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Background: Adverse Childhood Experiences refer to various traumatic or challenging
events and circumstances that can occur during childhood. These experiences can
have long-lasting negative effects on an individual’s physical, mental, and emotional
well-being.

Objective: The aim of this study was to describe Adverse Childhood Experiences and
their association with common mental disorders among College of Health Science
Students at Addis Ababa University.

Methods and materials: A cross-sectional study was conducted employing a stratified
random sampling with a sample of 345 undergraduate students. The data was collected
through a self-administered questionnaire. Socio demographic, ACE-IQ, PHQ-9, GAD-
7, and a brief assessment tool for substance use was used. Binary and multivariate
logistic regressions were used to determine the association between ACEs, dependent
and independent variables.

Result: In the total sample (N = 345), the participant’s mean age was 22.2, with the
majority being females (58%). 15.9% of the participants had depression symptoms
(scored more than 10 in PHQ-9 score) and 14.2% had anxiety symptoms (scored more
than 10 in GAD 7 score). Majority of the participants (80%) had at least one ACE and
one fourth (25.2%) of the participants had experienced 4 or more ACEs. The most
prevalent type of ACE was community violence (35.4%). One fifth (20%) of the
participants had reported having experienced childhood sexual abuse. After controlling
for confounding variables, those with 4 or more ACEs were 6.17 times (aOR 6.17; 2.51,
15.18) and 6.0 times (aOR 6.0; 2.25, 16.02) more likely to have depression and anxiety
respectively.

Conclusion: There is a high prevalence of depression and anxiety among
undergraduate college of health science students of Addis Ababa University. Adverse
childhood experiences are also highly prevalent among the participants. There was a
dose response relationship between ACEs and both anxiety and depression after
controlling for confounding variables.

Recommendation: Identifying and preventing ACEs at an early stage could contribute
to reducing the prevalence of depression and anxiety among college students. Effort to
prevent ACEs should target not just individuals but also extend to households and
communities.

Keywords: Adverse Childhood Experiences, Depression, Anxiety, ACE-1Q, CHS
students
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Adverse childhood experiences (ACES) include various forms of physical, sexual and
emotional abuse, neglect, dysfunctional family relationships, bullying, community and
collective violence experienced under the age of 18 years (1,2). Some of the ways in
which adverse childhood experiences are thought to cause negative health outcomes
could be; childhood trauma leading to maladaptive coping mechanism like overeating,
heavy smoking, alcohol and drug use which could lead to diseases like HTN, Diabetes,
cardiac illness and cancer(3).

Chronic stress can have an effect, independent of maladaptive coping mechanisms, on
inflammatory processes affecting the body’s immune system, endocrine system and
causing various physical illnesses and chronic maladaptation of psychological systems.
There may be long term damage to the developing brain that contributes to both
mental and physical iliness (4,5,3). At the molecular level, the stress of ACE can lead to
epigenetic modifications that result in “biological embedding of early life experiences”.
This could affect future health outcomes and also result in multigenerational

dysregulation of stress response (6).

Early childhood trauma could also lead to disorganized attachment style which in turn
could result in psychopathologies in young adulthood (7,8). All of these could be ways in

which adverse childhood experiences result in problems with health in adults.

It is shown in various studies worldwide that adverse childhood experiences are highly
associated with common mental disorders such as depression and anxiety (9). These
impacts have been documented in sub-Saharan Africa where widespread exposure to
childhood adversities arise from factors like poverty, community violence, HIV/AIDS,
and orphan hood.(10-12).

The ACE study which was done by U.S. health maintenance organization Kaiser
Permanente and the CDC has served as benchmark study for much subsequent

research. The first article was published in 1998(1) and has produced more than 50
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articles that explore the prevalence and consequences of ACEs. The original 7 ACEs
included psychological, physical, and sexual abuse, as well as exposure in the home to
substance abuse, mental iliness and suicide, incarceration, or violence(1). These were
expanded into 10 ACEs to include physical neglect, emotional neglect and losing a
parent through divorce or death, forming a 10-item screening questionnaire(13). This
guestionnaire was expanded again in 2020 as the WHO-International Questionnaire
(WHO-IQ), to include childhood adversity outside of the home: peer, community and

collective violence (2).

The ACE study and many other subsequent studies have identified that adverse
childhood experiences are associated with a variety of mental and physical risks and
disorders as noted above. There is a graded response between ACEs and a number of
health risk behaviors (obesity, substance abuse) and outcomes like depression, anxiety,
suicidal attempts, COPD, liver diseases, coronary artery disease and autoimmune
diseases (1,14-17).

In Ethiopia there is a lack of ACE research. The few existing studies have primarily used
the 10-item ACE questionnaire. However, this study used the more comprehensive
WHO-International Questionnaire, which is specifically designed for low- and middle-
income countries (LMIC) like Ethiopia, where instances of collective and community

violence are more prevalent.

Considering that 75% of lifelong mental disorders, such as depression and anxiety,
commonly arise during early adulthood(18), it is justifiable to prioritize college students
as a targeted group for this study. Moreover, the repercussions of mental health issues
on this population can have significant economic and social implications, rendering it a
matter of national importance. In addition, it was also more convenient to do the study
among college students, as College of Health Science students at AAU were easier to
access, Consequently, the primary objective of this study was to explore ACEs and their
potential correlation with CMDs among undergraduate students at Addis Ababa

University College of Health Sciences.
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There is strong evidence that ACEs increase the risk of developing various physical
and mental health problems, including depression and anxiety disorders in adulthood
(1,13,15,19). However, limited studies have been conducted in Ethiopia on ACEs,
despite the fact that there has been community and collective violence in the country for
many decades. Ethiopia remains a LIC and children growing up in low socioeconomic
status environments has been associated with higher prevalence of ACEs (2,20,21).
The few studies done in Ethiopia have used the 10-item ACE questionnaire, but the
World Health Organization (WHO) recommends the use of the WHO-International
Questionnaire, which covers a wider array of adverse experiences to which children
may be exposed, including violence outside of the home (bullying, community violence

and collective violence).

This research aims to address the research gap in the country by describing ACEs and
their association with common mental disorders among College of Health Sciences
undergraduate students at Addis Ababa University. This study population is selected
because one, it was more convenient and two, most mental health disorders and
problems become evident in this age group and because studies show that college
students have increased health demands (18,22). Additionally, this study aims to
compare the findings with other international studies. This study will be the first to utilize
the WHO-International Questionnaire in the country, providing an opportunity to collect

more comprehensive data on ACEs.

The high prevalence of ACEs combined with the mounting evidence highlighting their
substantial role in various mental disorders, implies that addressing ACEs could serve

as a strategic focus for intervention to promote the prevention of these disorders.
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1. What is the prevalence of ACEs among College of Health Science
undergraduate students at Addis Ababa University?

2. What is the prevalence of CMDs among College of Health Science
undergraduate students at Addis Ababa University?

3. What is the association, both adjusted and unadjusted, between ACEs and
CMDs?

ACEs refer to stressful or potentially traumatic incidents that children encounter before
reaching the age of 18. The term ACEs originated 1998 after the release of the Adverse
Childhood Experiences study (ACE study) (1).

Adverse Childhood Experiences (ACE) include some of the most severe and commonly
encountered stressors that children experience. These encompass various forms of
abuse and adverse experiences. The 10 item ACE score includes: the experiences of
abuse (physical, emotional and sexual), neglect (physical and emotional), living with a
family member with mental iliness or a family member who has been abusing a
substance, a family member with criminal behavior, witnessing domestic violence

against a parent, parental divorce, or parental death.

The ACE study is a research investigation carried out by the U.S. health maintenance
organization Kaiser Permanente and the CDC in San Diego. Participants were enrolled
in the network of family practice and recruited to the study between 1995 and 1997 and
remained in long-term follow up for health outcomes. The initial study conducted in 1998
was a significant epidemiological study that involved both retrospective and prospective
analyses of over 17,000 individuals. It explored the impact of early life trauma within the
first 18 years on various aspects, including adolescent and adult medical and

psychiatric conditions, sexual behavior, healthcare expenses and life expectancy (1).
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The study participants were middle-class Americans, all of whom had high quality health
insurance. The demographic composition consisted of 80% white individuals, including
Hispanic, 10% black and 10% Asian. Approximately 74% had received college
education and average age was 57. The gender distribution was nearly equal. The core
of the ACE study involved looking back about fifty years to compare a person's current
health and overall wellness with negative experiences during their childhood (measured
by the ACE score). The study then followed this group into the future to analyze how the
ACE score correlated with future outcomes, including visits to the doctor, emergency

room visits, hospitalizations, pharmacy expenses, and mortality(1,3).

The research revealed a significant and consistent correlation between the extent of
exposure to childhood abuse or household dysfunction and various risk factors
associated with leading causes of adult mortality. The ACE Study demonstrated a long
lasting and profound relationship between ACEs and significant aspects of emotional
well-being, health risks, disease prevalence, sexual behavior, disability, and healthcare

costs, persisting over decades (1).

In the original assessment grid proposed by Felitti and his colleagues in 1998, ACEs
included psychological, physical, and contact sexual abuse, physical and emotional
neglect, and four items that indicate household dysfunction; living with a family member
with mental illness, a family member who has been abusing a substance, a family
member with criminal behavior or witnessing domestic violence against a parent. The
research was conducted in two phases to facilitate mid-point correction. During the
initial phase, eight types of ACEs were examined, and in the subsequent phase, two
additional categories related to neglect were included (1).

These categories were selected empirically as they were found to be highly prevalent in
the Weight Program they were running. The prevalence of ACE in a typical, middle-
class population was surprisingly high. Each ACE was assigned a score of 1 and the
ACE Score does not sum up occurrences within a specific category. The way it was
scored was straightforward: each occurrence of an adverse experience from any

category is assigned one point. There is no additional scoring for multiple incidents
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within a specific category, and the highest score for an individual who has encountered
each of the ten ACEs would be 10 (3).

