who had
poor social support were 3.8 times higher than those who had strong social support [AOR=3.848;
95% CI(1.220,12.134)].In addition to the aforementioned factors, those who had depression
were 10.3 times more likely to have PTSD than those who were not diagnosed with depression

[AOR=10.348; 95% CI(3.983, 26.886)].

Being handling dead body were 8.2 times higher to experience PTSD than those hadn’t handle
dead body [AOR=8.229; 95% (CI:3.314, 20.434)] and the odds of PTSD among respondents
with low resilient coping were five times more than those who had high resilient coping
[AOR=5.016; 95% CI(1.722,14.608)].Besides ,the odds of PTSD among respondents who had
high perceived threat to life were 4.6 times more likely to have PTSD than those who had low
perceived threat to life [AOR=4.560; 95% CI(1.052,19.767)] (Table 8).
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Table 7. Factors associated with post traumatic disorder bivariate and multivariable logistic

regression among admitted military personnel at meles campus military hospital (n=305)

Variables Categories PTSD COR(95% CI) AOR(95% CI) P-value
Yes | No
Sex Male 156 | 49 1 1
Female 65 |35 1.714( 1.018- 2.888) | 1.942(0.787-4.792) 0.15
Educational No formal education | 15 |8 2.133(0.803-5.667) 3.256(0.526-20.162) | 0.2
level
Primary school 38 |18 1.895(0.913-3.931) 0.918(0.256-3.290) 0.89
Secondary school 80 |36 1.8(0.977-3.315) 1.201(0.447-3.223) 0.71
Diploma and above | 88 |22 1 1
Rank Officer 46 |4 1 1
Non officer 175 | 80 5.257(1.830-15.104) | 6.352(1.375-29.335)* | 0.01
Military service | <3 years 131 | 32 1 1
> 4 years 90 |52 2.365(1.412-3.961) 1.516(0.569-4.041) 0.4
Length of | <5 months 80 |39 1.57(0.918-2.547) 2.245(0.953-5.284) 0.06
deployment
> 6 months 141 | 45 1 1
Number of | 1-5 times 61 18 1 1
deployment
6-9 times 75 |23 1.039(0.514-2.1) 1.790(0.540-5.927) 0.34
>10 times 85 |43 1.714(0.903-3.255) 1.944(0.658-5.749) 0.22
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Depression Present 185 | 31 8.786(4.973-15.522) | 10.348(3.983-26.886)* | 0.0001
Absent 36 53 1 1
Social support Poor 42 50 7.234(3.536-14.801) | 3.848(1.220-12.134)* 0.02
Moderate 100 | 21 1.276(0.602-2.707) 0.617(0.191-1.1990) 0.41
Strong 79 |13 1 1
Family history | Present 9 14 4.711(1.954-11.357) | 7.65(1.052-40.983)* 0.01
of mental
illness Absent 212 | 70 1 1
Past history of | Present 6 8 4.842(1.701-13.783) | 2.595(0.381-17.665) 0.33
mental illness
Absent 215 | 76 1 1
Ever use of khat | Yes 24 |23 2.644(1.347-5.191) 1.196(0.4-3.575) 0.74
No 197 | 61 1 1
Handling dead | Yes 78 66 6.722(3.727-12.123) | 8.229(3.314-20.434)* 0.0001
body
No 143 | 18 1 1
Perceived threat | Low 41 14 1 1
Moderate 172 | 41 0.543(0.283-1.040) 0.737(0.241-2.256) 0.59
High 8 29 8.667(3.186-23.575) | 4.560(1.052-19.767)* 0.04
Resilience Low 50 60 9(4.426-18.30) 5.016(1.722-14.608)* 0.03
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coping

Moderate

80

12

1.125(0.478-2.645)

1.227(0.359-4.196)

0.74

High

90

12

*statistically significant at p-value <0.05, 1-reference, Model goodness of fit (Hosmer and

lemeshow) =0.860, No multicollinearity (tolerance>0.7 and VIF<1.3).
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7. Discussion

Post-traumatic stress disorder appears to be more common and highly prevalent among war
victims, especially among military personnel (4). This study also looked into the prevalence and
associated factors among admitted military personnel. As a result, the prevalence of PTSD in
these participants was 27.5% (95 % CI: 22.5, 32.5) and non-officers, depression, poor social
support, family history of mental illness, handling dead body, high perceived threat and low

resilient coping were found to be significantly associated with post-traumatic stress disorder.

