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Abstract

Back ground: Depression is a mental disorder that persuasive in the world and affects us all. It
affects up to 50.6% in medical settings out patients in Ethiopia. While the disorder can be
reliably diagnosed and treated in primary care, it’s unrecognized and under managed (0 %

detection rate in some medical settings).

Objective: To assess the prevalence and associated factors of depressions among adult in

patients in medical and surgical outpatient departments in Dessie referral hospital, north eastern,

Ethiopia, 2017

Methods: An institution based cross-sectional study was conducted from 10-15 March 2017 at
Dessie referral hospital and comprised patients in the Medical and Surgical outpatient
departments at the time. The sample size was determined using a single population proportion
formula. Participants were selected using systematic random sampling techniques. The calculate
sample size was 424 adult patients. The prevalence of depression was assessed using Patient
Health Qurstionnaire-9. Descriptive statics, bivariate and multivariate were performed using

SPSS 20.

Results: Among the 414 study participants, 214(51.7%) were males. The mean age of the
respondents was 39.01 (SD+ 16) years. In this study, female were 2 times more likely to
experience depression compared with male P=0.012 [AOR=1.926, 95% CI: 1.152, 3.221)] and
Participants who were divorced and widowed were 3 times more likely to have depression as

compared with participants who were married P = 0.03[AOR=3.076, 95% CI: 1.114,8.490)].

Conclusion and recommendation: The prevalence of depression among patients in medical and
surgical OPDs in Dessie referral hospital was relatively high (39.1%). Depression had
statistically significant association with age, sex, marital status, occupational status, chronic
illness, substance use and family history of mental illness. The major implication of these study
findings on the health system is the importance of ensuring support to primary health care

services for early detection and referral of depression.

Key words: Depression; Prevalence; Associated factors; Medical and Surgical out patients.
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1. INTRODUCTION

1.1 Back ground information

According to the World Health Organization’s (WHO) definition, “Mental health is a state of
well-being in which an individual can realize his or her own abilities, interact positively with
others, cope with the stressors of life and study, work productively and fruitfully, and contribute
to his or her family and community.” It should be noted the definition does not refer exclusively

to the absence of “mental illness”, but also addresses the concept of “mental wellness”(1).

Depression is a common mental disorder that presents with depressed mood, loss of interest or
pleasure, decreased energy, feelings of guilt or low self-worth, disturbed sleep or appetite, and
poor concentration. Moreover, depression often comes with symptoms of anxiety(2-5). These
problems can become chronic or recurrent and lead to substantial impairments in an individual’s
ability to take care of his or her everyday responsibilities. At its worst, depression can lead to
suicide. Almost 1 million lives are lost yearly due to suicide, which translates to 3000 suicide
deaths every day. For every person who completes a suicide, 20 or more may attempt to end his

or her life(2, 3, 6).

Depressive episode involves symptoms such as depressed mood, loss of interest and enjoyment,
and increased fatigability. Depending on the number and severity of symptoms, a depressive
episode can be categorized as mild, moderate, or severe. An individual with a mild depressive
episode will have some difficulty in continuing with ordinary work and social activities, but will
probably not cease to function completely. During a severe depressive episode, on the other
hand, it is very unlikely that the sufferer will be able to continue with social, work, or domestic

activities, except to a very limited extent(2, 3).

While the global burden of depression poses a substantial public health challenge, both at the
social and economic levels as well as the clinical level, there are a number of well-defined and

evidence based strategies that can effectively address or combat this burden(2, 7).



The development of the national mental health strategy for Ethiopia represents the federal
ministry of Health’s (FMOH) commitment to address Ethiopia’s needs for accessible, effective,
sustainable, and affordable mental health services. In fact depression free society is important

for MDG achievement(1).

On the other hand, psychiatric professionals in Ethiopia are few (fewer than 50 psychiatrists in a
country with a population well above 80 million). Furthermore, depression is not well-
recognized within the community as mental illnesses and case detection and treatment at health

facility level also very low (7-10).



1.2 Statement of the problem

Depression is a mental disorder that persuasive in the world and affects us all. It is a significant
contributor to the global burden of disease and affects people in all communities across the
world. Today, depression is estimated to affect 350 million people. The world mental health
Survey conducted in 17 countries found that on average about 1 in 20 people reported having an
episode of depression in the previous year. One out of ten people suffer from major depression
and almost one out of five persons has suffered from this disorder during his (or her) lifetime

(one-year prevalence is 10% and lifetime prevalence 17%(2).

Who gets depression varies considerably across the populations of the world. Lifetime
prevalence rates range from approximately 3 percent in Japan to 16.9 percent in the United
States, with most countries falling somewhere between 8 to 12 percent. While depression is the
leading cause of disability for both males and females, the burden of depression is 50% higher

for females than males. It also have link with chronic illness(3).

Depression is currently the leading cause of non-fatal burden when considering all mental and
physical illnesses, accounting for approximately 10% of total years lived with disability (YLD)
in Low and Middle Income Countries (LMICs)(1, 3, 11).

In Ethiopia, Depression is the leading non-communicable disorder in terms of burden. Indeed, in
a predominantly rural area of Ethiopia, depression included in the top ten most burdensome
conditions, out-ranking HIV/AIDS(7). The burden depression is up to 50.6% among patients in
medical setting (12) ((13-17).