To date, research that assesses ACEs and adult health outcomes has provided the
majority of the data from adult recollection of childhood trauma. The validity of such
retrospective studies has been subject to scrutiny as it could lead to a recall and

misclassification bias (13).

This could happen in many ways. One is adult participants may have difficulties to
accurately retrieve memories from their early childhood (23). They may also be less
likely to report childhood traumatic experiences to avoid embarrassment or distress.
Conversely, certain individuals might exaggerate or overstate adverse and abusive
experiences, either to emphasize their distress or for various other motives (24,25).

A possible mitigating factor to the problem of reporting bias is that the ACE score is
based not on the number of events in a category. Instead, it is based on the number of
different categories of events. So how many times a person might remember being

physically abused is not counted, just whether or not they recall it ever happening.

The other possible limitation of the Kaiser ACE research especially in a LIC setting is
that only family-level dysfunction was inquired about, ignoring the impact of the

neighborhood and the possibility of adverse experiences in the wider community (26).

Therefore, a modification of the original ACE grid that was funded by the WHO which
concentrated on the variety of adversities present in low-, middle- and high-income
countries. In particular, the study has shown long-term health and socioeconomic
results among those who dealt with childhood adversity outside of the home, such as
victims of bullying or participating in acts of community violence. Also, children are
exposed to the potentially adverse effects of civil war and terrorism in various low- and
middle-income nations, such as the murder of parents or friends, the loss of their home

due to bombing or displacement, and the kidnapping of children for use as soldiers (2).

Other commonly used tool that is used to assess childhood trauma is the Childhood
Trauma Questionnaire. It evaluates five forms of maltreatment experiences — namely,

physical, sexual and emotional abuse and physical and emotional neglect — by using a
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Likert-scale method to evaluate the severity of each type of experience. The CTQ
demonstrated good internal consistency, test-retest reliability, and strong convergence
with interviews that evaluate child trauma (27). Other screening tools that can be used
to assess childhood trauma include, Trauma History Questionnaire (THQ), Childhood
Experience of Care and Abuse (CECA) interview, Trauma Symptom Inventory (TSI) and
Post-traumatic stress disorder (PTSD) Symptom Scale. Compared with all the other
screening tools the ACE-IQ has advantages in assessing broader forms of trauma, i.e.,

those occurring outside of the home like bullying, community and collective violence.

2.2.1 High- and Middle-Income Countries

In the original ACE study, which was conducted in U.S, San Diego, only one third of the
participants had an ACE score of 0, around 15 % had an ACE Score of 4 or more, and
10% had an ACE Score of 5 or more (1).

According to a report from the CDC approximately 64% of adults in the United States
had at least one type of ACE before reaching the age of 18 while about one in six

(17.3%) reported experiencing four or more types of ACEs (28).

In another study done in U.S in from 2011 to 2014, 61.55% had at least 1 and 24.64%
reported 3 or more ACEs. Data were collected through telephone survey among 214,
157 respondents (29).

A systematic review and meta-analysis examining the lifelong health consequences and
associated annual costs of Adverse Childhood Experiences (ACEs) across Europe and
North America was conducted. The analysis revealed a combined prevalence of 23.5%
for individuals with one ACE and 18.7% for those with two or more ACEs in Europe. In
North America, the prevalence was 23.4% for individuals with one ACE and 35% for
those with two or more ACEs. ACEs were linked to around 30% of instances of anxiety
and 40% of cases of depression in North America, while accounting for over a quarter of

both conditions in Europe (30).
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In a cross-sectional study done in the U.S, Behavioral Risk Factor Surveillance System
(BRFSS) data were collected from 144,017 respondents from 25 states, that included
eight ACE items during 2015-2017. Around 60% of adults in the study population
encountered at least one form of ACE and approximately one in six individuals reported
experiencing four or more types of ACEs. Those with a high number of ACEs had
higher odds of having chronic health conditions. Adults with the highest level of ACE
exposure had higher odds of having chronic health conditions when compared with
those reporting no ACE exposure. For example, after adjusting for confoundings, odds
of depression was 5.3 (95% CI; 4.9-5.7) (21).

A population-based cross-sectional study was done in 28 provinces across China
among 11, 972 residents aged 45 years or older in 2014 (the study was published in
2021). Approximately 80.9% had been exposed to at least 1 ACE while around 18%
were exposed to 4 or more ACEs. When compared to those with no ACE exposure,
those with 4 or more ACEs had increased risks of having various kinds of health issues
like asthma, kidney disease, liver disease, dyslipidemia, chronic lung disease, arthritis,
psychiatric disorders and multiple health conditions. Furthermore, a dose-response
relationship was seen between the number of ACEs and the likelihood of developing

most of the chronic diseases (15).

In Saudi Arabia, a retrospective cohort study was done in 2020 and 81.8% reported
exposure to four or more ACEs and when compared to those with only one ACE, those
with four or more ACEs were shown to have a higher likelihood of having physical
illnesses. Among the ACE categories, emotional neglect was the most common with
approximately 82% (31).

2.2.2. Low Income Countries

A cross-sectional analysis of data from the Birth to Twenty Plus (Bt20+) longitudinal

study was conducted in South Africa and data was collected on ACEs when the cohort
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was aged between 22 and 23 years. About 88% of the participants reported at least one
ACE while approximately one third reported experiencing four or more ACEs. Those
who had a higher socio-economic status (both in the household and in the community)
had significantly lower likelihood of reporting most of the ACEs. Those who reported
four or more ACEs were more than twice likely to experience psychological distress
when compared to those with less than four ACEs. (32,33).

A cross-sectional survey among university students at a public university in
southwestern Uganda was conducted in 2021 and almost all students (99.8%)
experienced one or more ACEs, with physical abuse being the common ACE reported
(34). In Nigeria, in 2018, an institution based cross-sectional study was done to assess
ACEs and psychological distress among higher education students and they found out
that 86.7% had at least one ACE, 30.5% reported experiencing 2—3 ACEs, and 41.3%
reported experiencing 4+ ACEs and having 4+ ACE score had a strong association
(OR: 11.67) with psychological distress (35). In 2022, a study done in Botswana, found
out that 73.3% had at least one ACE and 38.9% reported 3 or more ACEs (36).

2.2.3. Prevalence of ACEs in Children and Adolescents

In 2022, a descriptive study was conducted involving 1,028 children seen at a school-
based clinic in the U.S. Approximately 58% of them had at least one ACE and 9.5% had

four or more, similar to the prevalence of ACEs in adults (37).

In a population-based study of young adolescents in Norway in 2022, about two third of
the participants reported having at least one ACE while nearly 30 % reported more than

one ACE and the commonest ACE subtype was household dysfunction (38).

In a study published in 2022, assessing prevalence of ACEs in children under the age of
six in the U.S, majority of them, approximately 71% had experienced zero ACEs. It was
also shown that there was a graded relationship between number of ACEs and

increased risk of health and developmental difficulties (39).

In a cross-sectional study done in Malawi, about 72% of adolescents (aged 10-16

years) reported four or more ACEs, which is significantly higher when compared to
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other studies (this difference could be due to the scoring method they used and the tool
they used). When compared to those with lower ACE scores, those with higher ACE
scores were more likely to report depression (OR=3.11), post-traumatic stress disorder
(OR=4.19), worse self-rated health (OR=3.72), and a higher expected likelihood of
dying in the next 5 years (RR=5.02) (40).

In Ethiopia, studies on ACEs are few in number and almost all are done among high
school students. One study, which was done in 2021 at a high school in Jimma found
out 51.5% reported at least one and 29.4% two and 10.4 % had 4 or more ACEs (41).
Another study done at Jimma which studied the association between ACEs and
substance use disorder among adolescents found out that an ACE score of 3 or more

was significantly associated with Khat and Alcohol use (42).

ACEs have been shown to be strongly associated with physical and mental health and

health risk factors throughout life, as evidenced by a number of studies.

In 2017, a systematic review and meta-analysis was conducted on the effect of multiple
ACEs on health and from the included studies, most were in HIC, nine from MIC and
none from LICs. Compared with those with no ACEs, those with four or more ACEs
were at increased risk of all health outcomes. Associations were strong for sexual risk
taking, mental ill health (depression, anxiety, suicidal attempt and low life satisfaction)
and problematic alcohol use (ORs of >3-6), and strongest for problematic drug use and

interpersonal and self-directed violence (ORs of >7) (43).

Studies have shown that high ACE scores, independent of the health risk factors e.g.
smoking cigarettes, substance abuse, and through mechanisms such as increases in
inflammatory markers e.g. C-reactive protein (CRP), Tumor Necrosis Factor- a (TNF-
a), and Interleukin-6 (IL-6)(17,19), can stress the body’s immune and endocrine system
and can increase risk of heart disease and permanent damage to the developing brain.

20



Repeated and prolonged activation of brain systems responsive to stress can result in
increased susceptibility to various behavioral and physiological disorders throughout
one's lifetime like depression, anxiety, substance abuse, cardiovascular diseases, DM,
stroke (4).

Research indicates that prolonged increases in cortisol levels over an extended period
can impact the functioning of various neural systems, suppress the immune response,

and potentially lead to hippocampal atrophy, affecting learning and memory (5,44).

Children who have higher ACE scores are more likely to practice unhealthy habits like
smoking, drinking alcohol, or disruptive behavior. Adequate parental care in early
childhood is essential in regulating cortisol reactivity and ensuring appropriate HPA axis
functions in response to stressors. On the other hand, lack of available and sensitive
caregiving during this period could result in dysregulated cortisol levels. As a result, the
risks to children of later developing maladaptive coping mechanisms and an increased

risk of mental and an earlier presentation of physical iliness is unmitigated.(6,3).

Significant correlations were shown to exist between various ACEs and later symptoms
or diagnoses of depressive and anxiety disorders (45). A recent systematic review and
meta-analysis done on ACE and associated health outcomes showed that there is a
clear graded relationship for almost all health risk behaviors (tobacco use, alcohol
problem, risky sexual behavior, illicit drug use, poor diet) and psychosocial outcomes
studied (depressed mood, suicide attempt, poor health/quality of life, psychological

distress, panic/anxiety) (14).

