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ABSTRACT

Background:

Traumatic events have a well-established impact on mental health which often leads
to psychological distress and impairment. However, in the context of the northern
Ethiopian conflict (November 2020-November 2022 G.C), the mental health
consequences for affected communities particularly in Axum is not studied well.
Objectives:

This study assessed the association of trauma exposure with mental health outcomes
and psychosocial well-being among residents and IDPs in Axum during the northern
Ethiopian conflict.

Methods:

A community-based cross-sectional study was conducted in August 2025 with 515
participants (340 permanent residents and 175 internally displaced persons) selected
through multi-stage systematic sampling. Data were collected using standardized
instruments, including the Harvard Trauma Questionnaire (HTQ), GHQ-12, WASSS,
HESPER, Brief COPE, and the Oslo Social Support Scale, all translated into Tigrigna.
Multiple linear regression analysis was used to identify factors associated with PTSD
severity.

Results:

Trauma exposure was nearly universal (99.8%), with 54% of participants reporting
eight or more traumatic events. The prevalence of probable PTSD was 41.9%, and
74.6% reported significant psychological distress. Functional impairment due to
emotional distress was reported all or most of the time by 31.5% of participants.
Culturally recognized symptoms such as hopelessness, inability to help others, and
meaning-making struggles were showed the strongest statistical association with
PTSD severity (B = 0.586, p <0.001). Social support was poor in 77.5% of participants.
Avoidant coping was strongly associated with worse outcomes ( = 0.191, p < 0.001),
whereas emotion-focused coping showed a protective effect. Internally displaced
persons had significantly higher PTSD scores than permanent residents. Food related
problem (67.6%) and inadequate shelter (59.0%) were the most frequently reported
serious needs.

Conclusions:

The findings show a considerable burden of trauma and significant mental health
consequences among the study population in Axum. Culturally recognized
symptoms of distress are found to be fundamental to the expression of distress

and require specific focus in both assessment and intervention. Any community
interventions should include psychosocial care and address basic needs assessment
and prioritize internally displaced populations.

Keywords:

Cultural symptoms of trauma, Northern Ethiopian conflict, trauma, psychological
distress, IDPs



1. INTRODUCTION

1.1 BACKGROUND OF THE STUDY

In November 2020 conflict started in the Tigray region which leads to violence,
displacement, and humanitarian crises and the conflict has resulted in destruction of
properties, displacement, mass killings and sexual violence (1). According to reports,
thousands have lost their lives and millions have been displaced both internally and
across borders. The ongoing instability has disrupted livelihoods, healthcare services,
and social structures, leaving a lasting impact on the population's mental and physical
well-being (1,2).

According to reports from the UN and USAID, more than 2.1 million people were
internally displaced with over 71,000 seeking refuge in neighboring country (3). The
psychological impact of the conflict in Tigray was profound and war survivors, including
those affected by gender-based violence (GBV), internally displaced persons (IDPs)
and other vulnerable groups have experienced extreme trauma and stress. Most
commonly reported mental health issues among these populations include depression,
anxiety, PTSD and other forms of mental distress (4).

Though peace agreement was signed in November 2022, the long-term effects of the
war on affected population's mental health and psychosocial wellbeing remain
important areas of study especially regarding coping mechanism and availability of
social support in post conflict environments (5).

Trauma from armed conflict is known to have significant effect on mental health and
psychosocial functioning (6). Anxiety, PTSD, and depression are commonly reported
among affected population of conflict (7—9). Trauma also have the potential to affect
beyond individual level such as families, community and society disrupting the social
bonding and economic recovery (10). Despite having such effects, there remain a
signficant research gap in understanding about the effect of trauma on mental health

faced by affected population of the northern conflict especially in Axum.



A research analysis done in Tigray region to examine the extend of health facility
dysfunction between November 2020 and June 2021, 27.5% of hospitals, 17.5% of
health centers and none of the 712 health posts were functional. The analysis also
documented that basic and essential health services such as antenatal care,
vaccinations and deliveries were affected significantly. The report also documented
that over 5.2 million affected individuals need emergency food assistance. the
disruption of healthcare service and lack of basic need has affected mental health and

psychosocial functioning of the affected individuals (11).

Trauma exposure severity and frequency can significant affect the mental health and
also psychosocial outcome of individuals (12,13). Global researches have shown that
severe trauma like witnessing violence, and sexual trauma can overwhelm an
individual's coping capacity and might leads to significant psychological distress (14).
Multiple traumatic events also have significant impact on the recovery process and
leading to a sense of chronic threat (15). Due to this, pattern and severity of trauma
exposure determine both the psychological impact and also the recovery journey.

The mental health outcomes of affected populations during the northern conflict were
compounded by displacement, loss of social support and limited access to mental
health services (11). In such conditions, the ability of individuals to cope with trauma
is important. Coping strategies may vary from person to persons and understanding
the way how the affected individuals cope during the conflict is crucial in addressing
their needs and designing specific interventions.

Additionally, studies have shown that social support is one of the most protective
factors against the adverse effects of trauma especially in armed conflict related
traumatic events (16). Social support provide emotional support, enhance resilience
among the community and restores the social bonding (17). However, in conflict
affected population social support may be disrupted due to loss of family member or
close person, destruction, and displacement.

This study aimed to explore the impact of traumatic events on mental health and
psychosocial well-being, coping strategies, and social support among survivors of the
Axum conflict. By examining the types, severity, and frequency of traumatic
experiences, as well as the mental health consequences this research seeks to



identify the specific needs of survivors. Additionally, it aimed analyzing the coping
strategies employed by survivors and the role of social support in their recovery
process. This research provide insight into how trauma affects survivors of the
northern conflict and offer valuable information for the design of effective mental health
and psychosocial support interventions.

By addressing these gaps, this study contributes to the growing body of literature on
mental health and psychosocial support in conflict affected regions. More importantly,
it provides evidence-based recommendations for humanitarian and government

bodies to enhance their response to the mental health needs of survivors.

This research is not significant for Axum town only but also for similar conflict-affected
areas, as it provides insights that can inform broader interventions aimed at
addressing mental health and psychosocial issues in the post conflict areas.
Understanding the patterns of trauma, the coping strategies of survivors, and the role
of social support can also help in designing interventions that are both culturally
sensitive and contextually appropriate.

Additionally, this study aimed at generating evidence that will serve as the foundation
for developing and adapting culturally sensitive, trauma-informed mental health and
psychosocial support (MHPSS) care.



1.2 Statement of the problem

The Tigray conflict has resulted in suffering, including displacement, loss of life, and
destruction of property (11). The city of Axum which is home to both long term
residents and IDP population has become an example for mental health struggles
caused by the Northern Ethiopian conflict.

A book published in 2024 titled Tigray: The Hysteresis of War documented that satellite
images showed mass graves near Axum churches (18). Though the extend and
magnitude of the conflict on infrastructure and mortality burden has been documented,
the impact of the conflict on mental health of affected population remains under
studied.

In previous studies exposure to any traumatic events have been linked to severe
mental health outcomes including PTSD, depression, anxiety and to the extent of
psychosis (6). The psychosocial effect of trauma is beyond clinical mental health
disorders. Affected individuals may face difficulty in rebuilding their lives, reconnecting
socially and returning back to their premorbid functionality (16). These conditions can
also affect individuals’ capacity to function well and recover in the aftermath of war. In
Axum, affected populations have experienced multiple traumatic events. however,
there is limited data on the patterns, type and severity of these experiences (18). This
knowledge gap may delay in designing targeted mental health interventions for those
affected during the conflict.

Additionally, coping strategies also play an important role in how individuals respond
to and recover from trauma (19). However, in conflict affected settings like Axum,
survivors may use maladaptive coping strategies that exacerbate their mental health
condition. This might require a detail study on the coping strategies employed by the
affected population and their relationship to mental health outcomes. Such evidence
can guide the development of contextually appropriate interventions that promote
adaptive coping mechanisms.

This study aimed to fill gaps by examining the patterns of trauma, the mental health
and psychosocial consequences of trauma exposure, the coping strategies of affected
population, and the role of social support on affected individuals in Axum during the
northern Ethiopian conflict to have evidence-based interventions.



2. Significance of the study

This study provides an extensive assessment of the patterns, types, frequency and
severity of trauma experienced by affected population of Axum during the northern
Ethiopia conflict. By identifying the specific traumatic events experienced by the
affected population in Axum, the study helps in understanding the unique challenges
faced by those affected and this is important for creating mental health and
psychosocial support strategies that meet the specific needs of those affected.

This study also provide evidence on coping strategies applied by the Axum community
during the conflict which provide insights into which mechanisms are adaptive and
which may be maladaptive that may exacerbate distress. This evidence can guide
practitioners in developing programs that supports resilience and adaptive coping

among survivors.

Additionally, this research contributes to an understanding of the mental health
outcomes and psychosocial consequences associated with trauma which is unique to

Axum community and this will help for designing community specific interventions.

this research also examines the availability of social support and how this support
helped during the conflict. understanding the role of social support will help in
strengthen the support system and also trying to design intervention in a way to help
them have more social support if the affected population lack support.

After examining the relationship between trauma exposure, mental health outcome,
social support and coping strategies, this research provide evidence-based
intervention and recommendations for the design and implementation of trauma
informed MHPSS for aid organizations, government body and other stakeholders in

Axum and similar settings.

Though the focus of this research was on Axum community, the findings help to other
conflict affected region of Tigray that shared the similar culture and context and the
insights gained from this research can serve as a model for addressing mental health

in culturally oriented way.



3. LITERATURE REVIEW

3.1 Introduction

The impact of armed conflict on mental health and psychosocial well-being has
become an area of research, given the growing recognition of its long term
consequences on individuals and communities. Traumatic experiences, such as
exposure to violence, forced displacement, and loss of loved ones, result in complex
mental health and psychosocial challenges, including post-traumatic stress disorder,
depression, anxiety, and disruption of social structures (6,9). Global studies,
particularly in regions affected by protracted conflicts, have consistently highlighted
the multifaceted effects of trauma, emphasizing the urgent need for evidence-based
mental health and psychosocial support interventions (20-24).

In Africa, conflict-affected populations have faced unique challenges due to the
interplay of cultural, economic, and systemic factors. Countries like Rwanda, Sierra
Leone, and South Sudan have provided valuable insights into the patterns and
consequences of trauma on mental health and psychosocial wellbeing within
resource-limited settings (25-28).

The Northern conflict in Ethiopia has profoundly impacted the city of Axum, where both
long-term residents and internally displaced persons (IDPs) have endured significant
atrocities (5). Report have shown that Axum population have been through mass
killings, people forced from their homes, and the destruction of cultural landmarks (18)
. Despite these events, there remains a critical gap in understanding the specific
mental health and psychosocial consequences of trauma in Axum and how survivors

cope in such challenging circumstances.

Mental health services in the Tigray region are limited, both in terms of availability and
accessibility (11). The conflict has further strained these services, with many
healthcare facilities damaged or destroyed. There is a critical shortage of trained
mental health professionals, and existing services often lack the capacity to address
the complex and widespread needs of the population. Additionally, cultural barriers
and stigma associated with mental health issues hinder individuals from seeking help

(4).



Numerous studies have been conducted in the Tigray region concerning the impact of
the ongoing conflict on healthcare systems, medical facilities, and common medical
conditions such as tuberculosis (TB), diabetes mellites and hypertension (29-31).
These studies have highlighted the severe disruption of healthcare infrastructure, the
burden on medical staff, and the exacerbation of pre-existing health conditions due to
the conflict. However, despite the extensive research in these areas, there remains a
notable gap in the literature regarding the mental health and psychosocial impact of
the conflict on affected populations. The psychological effect of the war, including
trauma-related disorders such as PTSD, depression, and anxiety, has not been
adequately explored in the context of the Tigray conflict.