The prevalence of PTSD among participants was found to be 27.5% (95 % CI: 22.5, 32.5) .This
result aligns with studies conducted in New Zealand military personnel 30%(27),Uyghur
veterans in Xinjiang region of China 29%(29) , South African 32%(4) and study conducted at
Eastern Commands Referral Hospital in Dire Dawa Administration , Eastern Ethiopia
23.6%(12).

Conversely, the prevalence reported in this study is lower than that found in previous research
conducted among active-duty military personnel in the US 43%(23), and the study conducted in
Sri Lanka rehabilitation center among soldiers with amputation of a limb or spinal injury
41.7%(53) . These discrepancies may be due to methodological differences, such as the sampling
techniques used (convenience and snowball sampling), data collection methods (web-based
questionnaires), the inclusion of participants with amputations and spinal injuries who are more
prone to PTSD(53) and the use of the Diversity Maladaptive Stress Symptoms (DMSS) tool for
assessment(23).

This study also indicated a higher prevalence of PTSD compared to findings from earlier
research conducted among deployed US male marines10.8%(25) , UK police officers 3.9%(26),
Nepalese combatant during insurgency 21.9%(28) ,Nigeria hospitalized veterans 22%(30)
,among Irag deployed personnel 12.9% (32) ,and a studies conducted at Armed Forces Referral
and Teaching Hospital in Addis Ababa Ethiopia 15.5%(11) and in Admitted at North West
Command Level three Military Hospital in Bahir Dar Northwest Ethiopia 21.9%(34). The
variations observed across these studies could be explained by factors such as smaller sample
sizes, differences in study design (e.g., cohort studies), variations in socio-demographic and

military characteristics, as well as exposure to civilian casualties, atrocities, and disruptions in
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loss of family connections after deployment, which were more prevalent among respondents in

the present study

Non-officers were found to be 6.35 times more likely to have PTSD than those who were
officers aligning with studies conducted in US military personnel(23) ,Uk army
personnel(54),Iraq and Afghanistan(55) and Addis Ababa, Ethiopia (11). This increased risk of
frontlines could be explained by direct exposure to handling dead body, life threating situations

and death of comrades.

Poor social support were observed to be 3.8 times more likely to have PTSD compared to those
who had strong social support which was parallel to studies conducted in US military (24) , in
Addis Ababa Ethiopia (11) and a study conducted in Bahir dar Ethiopia (34).The heightened
susceptibility of those had poor social support could be due to an increasing likelihood of
isolation ,rumination and avoidance then struggle to process the traumatic event incase social

support serves as buffer against stress(56).

Participants with a family history of mental illness were found to be 7.65 times more likely to
have PTSD compared to those without such a history. This finding aligns with prior research
conducted in Dire Dawa, Ethiopia (12). A potential explanation is that a genetic predisposition to
mental health issues may increase vulnerability to other psychiatric disorders. Additionally,
individuals from families with a history of mental illness might experience prolonged stress or
neglect, which can undermine their resilience and heighten their sensitivity to traumatic

experiences(57).

Those who had depression were 10.3 times more likely to have PTSD compared to those who
had not, this could be due to sharing common symptoms with PTSD, heightened stress and
negative thought patterns and social isolation which makes it harder to cope and process trauma
.And this was higher than the studies conducted in US and Dire Dawa Ethiopia (12,24,36)

possibly due to variations in study design and sample size .

Dead body handlers were 8.2 times more likely to have PTSD than those didn’t handle dead
body. This study supports the previous studies conducted in UK ,Addis Ababa and Bahir Dar

Ethiopia (11,34,54).Repeated exposure ,sensory overload and constantly working with handling
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dead body leads to emotional distress ,intrusive memories and overwhelming sensory

experiences(58) .

High perceived threat to life was 4.6 times more likely to have PTSD compared to low perceived
threat. This study was a line with previous studies in UK army personnel(54), US marine(25) and
in Addis Ababa Ethiopia(11) .The possible explanation could be because when individuals
perceive high to threat the brain activates fear network that contributes to overproduction of

stress hormone(59).