One study done in Indonesia found out that adolescents with at least one ACE were two

1.7 times more likely to have depressive symptoms (46).

In a study done in Ethiopia, it was shown that there was a graded relationship between

ACE scores and the probability of a having depressive disorder (47).
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2.3.1. CMDs in College Students

Majority of the mental disorders emerge by age 24 and college students demonstrate
higher and persistent health needs (48). Students in college show persistent and
greater health demands (22) and one reason for these could be adverse childhood
experiences. Studies have also shown that ACEs negatively influence academic
performance in students (49,49,50).

In a systematic review and meta-analysis that was done to determine the prevalence
and associated factors of depression and anxiety symptoms among college students in
2022, the prevalence of depression was 33.6% and 39 % for anxiety symptoms. Those
from Africa, LMIC and medical college students showed the highest prevalence of
depression symptoms while those from North America, LMIC and medical college
students showed the highest prevalence of anxiety (51).

In a longitudinal study done to determine the prevalence of depression and anxiety in
university students in United Arab Emirates found out that 34.2 had a possible
depression (PHQ 9 score of >10) and 22.3 % had a possible GAD (GAD 7 score of
>10). The prevalence of major depression and GAD was found to be 7.9 and 17.5 %,

respectively, in a study done in Australian University Students (52,53).

In a cross-sectional study done among medical students in Addis Ababa, Ethiopia, in
2019, the prevalence of depression and anxiety was 51.3% and 30.1% respectively and
prevalence of comorbid depression and anxiety was 21.2%. A significant association
was observed between anxiety and female sex, being first- and second-year student
and having poor social support. A significant association was also seen between
depression and age between 18-21 years old, being first- and second- year student and

having one or more stressful life events in the past 6 months (54).

The ACEs framework has been criticized for focusing on risks without accounting for
protective childhood experiences and resilience factors that may promote health and
mitigate long-term health effects of early adversity (55,56). Evidences show that positive

childhood experiences (PCESs), characterized by the CDC as “safe, stable, nurturing
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relationships and environments” before adulthood, are linked to better adult health (57—
61).

One study that was done in the U.S in 2019 found that positive childhood experiences
showed dose-response associations with depression and/or poor mental health
(D/PMH) and adult-reported social and emotional support (ARSES) after accounting for
exposure to ACEs. Compared with those with low PCE scores, those with higher scores
were 72% less likely to have D/PMH (60).

Positive childhood experiences could have enduring effects on mental and relational
well-being throughout a person’s life, even when faced with simultaneous adversities
like ACEs. Consequently, comprehensive, multi-systemic initiatives are essential to
enhance both child and adult health, fostering the often overlooked capacity to cultivate

positive experiences and thrive in the face of adversity. (62).

In order to assist states and communities prevent various forms of violence and other
exposures to social, economic, and other factors in the family and community that are
harmful to children, the CDC has created a number of technical packages. These
include: Strengthening economic supports for families, promoting social norms that
protect against violence and adversity, ensuring a strong start for children, teaching
skills and intervening to lessen immediate and long-term harms (e.g., by using trauma

informed care) (63).

The CDC has reported that preventing ACEs will result in 15% reduction in
unemployment, 16% reduction kidney disease, 24-27% reduction in respiratory
problems, 33% reduction in the number of adults who smoke and 44% reduction in the

number of adults with depression (64).

ACEs represent a significant public health issue with profound consequences
throughout an individual's life. A comprehensive prevention approach involving multiple
sectors—including public health, healthcare, education, public safety, justice, social

services, and business—has the potential to mitigate the impact of ACEs.

It is important to study ACEs and their consequences in order to prevent them from

happening by informing policy makers and public health specialists. Knowing the

23



damage ACEs have on the mental and physical health of adults, their high prevalence

will inform all health practices to ensure interventions are trauma informed.
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3. Conceptual Framework

Socio Demographic Factors

-Age, Sex, Department, Year of Study, Marital
Status, Family size,

- Residence: Urban/Rural
-Parent’s educational status
-Parent’s Job

-Worry about Education

Depression

- Academic Performance

And

- Monthly Income

- Adverse life event in the past year AnXiety

Adverse Childhood

Experiences

Fig. 1. Conceptual Framework
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The aim of this study was to explore Adverse Childhood Experiences among
undergraduate students at College of Health Science, Ababa University and their

association with common mental disorders.

e To determine the prevalence of ACEs among College of Health Science Students at
AAU.

e To identify the common types of ACEs experienced by College of Health Science
Students at AAU.

e To determine the association, both adjusted and unadjusted, between ACEs and

common mental disorders.

Facility based cross-sectional study

The study was conducted in Addis Ababa University College of Health Sciences among

undergraduate students.

The College of Health Sciences (CHS), Addis Ababa University (AAU), is a professional
training college for health sciences. It is comprised of four schools and one teaching
hospital, Tikur Anbesa Specialized Hospital. The four schools are the School of
Medicine, the School of Pharmacy, the School of Public Health and the School of Allied
Health Sciences. The school of allied health sciences offers professional training in

nursing, midwifery and medical laboratory technology.

Addis Ababa University, School of Health Sciences has currently 2992 students. 1000
of them are not assigned to any department yet. School of Medicine has 1430 students;
Medicine has 1120 students, Dental Medicine has 134, Anesthesia has 85 and Medical
Radiologic Technology has 91 students. The School of Nursing and Midwifery (Nursing
(123), Midwifery (48) and Laboratory (103)) has a total of 274 students. School of
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Pharmacy has 288 students currently. The School of Public Health has no
undergraduate program.

Tikur Anbessa Specialized Hospital (TASH) is the teaching hospital of the College. It is
the largest specialized hospital in Ethiopia and it serves as a training center for

undergraduate and postgraduate students

The source population was all undergraduate students in the College of Health
Sciences at Addis Ababa University.

The study was conducted from June 2023 to November 2023

e All undergraduate College of Health Science Students at Addis Ababa University
who consent to participate in the study

e All undergraduate students who are not assigned to any department yet (first year
students).

e Students who are having severe illness which impairs them to fill the data will be
excluded

e Students who are not able to communicate in Amharic language

27



The sample size was determined using a single population proportion formula by
assuming the prevalence of at least one ACE to be 51.1%, taken from a study
conducted in Jimma high school students (41) with 95% of confidence level, and a 5%

margin of error.

N=  Z?P (1-P)

D2

Where N is sample size

Z is value based on confidence interval
P is sample proportion

D is margin of error

By adding a 10% non-response rate, a total sample of 422 was obtained and after using
a correction formula (since the total population is below 10,000) the final sample size
was 349.

The sample population was selected by stratified random sampling by taking each
department within College of Health Sciences as a stratum and the total sample size
was proportionally allocated based on the total number of students in each department.
Then data was taken independently from each department by simple random sampling

technique.
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Total Number of Undergraduate Students of College of Health Sciences = 1952

School of school of
Medicine

Allied Health
Sciences
1430

Proportional Allocation to the number of students in each department

> 09000 00

[ The Total Ssample Size is 349 ]

Figure 2. Sampling Method

5.8. Measures and Data Collection

Measures

Quantitative data was collected using a questionnaire containing five sections. The first
section of the questionnaire is related to demographic characteristics of participants.
The second section contains ACE-IQ (Adverse Childhood Experiences- International
Questionnaire). The third section assesses substance use and has 5 questions under it.
The fourth section contains the Patient Health Questionnaire (PHQ-9) which was used
to assess the depressive symptoms of the participants. Finally Generalized Anxiety
Disorder 7 (GAD-7) was used to assess the presence of anxiety symptoms in the
participants in the fifth and final section.

Socio-Demographic Characteristics

Structured questionnaire was used to collect data on sociodemographic characteristics

including sex, age, marital status, field of study, year of study, living area (urban or
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rural), parental educational status, parental occupational status, family size growing up,
self-reported academic performance, monthly pocket money, known mental illness,

known physical illness, and life adversity in the past 1 year.
Adverse Childhood Experiences International Questionnaire (ACE-IQ)

The questionnaire was designed by WHO and CDC to measure ACEs in all countries.
The tool is currently being validated in several countries through trial implementation as
part of broader health survey. The ACE-IQ is designed for administering to people aged
18 years and above (2).

The ACE-IQ questionnaire categorizes questions about childhood experiences into 13
distinct types: physical, emotional and sexual abuse; physical and emotional neglect;
violence against family members; living with a family member who abused substance;
family member with mental iliness; family member who has been imprisoned; having
only one or no parents, parental separation or divorce; bullying; community violence;

collective violence.

Response options for each question may be Yes/ No or based on a 5-point Likert scale
ranging from “Never” to “Always” or based on a 4-point Likert scale ranging from

“‘Never” to “Many times”.

The WHO has put forth two scoring methods for assessing ACE exposure. In both
versions, the 13 ACE categories are dichotomized into "non-exposure" (coded as 0,
indicating no ACE) and "exposure" (coded as 1, indicating one or more ACES). This
categorization results in a total score range from 0 to 13. In the binary scoring method,
the lowest threshold is employed to identify ACEs, where any instance of adversity is
considered exposure. For example, a single occurrence of being spanked by a family
member would be considered an affirmative response for physical abuse. Whereas in
the frequency scoring method, consideration is given to the level of exposure and this
varies depending on the type of ACE. For instance, exposure to contact sexual abuse
only requires being touched in a sexual way once, while exposure to emotional abuse

necessitates being screamed at sworn at multiple times to qualify (2).
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A study done among Chinese Health Science students using with the aim of validating
the Simplified Chinese ACE-IQ (SC-ACE-IQ), found out that the total ACE scores were
significantly different depending on the type of scoring method used. For instance, the
percent of participants with four or more ACEs was nearly 3.5 times higher using the
binary method compared to the frequency method. The difference in these results
reflects the lower threshold employed in the binary scoring method for identifying
exposure ACEs. The binary method considers any instance of adversity as constituting
exposure, leading to variations in scoring compared to the frequency method, which
accounts for the level or repetition of exposure. In addition, the two scoring methods
also create huge differences in ACE prevalence rates at the categorical level. For
example, prevalence of physical abuse was 45.1 % using the binary scoring method

while it was only 9.7% while using the frequency method (65).