Therefore, while existing research has provided valuable insights into the healthcare
challenges arising from the conflict, it is crucial to address the mental health
consequences, psychosocial effects, and the dynamics of social support in these
populations. These aspects are vital for developing a holistic understanding of the
long-term impact of the conflict and for designing effective mental health and
psychosocial support (MHPSS) interventions that are culturally sensitive and context-

specific.
3.2 Trauma Exposure in Conflict Zones

Trauma refers to events or experiences that trigger severe physical and psychological
stress. It occurs when an individual encounters an event, series of events, or
circumstances perceived as harmful or threatening, leading to long-term negative
impacts on their functioning and overall well-being, including physical, emotional,
social, or spiritual aspects (32).

Armed conflicts are organized violent clashes between armed groups that affect
people physically, mentally, emotionally, and spiritually (33). According to The War
Report from 2019, there were at least 69 active conflicts in 30 countries in 2018. These
conflicts lead to more violence and disrupt the social fabric of the affected communities
(34).

Traumatic events during armed conflicts can vary widely, encompassing physical
violence, psychological abuse, displacement, and loss of loved ones (35). Globally,
studies highlight common forms of trauma such as extrajudicial killings, sexual



violence, torture, and destruction of property (36,37). These experiences are often
compounded by forced migration, leading to prolonged uncertainty and insecurity
(38,39). In African conflict zones survivors have reported widespread exposure to

mass violence, family separation, and systemic abuse (40).

The frequency of trauma exposure is a critical factor influencing its psychological and
social impact. A substantial body of literature suggests that experiencing multiple
traumatic events significantly increases the risk for severe and chronic PTSD
symptoms compared to a single traumatic event (41,42). A study explored the
cognitive link between multiple traumatic events and PTSD symptom severity by
focusing on dysfunctional cognitions and the findings suggest that repeated trauma
may exacerbate PTSD severity through the development of maladaptive cognitions
and expectations, emphasizing the need for targeted interventions addressing these
cognitive patterns (43).

A large-scale survey involving 68,894 adults from 24 countries across six continents
examined exposure to 29 types of traumatic events. Over 70% of participants reported
experiencing at least one traumatic event, while 30.5% had been exposed to four or
more. Five specific types of traumas, witnessing death or serious injury, the
unexpected death of a loved one, being mugged, involvement in a life-threatening
automobile accident, and experiencing a life-threatening illness or injury—accounted
for more than half of all reported exposures. The study found that trauma exposure
varied by country, sociodemographic factors, and prior trauma history (36). Another
study conducted in central Vietnam, highlights the significant impact of frequent
trauma exposure on mental health. The findings revealed that 47% of participants had
experienced at least one traumatic event in their lifetime, with about half of these
individuals exposed to multiple traumas. Among the total sample, the prevalence of
depression, anxiety, and PTSD symptoms was 12.7%, 15.5%, and 6.9%, respectively,
while PTSD prevalence among those reporting trauma exposure was 14.8%.
Furthermore, exposure to a higher number of trauma types was associated with an
increased risk of depression, anxiety, and PTSD symptoms (44).

Another study done on Viethamese ex-political detainees has demonstrated a dose-
effect relationship between cumulative torture experiences and psychiatric symptoms,

specifically post-traumatic stress disorder and major depression. A positive correlation



was found between cumulative torture experiences and psychiatric symptoms (45).
These findings highlight the compounding impact of repeated traumatic experiences

on mental health outcomes.

The severity of trauma in conflict settings is determined by factors such as proximity
to violence, direct involvement, and the extent of personal loss (46). Globally, severe
trauma is often associated with experiences that threaten life, such as sexual violence,
physical assault, or witnessing mass killings (37,47). Studies indicate that individuals
exposed to more severe trauma are at a significantly higher risk of developing complex
mental health disorders and experiencing prolonged psychosocial difficulties (15,45).

Understanding the types, frequency, patterns, and severity of trauma in Axum is
essential for developing targeted mental health and psychosocial support
interventions. By analyzing the trauma dimensions, this study aims to bridge global
knowledge with the local realities of Axum’s population.

3.3 The Impact of Traumatic Events on Mental Health

Traumatic events, particularly armed conflicts, can have profound and long-lasting
effects on mental health. Across the world, conflict survivors frequently experience
mental health disorders such as post-traumatic stress disorder, depression, anxiety,
and substance use disorders (38,47,48). Global research has shown that trauma
related to violence, displacement, and loss leads to heightened rates of psychological
distress. For instance, studies from conflict zones such as Syria, Iraq, Ukraine and
Afghanistan have found that civilians exposed to war-related trauma exhibit higher
rates of PTSD, depression, and anxiety (49-51).

A meta-analysis estimated the prevalence of post-traumatic stress disorder and
depressive symptoms among civilians living in regions affected by armed conflict. Out
of 38,595 articles identified, 57 met the inclusion criteria, encompassing data from
64,596 participants. The analysis found a PTSD prevalence of 23.70% and a
prevalence of depressive symptoms at 25.60% among war-affected civilians (47).
These findings provide strong evidence of the significant negative impact of armed
conflict on mental health, highlighting the urgent need for mental health interventions
in conflict-affected populations.



Another systematic review and meta-analysis investigated the global burden of post-
traumatic stress disorder and major depression in countries affected by war from 1989
to 2019. Random-effects meta-analyses revealed point prevalences of 26.51% for
PTSD and 23.31% for MDD. Among those affected by PTSD, $5.26% also had
comorbid MDD. The analysis found no significant association between prevalence
rates and factors such as war intensity and duration, time since the war, response rate,
or survey quality. Notably, war survivors were predominantly from low- and middle-

income countries (7).

In conclusion, the findings from these meta-analyses consistently highlight the
substantial mental health burden of armed conflict, with elevated prevalence rates of
PTSD, depression, and anxiety with emphasize the disproportionate mental health

burden experienced by survivors in low- and middle-income countries.

A recent longitudinal study examining the mental health effects of the October 7, 2023,
attack and subsequent war in southern Israel focused on clinical symptoms of anxiety,
depression, and PTSD. The study included 1,052 individuals, aged 18-40, from conflict
zones in Israel, and assessed mental health symptoms through three waves of
surveys from February to May 2024. The study found that individuals who experienced
traumatic loss, forced displacement, or economic hardship, as well as women and
ethnic minorities, consistently exhibited higher rates of anxiety, depression, and PTSD
symptoms. Specifically, participants who suffered traumatic losses, such as the death
or kidnapping of family members, or faced displacement, showed significantly more
severe symptoms compared to those without these experiences. Ethnic minorities,
particularly Arabs, also demonstrated higher levels of anxiety and depression across
all time points compared to Jewish individuals (52). This study highlights the significant

mental health impact of traumatic experiences.

In LMIC conflict-induced trauma has been widely studied, particularly in countries such
as Rwanda, Sierra Leone, Liberia, and South Sudan (28,53-56). The mental health
consequences of armed conflict in these regions evidenced the global patterns of

trauma.

A systematic review and meta-analysis examining the prevalence of post-traumatic

stress disorder among displaced people in Africa included 10 studies with 5287
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participants. The pooled prevalence of PTSD was found to be 55.64%. Subgroup
analysis revealed similar high prevalence rates among internally displaced people
(56.35%) and refugees (54.04%). Significant factors associated with PTSD included
being female, unemployed, and experiencing depression (10,56). These findings
highlight the high burden of PTSD among displaced populations in Africa. When
comparing this systematic review and meta-analysis with the earlier global meta-
analysis on PTSD prevalence in conflict-affected populations. both studies highlight
the significant prevalence of PTSD in conflict-affected populations, with the African
study revealing notably higher rates of PTSD (55.64%) among displaced people
compared to the global estimate of 23.70%.

A recent study on war-related trauma and posttraumatic stress disorder in Sudan
assessed 642 participants, including internally displaced people (IDPs), refugees, and
non-displaced individuals. The study found that 36.6% of participants experienced
PTSD, with refugees at a 1.4 times higher risk of developing PTSD compared to IDPs
and non-displaced individuals. Traumatic events were moderately correlated with
PTSD symptoms, although non-displaced individuals had higher exposure to such
events. This aligns with most of the previous studies (53).

A systematic review and meta-analysis examined the prevalence and factors
associated with PTSD among the Ethiopian population living in war-affected
communities. Nine studies involving 6,107 participants were analyzed, revealing a
pooled PTSD prevalence of 48.4%. The findings highlight a high prevalence of PTSD
in these communities, with notable disparities showing women at greater risk. Key risk
factors identified include witnessing the murder of a loved one, experiencing

depression and anxiety, and perceiving a direct threat to life (10).

A community-based study on war-related sexual and gender-based violence (SGBV)
in Tigray, Northern Ethiopia, conducted in 52 districts, found that 43.3% of women of
reproductive age experienced at least one type of gender-based violence. The
prevalence of different forms of violence included 9.7% for sexual violence, 28.6% for
physical violence, 40.4% for psychological violence, and 7.9% for rape. Among sexual
violence survivors, 82.2% of cases involved rape, with 68.4% of these survivors
reporting gang rape. Young women aged 15-24 was most affected by sexual violence,

with a prevalence of 29.2%. Common SGBV-related issues included physical trauma
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(23.8%), sexually transmitted infections (16.5%), HIV infection (2.7%), unwanted
pregnancy (9.5%), and depression (19.2%). Notably, 89.7% of survivors did not
receive any post-violence medical or psychological support (57). This study highlights
the significant impact of war-related sexual and gender-based violence on the mental
and psychosocial well-being of women in Tigray.

One significant issue in Tigray, as in other conflict zones, is the lack of adequate
mental health services. Mental health services in the Tigray region are limited, both in
terms of availability and accessibility. The conflict has further strained these services,
with many healthcare facilities damaged or destroyed (11). There is a critical shortage
of trained mental health professionals, and existing services often lack the capacity to
address the complex and widespread needs of the population. Additionally, cultural
barriers and stigma associated with mental health issues hinder individuals from
seeking help (4).

The global and regional understanding of how trauma affects mental health, especially
in conflict areas, helps us understand what is happening in Axum. This comparison
highlights the need to address both mental health symptoms and the psychosocial

impacts of trauma.
3.4 Psychosocial Consequences of Trauma

The psychosocial consequences of trauma in conflict settings are profound, affecting

individuals' ability to function socially, emotionally, and psychologically (58,59).

Trauma has a profound impact on psychosocial well-being, with effects ranging across
a spectrum of severity. For many, trauma results in mild distress responses, such as
temporary anxiety, sleep disturbances, or behavioral changes like increased
substance use. These reactions often resolve without clinical intervention but can
benefit from community level support. For others, trauma leads to more persistent and
moderate symptoms, including chronic anxiety and insomnia, requiring psychological
and medical interventions. In the most severe cases, trauma can result in diagnosable
psychiatric disorders such as PTSD or major depressive disorder, significantly
impairing daily functioning and necessitating specialized treatment (60).
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A study conducted in Ardabil, Iran, in 2022, investigated the relationship between
emotional inhibition, rejection sensitivity, and social isolation in 300 veterans with
PTSD. The findings highlighted that emotional suppression and heightened sensitivity
to rejection directly contributed to social isolation in this population (61). This shows
how war related trauma can disrupt cognitive and emotional processes, leading to
difficulties in forming and maintaining social connections, which further worsens the

psychosocial challenges faced by those affected by conflict.