Those who had low resilient coping were also five times more likely to have PTSD than those
were resilient . This study supports the study conducted in US soldiers returning from Operations
Enduring Freedom and Iraqi Freedom(60) and in Bahir Dar, Ethiopia (34).This could be because
low resilience leads to negative appraisals ,where individuals perceive the trauma as life

shattering and uncontrollable and struggle trauma to process(61)
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7. Limitation of the study

The Nature of cross sectional study design may not show temporal relationships between post-
traumatic stress disorder and its predictors. Therefore, it needs further longitudinal studies to
spell out or show temporal relationship. On the top of that, there was Recalling bias for some

variables such as number of deployment and length of deployment..

8. Conclusion

The purpose of the study was to determine prevalence and associated factors of post-traumatic
stress disorder among admitted military personnel at meles campus military hospital Mekelle
,Tigray ,Ethiopia .According to this study prevalence of Post-traumatic stress disorder was found
to be 27.5%.Low rank ,depression , family history of mental illness , poor social support ,
handling dead body , high perceived threat and low resilience coping were important factors
which significantly associates with PTSD .Therefore, the aforementioned factors should be

considered during screening and intervention.
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9. Recommendations

According to the findings the following recommendations are forwarded.

To Meles Campus Military Hospital

v

There should be routine screening, early detection and intervention for admitted military
personnel, especially to those has history of mental illness, depression and high
perceived threat.

Immediate and ongoing psychological support should be given to those who were
handling dead body.

Referral system should be established to get specialized mental health service.

Social support should be facilitated to provide emotion and psychological assistance.
Resilience training should be given on stress management and emotional regulation,
particularly non officers.

Provide psycho education on mental health awareness to reduce stigma, and safe and

supportive environment with minimal triggers should be ensured.

To Tigray military central medical office

+*

Should allocate resources to military hospitals hospital for mental health service.

Should train health care professionals in primary health care setting on identifying and
managing post-traumatic stress disorder.

Public health campaigns should be facilitated to reduce stigma and encourage help
seeking behavior among military personnel.

Coordinate Non-governmental organization that provides mental health support.

To health policy makers

>

>

The policy makers should integrate PTSD care into national military and general mental
health policies.

Should establish guidelines for assessment of PTSD among active duty personnel.
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To researchers

» PTSD is frequently chronic and debilitating condition that occurs often after long time
exposed to traumatic events .Longitudinal research should be conducted to vyield
conclusive data on the prevalence and contributing variables of post-traumatic stress

disorder.
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9. ANNEXES

Annex-I: Participant’s information sheet

Title of the research: prevalence and associated factors of post-traumatic stress disorder among

admitted military personnel at Meles campus military hospital Mekelle, Tigray,Ethiopia, 2024.
Principal Investigator: Awet Menasbo (Bsc)

Primary advisor: Tesfalem Araya (MSc,Asst.proff)

Co-advisor: Hagos Tsegabirhan (MSc,Asst. proff)

Department: Department of Psychiatry, School of Nursing, College of Health Sciences, Mekelle

University.

Introduction: Good morning/afternoon! My name is . I am here today to

collect data on the above-mentioned topic. The study is will be conducted by Awet Menasbo who
is studying in the field of Integrated Clinical and Community Mental Health from Mekelle
University, College of Health Science, School of Nursing, Department of Psychiatric Nursing,

and postgraduate program.

Purpose: prevalence and associated factors of post-traumatic stress disorder among admitted

military personnel at Meles campus military hospital Mekelle, Tigray,Ethiopia, 2024.

Procedure and Participation: I request you to take part in this study and to respond genuinely.
Your cooperation and willingness are greatly helpful in identifying determinants of post-
traumatic stress disorder among military personnel at Meles campus military hospital. The study
will be conducted through interviews and you are being asked for a little of your time, about 30

minutes, to help us in this study.

Confidentiality: All information given by you will be kept strictly confidential.

Benefit: I will be benefited from your cooperation in this study through your response but you

might not directly benefit.
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Risk: you may feel discomfort with some questions and you may spend your time on responding
to the questionnaire. Otherwise, no possible additional risk associated with participating in this

study.

Inducement, incentive, and Compensation: There is no payment for your genuine response but

it is helpful to assess magnitude and associated factors of post-traumatic stress disorder.

Results Dissemination: The finding of the study will be submitted to Mekelle University
College of Health Sciences, School of Nursing, and Department of Psychiatric Nursing and
responsible bodies in the study area. An effort will be made to present in seminars and

workshops.