The frequency scoring method was used in this study to have an estimate of ACE
exposure that more closely approximates international norms and to have a more

conservative estimate.

ACE 1Q has been found to be a reliable and valid instrument in assessing adverse
childhood experiences in Africa.(66) Another study in China described the ACE-IQ as a

reliable and valid screening tool for adverse childhood experiences (67).
Adaptation Process of ACE-IQ

First the ACE-IQ was translated to Amharic by a mental health expert, psychiatry
resident This translated version was then back translated to English by another expert
in the field with similar status. The ACE-IQ was also translated first to Amharic then
back translated to English by two independent academicians who are not mental health
professionals. Finally, the translated versions were evaluated by a meeting among
translators and in the presence of senior mental health experts, clinical psychologist,
senior psychiatrist and psychiatry residents. Following the discussion, pilot testing was
done on a small sample of the target population and after another round of revision
based on the feedback from the pilot testing, the questionnaire was finalized and used
to collect data.
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Patient Health Questionnaire 9 (PHQ 9)

The PHQ-9 is a self-report questionnaire used to assess the severity of depressive
symptoms in individuals. It is a widely used tool in both clinical and research settings.
The PHQ-9 consists of nine questions that ask about the presence and frequency of
depressive symptoms over the past two weeks. The responses are scored on a scale

from O to 3, corresponding to "not at all,” "several days," "more than half the days," and

"nearly every day."

PHQ-9 scores > 10 had a sensitivity of 88% and a specificity of 88% for major
depressive disorder. Therefore, a cutoff point of >10 was used for this study. Reliability
and validity of the tool have indicated it has sound psychometric properties. Internal
consistency of the PHQ-9 has been shown to be high (68). It has also been translated
into Amharic and has demonstrated acceptable reliability and validated to use in

Ethiopia for screening depression (69).
Generalized Anxiety Disorder Scale (GAD-7)

Symptoms of generalized anxiety were assessed using the GAD-7. The GAD-7 is a
self-report questionnaire designed to assess the severity of generalized anxiety disorder
symptoms in adults. It is a brief and commonly used tool in clinical practice and
research settings. The GAD-7 consists of seven questions that inquire about the
frequency of anxiety symptoms over the past two weeks. Each question on the GAD-7
is scored on a scale from O to 3, corresponding to "not at all," "several days," "more than
half the days," and "nearly every day." The total score can range from 0 to 21, with

higher scores indicating a greater severity of generalized anxiety symptoms.

Scores 0-4 show no or minimal anxiety while scores of 5-9 show mild anxiety. Using the
cutoff point of 10, the GAD-7 has a sensitivity of 89% and specificity of 82% to detect
anxiety (70). Therefore, a cut-off of 10 was used in this research. The GAD-7 has good

reliability and construct validity, as evidenced by strong associations with other
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established measures of anxiety as well as the diagnosis of generalized anxiety
disorder and its associations with depression, self-esteem, life satisfaction and

resilience (71).

Substance Use

To assess substance use students will be asked whether or not they have used khat,
alcohol, cigarette, cannabis or any other substance in the past 30 days at least once.
Those that have reported using any substance within the prior 30 days were given a

positive score. This assessment was used by previous studies (72).

A structured questionnaire which includes Socio-demographic-questionnaire, Amharic
version of ACE-IQ, Amharic version of PHQ-9 and Amharic version of GAD-7 was self-
administered to each student in a written document. For data collection, the primary
investigator and additional facilitators, who were given instructions, distributed the
guestionnaire to ensure adequate data collection and sample representation to maintain
quality of data collected. Each department’s representatives were contacted after all the
names of the students was collected from the student council. According to the list the
stratified sampling was done and the representatives were given instructions on how to
collect the data. Each questionnaire was put inside an envelope and the students were
told that they had been chosen randomly. The students, after filling in the questionnaire,
were told to put it back inside the envelope and seal it. This was done to maintain
confidentiality. Frequent communication occurred with the representatives (data
collectors) to check their progress and to collect the filled questionnaires.

After cleaning the data, the data was entered into the latest version of SPSS version 26
for analysis. Descriptive analysis was done on all the variables. Since the dependent
variables were not normally distributed Mann-Whitney test was used to compare each

ACE categories with the dependent variables. Pearson correlation was also done
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between the total ACE score and total PHQ-9 and GAD-7 scores. The outcome
variables, total PHQ 9 and GAD 7 were not normally distributed so a logistic regression
analysis was done. The outcome variables were dichotomized to binary outcomes in
order to run a binary logistic regression. Multicollinearity was checked and all variables
had a VIF of < 5. The goodness of fit of this regression model was checked using the
Hosmer-Lemeshow test and the p values for both were 0.27 and 0.20 (both not
statistically significant) showing both models (for depression and anxiety respectively)
were a good fit. After these assumptions were checked a binary logistic regression was
done between each variable and the outcome variables, depression and anxiety, and
the crude odds ratio was calculated. All variables that show p-value < 0.25 in binary
logistic regression and those variables that were thought to have clinical significance
were entered into multivariate logistic regression to control for potential confounders.
The cut off 0.25 was selected to allow for the exploration of potentially relevant
associations that may not reach traditional levels of statistical significance, which is 0.05
(73).

Ethical clearance was obtained from the Department of Psychiatry, College of Health
Sciences, Addis Ababa University. Participation in the study was voluntary and
participants signed a consent form before they started filling the questionnaire.

The data extraction sheet was anonymous and was provided to the participants in an
envelope. After filling out the questionnaires, the students sealed it inside the envelope
and gave it to data collectors. This was done to protect the sensitive information they
were providing from anyone other than the primary investigator. Their responses were

only accessed by the primary investigator and were stored safely.

Participants were given the option to not respond to questions or opt-out of the research
entirely. Participants were advised to seek help or contact the primary investigator if
they find the questions distressing. They were advised to contact the primary
investigator or go to psychiatric OPD at Tikur Anbesa Hospital if they have suicidal wish
or plan and the contact of the clinic was provided, but no one reached out so far.
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From the original sample of 349, four returned blank or incomplete making the final
sample 345 which makes a response rate of 99%. In the total sample (N = 345), the
participant’s mean age was 22.2, with the majority being females, 58% (n =200). 86%
(n=297) were from urban areas while only 14% (n=48) were from rural areas. The
majority of the students were medical students 53.6% (n=185), The participants were
evenly distributed according to their year of study, with most of the participants, 22%
(n=76), being from third year and 13.3% (n=46) from 6™ year. 64% (n=222) of the
participants grew up in a family size ranging from 5 up to 8 and 9% (n=32) of the
students grew up in a family size of 9 to 15. Most of the participants’ parents had a
college and above educational level, 64% (n=221) and 47% (n=163), for fathers and

mothers respectively.

Out of the 345 undergraduate students 55% (n=190) and 30% (n=105) of them reported
that they had a “good” and “very good” academic performance while only 5% (n=16)
said they had a poor academic performance. Only 10% (33) of the students said they
are not worried about their education at all, while 40% (n= 136) of them said they are
either very much or extremely worried. 6% (n=20) of the participants said they had a
known medical illness while 4% (n=15) said they had a known mental iliness.

35



Table 1: Socio demographic Characteristics of the Participants

Types of Variables Frequ Perce | Types of Variables Frequ | Percent
Variables ency ntage | Variables ency | age
Age 19-21 140 40.9% | Mother’s No formal Edu. 17 4.9%
22-24 141 40.6% | Educatio 1-4 28 8.1%
25-29 64 18.6% | nal Level | 58 52 15.1%
9-12 83 24.1%
College or more 163 47.2%
Missing 2 0.6%
Sex Male 145 42% Father’s No formal Edu. 4 1.2%
Female 200 58% Educatio 1-4 19 5.5%
nal level |58 31 9%
9-12 67 19.4%
College or more 221 64.1%
Missing 3 0.9%
Marital Single 338 98% Mother’s Housewife 135 39.1%
Status Married 7 2% Occupati Farmer 10 2.9%
on Merchant 54 15.7%
Student 2 0.6%
Gov't Officer 118 34.2%
Private 24 7%
Missing 2
Where did Urban 297 86.1% | Family 0-4 74 21.4%
you grow up? | Rural 48 13.9% | Sjze 5-8 222 64.3%
Growing 9-15 32 9.3%
up Missing 17 4.9%
Department Medicine 185 53.6% | Monthly <500 32 9.3%
Dental Medicine | 30 8.7% income 500-1000 81 23.5%
Anesthesiology 15 4.3% >1000 232 67.2%
MRT 16 4.6%
Nursing 22 6.4%
Midwifery 9 2.6%
Laboratory 18 5.2%
Pharmacy 50 14.5%
Year of Study | Second 73 21.2% | Academic | Poor 16 4.6%
Third 76 22% Performa Good 190 55.1%
Fourth 75 2L.7% | nce Very Good 105 30.4%
Fifth 75 21.7% Excellent 34 9.9%
Sixth 46 13.3%
Religion Orthodox 191 55.4% | How Not at all 33 9.6%
Muslim 56 16.2% | worried A little 176 51%
Protestant 79 22.9% | gre you Very much 85 24.6%
Others 19 5.5% about Extremely 51 14.8%
your
education
?
Father’s Farmer 27 7.8%
Occupation Merchant 73 21.2%
Student 3 0.9%
Gov't Officer 152 44.1%
Daily Laborer 1 0.3%
Private 86 24.9%
Missing 3 0.9%

36




15.9% (n=55) of the participants have depressive symptoms (scored more than 10 in
PHQ-9 score), 14.2% (n=49) have anxiety symptoms (scored more than 10 in GAD 7

score) and 23.2% (n=80) have used a substance the past 30 days.