Another study examining the long-term effects of psychological trauma on
psychosocial functioning analyzed 115 young adults who survived a shipping disaster
(the sinking of the Jupiter in 1988) 5 to 8 years earlier, compared with 50 control
participants (62). The findings supported the idea that trauma impacts psychosocial

functioning primarily through its influence on psychopathology.

In Africa, the psychosocial consequences of trauma are especially visible in the
aftermath of conflicts like those in Rwanda, South Sudan, and Sierra Leone. In these
settings, survivors report a range of negative emotional states, including fear, anger,

distrust, and isolation (63).

Understanding the psychosocial consequences of trauma is crucial for developing

effective mental health interventions in Axum.
3.5 The Role of Social Support in Trauma Recovery

Social support plays a vital role in the recovery process for trauma survivors, and its
importance is universally recognized in mental health research (64-66). Numerous
studies highlight that the presence of supportive relationships can significantly mitigate
the negative psychological effects of trauma. Social support provides emotional
comfort, practical assistance, and a sense of belonging, which can help individuals
feel more resilient in the face of adversity (16,67).

Research on trauma recovery demonstrated that social support can serve as a
protective factor, reducing the risk of developing mental health disorders such as post-
traumatic stress disorder, depression, and anxiety (65,66). Positive social
relationships act as a buffer against stress and provide individuals with the opportunity
to share their experiences, express emotions, and receive validation (68—70). These

13



factors are essential for emotional healing after trauma. Conversely, a lack of social
support or social isolation can exacerbate mental health issues, contributing to feelings
of loneliness, hopelessness, and an increased risk of chronic psychological distress
(67).

A recent study explored the connection between PTSD and social support, focusing
on causal pathways over time. The sample consisted of 151 individuals who had
experienced trauma within the last six months. Participants were assessed for PTSD
and social support from intimate partners, friends, and relatives at four different points
throughout a year (71). The findings resulted the bidirectional relationship between
PTSD and social support, with a particular emphasis on the role of perceived social
support from friends being crucial during trauma recovery.

The role of social support in trauma recovery is widely documented across various
global contexts. Survivors in these areas have reported that while trauma was often
overwhelming, their ability to rely on family members, friends, and communities played
a crucial role in coping and healing (67,69).

In African, social support systems are typically centered around communal living,
where people share experiences, resources, and responsibilities (72). For instance,
community-based organizations often step in to provide psychosocial support services,
while religious leaders offer spiritual care to help individuals process trauma (73). The
African tradition of "ubuntu," which emphasizes interconnectedness and mutual
support, is an important cultural aspect that strengthens the role of social support in
recovery (74).

In Ethiopia, similar to global trends, research has shown that higher levels of social
support are associated with lower rates of mental illness, including depression and
PTSD. Conversely, individuals with limited social support are more vulnerable to
developing mental health issues. for instance, a cross-sectional study conducted in
2022 among 785 participants in Northeast Ethiopia examined factors associated with
depression in a war-affected population. The study found that the prevalence of
depression among participants was 24.5%, with low social support being a significant
factor associated with increased depression levels (75).
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3.6 Coping Strategies in Response to Trauma

Coping strategies are the various behavioral and psychological efforts individuals use
to manage, endure, alleviate, or diminish stressors. While coping theories have
categorized these strategies in different ways over time, they generally divide them
into two main types: emotion-focused strategies and problem-focused strategies (76).

Globally, survivors of trauma, particularly those in conflict zones, employ a range of
coping mechanisms to deal with the emotional and psychological impact of violence
and displacement. These strategies can be broadly categorized into adaptive and
maladaptive coping mechanisms. Adaptive coping strategies include seeking social
support, engaging in spiritual practices, and utilizing problem-solving skills. These
strategies help individuals process their emotions, maintain a sense of control, and
find meaning in their experiences. On the other hand, maladaptive coping strategies
such as substance abuse, avoidance, and denial can have long-term negative effects
on mental health and hinder the recovery process (76).

A study examining coping strategies and psychological distress among 1,598
participants in Ukraine, Poland, and Taiwan during the early stages of the 2022 War
in Ukraine found differences across populations. Among Taiwanese and Polish
respondents, avoidant coping strategies showed the strongest association with
psychological distress compared to problem- and emotion-focused strategies. In
contrast, Ukrainian respondents demonstrated less pronounced differences in the
associations between coping strategies and distress. Additionally, problem-focused
and emotion-focused coping strategies exhibited similar levels of association with
psychological distress across all three populations (77).

In the context of the Syrian civil war, encouraging survivors to engage in self-help
strategies, promote recovery, and focus on social inclusion has been shown to
enhance their confidence and well-being. Such involvement not only reduces the risk
of learned helplessness but also mitigates the development of psychiatric disorders,

paving the way for more satisfying and sustainable recovery outcomes (78).

Another study conducted in Gaza Strip following the 2012 war found that children
exposed to higher levels of war trauma were at greater risk for developing PTSD,
emotional disorders, and neuroticism, with approximately 30% of participants showing
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symptoms of PTSD. In addition, coping strategies played a critical role in the
manifestation of these symptoms, with emotion-focused coping being linked to higher
levels of emotional and behavioral problems, neuroticism, and PTSD, while problem-
focused coping showed a protective effect, reducing neuroticism and PTSD symptoms
(79).

A cross-sectional study conducted among 205 adults in Beirut explored coping
mechanisms and their relationship with stress during times of crises. The findings
showed that 95.4% of participants experienced moderate to high levels of perceived
stress. Problem-focused coping emerged as the most commonly adopted strategy and
was significantly associated with lower stress levels. In contrast, avoidant coping
strategies were linked to significantly higher stress levels, highlighting the critical role

of coping mechanisms in managing stress during challenging circumstances (80).

Another study on coping with post-war mental health problems among youth survivors
of violence in Northern Uganda, as part of the WAYS study, explored the impact of
cognitive emotion regulation strategies on mental health. The findings revealed that
maladaptive strategies, such as rumination, were significantly linked to higher levels
of mental health problems. Conversely, adaptive strategies, such as putting
experiences into perspective, were associated with fewer mental health symptoms.
Youth scoring in the 85th percentile or higher for mental health issues reported more

frequent use of maladaptive strategies compared to adaptive ones (19).

During the Tigray war, various coping strategies were employed to navigate the
prolonged challenges of the conflict. A study examining the impact of the war on food
security among urban households in Tigray revealed that 39% of households
experienced hunger in the post-conflict period. Stress-level coping mechanisms, such
as reducing food portion sizes or skipping meals, were the most commonly adopted
strategies (81).

While these global and regional studies provide a foundation, there is absence of
adequate research examining the specific coping strategies used by survivors of the
Tigray conflict, and how these strategies relate to mental health outcomes and the
availability of social support in a post-conflict, resource-limited setting. This study aims
to address this gap
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Understanding the coping strategies employed by survivors of the Axum conflict is
important for developing effective mental health interventions. By understanding the
specific coping mechanisms that survivors use, this study will provide insights into how

best to support recovery in the context of the ongoing challenges in Axum.
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4. Conceptual framework
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Figure 1: Conceptual framework
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5. Research Question

The research questions are:

1. What are the patterns, types and severity of traumatic events experienced by

survivors of the Axum conflict?

2. How does trauma exposure influence mental health outcomes among survivors

of the Axum conflict?

3. What coping strategies are employed by participants in response to trauma, and
how do these strategies associate with their mental health and psychosocial

well-being?

4. How does social support relate to mental health and psychosocial consequences
of trauma among the affected population in Axum?
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6. OBJECTIVE

6.1 General objective:

The aim of this research was to assess the association of trauma exposure with mental
health outcomes and psychosocial well-being among residents and internally
displaced persons in Axum during the northern Ethiopian conflict.

6.2 Specific objectives:

1. To assess the patterns, types, and severity of traumatic events experienced by
residents and internally displaced persons in Axum.

2. To examine the relationship between trauma exposure and mental health
outcomes and psychosocial consequences.

3. To assess perceived needs, coping strategies, and level of social support
among residents and internally displaced persons in Axum in response to
trauma.

4. To examine the association between coping strategies and social support with
mental health outcomes.
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7. METHODOLOGY

7.1 Study setting

The study was conducted in Axum town which is located in the central zone of the
Tigray Region in northern Ethiopia at an elevation of approximately 2,131 meters
above sea level. It is historically recognized as the capital of the ancient Aksumite

Empire and it is a center of culture and religion (82).

The town is divided into eight kebeles. According to the Ethiopian Statistical Service,
a report released on July 2023, Axum has an estimated population of 99,114 (83). The
town has one comprehensive specialized hospital, one general hospital, and two

health centers.

The armed conflict in northern Ethiopia began in November 2020 and lasted in
November 2022 after the signing of Pretoria peace agreement (5). Axum was one of
the most affected areas during the conflict experiencing violence, destruction of
property and displacement (18). As a result, six IDP sites currently exist in Axum,
accommodating 51,871 individuals, according to data from the Tigray health bureau.

7.2 Study design and period
Community based cross-sectional study was conducted on August, 2025.
7.3 Study Population

The study population were permanent residents of Axum who lived in the town during
the conflict period (November 2020 to November 2022) and internally displaced
persons (IDPs) residing in the camps at the time of data collection.

7.4 Eligibility criteria
Inclusion Criteria:
o Age greater than 18.
e Residing during wartime (November 2020 to November 2022)

e Willing to participate and provide informed consent.
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Exclusion Criteria:
e Individuals who are unable to communicate effectively.
« Visitors or temporary residents not permanently residing in the area.

o Those who are having severe illness which impairs them to fill the data were
excluded.

7.5 Sample Size Determination

The sample size was determined using the single population proportion formula
assuming the PTSD prevalence of 58% taken from prior research conducted in Tigray
(57). Confidence interval of 95% and a 5% margin of error was assumed.

N=Z2 x p(1-p)
d2
Where:

e N is sample size
e Zis value based on confidence interval
e P is sample proportion

e D is margin of error

By adding a 20% non-response rate and to improve statistical power a total sample of
the final target sample size was set at 500 participants. At the end a total 528 data
was collected. Of these, 515 interviews were successfully completed with a response
rate of 97.5%. seven interviews were incomplete and eleven participants didn’t

complete the interview.
7.6 Sampling procedure
7.6.1 Sampling strategy

Multi stage systematic sampling technique was used. The total sample was
proportionally allocated based on population size:
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e Permanent residents: 328 participants

e |DPs: 172 participants

7.6.2 Sampling of permanent residents

From the eight kebeles, three were selected randomly by lottery method. The selected
kebeles were Hawelti (h@dt:), Hayelom (4f4°9°) and Nigist Saba (711 40) with a total

of 14,262 households.

Systematic sampling was applied within each kebele. A sampling interval (k) of 43 was
calculated and used across all selected kebeles. A random starting point was
determined for each kebele after which every 43rd household was selected. Afterward
data collectors began from prominent location within each kebele. Within each
selected household, one participant was chosen for interview. In the households with
multiple individuals, the most recent birthday method was used to select the participant

(Figure 2).

Hawelti

Nigist Saba

113
households

J

96
households

J

119
households

J

Figure2: Sampling method of permanent residents

7.6.3 Sampling of IDP sites

Two IDP sites were selected by lottery method. A total of 172 households were

proportionally allocated for the two sites. Systematic sampling was used with a
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sampling interval (k) of 23. The same procedure was applied as in the kebeles
(Figure 3).