A particular tragic potential outcome of depression is suicide. Most people who die are
depressed. 7.7person/100000/year completed Suicide in Ethiopia. These startling statistics show
that depression have been overlooked as a major health priority in Ethiopia and other LMICs,

and underscore the need for public health programs targeting depression(7).

In fact, Depression is important for achievement of MDG 6 (combating HIV/AIDS, malaria and
other diseases). HIV/AIDS is commonly complicated by depression. In Ethiopia, over one-third

(38%) of people receiving antiretroviral therapy are estimated to be suffering from undetected



depression. When depression is present in persons living with HIV/AIDS and/or tuberculosis,
quality of life is reduced, adherence to medication is impaired and survival is decreased(1). The
link between cardio vascular diseases, surgery, stroke, Alezimer, Diabetic mellitus and
depression also raise the burden of depression by hospitalization, slow recovery and disability (1,
13, 15, 18-21). It is also strongly associated with poverty, making them relevant to MDG 1
(eradicating extreme poverty and hunger). Persons with severe depression and their families are
amongst the poorest in society. Findings from studies in Ethiopia shown strong associations

between depression, unemployment and poverty(1, 5).

Although depression is common and it associated with a high burden due to disability and
mortality, only a small percentage of these disorders are recognized and treated(4, 22-24). Data
on depression in the medical and surgical patients in Ethiopia are scarce particularly in the study
area. Therefore, the major aim of this study was to investigate the prevalence and associated

factors leading to depression among adult in medical and surgical OPDs.



1.3 Significance of the study

Currently, Depression is the one of depression is the leading cause of disability worldwide in
terms of total years lost due to disability on medical setting. Therefore, this study would be
helpful to provide basic information for health care practitioners on prevalence of depression and
factors associated to it among medical and surgical out patients. It might be also helped heath
care provider to initiate early screening, diagnosing and management of depression in medical
and surgical out patients based on the finding. Additionally it could be contributed to a body of
knowledge to further study and other researchers who might be to conduct a study on related

topic and also for organizations working on depression.



2. REVIEW OF LITERTURE

2.1 Prevalence of depression among medical and surgical out patients

According to WHO report 2012,0one out of ten people suffer from depression and almost one out
of five persons has suffered from this disorder during his (or her) lifetime (one-year prevalence is

10% and lifetime prevalence 17%(2).

Studies conducted among out patients in France, China, Australia, revealed that the prevalence of

depression was among 21%, 14.39% and 15.7% respectively (25-27).

Findings from community based studies conducted at Malaysia indicated that the prevalence of
depression was 10.3%(28). Another community based cross sectional study conducted at North
West Ethiopia showed that the prevalence of depression was 17.5%, while findings from
Ethiopian national health survey and a review literature on prevalence and risk factors of
depression in FEthiopia reported the prevalence of depression was only 9.1%, 6.8%
respectively(11, 29, 30). Compared to general population, depression is more common in
medical than in community settings and some studies reported that up to 50.6 % of the patients in

general medical and surgical outpatient are depressed and require treatment(8, 23).

Hospital based studies at Karinmagar in Pakistan and Shariati in Tehran concluded prevalence
of depression was high (70.9 % and 53 % respectively) in a hospital setting(16, 31). Similarly,
more than half(53.6%) the participants of the study in tertiary care hospital Karachi, Pakistan
reported depression (31). Another study on prevalence of depression among patients on medical
and surgical wards of chaudhry rehmat memorial trust and saira memorial hospitals lahore
Pakistan indicated prevalence depression was 51.2% in Medical and 53.6% in Surgical patients

which mostly unrecognized by their clinicians(12).

Study on the prevalence of depression among out patients and its detection by primary health
care workers at Matawale Health Centre in Malawi showed the prevalence of depression among
patients attending the outpatients department was found to be 30.3% while detection rate of
depression by clinician was 0%(32).Similarly ,studies conducted in a primary care setting in

Nigeria and Ugandan regional referral hospital indicated that the prevalence of depression



among patients attending the general medical hospital out-patients were 47.8 % and 60%

respectively (33, 34).

According to findings from study conducted in Gonder referal hospital, 58.6% medical surgical
patients had symptoms of depression. (23). Another study on prevalence of depression and
associated factors among patients attending medical outpatient department in Adare Hospital,
Hawassa, Ethiopia indicated among study subjects 24.5% were identified as having a depressive
episode in the 2 weeks preceding the survey, while detection rate of depression by the clinician

was 0%(35).

The cross sectional study done on the prevalence of depression and its determinants among adult
patients admitted in governmental hospitals, Mekelle, Tigray indicated that the prevalence of
depression 54.6% while males accounts 62.7% and female were 48.8%. Out of the total
depression on study participants 54.2% had mild depression, 21.5% had moderate depression

7.2% had severe depression and 17% had very severe depression(8).

2.2 Associated factors of Depression among medical surgical out patients

Based on WHO 2012 report Worldwide, there are certain risk factors that make some persons
more likely to get depression than others. This includes Being female, poverty, low education,

genetics, exposure to violence, being separated or divorced, had chronic illness(2)

Studies across the world indicated that depression among medical surgical out patients associated

with socio demographic, clinical and behavioral factors (20, 36-40).