Table 2: Descriptive statics of the confounding, dependent and independent variables

Known medical No 325 94.2%
liness? Yes 20 5.8%
Known mental No 330 95.7%
liness? Yes 15 4.3%
Adver_se life _ No 264 76.5%
DRSLYear? he 1 ves 81 23.5%
Depression No 290 84.1%
Yes 55 15.9%
Anxiety No 296 85.8%
Yes 49 14.2%
Substance Use No 265 76.8%
Yes 80 23.2%
ACE-IQ No 69 20%
Yes 276 80%
(98.6%)*

* Using the binary scoring method 98.6% of the participants have at least one ACE.

Adverse Childhood Experiences among the participants

There are two ways of scoring the ACE-IQ, the frequency and binary method. Even
though the frequency method was used for this study, some descriptive analysis was
done using the binary version as well in order to compare the two methods, as per the
WHO recommendation. As shown in Fig. 3, using the binary method 98.6% (n=340)
have at least one ACE and the majority of the students have 4 or more ACEs, 69.6%
(n=240). In the frequency method 80% (n= 276) have at least one ACE and a quarter of
the students have 4 or more ACEs (n=87). 65% (n=223) have physical abuse in the
binary version as compared to the 10% (n=36) seen in frequency version. 40% (n=138)

of the students had a positive score in bullying using the binary method while bullying
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was only found in 3.5% (n=12) of the students while using the frequency method. The
most prevalent type of ACE was community violence (35.4%, n=122) closely followed
by household violence (34.2%, n=118,) and collective violence (29.9%, n=103) in the
frequency version while community violence (92.2%, n=318)), physical abuse (64.6%,
n=223) and household violence (59.4%, n=205) were the three most common ACESs in
the binary method. Twenty percent (n=69) of all participants reported being sexually

abused growing up (using both scoring methods).

From the types of ACEs, there was no significant difference between the two genders
except for sexual abuse (significantly higher in women, 27.5% vs 9%) and community

and collective violence, where both were more commonly reported by men.

Frequency vs Binary Scoring Methods of ACEIQ
80

60
a0
40

?LLHJ

No ACE 1 ACE 2-3 ACEs 4 or more ACEs

M Frequency M Binary

Fig 3. Comparing the Frequency and Binary Scoring Methods of ACEIQ

Comparing depression and anxiety severity scores among each ACE type with
Mann-Whitney U Test

To investigate whether there are differences in depression and anxiety scores between
each ACE type categories (e.g., physical abuse vs no physical abuse), a Mann-Whitney
U Test was conducted. As seen in Table 3, almost all ACE types have statistically
significant differences between those who have the specific ACE type and those who
don’t, in both depression and anxiety. For example, the Mann-Whitney U test revealed a
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significant difference in both depression and anxiety between those who had sexual
abuse and those who hadn’t (U = 5299.5, Z = -5.72, p = 0.000 and U = 5714.5, Z = -
5.17, p= 0.000, respectively). There was significant difference in both depression and
anxiety between those who reported physical neglect and those who didn’t (U = 745.4,
Z=-3.00, p=0.003 and U = 674.6, Z = -3.24, p = 0.001, respectively). Only household
family substance use, parental death or separation and bullying didn’t show any

significant difference between the groups in both anxiety and depression scores.

Out of the 13 ACE types, physical neglect, emotional neglect and sexual abuse showed
the strongest association with both depression and anxiety. Those who reported
physical neglect, emotional neglect and sexual abuse were 8.75 times (COR 8.75; 95%
Cl; 2.38, 32.15), 5.12 times (COR 5.12; 2.79, 9.4) and 3.81 times (COR 3.81; 95% ClI;
2.04, 7.09) more likely to have depression and 4.29 times (COR 4.29; 95% CI; 1.16,
15.82), 3.69 times (COR 3.69; 95% ClI; 1.97, 6.92) and 2.78 times (COR 2.78; 95% ClI,

1.45, 5.36) more likely to have anxiety respectively.
Pearson Correlation between Cumulative ACE score and mental health outcomes

There is a significant positive correlation between Cumulative ACE Score Frequency
and PHQ9 Total (r = 0.43, p < 0.01) and GAD7 Total (r = 0.33, p < 0.01). This suggests
that as the Cumulative ACE Score increases, there is a tendency for higher scores on
the PHQ9 and GAD7 scores. There is a strong positive correlation between PHQ9 Total
and GAD7 Total (r=0.73, p < 0.01).
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Table 3: Comparing the depression and anxiety severity among each ACE type
with Mann-Whitney U Test

ACE Type Depression Anxiety
Mean U p Median | Mean U p Median
Rank value Rank value

Emotional Neglect

Yes: 85 (24.6%) 219.59 | 7090 0.000 |8 212.33 | 7707 0.000 6
No: 260 (75.4%) 157.77 4 160.14 3
Physical Neglect

Yes: 10 (2.9%) 265.95 | 7455 0.003 | 115 273.05 | 674.5 0.001 9
No: 235 (97.1%) 170.23 4 170.01 3
Emotional Abuse

Yes: 46 (13.3%) 237.28 | 3920 0.000 |8 228.93 | 4304 0.000 6
No: 299 (86.7%) 163.11 4 164.39 3
Physical Abuse

Yes: 36 (10.4%) 219.79 | 3877.5 0.003 | 6.5 220.26 | 3860.5 0.002 5.3
No: 309 (89.6%) 167.55 4 167.49 3
Sexual Abuse

Yes: 69 (20%) 234.2 5299.5 0.000 |7 228.18 | 57145 0.000 6
No: 276 (80%) 157.7 4 159.2 3
Family Substance Use

Yes: 38 (11%) 198.12 | 4878.5 0.09 6 173.3 | 5821.5 0.98 4
No: 307 (89%) 169.89 4 172.96 3
Family Crime

Yes: 77 (22.3%) 202.81 | 8023 0.003 |6 203.68 | 7956 0.002 5
No: 268 (77.7%) 164.44 4 164.19 3
Family Mental lliness

Yes: 33 (9.6%) 228.71 | 3309.5 0.001 |8 232.62 | 3180.5 0.000 7
No: 312 (90.4%) 167.11 4 166.69 3
Parent death/separation

Yes: 82 (23.8%) 186.86 | 9646.5 0.14 4.5 191.18 | 9292.5 0.057 4.5
No: 263 (76.2%) 168.68 4 167.33 3
Household Violence

Yes: 118 (34.2%) 204.84 | 9635.5 0.000 |6 201.75 | 10001 0.000 5
No: 227 (65.8%) 156.45 4 158.06 3
Bullying

Yes: 12 (3.5%) 211.75 | 1533 0.169 |6 224.21 | 1383.5 0.068 5
No: 333 (96.5%) 171.60 4 171.15 3
Community Violence

Yes: 122 (35.4%) 200.97 | 10190 0.000 |6 196.33 | 10756.5 | 0.001 4
No: 223 (54.6%) 157.7 4 160.24 3
Collective Violence

Yes: 103 (29.9%) 209.92 | 8660 0.000 |6 201.75 | 9502 0.000 5
No: 242 (70.1%) 157.29 4 160.76 3
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Univariate Analysis of Factors associated with depression

Among the many variables included in the binary logistic regression analysis, those that
showed significant association (p values of <0.05) with depression were ACE score,
academic performance, worry about education, known physical iliness, adverse life
even within the past year and substance use. Compared with those with no or one ACE,
those with two or three ACEs were 3.48 times (COR 3.48; 95% ClI; 1.45, 8.35) and four
or more ACEs were 8.81 times (COR 8.81; 95% CI; 3.80, 20.41) more likely to have
depression. Students who reported to have very good and excellent academic
performance were less likely to have depression (COR 0.25; 95% CI; 0.07, 0.87 and
COR 0.14; 95% CI; 0.02, 0.84 respectively) than those who reported to have a poor
academic performance. Those who were extremely worried about their education were
3.85 times more likely to have depression than those who are not worried at all (COR
3.85; 95% CI; 1.87, 7.92). Participants who reported to have a known medical iliness
were 2.41 times (COR 2.41; 95% CI; 0.88, 6.58) more likely to have depression than
those that don’t. Compared to those who have not experienced any adverse life event in
the past 1 year, those who have were 3.48 times (COR 3.48; 95% ClI; 1.9, 6.38) more
likely to have depression. Participant who reported to have used any substance in past
30 days were 1.98 times (COR 1.98; 95% CI; 1.06, 3.69) more likely to report

depression.
Univariate analysis of factors associated with anxiety

From all the variables included in the binary logistic regression analysis, the variables
that had significant association (p values of <0.05) with anxiety were ACE score, year of
study, worry about education and adverse life event in the past 1 year. Compared with
those with no or one ACE, those with two or three ACEs were 4.28 times (COR 4.28;
95% CI; 1.73, 10.59) and four or more ACEs were 7.29 times (COR 7.29; 95% ClI; 2.97,
17.86) more likely to have anxiety. Those in their 6! year of study had less risk of
having anxiety compared to the other years (COR 0.09; 95% CI; 0.01, 0.73). Students
who reported to be very much and extremely worried about their education were 3.47
(COR; 3.47; 95% CI; 1.65, 7.27) and 5.91 (COR 5.91; 95% CI; 2.68, 13.04) times more
likely to have anxiety than those who were not worried at all. Participants who reported

41



to have experienced life adversity in the past 1 year were 2.95 times (COR 2.95; 95%
Cl; 1.56, 5.55) more likely to have anxiety than those who have not.

Multivariate model of factors associated with depression and anxiety

All variables that show p-value < 0.25 in binary logistic regression and clinically relevant
from the existing literature were entered into multivariate logistic regression to control

for potential confounders.