Six IDP sites

Axum Preparatory Abraha Atsebha
School (IDP-1) (IDP-2)

| |

N=3,112 N=956
132 40
households households

Figure 3: Sampling method of IDPs sites
7.7 Data Collection Instruments

Data was collected using seven standard and validated questionnaire which assess
trauma exposure, trauma pattern and type, PTSD symptoms, psychological distress,
coping strategies, social support, functional impairment, and perceived needs. The
first section of the questionnaire is related to demographic characteristics of

participants.
7.7.1 Harvard Trauma Questionnaire (HTQ)

The Harvard Trauma Questionnaire (HTQ) is a trauma screening instrument initially
developed by the Harvard program in refugee trauma to assess trauma exposure and
trauma related symptoms in refugee and also conflict-affected populations (84).

HTQ has six parts. The first part has 42 potentially traumatic events common in war
settings and part4 has 25 items which assess DSM 5 based PTSD symptoms and
part6 assess culture specific expressions of trauma which capture how traumatic

event resulted culture specific description.
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Each item is rated on a 4-point Likert scale ranging from “not at all” (1) to “extremely”
(4). The HTQ has showed good psychometric properties across different cultural
settings. The original validation among Indochinese refugees resulted a Cronbach’s
alpha above 0.85 (84).

The HTQ has different versions and in the updated HTQ-5, which this study used,
aligns with DSM-5 criteria and the symptom section was expanded from 16 items to
25 items including additional two items for the dissociative specifiers
(depersonalization and derealization) (85). To identify probable PTSD, a mean score
of 2.5 or higheris the most widely used cut-point and this cut point is originally
established in a clinic-based sample (84,85). The HTQ-5 authors stated that while this
cut-point is recommended provisionally, validation studies in new populations may

establish context-specific thresholds (85).

the last part of HTQ is SPIESS which assess skills, physical, intellectual, emotional,
social and spiritual or existential functioning. SPIESS has 30 items and this symptom
score captures culturally specific expressions of distress and PTSD such as “thinking
too much,” physical complaints, or spiritual suffering which may not be fully captured
by the DSM diagnostic concepts of PTSD (86).

A study among Eritrean refugees in Ethiopia using a Tigrigna adaptation reported an
alpha of 0.72 for the trauma event checklist. But this study only used the first items

from the questionnaire which is trauma exposure item only (87).

Since there was no previously validated Tigrigna version of the full HTQ, the tool was

translated to Tigrigna using forward-backward translation.

In this study the psychometric property of trauma exposure item, DSM 5 symptoms of
HTQ and culturally recognized symptoms of suffering (SPIESS) were assessed and
the Cronbach’s alpha resulted 0.81, 0.93 and 0.943 respectively.
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7.7.2 General Health Questionnaire (GHQ-12)

General Health Questionnaire (GHQ-12) is a 12 item and brief self-administered
screening tool to assess recent mental well-being and it detect non-psychotic
psychiatric disorders such as depression and anxiety (88). It measures recent
psychological state compared to their usual state and it captures three core
dimensions: psychological distress, social dysfunction, and loss of confidence. GHQ
12 often used as identifying individuals at risk for a disorder, research has shown that
a three-factor model (anxiety/depression, social dysfunction, and loss of confidence)
fits the data better (89). In line with this, this study calculated not only a total distress
score but also scores for each subscale, as recommended by studies conducted in
similar settings (90,91).

The GHQ-12 consists of six positively and six negatively phrased items. This study
used the Likert scoring method (0-1-2-3) because it captures the intensity of
symptoms and is widely preferred in research. For negatively phrased items,
responses are scored 0 (not at all) to 3 (much more than usual); for positively phrased
items, they are reverse-scored so that higher scores always indicate greater distress.
This yields a total score ranging from 0 to 36. This study used the three subscales:
Anxiety/Depression (items 2, 5, 6, 9; range 0-12), Social Dysfunction (items 1, 3, 4, 7,
8, 12; range 0-18), and Loss of Confidence (items 10, 11; range 0-6).

A total Likert score of 12 or higher is the most commonly used cut-off for identifying
individuals with significant psychological distress, a score of 16 to 20 interpreted as
having high probability of a mental disorder and a score of 20 and above interpreted
as Severe psychological problems (91). A study done in Ethiopia has shown validation
result for the cutoff (90).

In this study, the GHQ-12 was translated into Tigrigna following the WHO guidelines
for cross-cultural adaptation and pretested with community members to ensure clarity.
The instrument’s reliability in this study was excellent with Cronbach’s a = 0.94.
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7.7.3 WHO-UNHCR Assessment Schedule of Serious Symptoms in
Humanitarian Settings (WASSS)

The WASSS was developed by the World Health Organization and UNHCR to identify
people in humanitarian settings who are experiencing severe psychological distress
and need mental health care. It has two in two parts, a household screening section
and an individual interview section. Each symptom is rated on a 5-point scale: 1 =
none of the time to, 5 = all of the time (92). The total score ranges from 6 to 30 with

higher score means more frequent and severe distress.

The tool was originally tested in a large study done in a Palestinian refugee camp in
Beirut, Lebanon (Llosa et al., 2017). In that study, the internal consistency of the
WASSS-I was moderate (Cronbach’s a = 0.78). it's sensitivity and specificity were
50.0%, 83.4% respectively (93).

In this study the individual section (WASSS-I) was used which asks about six specific
symptoms the person may have felt over the past two weeks: intense fear, anger, loss
of interest, hopelessness, avoidance of reminders, and functional impairment (being

unable to carry out essential daily activities).

The instrument was translated to Tigrigna following the same WHO-recommended
process used for all instruments. In this study the internal consistency was excellent
(Cronbach’s a = 0.906).

7.7.4 Humanitarian Emergency Settings Perceived Needs Scale (HESPER)

The HESPER was developed by WHO and King’s College London to help
humanitarian workers to find out what people in emergencies see as their most serious
needs (94).HESPER don’t focus on symptoms but it assesses people directly about
the practical problems they are facing. It covers 26 domains that are commonly
affected in emergencies and for each item there is a yes or no answer. HESPER has
been tested in different humanitarian contexts including Ethiopia, Haiti, Philippines and
Jordan (94,95). In this study, the full HESPER was used after translated to Tigrigna
and also asked participants to rank their top three problems to better guide future

interventions.
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7.7.5 Oslo Social Support Scale (OSSS-3)

The Oslo Social Support Scale is widely used questionnaire that asks three questions
that assess a person’s social support network (96). It was developed in the 1990s in a

large population survey in Norway and has been used in other counties (96,97).

The three questions are: (1) “How many people are so close to you that you can count
on them if you have great personal problems?” with answers ranging from “none” to
“5 or more”; (2) “How much interest and concern do people show in what you do?”
with answers from “none” to “a lot”; and (3) “How easy is it to get practical help from
neighbors if you should need it?” with answers from “very difficult” to “very easy.” The
three scores are added to give a total between 3 and 14. Based on the total score it
will be grouped into three categories: poor support (3—8), moderate support (9-11),
and strong support (12—14) (96).

In this study, the tool was translated to Tigrigna and the internal consistency was low
with a Cronbach’s alpha coefficient of 0.63.

7.7.6 Brief COPE

The Brief COPE is a 28-item questionnaire that measures how people respond to
stressful events. It was developed as a shorter version of the original COPE inventory
and has become the most widely used tools for understanding coping strategies (98).
The scale grouped into 14 different coping strategies, each measured by two items. In
most studies these 14 strategies grouped into three coping styles with
problem-focused coping (active coping, instrumental support, and
planning), emotion-focused coping (acceptance, emotional social support, humor,
positive reframing, and religion), and avoidant or dysfunctional coping (behavioral
disengagement, cognitive disengagement, denial, self-distraction, self-blame,
substance use, and venting) (98).

The instrument rated on a 4-point scale: 1 = “| haven’t been doing this at all,” 2 = “a
little bit,” 3 = “a medium amount,” and 4 = “I've been doing this a lot.”
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The Brief COPE has been used in many cultural contexts and has shown good
psychometric properties in diverse populations (98,99). In Ethiopia, the scale has been
validated in two studies. In one study with women experiencing postpartum depression
in rural areas and another study with Ethiopian migrant returnees who were in
quarantine during the COVID-19 pandemic (100,101). In the study with migrant
returnees, the internal consistency coefficients were 0.74 for problem-focused coping,
0.70 for emotion-focused coping, and 0.71 for dysfunctional coping (101).

In this study the Brief COPE was translated into Tigrigna since no publication had been
presented and the internal consistency was good with Cronbach’s a of 0.726.

7.7.7 Pilot testing and adaptation process

All instruments were translated into Tigrigna by following the WHO'’s recommended
adaptation process. One psychiatry resident who is fluent in Tigrigna and English
translated the tool into Tigrigna and then backward translation by another mental
health expert. One academician who is not a mental health expert translated into
Tigrigna and backward translated by professional translator. Finally, the translated
versions were evaluated by a meeting among translators and in the presence of mental
health experts and psychiatry residents. Following the discussion, pilot testing was
done on 50 individuals who are living in Axum but not from the selected kebele and
IDPs. After another round of revision based on the feedback from the pilot testing, the

qguestionnaire was finalized and used to collect data.
7.8 Data collection procedure

All the structured questionnaires were entered into kobo toolbox application. Ten data
collectors and 2 supervisor/facilitators recruited for the data collection procedure. All
data collectors and supervisors had experience in kobo toolbox usage and were all
master’s degree holders. After the recruitment, two full day training sessions were held

about the data collection instrument and trauma informed data collections.

Data collection was conducted over a period of two weeks. Each day, data collectors
received went to their assigned site with supervisors. The questionnaire was

administered face-to-face in a private setting within or near the household where data
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collectors entered the responses directly into the application. Each interview lasted
approximately 45-60 minutes.

All data were collected using the Kobo toolbox application on smart phone. Two field
supervisors conducted daily site visits and observing interviews. Supervisors reviewed
all submitted data each evening, checking for completeness, consistency, and location
where it was filled.

During the data collection, participant who showed distress and requesting mental
health support were offered breathing and relaxation exercise by the data collector
and then referred to Axum comprehensive specialized hospital with a prepared referral
slip.

7.9 Data processing and analysis

After cleaning the data, entered into SPSS version 27 and coded. Both descriptive and
inferential statistics analysis was done. The descriptive statistics measured
frequencies and percentages for categorical variables, for continuous and normally
distributed variables, means and standard deviations (SD) were done. For non-
normally distributed continuous variables, medians and interquartile ranges (IQR)

were done.

After analyzing the descriptive statistics, normality assessment was done to check
whether the variables are normally distributed or not. Since the primary outcome which
is PTSD symptom severity was not normally distributed, non-parametric tests were
used for bivariate analysis. Spearman’s rank correlation was done for associations
with continuous or ordinal variables, Mann—-Whitney U test was done for binary
categorical variables and Kruskal-Wallis test was done for categorical variables with

more than two groups.

All variables with a p-value < 0.25 in the bivariate non-parametric tests were entered
into the multiple linear regression model. Additionally, a prior selected variables of
clinical importance were also included regardless of their bivariate p-value. 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 (102).
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Multicollinearity was checked and all variables had a VIF values range from 1.12 to
3.45.

8. Ethical considerations

Ethical clearance was obtained from the Department of Psychiatry, College of Health
Sciences, Addis Ababa University with a meeting number PSY/REC/0? /25.
Additionally, support letter from Tigray health bureau and Axum town administration

was obtained.

After the participant provided detail information about purpose of the study, potential
risks, benefits, voluntary participation and the issue of confidentiality, informed consent

was obtained.

The data was anonymized and no personally identifiable information was linked to

their responses. The collected data was securely stored.