Freedom to withdraw: Your participation is voluntary and you are not obligated to answer any
question you do not want to answer. If you feel discomfort with the question, it is your right to

drop it any time you want.

Person to contact: If you have questions regarding this study or will like to be informed of
the results after its completion, please feel free to contact the principal investigator. If you
want more information and check about this research you can contact the following people.
Mekelle University, College of Health Sciences Institutional Review Board Office.
Tel. +251 3444416682

Principal investigator Name and Address: Awet Menasbo Tel: +251 940268819

E-mail: awetmenasbho2015@agmail.com

Advisors 1. Mr.Tesfalem Araya (MSc,Asst.prof.) Email:tesfayearaya8@gmail.com
2. Mr.Hagos Tsegabrhan (Asst.prof.) Email: hagostsegabrhan196@gmail.com
Are you willing to participate in this study?
1. Yes Continue to the next page.

2. No Skip to the next participant.
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Annex II: Informed consent form

Title of the project: “prevalence and associated factors of post-traumatic stress disorder among
admitted military personnel at Meles campus military hospital Mekelle, Tigray, Ethiopia, 2024.”

| have been well aware of that this research undertaking is for a partial fulfillment of Master’s
degree which is fully supported and coordinated by the College of Health Science, School of
Nursing Department of Psychiatry and the designate principal investigator is Awet Menasbo. |
have been fully informed in the language | understand about the research project objectives that
are to understand the prevalence and associated factors post-traumatic stress disorder among
admitted military personnel.

| have been informed that all the information | shall provide to the interviewer will be kept
confidential. I understood that the research has no any risk and no composition. I also knew that |
have the right to withhold information, skip questions to answer or to withdraw from the study
any time | have acquainted nobody will impose me to explain the reason of withdrawal.

I have read this form, or it has been read to me in the language |1 comprehend and understood the
condition stated above, therefore, I am willing and confirm my participation by signing the

consent.

Do you agree to participate in the study?

Yes No

Name of data collector

Signature Date
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Annex III: English version Questionnaire

Instructions; the questionnaire has 9 parts. It will take about 30 minutes to complete. Please try

to respond all questions. Thank you very much for your patience.

Part-1: Socio- demographic characteristics

No Questions Alternative response
101 Sex 1.Male
2.Female
102 How old are you? years
103 Where are you come from? 1.Rural
2.Urban
104 What is your marital status? 1. Single 3. Divorced
2. Married 4. Widowed
105 What is your religion? 1.0rthodox  3.Catholic
2.Muslim 5.0thers---------
4 Protestant
106 What is your educational level? | 1. Can’t write and read 4. 9-10 grade
2.1-4 grade 5. College and above
3.5-8 grade
107 Years of military service
--------------------- years
1.commissioner officer
108 What is your rank 2.non commissioner officer
109 Nature of duty 1. Combat
2. Combat supporter
3. Other specify..............
110 Number of deployment times
111 Age at first deployment years
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112

Length of Deployment

month/days

PART Il .Questions to Assess depression by using the patient health questionnaire (PHQ-9)

NO | Over the last 2 weeks, how often Not | Several days | More than Nearly every
have you been Bothered by any of | at half days day
the following problems? all

201 | Little interest or pleasure in doing | O 1 2 3
things

202 | Feeling down, depressed, or 0 1 2 3
hopeless

203 | Trouble falling or staying asleep, 0 1 2 3
or sleeping too
Much

204 | Feeling tired or having little energy | 0 1 2 3

205 | Poor appetite or overeating 0 1 2 3

206 | Feeling bad about yourself or that | O 1 2 3
you are a failure or have let
yourself or your family down

207 | Trouble concentrating on things, 0 1 2 3
such as reading the newspaper or
watching television

208 | Moving or speaking so slowly that | O 1 2 3
other people Could have noticed.

Or the opposite being so fidgety or
restless that you have been moving
around a lot more than usual

209 | Thoughts that you would be better | 0 1 2 3
off dead, or of hurting yourself
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PART III: PTSD CHECKLIST — MILITARY VERSION (PCL-M)

Instruction to patient: Below is a list of problems and complaints that veterans sometimes have

in response to military experiences. Please read each one carefully, put an “X” in the box to

indicate how much you have been bothered by that problem in the last month.