Concerning to socio demographic variables, studies conducted in Ethiopia, Saudi, Pakistan, Iran,
France, Sri lanka showed sex, age marital status, employment and educational status were
associated with depression (11, 15, 25, 30, 42, 43).0dds ratios for depression were significantly
higher for older age, divorced and widowed and unemployed. Income were significantly
associated with depression in most studies(11, 16, 35) while few of the studies ignore its

association with depression(23, 30).



According to study conducted in Gondar university hospital, northwest Ethiopia, patients who
had formal education are less likely to have depression than those who are unable to read and
write(23).Another study conducted on prevalence of depression and associated factors among
patients attending medical outpatient department in Adare Hospital, Hawassa revealed that
women were 1.6 times as likely as men to exhibit symptoms of depression and the likelihood of

having depression symptoms was 3 times higher in those who were divorced (35).

Age and educational status were socio demographic variables showed significant association
with depression on a cross sectional study done among adult patients in governmental hospitals,

mekelle, tigray, Ethiopia[(8) ] .

One of clinical predictor of depression was chronic illness. Studies conducted in Ethiopia,
Nigeria, Uganda, Malawi, India, China and Iran agreed there association between chronic illness
and depression (11, 20, 21, 23, 40, 44-47). Family history of mental illness is another clinical
predictor of depression reported by studies. Those patients who had family history of mental

illness were at high risk for depression (29, 33, 48, 49).

An important behavioral predictor variable for depression episodes is substance use (Khat
chewing, alcohol drinking and cigarette smoking) as indicated by various studies conducted in
Ethiopia, Nigeria and Uganda (21, 33, 50, 51). Patients who used tobacco and depression had
significantly associated at [AOR=4, 95% CI (1.1, 15.28)]. The odds of having depression among
who used tobacco were four times more likely than the odds of non users. Among patients who
used alcohol in their lifetime had significant association with depression in [AOR=2.9, 95% CI
(1.82, 4.69)]. The odds of having depression to alcoholic patients were three times more likely

than the odds of non-alcoholic(22). khat chewing [OR = 10.07, CI: 5.57-18.25], cigarette
smoking [OR= 3.15, CI: 1.51-6.58], and shisha usage [OR = 3.04, CI: 1.01-9.19] were

significantly and independently associated with depression(36).



Conceptual frame work

Socio- demographic factors

e Sex

e Age

e Marital status

e Monthly income

® (ccupation
e Educational status
e Living alone

Depression

Clinical factors

e Presence of chronic illness

e Family history of mental
illness

e Assigned OPDs(Medical
and surgical)

Behavioral factors

e Substance use
history

Figure 1: - Conceptual framework for factors affecting depression among medical and surgical
OPDs patients in Dessie referral hospital developed through reviewing different literatures(5, 30,

32,33, 35, 36, 38, 52)




3. OBJECTIVES OF THE STUDY

3.1 General objective of the study

» To assess the prevalence and associated factors of depressions among out patients in

medical and surgical OPDs in Dessie referral hospital, North eastern,Amahara,2017

3.2 Specific objectives of the study

» To determine the prevalence of depression among out patients in medical and surgical

OPDs in Dessie referral hospital, North eastern,Amahara,2017

» To identify factors associated to depression among out patients in medical and surgical

OPDs in Dessie referral hospital, North eastern,Amahara,2017
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4. METHODS

4.1 Study area

This study was conducted at Dessie referral hospital in Dessie city, which is the capital of South
Wollo Zone of the Amhara National Regional State. It is found on the North east edge of north
Central high land of Ethiopian, 400 kms to the North of Addis Ababa, at 11°15” latitude and 39°
40’ E Longitude.

Dessie referral hospital emerged in 1954 E.C during the regime of Emperor Haile Silase. It is
governmental hospital, which has Medical, Surgical, Gynecology and obstetrics, emergency and
psychiatric OPDs. There are 3 medical OPDs and 2 surgical OPDs, and one psychiatry clinic
which run by four psychiatric nurses and two Msc psychiatric professionals according to data

from Dessie referal hospital information desk office, 2017.

4.2 Study design and period

An institution-based quantitative cross sectional study was conducted from 10-25 March, 2017.

4.3 Source population
All Adult patients who were attended in Dessie referral hospital medical and surgical OPDs.

4.4 Study population

Those who were attending adult medical and surgical OPDs at Dessie referal Hospital during the
study period and who fulfilled inclusion criteria and selected were considered as study

population.

4.5 Inclusion and exclusion criteria
4.5.1 Inclusion criteria

» All patients in medical and surgical OPDs aged 18 years and older.

4.5.2 Exclusion criteria

» Those patients who were mentally or physically unable to give interview.

11



4.6 Study variables
4.6.1 Dependant variable

» Depression

4.6.2 Independent variable

Age

Sex

Religion

Occupation

Ethnicity

Monthly Income

Marital status

Living alone

level of education
Presence of chronic illness
Family history of mental illness
Substance use history

OPDs(Medical and surgical)

YV V.V V V VYV V V V V VYV V V

4.7 Operational definition

Based on Patient Health Questionnaire- 9 (PHQ -9)
» Deperessed: PHQ -9 score > 5
» Not deperessed : PHQ-9 less than or eqeual to 4
» No depression: Patient Health Questionnaire 9 score was 0
>

Minimal depression: Patient Health Questionnaire 9 score was 1-4

Y

Mild depression: Patient Health Questionnaire 9 score was 5-9
» Moderate depression: Patient Health Questionnaire 9 score was 10-14
» Moderately severe depression: Patient Health Questionnaire 9 score was 15-19

» Severe depression: Patient Health Questionnaire 9 score was 20-27

12



» Adult means those who are in the age group of 18 years and older

» Substance use history: A participant who will ever have a history alcohol drinking, Khat
chewing and cigarette smoking.