Given the sensitive nature of the study, measures were taken to minimize risks of re-
traumatization. Data collectors were trained in trauma-informed data collection and to
create a supportive environment during data collection. Participants had the option to
skip question and in cases where significant psychological distress was observed, they
were referred to Axum comprehensive specialized hospital. Additionally, all
participants received information about available mental health support services in
Axum, regardless of their distress level.

31



9. Results

9.1. Sociodemographic characteristics

A total of 515 participants were included in the study. Of these, 53.8% were female.
The median age of participants was 38 years (IQR: 31, 46). 80.4% of the participants
have attended formal education. Two-thirds of participants were permanent residents,
and the remaining were internally displaced persons (IDPs). The mean family size was
4.71 (+2) (Table 1).

Table 1. Sociodemographic characteristics of participants (N=515)

Variable Category Frequency Percent (%)
Sex Male 238 46.2
Female 277 53.8
Marital Status Single 63 12.2
Married 367 71.3
Widowed 38 7.4
Divorced/Separated 47 9.1
Education No formal 101 19.6
Primary 128 249
Secondary 175 34.0
Bachelor 73 14.2
Master 24 4.7
Other 14 2.7
Employment Employed 266 51.7
Unemployed 249 48.3
Residential status Permanent 340 66.0
IDP 175 34.0
Living situation Own home 126 245
Rental 223 43.3
IDP shelter 166 32.2
Religion Orthodox 505 98.1
Muslim 8 1.6
None 2 0.4

Family size Mean £ SD 4.71+2.23 -
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Median Age (Q1-Q3)
Median income (Q1-Q3)

9.2. Exposure to traumatic events

38 (31-46) -
500 (0-5000) -

From the participant 92.0% reported lack of food, inability to access medical care

(76.7%), exposure to war conditions (74.8%), forced displacement or evacuation

(68.0%), and lack of shelter (69.4%). Physical assault or beating was reported by

34.6% of participants. From the participant 3.5% reported experiencing rape (Table 2).

Table 2: Trauma events experienced by participants (N=515)

Trauma Event

Exposure to war conditions (combat situation)

Forced displacement (forced evacuation under

dangerous conditions)

Physical assault/beating

Sexual violence (rape)

Other types of sexual violence
Injury from stick/club/knife/stabbing
Torture

physical injury

Imprisonment / Detention

Forced labor

Forced to hide

Kidnapping / Abduction

Witnessed death of spouse due to conflict

Witnessed death of child due to conflict
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Yes, n (%)
385 (74.8%)

350 (68.0%)

178 (34.6%)
18 (3.5%)
96 (18.6%)
23 (4.5%)
104 (20.2%)
63 (12.2%)
121 (23.5%)
37 (7.2%)
416 (80.8%)
54 (10.5%)
26 (5.0%)

40 (7.8%)

No, n (%)
130 (25.2%)

165 (32.0%)

337 (65.4%)
497 (96.5%)
419 (81.4%)
492 (95.5%)
411 (79.8%)
452 (87.8%)
394 (76.5%)
478 (92.8%)
99 (19.2%)

461 (89.5%)
489 (95.0%)

475 (92.2%)



Witnessed death of family member or friend 298 (57.9%) 217 (42.1%)

Disappearance or kidnapping of spouse 46 (8.9%) 469 (91.1%)

Disappearance or kidnapping of child 47 (9.1%) 468 (90.9%)

Disappearance or kidnapping of family member or friend 170 (33.0%) 345 (67.0%)

Severe injury to family member/friend due to war or 154 (29.9%) 361 (70.1%)
explosives

Saw someone being beaten 268 (52.0%) 247 (48.0%)
Witnessed killing (murder) 308 (59.8%) 207 (40.2%)
Witnessed sexual violence against others 41 (8.0%) 474 (92.0%)

The majority of participants reported exposure to a high number of traumatic events,
with 54.0% experiencing eight or more events and 24.1% reporting 17 or more.

Frequency

Witnessed killing I 308
Severe physical injury I 63
Torture NN 104
Sexual violence M 18
Physical assault/beating IIIINIEIEENEGEGGGGNGEGEE 178
Forced displacement NN 350
Exposure to war conditions NN 335
Confiscation/destruction NGNS 205
Could not receive medical care [N 395
Lack of food I 474
Lack of shelter NG 306

0 50 100 150 200 250 300 350 400 450 500

Figure 4. Bar chart of frequency of traumatic events

From the 515 respondents, (99.8%) reported exposure to at least one traumatic event.
The cumulative traumatic event exposure using percentile cutoffs of 25th, 50th
(median), and 75th percentile trauma scores were 7, 12, and 16, respectively.
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Accordingly, 135 participants (26.2%) reported exposure to seven or fewer traumatic
events, while 156 (30.3%) experienced 8 to 12 events (Table 3).
Table 3: Frequency of traumatic event among participant (N=515)

Frequency Percent
Traumatic Event <7 135 26.2
8to 12 156 30.3
13to 16 100 19.4
17 to 36 124 24.1
Total 515 100.0

9.3 Mental health outcomes

9.3.1 PTSD severity

The mean DSM-V trauma symptom score was 59.36 (SD = 15.31). The total
possible score ranges from 25 to 100. Percentile scores were 48 at the 25th
percentile, 59 at the median, and 69 at the 75th percentile (Figure 5).

PTSD symptom severity

25
20
15

10

Figure 5. Historgram with kerner density estimate of PTSD symptom severity

0
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78.00
80.00
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The prevalence of probable PTSD among participants was 41.9% (95% CI: 37.6%—
46.3%). More than two in five individuals in the study population met the threshold

for probable PTSD based on the Harvard Trauma Questionnaire cut-point of 22.5.

No PTSD
58%

Figure 6. Distribution of PTSD status among participants

The distribution of PTSD symptoms includes intrusive memories, 3.7% of
participants reported never experiencing the symptom, while 27.0%, 29.5%, and
39.8% reported experiencing it a little, moderately, and extremely, respectively. For
hypervigilance, 27.4% reported never experiencing the symptom, while 33.4%,
25.4%, and 13.8% reported a little, moderate, and extreme levels, respectively
(Table 4).

Table 4. Trauma symptoms (DSM-5) mean scores

Symptom Never Alittle Moderately Extremely
Intrusive memories 3.7% 27.0% 29.5% 39.8%
Flashbacks 21.9% 27.0% 28.0% 23.1%
Nightmares 28.9% 28.3% 26.8% 15.9%
Emotional numbing 35.0% 41.0% 15.3% 8.7%

Hypervigilance 27.4% 33.4% 25.4% 13.8%
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9.3.2 Culturally recognized symptoms of suffering

The mean score for culturally recognized symptoms or how trauma is experienced
within Axum was 63.85 (SD = 19.12), with scores ranging from 29 to 116.
Hopelessness or despair was reported by 66.0% of participants at moderate to
extreme levels (25.8% moderate, 40.2% extreme). Feeling unable to help others
affected 67.2% at moderate to extreme levels. Participants reported spending
significant time wondering why these events happened, with 55.9% experiencing this
at moderate to extreme levels (Table 5).

Table 5: Culturally recognized symptoms of suffering

Cultural recognized symptom Never Alittle Moderately  Extremely
% bit % % %

Skills now feel useless 21.6 28.7 28.5 21.2
Coping ability less than before 9.3 24.3 34.4 32.0
Difficulty adjusting to new situations 26.8 34.0 21.2 18.1
Work brings up bad memories 59.8 17.7 13.6 8.9
Colleagues being near disturbs you 73.4 12.0 9.7 4.9
Fatigue/exhaustion 25.0 30.3 27.8 16.9
Weak memory / poor concentration = 11.2 36.9 28.2 23.7
Feeling stressed by work 44.5 19.2 20.8 15.5
Hopelessness / despair 12.8 21.2 25.8 40.2
Feeling unable to help others 9.7 23.1 22.9 44.3
Spending time wondering why 12.8 31.3 24 1 31.8

events happened
Feeling isolated / noonetoturnto  29.3 21.4 17.5 31.8
Survivor's guilt 66.8 12.4 11.8 8.9

Feeling shame about events 70.9 14.8 7.8 6.6
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Feeling betrayed 35.9

Urge for revenge / retaliation 50.3

9.3.3 Severe symptoms and functional impairment

21.7

9.9

20.4

14.2

21.9

25.6

The mean severe symptom score was 17.36 (SD = 6.33), with a range of 3 to 30.

Across items assessing intense fear, anger, loss of interest, hopelessness, and

functional impairment over the previous two weeks, between 11% and 16% of

participants reported experiencing these symptoms all of the time. Functional

impairment due to emotional distress was reported all or most of the time by 31.5% of

participants (Table 6).

Table 6. Severe symptoms and functional impairment (N=515)

Symptom All of the
time

Fear nothing could 11.3%

calm

Intense anger 13.8%
Hopelessness 15.5%
Loss of interest 7.2%

Functional impairment 7.8%

9.3.4 Perceived needs in humanitarian settings

Most of the

time

23.5%

23.9%

26.4%

21.2%

23.7%

Sometimes A little

28.5%

27.0%

26.4%

32.2%

30.7%

17.7%

17.7%

14.0%

19.4%

19.4%

Never

18.1%

16.5%

17.3%

19.2%

16.7%

Of the participants 41.2% reported having lack of clean water, 67.6% reported having

severe problem of lack of food. Lack of shelter was reported as severe problem by

(59.0%) (Figure 7).
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Figure7. Horizontal bar chart of percieved need severe problems
9.3.5 General psychological distress

From the 515 participants, 25.4% (n = 131) scored below the cutoff of 12 and showed
no significant psychological distress. In contrast, 74.6% of participants scored 12 or
higher. Specifically, 23.1% (n = 119) demonstrated a high probability of a mental
disorder, and 34.0% (n = 175) experienced severe psychological problems (Table 7).

Table 7. Frequency of psychological distress

Frequency | Percent

General psychological | No significant distress 131 254
distress Evidence of psychological 90 17.5
distress
High probability of a mental 119 231

disorder (Severe)

Severe psychological problems | 175 34.0

Total 515 100.0
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The median (IQR) scores for the GHQ subscales were 6 (4-8) for anxiety and

depression, 8 (6—12) for social dysfunction, and 2 (1—4) for loss of confidence.

9.3.6 Social support

Most participants reported low social support. 399 participants (77.5%) were classified

as having poor social support, 22.3% had moderate support, and only one participant

(0.2%) reported strong support. The mean score of social support was 6.17 (SD =

2.51).
9.3.7 Coping strategies

From the coping strategy used by the participants, self-distraction had a mean score
of 4.70 £ 1.58. The median scores were 4 (IQR: 4-6) for planning and 2 (IQR: 2-5) for

substance use (Table 8).
Table 8. Coping strategy scores (N=515)

Self-Distraction
Active Coping
Denial

Substance Use
Emotional Support
Behavioral Disengagement
Positive Reframing
Self-Blame
Planning

Humor
Acceptance
Venting

Religion

Instrumental support
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Mean + SD

Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)
Medina (IQR)

Medina (IQR)

4.7 +1.58
4(4.6)
4(2,5)
2(2,5)
4(3,5)
3(2,4)
4(3,5)
4(2,5)
4(4.6)
2(2,2)
4(4.6)
4(3,5)
7(5.8)

4(3,5)



When grouped by coping style, the median score for emotion-focused coping was 17
(IQR: 15-19), followed by avoidant/maladaptive coping with a median of 16 (IQR: 14—
19), and problem-focused coping with a median of 11 (IQR: 10-13).

9.4 Factor affecting PTSD

9.4.1 Factors associated with PTSD
Sociodemographic factors

Age, family size, and monthly income were weakly to moderately associated with
PTSD severity. Widowed and divorced participants had higher PTSD scores than
other marital groups. PTSD scores differed by education level. Unemployed
participants had higher scores than employed participants. Internally displaced
persons had higher scores than permanent residents.