Compared with those with no or one ACE, those with two or three ACEs were 2.73
times (aOR 2.73; 95% CI; 1.08, 6.89) and four or more ACEs were 6.17 times (aOR
6.17; 95% CI; 2.51, 15.18) more likely to have depression. Those who have
experienced an adverse life even in the past year were 2.61 times (aOR 2.61; 95% ClI;
1.28, 5.34) more likely to have depression than those who don’t. Students who reported
to have used any substance in past 30 days were 2.49 times (aOR 2.49; 95% ClI; 1.06,

5.83) more likely to report depression.

Those students who reported to have two or three ACEs were 3.5 times (aOR 3.5; 95%
Cl; 1.31, 9.32) and those with four or more ACEs were 6.0 times (aOR 6.0; 95% CI;
2.25, 16.02) were more likely to have anxiety than those with no or one ACE. The 6%
year students were less likely to report anxiety as compared to other years (aOR 0.03;
95% CI; 0.002, 0.52). Worrying about education was significantly associated with
anxiety. Compared to those who reported not to worry or worry a little about their
education, those who worried very much and extremely, were 3.45 times (aOR 3.45;
95% CI; 1.49, 7.96) and 4.08 times (aOR 4.08; 95% CI; 1.59, 10.43) more likely to have

anxiety.
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Table 4: Binary logistic Regression Analysis between each independent variables and Outcome Variables

Independent Variable Depression Anxiety
Variables Types
Crude Odds Ratio (95% CI) P Crude Odds Ratio (95% CI) | P value
value
0-1 ACE 1 1
Categorical ACE 2-3 ACEs 3.48 (1.45, 8.35) 0.005 4.28 (1.73, 10.59) 0.002
score 4 or more ACEs | 8.81 (3.80, 20.41) 0.000 7.29 (2.97, 17.86) 0.000
19-21 1 1
Age of Students 22-24 0.68 (0.35, 1.32) 0.25 0.59 (0.3, 1.17) 0.13
25-29 1.07 (0.5, 2.29) 0.86 0.66 (0.28, 1.56) 0.34
Sex of Students Male 1 1
Female 1.45 (0.79, 2.65) 0.22 1.77 (0.92, 3.39) 0.83
Marital Status Single 1 1
Married 0.87 (0.10, 7.42) 0.90 1.00 (0.11, 8.54) 0.99
Place you grew up Urban 1 1
Rural 0.88 (0.37, 2.09) 0.78 1.03 (0.43, 2.46) 0.93
Family Size growing | 0-4 1 1
up 5-8 0.73 (0.37, 1.44) 0.37 0.86 (0.40, 1.82) 0.69
9-15 0.56 (0.17, 1.84) 0.34 1.60 (0.55, 4.60) 0.38
Orthodox 1 1
Religion Muslim 0.73 (0.30, 1.77) 0.49 1.10 (0.46, 2.61) 0.81
Protestant 0.92 (0.44, 1.90) 0.83 1.18 (0.56, 2.54) 0.64
Others 1.84 (0.61, 5.48) 0.27 1.77 (0.54, 5.76) 0.34
2" Year 1 1
3 Year 1.46 (0.64, 3.32) 0.36 1.21 (0.54, 2.68) 0.63
Year of Study 4t Year 0.52 (0.19, 1.41) 0.20 0.43(0.16, 1.14) 0.09
5t Year 1.16 (0.49, 2.72) 0.72 0.64 (0.26, 1.57) 0.33
6" Year 0.62 (0.20, 1.89) 0.40 0.09 (0.01, 0.73) 0.02
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Medicine

1

1

Dental 0.95 (0.34, 2.68) 0.93 1.03 (0.36, 2.91) 0.95
Anesthesia 0.34 (0.43, 2.69) 0.30 0.36 (0.04, 2.91) 0.34
MRT 1.10 (0.29, 4.09) 0.88 1.19 (0.32, 4.44) 0.79

Department Nursing 0.22 (0.30, 1.75) 0.15 0.24 (0.03, 1.89) 0.17
Midwifery 0 0.99 0 0.99
Laboratory 0.95 (0.26, 3.49) 0.94 0.30 (0.03, 2.37) 0.25
Pharmacy 1.19 (0.54, 2.63) 0.65 0.98 (0.42, 2.30) 0.97

Mother’'s Educational | Below 9t grade 1 1

Level Above 9t grade | 0.97 (0.53, 1.79) 0.94 1.16 (0.61, 2.19) 0.74

Father's Educational | Below 9t grade 1 1

level Above 9" grade | 1.64 (0.66, 4.04) 0.28 1.36 (0.55, 3.39) 0.50
Housewife 1 1

Mother’'s Occupation | Gov. Employee 1.04 (0.53, 2.04) 0.90 1.33 (0.65, 2.70) 0.42
Private 1.05 (0.51, 2.17) 0.87 1.14 (0.52, 2.48) 0.73
Farmer 1 1

Father’'s Occupation | Gov. Employee 0.66 (0.22, 1.96) 0.46 0.82 (0.25, 2.63) 0.74
Private 0.97 (0.34, 2.76) 0.95 1.06 (0.34, 3.34) 0.91
Poor 1 1

Academic Good 0.53 (0.17, 1.62) 0.26 0.56 (0.17, 1.86) 0.34

Performance Very Good 0.25 (0.07, 0.87) 0.03 0.38 (0.10, 1.39) 0.14
Excellent 0.14 (0.02, 0.84) 0.03 0.30 (0.58, 1.54) 0.15

How worrying is your | A little 1 1

education? Very Much 1.52 (0.74, 3.10) 0.25 3.47 (1.65, 7.27) 0.001
Extremely 3.85(1.87, 7.92) 0.000 5.91 (2.68, 13.04) 0.000

Known Mental lliness 1.98 (0.61, 6.49) 0.25 2.30 (0.7, 7.54) 0.16

Known Physical lliness 2.41 (0.88, 6.58) 0.08 0.65 (0.14, 2.92) 0.58

Adverse Life event in the past 1 year? 3.48 (1.90, 6.38) 0.000 2.95 (1.56, 5.55) 0.001

Substance Use 1.98 (1.06, 3.69) 0.03 0.60 (0.27, 1.35) 0.22

Bold results are those with p value of <0.25
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Table 5: Multivariable Model of Factors Associated with Depression and Anxiety

Independent Variable Types Depression Anxiety
Variables
Adjusted Odds Ratio (95% CI) P value | Adjusted Odds Ratio (95% CI) | P value
0-1 ACE 1 1
Categorical ACE 2-3 ACEs 2.73 (1.08, 6.89) 0.03 3.50 (1.31, 9.32) 0.01
score 4 or more ACEs | 6.17 (2.51, 15.18) 0.00 6.00 (2.25, 16.02) 0.00
Age of Students 19-21 1 1
22-24 0.79 (0.26, 2.39) 0.68 1.10 (0.35, 3.49) 0.86
25-29 1.49 (0.32, 6.94) 0.60 3.18 (0.57, 17.57) 0.18
Sex of Students Male 1 1
Female 1.51 (0.71, 3.24) 0.27 0.96 (0.43, 2.13) 0.96
2" Year 1 1
3dYear 1.51 (0.55, 4.11) 0.42 1.00 (0.37, 2.68) 0.99
Year of Study 4th Year 0.59 (0.14, 2.47) 0.48 0.42 (0.09, 1.82) 0.24
5t Year 0.67 (0.14, 3.15) 0.62 0.36 (0.07, 1.87) 0.22
6" Year 0.45 (0.06, 3.33) 0.44 0.03 (0.002, 0.52) 0.01
Poor 1 1
Academic Good 1.04 (0.28, 3.86) 0.95 1.43 (0.34, 5.89) 0.61
Performance Very Good 0.56 (0.13, 2.38) 0.43 1.06 (0.23, 4.88) 0.93
Excellent 0.20 (0.02, 1.54) 0.12 0.48 (0.07, 3.37) 0.46
How worrying is your | A little 1 1
education? Very much 1.15 (0.51, 2.62) 0.72 3.45 (1.49, 7.96) 0.004
Extremely 1.79 (0.74, 4.32) 0.19 4.08 (1.59, 10.43) 0.003
Known Mental lliness 2.22 (0.54, 8.99) 0.26 2.60 (0.60, 11.26) 0.20
Known Physical lliness 1.22 (0.34, 4.31) 0.75 0.35 (0.06, 1.99) 0.23
Adverse Life event in the past 1 year? 2.61 (1.28, 5.34) 0.008 1.48 (0.69, 3.13) 0.30
Substance Use 2.49 (1.06, 5.83) 0.03 0.78 (0.28, 2.13) 0.63
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The purpose of this study was to explore the prevalence of adverse childhood
experiences among university students and to assess the relationship between ACEs
and common mental disorders. This study was the first in the country to use the WHO
ACE-IQ questionnaire to assess childhood trauma. Even though a frequency version of
this tool was used, some descriptive analysis was done using the binary scoring method
in order to compare the two methods with each other and with other studies done

worldwide.

Majority of the participants (80%, n=276) have reported experiencing at least one of the
13 ACEs assessed in this study. This result is significantly higher when compared with
another study done in Ethiopia among high school students in Jimma town (51.1%)
(41). However, it is comparable with similar studies done among university students in
Africa, for example in Uganda (99.8%) (34), Malawi (99%) (40), Nigeria (86.7%)(35) ,
Botswana (73%) (36), Tunisia (74.8%)(74) and Zambia (58.3%) (75). These differences
can be explained mainly by the use of different assessment tools. This study used the
13 item ACE-IQ and this could increase the probability of having a higher ACE score.
Even though the same tool (WHO ACE-IQ) that this study utilized is used in Uganda,
Nigeria and Malawi the higher percentage in those studies could be explained by the
fact that they all used the binary scoring method while this study used the frequency
method, which is a more conservative scoring method and has a higher threshold to
detect ACEs. When the binary method was used, 98.6% of the participants reported at
least one ACE which is very close to the Ugandan study.