» Presences of chronic illness: Presence of one or more diseases among hypertension, heart

disease, cancer, diabetes, and stroke.

4.8 Sample size determination and sampling procedure

The sample size was determined using a single population proportion formula considering the
following assumptions: standard normal distribution with confidence interval (CI) of 95%
(Z=1.96), absolute precision or tolerable margin of error (d=0.05), and anticipated proportion of
patients who experience depression =50 % (P) and added 10 % non response rate; so, the final
sample size was 424.
n= (za/2)> x p (1-p)
4
n=(1.96)> x 0.5(0.5)
(0.05)?

n= 385 by considering 10% for non responses then, the final sample size will be 424.

All medical and surgical OPDs in Dessie referal hospital were included in study. The total
number of patients who was attended in the hospital medical surgical out patients (3 medical and
2 surgical) over a month is 35000, per 2 week 1750 (1050 from medical out patients and 650
from surgical out patients).The average number patients attended each OPDs per day is 35. A
systematic sampling technique used to select from 1750 patients and the final sample size
become 424.The sampling fraction is: 1750/424= 4. Therefore, the sample interval is 4. We
select the first individual with lottery method (random start at 3), Individuals are chosen at
regular intervals (every 4th) and with same K selected 85 patients from the five OPDs

interviewed by data collectors. (See fig.2)

13



DESSIE REFERAL HOSPITAL

Medical and surgical OPDs

2 Surgical
OPDs

3 Medical OPDs

OoPD OPD OPD OoPD OPD
1(n=85) 2(n=85) 3(n=84) 1(n=85) 2(n=85)
4 ! 4 4 4

Systematic random sampling (n=85 patients from each)

3rd [ 7th 1 11th |———= > | 334th 338t

Final sample size =424

Figure 2 : - Schematic presentation of sampling procedure of the study of depression among
medical surgical outpatients in Dessie referral hospital in 2017/18 (n=424)

4.9 Method of data collection

Data were collected by 10 clinical nurses using pretested interviewer administered questionnaire.
Depression was assessed using the Patient Health Questionnaire 9. PHQ-9 is a 9-item
questionnaire, commonly used to screen for symptoms of depression in outpatients. It was
translated(local language Amharic) and validated in Ethiopia with sensitivity=86% and
specificity=67% (53). It was an easy depression screening tool which was a brief questionnaire that
scores each of 9 DSM-IV criteria for depression as “0” (not at all) to “3” (nearly every day). Patients
were considered as depressed when their PHQ -9 score > 5. PHQ-9 scores of 5, 10, 15, and 20
represent mild, moderate, moderately severe and severe depression, respectively. A structured
questionnaire was used to collect data on socio demographic characteristics, clinical and

behavioral variables.

14



4.10 Data quality assurance

Two weeks prior to the actual data collection, the questionnaire was pre-tested on 5% of the sample
among medical surgical out patient who were not included in the main study area, in Weldiya
hospital. The purpose of the pre-test was to ensure that the respondents were able to understand the
questions and to check the wording, logic and skip order of the questions in a sensible way to the
respondents. Amendments were made accordingly after the pre-test. 10 clinical nurses who were
received 2 days intensive training on data collection techniques was involved in data collection.
Data collection was supervised, and each questionnaire was checked for completeness by the

principal investigator on a daily basis.

4.11 Data processing and analysis

Data was entered into EpiData version 3.1 and imported to SPSS version 20 software package
for data analysis. Descriptive statistics was done to identify the distribution of socio
demographic, clinical and behavioral characteristics of the study participants. It was processed
by using descriptive analysis, including frequency distribution, cross tabulation and summary
measures Bivariate and multivariate logistic regression and odds ratio with 95% confidence
interval was used to identify the associated factors with Depression. Variables with p-value
(<=0.05) was used as the cut-off point and independent variables with p-value <=0.05 in
bivariate logistic analysis will be fitted in to multivariate logistic regression to identify
independently associated factors in the final model. Finally, finding of study were presented on

table, Chart and graph.

4.12 Ethical consideration

Ethical clearance was obtained from Addis Ababa University School of Allied Health science
ethical review board. A formal letter was given and permission was obtained from Dessie
referral hospital and respective OPDs. After a detail explanation of the purpose of the study,
verbal and written consent was obtained from each study participants. Participants who were
refused to participate in the study were not being forced and participants can withdraw from the

study at any time. Those study participants who had depression based on PHQ 9 and suicidal

15



ideation symptom was linked to the respective health care provider for further diagnosis and

treatments.