Trauma related factors

Cultural recognized symptoms distress showed very strong positive correlation.
Cumulative trauma exposure also demonstrated a strong positive correlation and from

the traumatic events, torture exposure showed a significant association (Table 9).

Cultural OSSS-
Variables | Trauma GHQ | Avoidance HESPER | WASSS
Distress 3
Trauma 1 0.817 | 0.671 0.473 | -0.307 0.166 0.686
Cultural
0.817 110.771 0.205 | -0.384 0.224 0.654
symptoms
GHQ 0.671 0.771 1 0.185 | -0.506 0.309 0.657
Avoidance 0.473 0.205 | 0.185 1 0.044 0.067 0.25
0OSSS-3 -0.307 -0.384 : 0.044 1 -0.132 -0.333
0.506
HESPER 0.166 0.224 | 0.309 0.067 | -0.132 1 0.159
WASSS 0.686 0.654 | 0.657 0.25| -0.333 0.159 1

Figure 8. Heatmap with correlation coefficients and color intensity
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Psychological and coping Factors
All psychological and coping factors showed significant associations with PTSD
symptom severity. General psychological distress was strongly positively correlated
and severe symptoms and functional impairment also demonstrated a strong positive
correlation.

20

18 18

16 16 \
15

14

12
11
10 10

Problem-Focused Coping Emotion-Focused Coping Avoidant_Maladaptive

=@=—No PTSD PTSD

Figure 9. Median score coping strategies by PTSD Status

Regarding coping styles, problem-focused was weakly negatively correlated and
emotion-focused was similarly weakly negatively correlated (p = —0.149, p = 0.001).
Avoidant coping style showed a strong positive correlation (Figure 9).
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Table 9. Association between selected variables and PTSD symptom severity (non-

parametric tests)

Variable

Age

Sex

Marital status

Educational level

Employment status

Living situation (IDP)

Religion

Family size

Monthly income

Residential status

Trauma exposure

Torture exposure

Physical assault

Exposure to war

Test used
Spearman
correlation
Mann—
Whitney U
Kruskal—
Wallis
Kruskal—
Wallis
Mann—
Whitney U
Kruskal—
Wallis
Kruskal—
Wallis
Spearman
correlation
Spearman

correlation

Mann-
Whitney U

Spearman
correlation
Mann—
Whitney U
Mann—
Whitney U
Mann—
Whitney U
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Statistic
p =
0.198

p-value
<0.001

0.312

<0.001

<0.001

<0.001

<0.001

0.445

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

0.028

Interpretation
Weak positive
association

Not significant

Significant
difference
Significant
difference
Unemployed
higher PTSD
IDPs highest
PTSD

Not significant

Weak positive
association
Moderate
negative
association
IDPs
significantly
higher PTSD
Strong
association
Strong
association

Significant

Significant



Witnessed sexual violence Mann— = 0.016 Significant
Whitney U -2.404

Head injury Mann— = 0.001 Significant
Whitney U -3.212

General psychological Spearman = <0.001  Strong

distress correlation 0.627 association

Severity symptoms and Spearman = <0.001  Strong

functional impairment correlation 0.664 association

Culturally recognized Spearman p= <0.001  Very strong

symptoms of suffering correlation 0.804 association

Problem-focused coping Spearman p= 0.001 Protective
correlation -0.150

Emotion-focused coping Spearman p= 0.001 Protective
correlation -0.149

Avoidant/maladaptive Spearman p= <0.001  Strong risk

coping correlation 0.610 factor

Social support Spearman p= <0.001 Protective
correlation -0.312

Perceived needs Spearman p= <0.001  Weak

correlation 0.178 association
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9.4.2 Multiple analysis of factors associated with PTSD

After adjusting for all variables in the model, multiple factors remained significantly
associated with PTSD severity score.

The multivariable linear regression model was statistically significant (F (20, 494) =
71.61, p < 0.001) and explained a substantial proportion of variance in PTSD
symptom severity (R*> = 0.74) (Table 10).

Table 10. Multiple linear regression predicting PTSD symptom severity (N = 515)

Variable B Beta p-value 95% CI (Lower, Upper)
Age -0.052 -0.041 0.143 -0.122,0.018
Marital status 0.744 0.036 0.172 -0.324, 1.813
Educational level 0.110 0.012 0.689 -0.430, 0.650
Employment status  1.748 0.057 0.053 -0.023, 3.519
Residential status 1.034 0.032 0.429 -1.530, 3.597
Family size 0.511 0.075 0.006 0.149, 0.872
Perceived need -0.448 -0.091 0.001 -0.722, -0.173
Social support 0.150 0.025 0.403 -0.202, 0.502
Psychological 0.213 0.118 0.005 0.064, 0.362
distress

Problem focused 0.746 0.125 <0.001 0.359, 1.133
coping style

Emotion focused -0.391 -0.078 0.014 -0.704, -0.079
Coping style

Avoidant coping 0.746 0.191 <0.001 0.499, 0.994
style

Cumulative trauma  0.182 0.074 0.039 0.009, 0.356
score

Cultural symptoms  0.469 0.586 <0.001 0.398, 0.539

of suffering
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Cultural recognized symptoms suffering showed the strongest positive association (B
= 0.469, SE = 0.036, B = 0.586, p < 0.001). Cumulative traumatic events were
significantly associated (B = 0.182, SE = 0.088, 3 = 0.074, p = 0.039). No significant
associations were observed for residential status, age, employment status, marital

status, educational level, or social support in the multivariate model (Figure 10).

Cultural symptoms —o—
Trauma 00—
Avoidant coping ——

Emotion coping

Problem coping

GHQ total —e—

HESPER

Family size

Figure 10. Forest plot of determinant of PTSD severity
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10. Discussion

This study aimed to explore the effect of the northern Ethiopian conflict, November
2020 to November 2022, on mental health and psychosocial well-being of residents
and IDPs in Axum town.

The study examined patterns of trauma exposure, the prevalence of PTSD and
psychological distress, culturally recognized symptoms of suffering, coping strategies,
social support, perceived needs, and functional impairment.

The findings have shown a significant burden of trauma with 99.8% of participants
reported at least one traumatic event. PTSD prevalence of 41.9%, and 74.6% of
participants experienced significant psychological distress.

Culturally recognized symptoms found as the strongest correlate of PTSD. Regarding
the coping styles, religion was the most frequently used strategy, avoidant coping was
strongly associated with worse outcomes, and problem-focused coping unexpectedly
showed a positive association with PTSD severity. Social support was significantly
low, with 77.5% of participants reporting poor support. Material needs especially food,
shelter, and clean water were unmet, and one in three participants reported functional

impairment due to emotional distress.
10.1 Trauma Exposure

Nearly all (99.8%) experienced at least one traumatic event, and 30% experienced
more than eight. In the World Mental Health Survey, which included 24 countries
across six continents, 70% of adults reported lifetime exposure to at least one
traumatic event, and only 30.5% had experienced four or more events (36).In this
study, finding of 99.8% exposure with the majority experiencing 8 or more events
represents a greater burden when it compared with other findings. However, similar
near-universal exposure has been documented in other protracted conflicts such as in
Syria, where one study found that 98% of internally displaced persons reported
war-related trauma (102). In Afghanistan, more than decades of conflict have similarly
resulted in nearly universal exposure among civilian populations (48). This similar

finding suggests that armed conflict results community level catastrophe.
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The pattern of trauma exposure is also notable. In addition to high levels of combat
exposure (74.8%) and forced displacement (68.0%), higher proportions reported direct
physical assault (34.6%) and torture (20.2%), indicating that civilians were targeted
rather than incidentally affected as similar with other armed conflicts. These results
are comparable to reports from the Rwandan genocide, where 28-35% of survivors
experienced direct physical violence, and a studies from Gaza documenting high rates
of direct trauma exposure among civilians (54,79).

The low reported prevalence of rape (3.5%) in this study when it compared to the 9.7%
report in the previous Tigray study might reflect methodological rather than actual
differences (57). In this study direct face to face interviewing was applied in community
setting rather than in confidential setting and this might result lower disclosure rate
especially for sexual violence. this can be due to stigma, the interviewer gender and
safety concerns. in conflict affected area the true prevalence of sexual violence is
consistently underreported in community survey globally when it compared to studies
that specifically asses gender-based violence which has more privacy protections (38).

10.2 Mental Health Outcomes

10.2.1 Prevalence of PTSD

The prevalence of probable PTSD in this study (41.9%) is higher than global estimates
reported among war-affected populations. Meta-analyses have reported pooled
prevalence rates of 23.7% and 26.5% although higher rates are also observed in
settings characterized by extreme violence (7,47).

The result observed in this study is comparable to other African conflict setting
including Ethiopia. For instance, a pooled estimate of PTSD prevalence 55.6% among
displaced population documented in one of systematic review and meta-analysis study
in Africa. Another systematic review in Ethiopia reported 48.4% of PTSD prevalence
in conflict affected community which is higher than this study (10,56). while the first
study pooler prevalence is higher, the figure represents not a point prevalence rather
a mean from studies with varying estimates. The other reason that the prevalence of
PTSD observed in Axum is higher might be, the study was done three years after the
conflict resolution and since there was no intervention, the burden plus the ongoing

daily stressors may increase the prevalence higher.
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The interpretation of probable PTSD prevalence rate might require a special attention
especially the nature of trauma exposure and the timing of the assessment. The
trauma exposure measured in this study was not purely measuring those who have
the potential to cause PTSD. For instance, one of the items in the HTQ trauma
exposure inquiry item is lack of shelter and lack of food, this might not directly measure
those who have potential to cause PTSD that are listed in DSM § criteria A of
symptoms. This may affect the overall prevalence of PTSD by counting the trauma

exposure which have no direct relation with PTSD.

Additionally, the assessment done approximately three years after the conflict ceased
meaning these findings represent not acute reactions but continuous symptoms. The
persistence of high PTSD prevalence years after conflict is consistent with longitudinal
studies in Rwanda where rates remained elevated a decade after the conflict ended
(54). these might reflect the lack of adequate mental health service and continuity of
ongoing daily stressors.

A study done using HTQ, which is similar with this study, among Syrian refugees in
Iraq reported a prevalence of 43.0% of PTSD (49). Another study done in Gaza have
reported PTSD prevalence ranging from 30% to 50% at different time of conflicts (79).
These comparable findings suggest that the mental health impact of conflict may be
consistent across similar settings of civilian exposure additional to using similar tools

to assess the impact of trauma exposure.

PTSD is associated with comorbid mental illness and functional impairment with higher
rates of physical illness (103). In a setting where mental health service was limited
before the conflict and have been affected by the destruction of healthcare facilities
with comorbid mental iliness and higher rate of physical iliness, the majority of affected
individual with PTSD are more likely to be untreated which further exacerbate the
stress and increase the prevalence (11).
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10.2.2 Psychological distress

The high prevalence of psychological distress which is (74.6%) indicates that the
mental health burden extends beyond PTSD. The GHQ-12 tool can capture
depression, anxiety and also social dysfunction. The high percentage of individuals
experiencing significant distress suggests that even among those who do not meet
criteria for probable PTSD, many are struggling with anxiety and depression that
impair their daily functioning.

This finding is also seen in other studies. a study done in Turkey among Syrian
refugees, 67.5% reported psychological distress using GHQ 12 tool and similarly in
Gaza studies have reported similarly higher level of general psychological distress.
(21,104). The slightly higher percent of psychological distress in Axum may be due to
combination of displacement, ongoing lack of basic needs and inadequacy of
healthcare services.