Three studies that used the same tool, the same scoring method and 2 of these were
done in university students were found. The first is in China, in a sample of 433 Chinese
young adults, where nearly 75% of the participants reported at least one ACE and 31%
reported three or more ACEs (67). The second is in Vietham where 2,099 university
students across eight provinces in Vietham were included and 76% reported at least

one ACE and 37% reported three or more ACEs (76). The third study was done among
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939 Korean college students where 50% reported at least one ACE and 15% reported
three or more ACEs (77).

When compared to studies done in HIC, this study showed a higher prevalence of ACEs
just like the other African countries. For example, studies done in the U.S in 2017, 2019
and 2022 showed a prevalence of 61.5%, 60.9% and 58% of the participants had at
least 1 ACE respectively(21,29,37). In a population-based study of young adolescents
in Norway in 2022, 65.8% had experienced at least one ACE (38). A population based
cross sectional study done in China in 2021 showed that 80.9% had been exposed to at
least 1 ACE (15). The U.S.-based studies typically exclude three domains captured in
the ACE-IQ (bullying, community violence, and collective violence). When these are
excluded to make the results more comparable, this study showed that nearly 70% of
the participants had reported at least one ACE which is close to the studies done in the
u.S.

This study found that more than half of the participants (56.8%, n=196) reported to have
experienced 2 or more ACEs and one fourth (25.2%, n=87) of the participants had
experienced 4 or more ACEs. This shows that various types of ACEs coexist and that
most of the participants are exposed to more than one type of adversity, which could
lead to worse mental and physical outcomes in adulthood. This is comparable to many
studies done in Africa as well as in HIC worldwide (15,30,34,35,38,40,41,74,78).

The most common types of ACEs found in this study were community violence (35.4%,
n=122), closely followed by domestic violence (34.2%, n=118), collective violence
(29.9%, n=103), emotional neglect (24.6%, n=85) and parental death or separation
(23.8%, n=82). When we compare this result with other studies that used the same tool
and the same scoring method, in a study done in China in 2022 emotional neglect
(31.6%), household member treated violently (26.1%), death of one or both parents,
parental separation or divorce (16.8%), and sexual abuse (15.4%) were the most
common types of ACEs reported (65). In Uganda the commonest types of ACEs
reported by students were physical abuse, community violence, emotional neglect,
household dysfunction and emotional abuse (99.8%, 80.7%, 68%, 66.3% and 57.3%)
(34). In a study done in Ethiopia, using the 10 item ACE questionnaire, the most
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common form of ACE was emotional abuse (20.3%), followed by physical abuse (15.8),
parental divorce (15.8) and household member incarceration (13.9%) (42). It is difficult
to compare the Ethiopian study done in Jimma to this study as different tools were used

to assess for ACEs and the study population is also different.

Out of the 13 ACE categories neglect (both physical and emotional) and sexual abuse
showed the strongest association with both depression and anxiety. Many studies have
shown that both neglect and sexual abuse are strongly associated with multiple
psychiatric disorders(79-81).

A systematic review and meta-analysis that was done in 2010 which included more than
3 million participants found that there was a statistically significant association between
sexual abuse and a lifetime diagnosis of anxiety disorder (OR, 3.09) and depression
(OR, 2.66) (82).

In this study, the prevalence of childhood sexual abuse was significant 20% (n=69) and
is comparable with most African and worldwide studies(83—85). It was also significantly
higher in women than in men (27.5% vs 9%). This is comparable to the studies done in
Ethiopia (25 vs 8), Malawi (8% vs 5%), Zimbabwe (32.5% vs 8.9%) and South Africa
(39.1% vs 16.7%) (40,42,85,86)).

The reason that community and collective violence were among the commonest forms
of ACEs reported in this study could be due to the fact that our country, Ethiopia, has
been and is still in an ongoing internal civil war and conflict. The studies done in
Ethiopia previously didn’t include questions about trauma from outside the home like
bullying, witnessing community violence and collective violence. This study showed that
these forms of childhood adversities are very common and need to be considered while
assessing childhood trauma in a country like ours where exposure to war and regional

conflict is common.

This study found that there is a graded relationship between ACEs and common mental
health disorders, depression and anxiety. In other words, the odds of having depression
or anxiety increased with the increasing level of ACE exposure. This result is consistent

with other studies in Africa as well as worldwide (15-17,34,36).
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The study also showed that those who reported to have very good and excellent
academic performances had lower chance of having depression as compared to those
who reported to have poor academic performance. Worrying about education, having
known medical iliness, experiencing adverse life experience in the past 1 year and
substance use had a positive significant relationship with depression. Those who were
6™ year students, medical interns, had a lower risk of having anxiety as compared to the
other years. This could be due to the fact that they are already qualified doctors and on
the verge of graduating. Worrying about education and experiencing adverse life event
in the past 1 year were also significantly associated with having anxiety symptoms.
These results show that there could be other factors that contribute to the development
of depression and anxiety other than adverse childhood experiences. However, after
controlling for all these confounding variables, there was still a significant relationship

between ACEs and depression and anxiety.

The findings in this study suggest a need to explore ways to address student anxiety
and depression in higher education institutions in the country because of the significant
number of students affected. One pathway to the development of common mental
disorders is through the accumulation of childhood adversities. Early identification and
interventions directed towards addressing the potential consequences of ACE are
critical in improving the general health of students. Studies have shown that ACEs could
predict worsening of mental health (depression, anxiety and suicidality) among college
students suggesting that screening for ACEs could be valuable in identifying individuals
at a heightened risk of worsening mental health. Implementing stress-related

interventions may prove beneficial for students with elevated levels of ACEs (87).

Some evidences show that routine ACE screening within primary care settings could
also be one way to help in early identification of high-risk population (88). The
screenings can be done at pediatrics or adult clinics. Although some clinicians raised
their concern that patients might find the ACE screening questions too invasive many
studies have shown that most patients felt that talking about ACEs strengthened their
relationship with their physician. Clinicians also reported that they understood their

patient’s background more and that they had increased empathy. The other concern
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was that adding another screening tool would be burdensome for practices but most
research showed that these ACE screens rarely took more than 5 minutes. If there are
appropriate linkages with an interdisciplinary team, including behavioral health,
psychiatry, and social work, clinicians would be more willing to screen for ACEs at

primary care settings and this would be one area of early intervention for ACEs (89).

Interventions for prevention of ACEs should be at multiple levels, including homes,
schools, and communities and should focus on creating positive childhood experiences
i.e., safe, stable, nurturing relationships and environments before adulthood(55,59-61).

As this study was a cross sectional study causality cannot be inferred. The other
limitation of this study is recall and social desirability biases which might reduce
accuracy of self-reported adverse childhood experiences. Since the study was done
among undergraduate students in Addis Ababa University, the findings may not be

generalizable to the whole population.

The strengths of this study could be the fact that it used the WHO-ACE IQ questionnaire
after a process of adaptation was undertaken and this could serve as a good input for
other studies in the future. In addition, three additional domains of childhood adversities
were assessed: bullying, community violence and collective violence which previous
studies in the country did not include. The other strength could be using a stratified
sampling technique which helps increase the precision and representativeness of the
sample. This study also used the frequency scoring method for analysis in order to not
overestimate the findings. It also used the binary scoring method in order to compare

the two methods and with other studies.
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There is a high prevalence of depression and anxiety among undergraduate College of
Health Science students of Addis Ababa University. Adverse childhood experiences are
also highly prevalent among the participants. There was a graded relationship between
ACEs with both anxiety and depression without controlling confounding variables. The

association was still significant after controlling for confounding variables.

Since the prevalence of ACEs is high among undergraduate university students and
they are seen to be associated with common mental iliness, we recommend counselling
services that give proper psychological aid to be established among higher educational
institutions. We also recommend for student clinics at AAU to screen for ACEs as they

are shown to be highly related with common mental disorders.

Steps should also be taken in creating awareness among College of Health Science
students so that they should seek professional help if they have experienced childhood
adversities or have signs and symptoms of common mental disorders. The medical
teaching environment is known for being stressful, burdensome and at times harsh and
this could be retraumatizing for those students who had adverse childhood experiences.
Therefore, we recommend working with medical associations in the country on how to

create a safe and nurturing teaching environment in our medical schools.

We believe the community needs help and support to create an environment which is
safe and conducive for the healthy development of children. Therefore, we recommend
for policies that target prevention and early detection of childhood adversities that
involve parents, teachers, schools, colleges, hospitals and religious institutions. One
way to do this could be by creating awareness for the public on how to create positive
childhood experiences and their significance in the future mental and physical health of

children.

This study was done in undergraduate students in Addis Ababa Ethiopia, so the findings
might not be generalizable to the whole population. Therefore, we recommend a wider

population study to be done with a larger representative sample.
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| am Yishak Gezahegn a postgraduate student at Addis Ababa University, Department
of Psychiatry. Currently | am doing a cross-sectional study on “Adverse Childhood
Experiences and their Association with Depression and Anxiety Among Addis Ababa
University Undergraduate Students College of Health Sciences”

This study is part of requirement for Specialty Certificate in Psychiatry.

Thank you for taking time to participate in this research. You are being asked to
participate in a research study. This form provides you with information about the study.
Your participation is entirely voluntary, and you can refuse to participate without penalty
or loss of benefits to which you are otherwise entitled.

Principal Investigators
Yishak Gezahegn (Final Year Psychiatry Resident)
Benyam Worku (Associate Professor of Psychiatry)

Clare Pain (Professor of Psychiatry)

Purpose of the Study: The study will help understand how prevalent adverse
childhood experiences are and their association with depression and anxiety among
AAU undergraduate College of Health Science students. It will also help as a guide for
future studies and for planning an intervention regarding the mental health of college
students.

Procedure: The questionnaire will is divided into five sections and has approximately
60 questions. It won’t take more than 20 minutes to fill out the questionnaire.