16



5. RESULTS

5.1 Socio demographic characteristics of the study participants

From a total of 424 participants recruited, 414 participated in the study while 10 unwilling to
participate in the study, yielding the response rate of 97.7%. Among the 414 study participants,
214(51.7%) were males. The mean age of the respondents was 39.01 (SD+ 16) years. More than
half of the respondents, 248 (59.9%) were followers of Muslim, 160(38.6%) were orthodox
Christianity and 6(1.4%) were protestants. The predominant ethnic group was Amhara
403(97.3%). Majority of the respondents 264(63.8%) were married, 254(61.4%) of the study

participants were unemployed (see table 1).
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Table 1: - The socio-demographic characteristics of medical surgical outpatients in Dessie
referral hospital in 2017/18 (n=414)

Variables F reauencz (n=414) Percent (%)
Sex

Male 214 51.7
Female 200 48.3
Age

18-30 170 41.1
31-40 85 20.6
41-50 65 15.8
51-60 48 11.7
>61 44 10.7
Ethnicity

Amhara 403 97.3
Oromo 8 1.9
Afar 3 0.7
Religion

Muslim 248 59.9
Orthodox 160 38.6
Protestant 6 1.4
Occupation

Unemployed 254 61.4
Employed 160 38.6
Educational status

Unable to read and write 149 36.0
Able to read and write 34 8.2
Primary 53 12.8
Secondary 80 19.3
Diploma 47 11.4
Degree and above 51 12.3
Marital status

Married 264 63.8
Single 124 30.0
Divorced 26 6.3
Income

>750 ETB 167 40.3
750-1200 ETB 111 26.8
<1200 ETB 136 32.9
Living alone

No 301 72.7
Yes 113 28.3

|
Abbreviation: ETB Ethiopian Birr



5.2 Clinical, substance use and behavioral characteristics of participants

Out of the total participants, 161(38.9%) had chronic illness. Majority of the study participants
301(72.7%) had no history depression (Table 2).

Table 2: - Clinical, substance use and behavioral characteristics of participants

Variables Frequency(n=414) Percent (%)
OPD
Medical 252 60.9 %
Surgical 162 39.1%
Chronic illness
No 253 61.1%
Yes 161 38.9%
Family history of mental illness
No 317 76.6%
Yes 97 24.4%
Substance use history
No 297 71.7%
Yes 117 28.3%

Abbreviation: OPD outpatient department
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5.3 The prevalence of depression

The overall prevalence of depression among medical surgical out patients was 39.1% when a

cut-off score of PHQ -9 > 5 was used (See fig. 3)

39.10%
60.90% ® Not deperessed

W Deperessed

Figure 3: - Magnitude of depression among medical surgical outpatients in Dessie referral
hospital in 2017/18 (n=414)
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5.4 Severity of depression

From the total participants; 83(20.0%) fulfilled the criteria for mild, that was, PHQ9 score 5-9,
56(13.5%) for moderate, that was, PHQ 9 score 1014, 18(4.3%) for moderately severe, that was
PHQ9 score 15-19, and 5(1.2%) for severe, that was PHQ 9 score 20-27 form of depression two
weeks prior to the study period respectively (refer fig.2).

Figure 4: - Severity depression among medical surgical outpatients in Dessie referral hospital in
2017/18 (n=414)

5.6 Frequency of PHQ-9 depressive symptoms and their effect on day to day activity of
study participants

From the total of nine items, feelings of tiredness (65.7%) and loss of interest (56 %) were the

most common symptoms reported among participants (Table 2).
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Table 3: - Symptom of depression measured by PHQ 9 among adult patients attended medical
and surgical OPDs in Dessie referral hospital, north eastern Amahara, Ethiopia, 2017

PHQ 9 Symptoms Frequency Percent (%)
Loss of intersect 232 56.0
Feeling down 200 48.3
Insomnia or hypersomina 208 50.2
Feeling tiered 272 65.7
Poor apatite or over eat 227 55.0
Feeling bad about yourself 160 38.7
Lack of concentration 185 44.8
Restlessness 141 34.1
Suicidal thought 96 23.2

Abbreviation: PHQ 9 Patient Health Questionnaires 9
Among participants who experienced depressive symptoms almost half of them reported that
they had no any trouble on their life and day to day activities because of these symptoms (refer

fig:3).

47%
329% B Not difficult at all
B Some what difficult
17.70% Difficult
m Very difficult
3.60%

Figure 5: - figure that show how much depression symptoms affect day to day activities among
medical surgical outpatients in Dessie referral hospital in 2017/18 (n=414)
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5.7 Factors associated with depression

In this study, female were 2 times more likely to experience depression compared with male
P=0.012 [AOR=1.926, 95% CI: 1.152, 3.221)] and Participants who were divorced and widowed
were 3 times more likely to have depression as compared with participants who were married P =

0.03[AOR=3.076, 95% CI: 1.114,8.490)].

A strong positive association was obtained during multivariate analysis between depression and
age. Study subjects aged >61 years were 3.5 times more likely to develop depression as
compared with those aged 18-30 years and patients in the age group of 51-60 had 2.7 times

more odds to develop depression than patients with aged 18-30 years.