Additionally, individuals with slightly higher functional impairment may not meet full
criteria for PTSD due to the affected individuals distress manifests as depression,

anxiety or social withdrawal.
10.2.3 Social support

The higher prevalence of poor social support in Axum (77.5%) might reflect the extent

of the conflict on social networks and bonding beyond individual level.

Researches have shown that, in post conflict environment, social support contributes
for recovery by enabling affected individual to process distress, receive validation and
restore a sense of safety (70). Studies among conflict affected populations have
shown that those who have higher social support have lower rates of PTSD and
depression. the lower perceived social support in this study might evidence why the
Axum population have higher rate of PTSD (66,71).

10.2.4 Coping Strategies

Religion was the most frequently used coping strategy. This finding aligns with the
central role of religious faith in Axum culture and with the broader literature identifying
religious coping as a common response to trauma in African settings (74). The finding
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that problem-focused coping strategies were used at moderate levels is consistent
with expectations.

10.2.5 Culturally-grounded symptoms

In this study symptoms such as feeling unable to help others (67.2%), hopelessness
(66.0%), and persistent questioning of why the events occurred (55.9%) were

prominent cultural expressions of suffering in Axum community.

The SPIESS section of the HTQ was designed to capture how trauma is experienced
and expressed in culturally specific ways that may not be fully captured by DSM-based
symptom checklists (86).

In many non-Western settings the most distressing consequences of trauma are often
related to disruptions in social roles, relationships, and the broader moral order (105).
The most frequently endorsed symptoms in Axum closely correspond to what have
been described as culturally patterned expressions, or “cultural scripts,” of trauma in
East African contexts (28).

Similar expression of distress has been documented in Rwanda and Uganda, where
experiences such as kubabaza (persistent rumination) and kwiheba (hopelessness)
are often more common than classical PTSD symptoms (54).

The high prevalence of feeling unable to help others explained as in many African
societies, identity and personhood are closely tied to social roles, and active
participation in communal life which is called the philosophy of ubuntu (74). When
individual faced difficulty of meeting the expectations, the impact might extend beyond
psychological distress to a disruption of belonging and identity. Similarly, studies from
Liberian refugees shown that the inability to care for family is a source of distress (55).
In the Axum context, where displacement was apparent, the breakdown of these roles
may represent a pathway through which trauma express into distress.

The item in culturally recognized symptoms of distress assessing “spending time
wondering why these events happened” reflects an ongoing searching for meaning
and closely linked to moral injury. Moral injury defined as the psychological
consequences of experiencing or being unable to prevent actions that violate the moral
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beliefs (106). In Axum, where individuals were exposed to significant traumatic events
and the destruction of religiously significant sites likely carry significant psychological
weight. One third of participants reported an intense urge for revenge shows the role
of anger in expression of distress and may results challenges for long-term social

recovery.
10.2.6 Perceived needs

From the perceived need assessment, the most reported need from the affected
population is material deprivation as their most serious problem. problem related with
food; insecure housing are the usual determinants of psychological distress than past
trauma exposure in many posts conflict setting especially those who have ongoing
daily stressors (107). The higher prevalence of perceived needs in Axum might
suggest, daily stressors are also contributors to the mental health outcome additional

to the trauma exposure.
10.2.7 IDP vulnerability

Internally displaced persons had significantly higher PTSD scores than permanent In
this study internally displaced persons had significantly higher PTSD scores than
permanent residents which is similar to other conflict affected areas. Studies
consistently show that IDPs experiencing higher rates of PTSD, depression, and
anxiety compared to non-displaced populations (48,108). This could be due to ongoing
displacement and live in camp setting compounded with lack of perceived needs and
inconsistent availability of mental health service in IDPs.

Research has shown that transition to camp setting results significant psychological
distress and challenges adapting to the new environments where displaced persons
often lack the social networks that facilitated coping in their original place (109).
Studies have also shown that IDPs moved to camp settings experience physical
distance from services and having mismatch between their living backgrounds and the
new environment that contributes to perpetuating the psychological distress (110).

IDPs often experience social exclusion, stigmatization, and discrimination when
accessing local services or interacting with host community members, which

reinforces their marginalization and affect social support (111). Studies in in Tigray
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during the northern conflict have shown that IDPs face challenges with the local
residents sometimes viewing them with suspicion due to competition over scarce

resources (112).
10.3 Factors associated with PTSD

One of this study’s strong finding is that the strong independent association between
culturally grounded symptoms and PTSD severity which explain not only the severity
of PTSD but shows core feature of distress. One possible explanation is that the
SPIESS items capture social and also existential consequences of trauma that are not
fully seen within DSM criteria. For instance, research among Cambodian refugees has
shown that culturally specific expressions such as experiencing a “weak heart” are
closely linked to functional impairment than standard PTSD symptoms (113).

The dose response relationship which is well established in trauma research is also
evident in this study with cumulative trauma exposure remained independently
associated with PTSD severity (B = 0.074, p = 0.039). A study of Vietnamese
ex-political detainees demonstrated a linear relationship between the number of
torture events and severity of PTSD symptoms (45). A recent research has shown that
every additional traumatic event increases the risk of PTSD by 30% especially when
the trauma type is interpersonal violence (13). In this study, median of 12 traumatic
events per participant represents a level of cumulative traumatic exposure that would

be expected to produce severe and chronic symptomatology.

Another factor associated with PTSD was coping styles which showed paradoxical
associations. The unexpected positive association between problem-focused coping
and PTSD severity may be due to individuals with more severe symptoms are likely to
engage in problem-focused coping because their distress might motivate them to
actively seek solutions. In another way, the direction of this association cannot be
determined from cross-sectional data. It might also be explained that those individuals
with more severe PTSD symptoms engage in problem-focused coping as a last
attempt to alleviate their distress which makes the coping strategy a consequence
rather than a cause of the severity.

Another reason for the positive association of problem focused coping with PTSD
severity is that in an area where lack of food, inadequate shelter, safety concerns are
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of chronic, problem-focused coping may not result resolution of such problem which
leads to continuous distress. This interpretation can be explained by the “mismatch”
hypothesis in which coping strategies are most effective when they match the
controllability of the stressor (114). In the Axum context, due to many of the most
concerning issues and stressors are beyond individual control, it makes

problem-focused coping less effective than emotion-focused strategies.

The strong positive association between avoidant coping and PTSD severity (B =
0.191, p < 0.001) is consistent with the previous literatures which showed maladaptive
coping strategies worsen mental health outcomes (98). The use of avoidant coping in
this affected population may show the severity of distress.

The finding of using emotion-focused coping mechanism resulted a protective effect
in the multiple linear regression model suggests that these strategies may be more
adaptive than problem-focused coping in this context.

Though social support showed a significant bivariate association, it did not associate
in the multivariable model. One possible reason could be the effects of social support
are mediated through other variables, especially culturally recognized symptoms. For
example, the items that measures sense of being unable to help others in the culturally
recognized symptoms may be due to a result of having poor social support.
Alternatively, in a an area where social support is universally poor, its protective effects
may be overwhelmed by the burden of trauma exposure. Similar findings have been
reported in other settings where social support failed to show a direct effect which
suggests in a place where there is extreme trauma, the protective effect of social
support may be affected (107).

The other reason could be, PTSD symptoms such as irritability, emotional numbing,
and avoidance can affect relationships and due to this, survivors may withdraw from
others due to shame. Longitudinal research has demonstrated bidirectional
relationships between PTSD and social support, where initial symptoms reduce

support availability, and diminishing support then exacerbates symptoms (71).

Most of demographic factors that showed association in bivariate analysis did not
remain significant in the multiple regression model. The higher PTSD scores among
IDPs became non-significant after controlling other variables which suggest that

54



displacement status solely is less important than the cumulative traumatic exposure
that accompany displacement. One reason could be, the effects of these demographic
factors on PTSD severity are mostly affected by trauma exposure, coping, and cultural
symptom expression which showed strong association in this study. This finding is
similar with studies that have shown the relationship between displacement and
mental health effect is mediated by exposure to violence and post-displacement
stressors than the displacement only (108).

Family size being remained positively associated with PTSD severity which reflect that
individuals with larger families might have more family members to worry about, have
experienced more bereavement events, or face challenges in meeting family needs.
Research support this finding that having larger family size has been associated with
greater risk of PTSD due to the increased burden of care and the likelihood of having
a family member injured or killed (115). In the present study where 57.9% of
participants witnessed the death of a family member or friend where having higher
family members increase the likelihood of being affected by the trauma which further
increase the probability of having higher PTSD severity than those who have less

family members.
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11. Strengths and limitations

11.1 Strength

Using multiple validated tools which allowed to have a holistic assessment of trauma
and mental health outcome make this study strong. The use of SPIESS section of the
HTQ to capture culturally recognized symptoms of suffering was a key strength
evidenced by strongest correlate of PTSD severity.

All instruments translated to Tigrigna through forward-backward translation, expert
review, and pilot testing which followed the WHO standard guideline. Additionally,
internal consistency was good to excellent for most of the used scales.

Using multi stage systematic sampling and achieving a large sample exceeding the
initial targeted number of participants and a high response rate is also another strength

of the present study.

Data was collected by master’s-level professionals trained in trauma-informed data
collection. The multiple linear regression model explained a significant amount of

variation (R?>=0.74) and showed no sign of multicollinearity.

Ethical protections were considered throughout the data collection period. Initially data
collectors were trained in trauma-informed data collection approach and were
prepared to offer breathing and relaxation exercises if study participants experience
distress and referral pathways to Axum Comprehensive Specialized Hospital were
facilitated.
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11.2 Limitations

Using cross-sectional study design is one limitation that the direction of effects cannot
be determined. Additionally, recall bias might affected reporting of past traumatic

events.

Since the current study used HTQ provisional cut point for PTSD with a mean score
of above 2.5 which was initially used in a clinic-based setting, validity in the community
study was not determined in Tigrigna speaking population which questions the validity

of the cut point.

Since the study was done three years after the cessation of the conflict, it might not
capture acute reactions during the conflict and the results may reflect the effects of

ongoing stressors rather than the direct impact of war trauma alone.

Face-to-face interviewing possibly led to underreporting of sensitive events like sexual
violence. The exclusion of those having severe mental illness may have led to the
omission of the most severe mental health conditions which has the potential to
underestimating the actual burden of psychiatric morbidity. Similarly, the exclusion of
under 18 who are often vulnerable to trauma especially in armed conflict

underestimates the mental health and psychosocial outcome.
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12. Conclusion

The present study findings showed that the mental health consequences of the
northern Ethiopian conflict in Axum are significant. The nearly universal exposure to
traumatic events and the high prevalence of PTSD and psychological distress shows

not only to the severity of the conflict but also to the long lasting nature of its impact.

The main contribution of this research is that culturally recognized expressions of
distress were more strongly associated with PTSD severity suggesting that trauma in
this affected population is more experienced through disruptions in social roles and
collective identity. Religious coping was mostly used mechanism practiced reflect the
central role of religion in the Axum community. Problem-focused coping was
associated with greater PTSD severity while avoidant coping emerged as a significant
risk factor for trauma severity. In contrast, emotion-focused coping showed protective.
Additionally, social support may be mediated by trauma exposure and culturally
grounded experiences of distress.

IDPs experienced a higher mental health problem than permanent residents due to
higher levels of trauma exposure and the cumulative stressors associated with
displacement including loss of social networks. Basic needs were identified as major
concerns in this population. These findings highlight the close interconnection between
mental health, perceived needs, and social recovery.

In general, the findings showed mental health assessments should incorporate
culturally relevant expressions of distress and interventions should extend beyond
individual level and should use community-based approach.