Risk/Discomfort: Some of these questions may be of a personal or sensitive nature.
Hence, you may experience some discomfort. If you wish to discuss any risks you may
experience, you may call the Principal Investigator listed below.
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Privacy and Confidentiality: In order to protect your confidentiality, no identifying
information will be requested of you. Hence, none of the information you will provide can
be linked to you in any manner. If the results of this research are published or presented
at scientific meetings, your identity will not be disclosed.

The information you provide may be used to improve the well-being of students on
university campuses. You will be also aiding the researcher in completing the
requirements for his specialty training.

Dear participant, now that you've read about the study and know why it's being done, I'd
like to ask for your consent to take part in it.

Contact the primary investigator below if:

e you have any questions or you need any information

e you feel distressed at any time while filling the survey you can contact the
primary investigator below.

e over the past two weeks you have been feeling depressed, down or
hopeless Or little interest in doing things for most of the day, nearly every
day

e over the past two weeks you have been feeling nervous, anxious or on
edge Or not being able to stop or control worrying,

Person to contact: Dr. Yishak Gezahegn (Primary Investigator)
Mobile: +251-910-44-67-97

Email: yisugezu74@gmail.com
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Part 1. Socio-Demographic Information

1.
2.
3.

4.

10.
11.
12.

13.
14.
15.
16.

Part 2:

arwbdpE

Age

Sex

Marital status

A) Single B) Married C) Divorced D) Widowed

Department

A) Anesthesia B) Dental Medicine C) Medicine D) MRT

E) Nursing F) Midwifery G) Laboratory H)) School of Pharmacy
Academic Year

A) 1st B) 2nd C) 3rd D) 4th E) 5th F) 6th

Academic Performance

A) Very poor B) Poor C) Good D) Very good E) Excellent

Mother’s Educational Status: A) No formal education B) 1-4 C) 5-8 D) 9-12 E) College
or more

Father's Educational Status: A) No formal education B) 1-4 C) 5-8 D) 9-12 E) College
or more

Mother’s Occupation: A) Laborer B) Merchant C) Private D) Government E)
Housewife

Father's Occupation: A) Laborer B) Merchant C) Private D) Government

Growing up how much was the family size
How worried are you about your education: A) Not at all B) A little C) Very Much D)
Extremely

How much pocket money did you get per month? A) <500 B) 500-1000 C) >1000
Have you had any life adversity in the past 1 year?

Do you have any known mental iliness? A) Yes B) No

Do you have any known medical illness? A) Yes B) No

Substance Use

Have you had a drink of alcohol in the past 30 days?
Have you smoked a cigarette in the past 30 days?

Have you smoked cannabis in the past 30 days?

Have you chewed khat in the past 30 days?

Have you used any other substances in the past 30 days?
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Part 3: Adverse Childhood Experiences- 1Q

2. Relationship with Parents or Guardians

When you were growing up, during the first 18 years of your life

2.1 Did your parents/guardians understand Always
your problems and worries? Most of the time
Sometimes
Rarely
Never
Don’t want to answer
2.2 Did your parents/guardians really know Always
what you were doing with your free time Most of the time
when you were not at school or work? Sometimes
Rarely
Never
Don’t want to answer
3.1 How often did your parents/guardians not Many times
give you enough food even when they A few times
could easily have done so? Once
Never
Don’t want to answer
3.2 Were your parents/guardians too drunk or Many times
intoxicated by drugs to take care of you? A few times
Once
Never
Don’t want to answer
3.3 How often did your parents/guardians not Many times
send you to school even when it was A few times
available? Once
Never

Don’t want to answer

4. Family Environment

When you were growing up, during the first 18 years of your life

4.1 Did you live with a household member who | Yes
was a problem drinker or alcoholic, or No
misused street or prescription drugs? Don’t want to answer
4.2 Did you live with a household member who | Yes
was depressed, mentally ill or suicidal? No
Don’t want to answer
4.3 Did you live with a household member who | Yes
was ever sent to jail or prison? No
Don’t want to answer
4.4 Were your parents ever separated or Yes
divorced? No
Don’t want to answer
4.5 Did your mother, father or guardian die? Yes
No

Don’t want to answer

These next questions are about certain things you may actually have heard or seen IN YOUR
HOME. These are things that may have been done to another household member but not

necessarily to you.

4.6

Many times
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Did you see or hear a parent or household
member in your home being yelled at,
screamed at, sworn at, insulted or
humiliated?

A few times

Once

Never

Don’t want to answer

4.7 Did you see or hear a parent or household | Many times
member in your home being slapped, A few times
kicked, punched or beaten up? Once
Never
Don’t want to answer
4.8 Did you see or hear a parent or household | Many times
member in your home being hit or cut with | A few times
an object, such as a stick (or cane), bottle, | Once
club, knife, whip etc.? Never

Don’t want to answer

These next questions are about certain things YOU may have experienced.
When you were growing up, during the first 18 years of your life . ..

5.1 Did a parent, guardian or other household Many times
member yell, scream or swear at you, A few times
insult or humiliate you? Once
Never
Don’t want to answer
5.2 Did a parent, guardian or other household Many times
member threaten to, or actually, abandon A few times
you or throw you out of the house? Once
Never
Don’t want to answer
5.3 Did a parent, guardian or other household Many times
member spank, slap, kick, punch or beat A few times
you up? Once
Never
Don’t want to answer
54 Did a parent, guardian or other household Many times
member hit or cut you with an object, such | A few times
as a stick (or cane), bottle, club, knife, whip | Once
etc? Never
Don’t want to answer
55 Did someone touch or fondle you in a Many times
sexual way when you did not want them A few times
to? Once
Never
Don’t want to answer
5.6 Did someone make you touch their body in | Many times
a sexual way when you did not want them A few times
to? Once
Never
Don’t want to answer
5.7 Did someone attempt oral, anal, or vaginal | Many times
intercourse with you when you did not want | A few times
them to? Once
Never
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Don’t want to answer
5.8 Did someone actually have oral, anal, or Many times
vaginal intercourse with you when you did A few times
not want them to? Once
Never
Don’t want to answer

17. PEER VIOLENCE
These next questions are about BEING BULLIED when you were growing up. Bullying
is when a young person or group of young people say or do bad and unpleasant
things to another young person. It is also bullying when a young person is teased a lot
in an unpleasant way or when a young person is left out of things on purpose. It is not
bullying when two young people of about the same strength or power argue or fight or
when teasing is done in a friendly and fun way.

When you were growing up, during the first 18 years of your life . ..

6.1 How often were you bullied? Many times

A few times

Once

Never

Don’t want to answer

6.2 How were you bullied most often? I was hit, kicked, pushed, shoved around, or
locked indoors

| was made fun of because of my race,
nationality or color

| was made fun of because of my religion

I was made fun of with sexual jokes,
comments, or gestures

| was left out of activities on purpose or
completely ignored

| was made fun of because of how my body
or face looked

| was bullied in some other way

Don’t want to answer

This next question is about PHYSICAL FIGHTS. A physical fight occurs when two young people
of about the same strength or power choose to fight each other.

When you were growing up, during the first 18 years of your life . ..

6.3 How often were you in a physical fight? Many times

A few times

Once

Never

Don’t want to answer
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18. WITNESSING COMMUNITY VIOLENCE

These next questions are about how often, when you were a child, YOU may have seen
or heard certain things in your NEIGHBOURHOOD OR COMMUNITY (not in your home

or on TV, movies, or the radio).
When you were growing up, during the first 18 years of your life . ..

7.1

Did you see or hear someone being beaten
up in real life?

Many times

A few times

Once

Never

Don’t want to answer

7.2

Did you see or hear someone being
stabbed or shot in real life?

Many times

A few times

Once

Never

Don’t want to answer

7.3

Did you see or hear someone being
threatened with a knife or gun in real life?

Many times

A few times

Once

Never

Don’t want to answer

19. EXPOSURE TO WAR/COLLECTIVE VIOLENCE

These questions are about whether YOU did or did not experience any of the following
events when you were a child. The events are all to do with collective violence,
including wars, terrorism, political or ethnic conflicts, genocide, repression,
disappearances, torture and organized violent crime such as banditry and gang
warfare.

When you were growing up, during the first 18 years of your life . ..

8.1 Were you forced to go and live in Many times
another place due to any of these A few times
events? Once
Never
Don’t want to answer
8.2 Did you experience the deliberate Many times
destruction of your home due to any of A few times
these events? Once
Never
Don’t want to answer
8.3 Were you beaten up by soldiers, police, Many times
militia, or gangs? A few times
Once
Never
Don’t want to answer
8.4 Was a family member or friend killed or Many times
beaten up by soldiers, police, militia, or A few times
gangs? Once
Never
Don’t want to answer
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Part 5: Patient Health Questionnaire 9 (PHQ 9)

Over the last 2 weeks, how often have you been Not at | Several | More than | Almost
bothered by any of the following problems? all days/ half days every
wk day

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

¢ Feeling bad about yourself or that you are a failure or 0 1 2 3
have let yourself or your family down

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

e Moving or speaking so slowly that other people could 0 1 2 3
have noticed. Or the opposite being so figety or restless
that you have been moving around a lot more than
usual

e Thoughts that you would be better off dead, or of 0 1 2 3

hurting yourself

A. Not difficult at all
B. Somewhat difficult
C. Very difficult

D. Extremely difficult

Part 6: Generalized Anxiety Disorder 7 (GAD 7)

If you checked off any problems, how difficult have these problems made it for you to do
your work, take care of things at home, or get along with other people?

Over the last 2 weeks, how often have you been Not at | Several | More Almost
bothered by any of the following problems? all days/wk | than half | every
days day

Feeling nervous, anxious or on edge 0 1 2 3

Not being able to stop or control worrying 0 1 2 3
Worrying too much about different things 0 1 2 3
Trouble relaxing 0 1 2 3
Being so restless that it is hard to sit still 0 1 2 3
Becoming easily annoyed or irritable 0 1 2 3
Feeling afraid as if something awful might happen 0 1 2 3
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