Age, sex, marital status, employment, family history of mental illness, chronic illness and
substance use history, were a significant predictor of depression according to the finding of this
study. There is no statically significant relationship between educational status, income, assigned

OPDs (medical or surgical), and living alone (see table 4).
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Table 4: - Covariates associated with depression among adult patients attended medical and

surgical OPDs in Dessie referral hospital, north eastern Amahara, Ethiopia, 2017

Variables Depression OR(95% C1)

Yes No COR AOR
Sex
Female 92 108 1.752(1.176-2.611) 1.926(1.152-3.221) *
Male 70 144 1 1
Age
>61 27 17 3.706(1.859-7.387) 3.585(1.413-9.097) =
51-60 24 24 2.333(1.213-4.488) 2.749(1.135-6.658) *
41-50 25 40  1.458(.802-2.651) 1.269(.573-2.811)
31-40 35 50 1.633(.950-2.810) 2.152(1.000-4.456)
18-30 51 119 1 1
Marital status
Divorced/ window/ separated 19 7  4.673(1.896-11.517) 3.076(1.114-8.490) *
Single 46 78 1.015(.653-1.580) 2.034(1.106-3.742) *
Married 97 167 1 1
Educational status
Degree and above 19 32 .635(.331-1.219) 1.675(.675-4.156)
Diploma 13 34 .409(.200-.836) .918(.345-2.447)
Secondary 19 61 .333(.182-.611) .822(.375-1.803)
Primary 27 26 1.111(.593-2.079) 1.798(.815-3.969)
Able to read and write 12 22 .583(.269-1.264) 1.150(.453-2.917)
Unable to read and write 72 77 1 1
Occupation
Unemployed 160 59 3.036(2.015-4.575) 4.405(2.541-7.636)
Employed 92 103 1 1
Income
>1200 ETB 43 93 .581(.362-.933) 1.485(.782-2.819)
750-1200 ETB 45 66 .857(.527-1.394) .0571 (.579-1.932)
<750 ETB 74 93 1 1
Substance use
Yes 63 54  2.333(1.508-3.609) 2.834(1.612-4.981) **
No 99 198 1 1
Family history of mental illness
Yes 69 28 1.804(1.103-2.953 2.041(1.130-3.688)*
No 183 134 1 1
Living alone
Yes 59 54  2.100(1.354-3.259) 1.239(.701-2.190)
No 103 198 1 1
Chronic illness
Present 96 65 4.185(2.745-6.38) 3.599(2.164-5.986) *+*
None 66 187 1 1

*** p=0.00, ** P< 0.02, *P< 0.05, P< 0.05 statistically significant

24



6. DISSCUSSION

This study revealed that the magnitude of depression was 39. 1%. Similar findings were reported
in many international studies [(44, 45, 51, 54)]. On the other hand, the current study finding was
higher than the finding of studies done in Malawi (30.3%), Nigeria (23.1%),and India (30.1%)
[(21, 26, 32, 44)] and lower than the studies done in Kenya(45%), Nigeria(47.8%),Nigeria(Logos
Iceland)(50%) ,Saudi Arabia (49.9%), Pakistan(57.4%) and Iran(77.9%) [(12, 20, 28, 31, 33, 55)
]. The prevalence of depression reported from the studies conducted in Jimma Hospital on TB
out patients, Hawassa Adare Hospital on medical outpatients, Addis Ababa Black Lion
Specialized Hospital and Saint Paulo’s Hospital on Chronic Kidney Disease (CKD) patients,
Addis Ababa at Black Lion Teaching and Zewuditu Memorial Hospitals on departments of
neurology Parkinson’s disease patients, Bahire dare Felege Hiwot hospital on DM patients and
Mekelle governmental hospitals on Medical and surgical inpatients were 49%, 24.5%,29.4%,
57.4%, 40.4% and 56.4% respectively[(8, 14, 35, 50, 56, 57)]. This variation of findings across
various studies might be due to cross-cultural limitations of diagnostic tools and reporting biases,
differences in socio economic environments. Prevalence estimates also are likely to be

influenced by stigma and discrimination.

Compared to general population, it can be assumed that patients are more likely to have
depression, because of their health status .Comparing this study results with a Community based
cross-sectional study done in Northwest Ethiopia, we found our rates to be higher across the
board; mild cases (20% vs 10.7%), moderate (13.4 % vs 4.2%), moderate to severe cases (4.3%
vs 1.9%,), and severe (1.2 % vs 0.6%)[(11)]. The higher magnitude in the current study might
reflect the particular psycho-social stresses experienced by this group of patients. Several factors
can explain the much higher prevalence of depression among the patients in this study than in the
general population. First, it was a survey among people attending medical surgical outpatient
clinic, who are, by definition, less healthy than people in the general population. Furthermore,
the patients in this study were interviewed in a hospital setting and at an outpatient clinic.
Therefore, in addition to having major social problems, they may have had organic diseases,

some of them chronic and anxiogenic.
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Being female was significantly associated with depression P=0.012 [AOR=1.926, 95% CI:
1.152, 3.221)].Similar relation was reported in many studies conducted in Ethiopia, Kenya,
Uganda, Nigeria, Pakistan, Portugal, Poland, Iran and France[(23, 29, 33, 35, 39, 42, 46,
58)].This might be due to low social and economic status, cultural discrimination, sexual
harassment at work place, the affective nature of females response to stressful life, and hormonal

changes that leads female to be more depressed than male.

This study found a strong positive association between depression and age. Study subjects aged
>61 years were 3.5 times more likely to develop depression as compared with those aged 18-30
years and the odds of having depression among patients in the age group of 51-60 were 2.7
times higher than patients with aged 18-30 years. The finding was supported by studies done in
Ethiopia, Nigeria and Pakistan [(11, 29, 36, 42)]. The possible reasons may be inability to
perform daily activities, loss of function and independence, sedentary life style, and occurrence
of concomitant medical illness. It also due to aging leads to neurotransmitter level decline, which
affects communication in nerve cells, which leads to common depression and increased the

magnitude of physical co morbidity with advancing age.