NO

Response

Not at all
1)

A little
bit(2)

Moderately
3)

Quite a bit
(4)

Extremely

()

301

Repeated, disturbing
memories, thoughts, or
Images of a stressful
military experience
from the past?

302

Repeated,  disturbing
dreams of a stressful
Military experience
from the past

303

Suddenly acting or
feeling as if a stressful
Military experiences
were happening again
(as if you were reliving
it)?

304

Feeling very upset
when something
reminded you of a
stressful military
experience from the
Past?

305

Having physical
reactions (e.g., heart
pounding, trouble
breathing, or sweating)
when something
Reminded you of a
stressful military
experience From the
past?

306

Avoid thinking about
or talking about a
stressful military
experience from the
past or avoid

Having feelings related
to it?

307

Avoid activities or
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situations because they
remind you of a
stressful military
experience

from the past

308

Trouble remembering
important parts of a
Stressful military
experience from the
past?

309

Loss of interest in
things that you used to
enjoy?

310

Feeling distant or cut
off from other people?

311

Feeling emotionally
numb or being unable
to have loving feelings
for those close to you?

312

Feeling as if your
future will somehow be
cut short?

313

Trouble falling or
staying asleep?

314

Feeling irritable or
having angry
outbursts?

315

Having difficulty
concentrating?

316

Being “super alert” or
watchful on guard?

317

Feeling jumpy or easily
startled?

Part-IV: Questionnaires to assess social support (SSQ-Oslo-3)

The following 3 questions ask about how you experience your social relationships. The inquiry is

about your immediate personal experience.

S .no

Social Support Questionnaire

Response

401

How many people are so close to you that you can

Count on them if you have serious personal

1. None 3. Three-five
2.0neortwo 4. Morethan5
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problems

402 How much concern do people show in what you | 1. No concern and interest
are doing 2.Little concern and interest
3. Uncertain
4. some
5.alot
403 How easy is it to get practical help from friends or | 5.Very easy

dorm-mates’ if you should need it 4. Easy

3. Possible
2. Difficult
1. Very difficult

Part -V: Question of substance use

501 Have you used any kind of alcohol drinks in last 3 | 1.Yes
months? 2.No

502 Have you ever used alcohol drinks in your life? 1.Yes
2.No

503 Have you used any kind of tobacco products in the last 3 | 1.Yes
months? 2.No

504 Have you ever used tobacco products? 1.Yes
2.No

505 Have you used any other substance in the last 3 months? If | 1.Yes
yes, specify it.......... 2.No

506 Have you ever used any other substance in your life? If | 1.Yes
yes, specify it....... 2.No
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PART VI: CLINICAL FACTORS

NO | Questionnaire Response

601 | Do you have family history of mental illness? 1.Yes 2.No
602 | Do you have previous history of mental illness? 1.Yes 2.No
603 | Do you have known chronic medical illness? 1.Yes 2.No
604 | Have you been experience trauma in childhood physical | 1.Yes 2.No

abuse and neglect

PART VII CRITICAL WARZONE EXPERIENCES (CWE) SCALE

NO

How often did you | Never 1
experience the time
following during
Combat?

2-4
Times

5-9
times

10+
times

701

Seeing ill/injured
women/children
who you were
unable to help

702

Had a buddy shot
or hit who was near

703

Being in
threatening
situations where
you were unable
to respond because
of rules of
engagement

704

Witnessing
violence within
local population or
between ethnic
groups

705

Being directly
responsible for the
death of an enemy
Combatant....

706

Being
wounded/injured. ..

707

Saved the life of a
soldier or civilian
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PART VIII: OTHER TRAUMATIC FACTOR

NO How often did you experience the following during | Response
combat
801 Have you ever been attacked or ambushed 1.yes 2.No
802 Receiving incoming artillery, rocket, or mortar fire 1.yes 2.No
803 Being shot at or receiving small arms fire 1.yes 2.No
804 IED/ improvised explosive device /booby trap 1.yes 2.No
exploding near you
805 Aid wounded/shouted 1.yes 2.No
806 Handling dead body 1.yes 2.No
807 Did you witnessed hearing of a friend or co-worker 1.yes 2.No
being injured or killed
808 Having hostile reactions from civilians 1.yes 2.No
809 Have you ever been involved in a serious car accident | 1.yes 2.No
or serious accident at work or elsewhere?
810 Seeing enemy forces wounded, killed or dead 1.yes 2.No

PART IX:-lists of threatening experiences questionnaires-showing subjective perception of
life threat in the last month.