Participants who were divorced and widowed were 3 times more likely to have depression as
compared with participants who were married P = 0.03[AOR=3.076, 95% CI: 1.114,8.490)]. It
was in line with the studies conducted in India, Ethiopia and Nigeria which showed that being
divorced and widowed is a risk factor for depression(23, 29, 36, 48). The finding implies the
unstable marital relationship and the loss of partner increase the risk of having depression
episodes. This may be due to those who are married are more likely to have settled and share the
burden of increasing living cost and show more positive health behaviors that may contribute to
reduced depression. On the other hand, widowed subjects might have depression, when they loss

the beloved one and feel insecurity and loneliness.

In agreement with reports of WHO 2012 and studies result from Ethiopia and Nigeria [ (3, 33,
39)], this study indicated unemployment significantly associated with depression
P=0.000[AOR=4.4, 95% CI: 2.54, 7.63)] .The possible explanation may be that unemployment

leads to depression in a number of ways. When patients become unemployed, it is a stressful
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event that affects their self-esteems. Employment generates income play a role on develop
positive identity and improve the ability to follow healthy lifestyles ,while unemployment leads
to impoverishment, psychological stress and participate in health threatening coping behaviors

such as Khat chewing, tobacco consumption, alcohol abuse and promiscuity.

Although causal relationships and biological mechanisms underlying associations of depression
with chronic illness have yet to be clearly established, studies indicated there is significant
association between depression and chronic illness [(29, 47, 49, 59)].consistently, result of this
study reflected, patients with chronic illness were 3.6 times more likely to report depression as
compared with those without chronic illnessfAOR=3.6, 95% CI: 2.16,5.98)].The possible
explanation may be that medical illness can cause tremendous life changes which may limit
mobility and independency, interferes with doing enjoyable activities, and consequently
decreases self-confidence that results in depressive symptoms. More ever, some medication used

to treat chronic condition like DM, cardiac; Hypertension and renal dieses may cause depression.

An important behavioral predictor variable for depression episodes in this study is substance use
as indicated by various studies[(11, 29, 36, 49)].However, some authors propose that depression
episodes disappeared during Substance (Khat, Alcohol and Cigarette) use sessions [(60)]. But
these depressive symptoms crop up on cessation of substance use. This might be due to the fact
that substances contains psychoactive chemicals that have amphetamine like action in the brain
which activates the release of mono aminergic neurotransmitters such as dopamine [(60)] in the
limbic system, resulting in reward sensations but after the cessation of substance, it leads to

depression.

On the other hand, other works in literature explained that depression and substance use show
bidirectional relationship [(36)]. Substance use increases the risk of depression [(11, 36)].
Persons with depression tend to abuse substances and have difficulties when they try to stop.
There are thousands of chemicals are present Khat, Alcohol and cigarette, of which one or
several may affect mood in the same way as a group of antidepressant medications called
monoamine oxidase inhibitors or (MAOIs) does [(60)]. These MAOIs effectively increase levels
of specific neurotransmitters involved in the regulation of mood. Substance use, therefore, may

be one way for depressed individuals to alleviate depressive symptoms.
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Patients who had family history of mental illness were 2 times more likely to develop depression
as compared to patients who had no family history of mental illness P=0.018 [AOR=2.041, 95%
CI: 1.13, 3.68)]. The observed difference might be because of the presence of a family history
of a range of psychiatric disorders was significantly associated with a slight reduction in general
cognitive ability. Cognitive ability of a person again have link with genetics. This study

speculates that genetic factors associated with a range of mental disorders.
In this study income, educational status, assigned OPDs (medical or surgical) and living alone

had not statically significant association with depression as other studies found out [(8, 16, 22,

61)].
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7. STRENGTHS AND LIMITATIONS OF THE STUDY:

7.1 The Strengths of the study
The use of contextually adopted validate and translated questionnaire, maximum sample size
(P=0.5) and since there is limited study conducted in the area, it can contribute a lot as baseline

information for future studies.
7.2 Limitations

Due to cross sectional study design establishing a temporal relationship between depression and

significant associated factors like substance use and chronic illness is impossible.
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8. CONCULSSION AND RECOMMENDATION

8.1 Conclusion

The prevalence of depression among patients in medical and surgical OPDs in Dessie referral
hospital was relatively high (39.1%) in comparison with other findings (32, 35, 48). Depression
is more common to encounter a patient with health care facilities as compared to the general
population. It had statistically significant association with age, sex, marital status, occupation,

chronic illness, substance use and family history of mental illness.

8.2 Recommendation

The major implication of these study findings on the health system is the importance of ensuring
support to primary health care services for early detection and referral of depression. Thus,

Based on this study finding the following recommendation was given.

1. To Amhara Regional health bureau

e According to these findings, Amhara Regional Health bureau should be emphasized
the management of co-morbid depression; because it is very common in people with

chronic physical illness likeHTN, DM and heart diseases.

2. Dessie referral hospital
e  We recommend for the hospital that strong referral linkage between medical and surgical
OPDs and psychiatry clinic has to be set functional and further integration of mental
health care in to medical and surgical OPDs has to be considered
3. Health educator and Researcher
e Heath educators should be provide continuous health information, education and
communication towards raising awareness about the possibilities of co-morbidities and
early sign and symptoms of depression has to be delivered for patients in regard to
promoting early detection .
e Researchers should be further investigated and repeat the study with a comparison or

control group to see the difference and the direction of relation.
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I. Participant’s information sheet

Greeting: Good morning/afternoon

My name is-- - I am working on behalf of research conducted by
Minilk Estifanos student of School of Allied health science, Addis Ababa University. I would
like to ask few questions which take around 7 munities Depression. Your genuine responses that
you are going to give are very important to identify problems related to Depression and design
programs. You are selected purposefully to be participant of this study if you give me consent

after you have understood the following information sheet:

Title of the study: The prevalence of depression and associated factors among medical surgical

out patients in Dessie referral hospital, north eastern, Amahara, 2017

Back ground of the study: Depression is a mental disorder that persuasive in the world and
affects us all. It affects up to 50.6% medical out patients in Ethiopia. While the disorder can be
reliably diagnosed and treated in primary care, it’s unrecognized and under managed (0 %

detection rate in some medical settings).

Objective of the study: To assess the prevalence of depression and associated factors among out

patients in Dessie referral hospital, North eastern, Amahara, Ethiopia, 2017.

Benefit of the study: The participants will not gain any direct benefit, yet the result can be used
as a baseline for further studies that can be done in this hospital and identify problems associated
to Depression in Dessie referral hospital as well as in our country. The result will be
disseminated to School of Allied health science Addis Ababa University, and Dessie referral
hospital.

Risk of the study: The study has no any risk for the participants and interview will be private to

make safe participants from any fear.

Rights of participants: Participating and not participation is the full right participants and they
can stop participating in the study at any time. They can also skip any question which they want

to respond. They can ask any question which is not clear for them.
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Confidentiality: Any information forwarded will be kept private and her / his name will not be
specified.

II. Informed consent

I have read this form or it has been read to me in the language I comprehend and understand all
conditions stated above. Are you willing to participate in this study?
1.No (Say Thank you) 2. Yes —> signature participants.....................
Continue your interview
Name of principal investigator: Minilk Estifanos;
Address: Cell phone: 0920318791;  E-mail: estifanos9090@gmail.com
Name of institution: School of Allied health science Addis Ababa University
Address: AA, Ethiopia
Tel. No:

Signature of the interviewer certifying that the informed consent has been accepted by the

participant Date

Date of interview (in Ethiopian calendar) / /

Result of interview: 1. Completed 2. Respondent not available
3. Refused. 4. Partially completed

Checked by supervisor, name Signature Date

I1I. Structured English version questionnaire

Part I: Socio-demographic characteristics of the participants
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Q.No.

Question

Choices

Remark

101

S€X

1.Male 2 .Female

102

How old are You?(age in years)

Enter

103

What is your ethnicity?

1.Amhara
2.Afar
3.0romo

88. Others (specify)

104

What is your religion?

1.0rthodox
2.Muslim
3.Protestant
4.Catholic

88. Others (specify)

105

What is your educational level?

1.Unable to read and write
2. read and write
3.Primary

4.Secondary

5.Diploma

6.Degree and Above

106

What is your occupation?

1.Government employee
2.Nongovernmental employee
3.Self employed
4.Farmer

6.Student

88.0ther (specify)

107

What is your marital status?

1.Single

2.Married

3.Widowed divorced separated

88.0ther (specify) Others

108

Income

Enter birr per month

109

Living alone

1.Yes 2.No

Part II: Other characteristics of the participants
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No Questions Participants possible answer
201 Family history of Mental illness 1. Yes 2. No

202 Substance use history 1. Yes 2. No

203 | OPDs 1. Medical 2. surgical
204 | Chronic illness 1.None 2 .Present

Part II1. Questionnaire for depression screening of patient (PHQ-9)

Instructions: this interview consists of nine items. Please listen carefully what I am going to
read each items of statement for you, and then tell me the one number in each item that best
describes the way you have been feeling during the past two weeks including today.

No Questions Respondents possible answers
301 Little interest or pleasure in doing things Not | Several | More than Nearly every
at all days half the days day
302 Feeling down, depressed, or hopeless 0 1 2 3
303 Trouble falling or staying asleep, or sleeping 0 1 2 3
too much
304 Feeling tired or having little energy 0 1 2 3
305 Poor appetite or overeating 0 1 2 3
306 Feeling bad about yourself- or that you are a 0 1 2 3
failure or have let yourself or your
family down
307 Trouble concentrating on things, such as 0 1 2 3
reading the newspaper or watching
Television
308 Moving or speaking so slowly that other 0 1 2 3
people could have noticed? Or the opposite-
being so fidgety or restless that you have been
moving around a lot
more than usual
309 Thoughts that you would be better off dead or | 0 1 2 3
of hurting yourself in some way
310 If you checked off any problems, how difficult | Not difficult at all
have these problems made it for you to do your | Somewhat difficult
work, take care of things at home, or get along | Very difficult
with other people? Extremely difficult
THANK YOU
I have finished my interview
If you have any question/concern on the study
8. Alc
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