No | Questions 0.never 1.almost 2.sometimes | 3.fairly 4.very
never often often
90 | In the last month,
1 how often have you
been upset because of
something that
Happened
unexpectedly?
90 | In the last month,
2 how often have you
felt that you were
unable to control the
Important things in
your life?
90 | In the last month,
3 how often have you
Felt nervous and
stressed?
90 | In the last month,
4 how often have you

felt confident about
your ability to
Handle your personal
problems?
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90 | In the last month,
5 how often have you
Felt that things were
going your way?

90 | In the last month,

6 how often have you
found that you could
not cope with all
The things that you
had to do?

90 | In the last month,

7 how often have you
been able to control
irritations in your
Life?

90 | In the last month,

8 how often have you
Felt that you were on
top of things?

90 | In the last month,

9 how often have you
been angered because
of things that
happened that were
outside of your
Control?

91 | In the last month,

0 how often have you
felt difficulties were
piling up so high
that you could not
overcome them?

PART X BRIEF RESILIENT COPING SCALE

BRCS Instructions: 1) Does
Consider how well the not
following statements describe
describe your behavior | me at
And actions. all

2)Does
not
describe me

3)
Neutral

(4)

Describes me

®)
Describes
me very
well

I look for creative ways
to alter difficult
Situations.

Regardless of what

happens to me, | believe |

can control my reaction
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to it.

I believe | can grow in
positive ways by dealing
With difficult situations.

I actively look for ways
to replace the losses |
Encounter in life.
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Annex — II1

3.1 Tigrigna version information sheet and consent form

AIN-1: 5L +A+&t HCHE AN

TL TCERT ho

A1 dPAN WFBT) £LNTP A4 FPAHNTP HONM +ILA+ &hdé TMUNLt HUA 98 AA9PC
FPF FHAPLF FPR TP T TPIIL 72024 =

PG +a0L.M4: AT 9MF AOGAN

$8MEL RMNL:L/C ANTL ST°M (T.AT.R)

NARR AMTig: AT AN 8INCY7T (H/TCLAC)

NEA FIRUCE: N1-AATPC I NP FIRUCE 1CATD T hAE moT ARTN IRLNCAL dPPA

M x+P: L7 2 HELIIO/EAT & D-GANGD NARL A7) CAf 792IA8 N9 H+qRhnl,
ANEL HHLANA GRH TET6+ HCHE dBZ8AF TTRANN AR AH, TRHT6+ HNREP A1
RIACAL AOFAINAE MOT ARTNINFFIRUCE 1CA T AGATIRUCE NI-RATRC NH+PLEL
HNIETM. 1 UNZANDLT DOT RATRC G828 B4 (TIN+E 82) +0LE +90Y 4.8 Hhk he
A@* @TAN HHNYA APgo:

GAM: MY Ehd MUNLL HUA T8 AAFPL 6 3¢+ HHOREL TONTPF+T TTRH9C AR

AL 8y +ATET: ANH 879F nA+4T FRNAT AN TAUMNTY NFEA+HT £ATF:TR9R/+7
FOFhNNCT &3 LT MY Ehd MUNLt HUA G AATPL e3P+  +HAD L+ ORI P FF7
Y99 AHE MPIY, AR:: TH, PA-TOAHFF HONLATD/AT 9K NS 30 L3P AR:

M ADELRTF: TH 679 HANN ANdF T8 mAPNI® 180T HADN AAHENY FPAMG HEHAD
AR:TH, +NYA ADT ANH, @CPT ATPNI® BT T8 F(hd RBCIHT JPoH & APEAT:
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nPa: ANH 879 ATPALERID emd®  mdaq HeRT/ AN FhAAATRIRINL RS
+ATETRI® YH, 679F OATY TRTIAR 4 IH, AR:

FERT (AONY): ANH, PA-TOATT NIPNFEIS H+ONAT AMT F°F+ HREANIRPICT JHATP
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NTAALHE PATHA T2 N1-929NC Nt +EAR HOLSP NAHNT HNY At Akt BRAK APgD:
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NANe6Z: +251940268819  A.-.4: awetmenasbo2015@gmail.com
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NAN®BL: +251914735498  A.-“14A: hagostegabrhan196@gmail.com
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