13. Recommendations

For mental health practice

Due to the higher impact of trauma on mental health outcome and psychodocial
functioning, mental health services in Axum should adopt community-based
approaches rather than individual oriented. With more than two third of participants
reporting poor social support and one third experiencing functional impairment due to
distress one-to-one sessions cannot meet the scale of need. Community health
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workers and religious leaders are who trained in trauma-informed care can deliver

structured peer support.

Because avoidant coping was strongly associated with higher PTSD severity, these
groups should be designed as safe spaces where participants can share experiences
and learn alternative strategies.

For policy maker

Health policy should understand that mental health cannot be addressed in isolation

from basic needs and priority should be given to ongoing daily stressors.
For humanitarian and operational actors

Aid organizations should prioritize internally displaced persons (IDPs) who had
significantly higher PTSD scores than permanent residents. Interventions should
address the culturally recognized symptoms that were most strongly associated with
PTSD severity.

Specific recommendation includes creating small local projects that restore the
communities sense of agency and establishing volunteer roles within the community

so that individuals can once again feel useful.
For future research

Longitudinal studies are needed to better understand the mental health outcomes over
time. Qualitative research should explore the meaning of culturally recognized
symptoms to inform intervention design. Future research should also include children

and adolescents, who were not part of the present study.
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11. Appendix

ANNEX 1 : Participants’ Information Sheets

You are being invited to participate in a research study conducted by Addis Ababa
University, Department of Psychiatry. This study aims to assess the patterns of trauma
exposure, mental health outcomes, psychosocial consequences, coping strategies,

and social support among survivors of the northern conflict in Axum town.

If you agree to participate, you will be asked to complete surveys. It will take
approximately one hour. Your participation is entirely voluntary.

Some questions may be sensitive and may cause emotional discomfort. You can skip
any questions you do not wish to answer or withdraw from the study at any time without
any penalty.

Your participation will help us understand the needs of war survivors and improve

mental health services in your community.

Your responses will be kept confidential. We will not use your name or any other
identifying information in any reports or publications. All data will be stored securely.

Your participation is completely voluntary. You may withdraw from the study at any

time without any consequences.

This research project is reviewed and approved by the Ethical Committee of Addis
Ababa University, School of Medicine, and Department of Psychiatry. If you want to
have more information or if you have any complaint, you can contact the committee
through the address below. You can also contact the members of the research team
by the contact information provided below.

Principal Investigator: Haileleul Mekonnen Tilinty
Phone: (+251)913861655

Email: haileleul.mekonnen@aau.edu.et
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Annex 2-Informed Consent Form
Participant’s Statement:

| have read the information provided above (or it has been read to me). | have had the
opportunity to ask questions and have received satisfactory answers. | understand that
my participation is voluntary and that | can withdraw at any time without giving any
reason and without any negative consequences. | understand that my responses will
be kept confidential.

| consent to participate in this study.

Participant Signature Date
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ANNEX 3 : Demographic Information

Please answer each question by selecting the appropriate category

Variable Categories
Age
Gender B Male
B Female
Marital Status B Single
B Married
B Widowed
B Divorced
Education Level [ |
Occupation B Private or Government Work
B Unemployed
B specify:
Residential Status B |ong-term resident
B |Internally Displaced Person (IDP)
Duration of Residence in Axum [ |
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Living Conditions B Own house
B Rental
B Temporary shelter

B |DP camp

Household Size [

Religon B Orthodox,
B Protestant
B  Muslim

B Other

Income Level (Monthly) [ |

74




Annex 4- HTQ Cambodian Version

Part 1: Trauma Events

Please indicate whether you have experienced any of the following events (check

YES or NO).

YES

NO

Lack of shelter

2. |Lack of food or water

3. [lll health without access to medical care

4. |Confiscation or destruction of personal property

5. |Combat situation (e.g. shelling and grenade attacks)

6. [Forced evacuation under dangerous conditions

7. Beating to the body

8. [Rape

9. [Other types of sexual abuse or sexual humiliation

10. [Knifing or axing

11.[Torture, i.e., while in captivity you received deliberate and

systematic infliction of physical or mental suffering
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(If YES, see Appendix)

12.

Serious physical injury from combat situation or landmine

YES

NO

13.

Imprisonment

14.

Forced labor (like animal or slave)

15.

Extortion or robbery

16.

Brainwashing

17.

Forced to hide

18.

Kidnapped

19.

Other forced separation from family members

20.

Forced to find and bury bodies

21.

Enforced isolation from others

22.

Someone was forced to betray you and place you at risk of death

or injury
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23.

Prevented from burying someone

24.

Forced to desecrate or destroy the bodies or graves of deceased

persons

25.

Forced to physically harm family member, or friend

26.

Forced to physically harm someone who is not family or friend

27.

Forced to destroy someone else's property or possessions

28.

Forced to betray family member, or friend placing them at risk of
death or injury

29.

Forced to betray someone who is not family or friend placing
them at risk of death or injury

30.

Murder, or death due to violence, of spouse

YES

NO

31. |Murder, or death due to violence, of child

32. |Murder, or death due to violence, of other family member or
friend

33. |Disappearance or kidnapping of spouse
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34.

Disappearance or kidnapping of child

35.

Disappearance or kidnapping of other family member or friend

36.

Serious physical injury of family member or friend due to combat

situation or landmine

37.

Witness beatings to head or body

38.

\Witness torture

39.

Witness killing/murder

40.

Witness rape or sexual abuse

41.

Another situation that was very frightening or in which you felt

your life was in danger

Specify:
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Part 3: Head Injury

If you answer yes to the following trauma events, please indicate if you lost

consciousness and for how long.

| oss of If yes, for how long?
consciousness?
Experienced
Yes No [Yes No Hours  Minutes
1. Beatings to the head
2. Suffocation or strangulation
3. Near drowning
4. Other types of injury to the head
(e.g. shrapnel, burns, etc.)
5. Starvation
If Yes: Normal weight: Starvation weight:

If Yes: Were you near death due to starvation? Yes: No:
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Part 4: Trauma Symptoms DSM-V

The following are symptoms that people sometimes have after experiencing hurtful

or terrifying events in their lives. Please read each one carefully and decide how

much the symptoms bothered you in the past week.

(1)

Not at all

(2)

A little

3)

Quite a bit

(4)

Extremely

Recurrent thoughts or memories of the
most hurtful or terrifying events

Feeling as though the event is happening

again

Recurrent nightmares

Feeling detached or withdrawn from people

Unable to feel emotions

Feeling jumpy, easily startled

Difficulty concentrating

Trouble sleeping

Feeling on guard
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10.

Feeling irritable or having outbursts of

anger

11. |Avoiding activities that remind you of the
traumatic or hurtful event
How much have the following symptoms bothered you in the past week.
(1) (2) 3) (4)
Not atall |Alittle |Quite a bit [Extremely
12. |Inability to remember parts of the most
hurtful or traumatic events
13. |Less interest in daily activities
14. |Feeling as if you don’t have a future
15. |Avoiding thoughts or feelings associated
with the traumatic or hurtful events
16. |Sudden emotional or physical reaction
when reminded of the most hurtful or
traumatic events
17. |Feeling that the world is a very dangerous
place
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18. |Feeling that you are a bad person

19. |Blaming yourself for the traumatic event

20. [Strong feeling of fear, horror, anger, guilt
or shame when thinking about the traumatic
event

21. [Difficulty feeling love or happiness

22. [Taking risks that may harm yourself or
others

23. [Feeling like you have been damaged as a
person by the traumatic event

24. |Feeling as if something reminds you of the
trauma but it feels like a dream, that it is not
happening to you, and/or that it is not real

25. |Feeling people or objects around you are

not real or strange

PART 5: Torture History

Now | would like to ask you about events that many people consider torture. | will ask

you whether an event

occurred; please answer yes or no.
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Event

Yes

No

1. Beating, kicking, striking with objects

2. Threats, humiliation

3. Being chained or tied to others

4. Exposed to heat, sun, strong light

5. Exposed to rain, body immersion, cold

6. Placed in a sack, box, or very small space

7. Drowning, submersion of head in water

8. Suffocation

9. Overexertion, hard labor

10. Exposed to unhygienic conditions conducive to infections or other
diseases

11. Blindfolding

12. Isolation, solitary confinement. If yes, how long?

13. Mock execution

83




14. Made to witness other being tortured

15. Starvation

16. Sleep deprivation

17. Suspension from a rod by hands and feet

18. Rape, mutilation of genitalia

19. Burning

20. Beating the soles of the feet with rods

Event

Yes

No

21. Blows to the ears

22. Forced standing

23. Throwing urine or feces at victim or being made to throw it at other

prisoners

24. Medicine administration (non-therapeutic)

25. Needles under toes or fingernails
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26. Writing confessions numerous times

27. Shocked repeatedly by electric instrument

28. Other (specify)

PART 6: Cultural Symptoms of Trauma

SPIESS: Refugee-/Culture-Specific Functioning

The following are symptoms that people sometimes have after experiencing hurtful

or terrifying events in their lives.

Please read each one carefully and decide how much the symptoms bothered you in

the past week.

(1)

Not at all

(2)

A little

(3)

Quite a bit

(4)

Extremely

SKILLS AND TALENTS

1.  Feeling that the skills you had before your

trauma are no longer useful or valued
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Feeling that you have less skills to cope
with life than you had before

Having difficulty dealing with new situations

Work brings back bad memories

Your fellow workmates are disturbing to be

around

PHYSICAL IMPAIRMENTS

10.

Feeling exhausted

Feeling pain in your body

Feeling sick a lot

Feeling too sick to work or do house chores

Feeling your body has gone down hill

INTELLECTUAL FUNCTIONING

11.

12.

Poor memory

Feeling overwhelmed by work
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13.

14.

15.

Finding out or being told by other people
that you have done something that you

cannot remember

Difficulty paying attention

Feeling unable to make daily plans

(1)

Not at all

(2)

A little

3)

Quite a bit

(4)

Extremely

EMOTIONAL FUNCTIONING

16.

17.

18.

19.

20.

Feeling as if you are split into two people and
one of you is watching what the other is doing

Blaming yourself for things that have

happened

Feeling guilty for having survived

Hopelessness

Feeling ashamed of the hurtful or traumatic
events that have happened to you

SOCIAL RELATIONSHIPS
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21.

22.

23.

24.

25.

Feeling that people do not understand what
happened to you

Feeling others are hostile to you

Feeling that you have no one to rely upon

Feeling humiliated by your experience

Feeling no trust in others

SPIRITUAL / EXISTENTIAL CONCERNS

26.

27.

28.

29.

30.

Feeling powerless to help others

Spending time thinking why these events
happened to you

Feeling that you are the only one that suffered

these events

Feeling that someone you trusted betrayed
you

Feeling a need for revenge
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ANNEX 5: WHO-UNHCR ASSESSMENT SCHEDULE OF SERIOUS SYMPTOMS
IN HUMANITARIAN SETTINGS (WASSS)

A1. The next questions are about how you have been feeling during the last two
weeks. About how often during the last two weeks did you feel so afraid that nothing
could calm you down — would you say all of the time, most of the time, some of the

time, a little of the time, or none of the time?

1. All of the time

2. Most of the time

3. Some of the time

4. A little of the time

5. None of the time

8. (IF VOL) Don’t know

9. (IF VOL) Refused

A2. About how often during the last two weeks did you feel so angry that you felt out
of control — would you say all of the time, most of the time, some of the time, a little

of the time, or none of the time?
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1. All of the time

2. Most of the time

3. Some of the time
4. A little of the time

5. None of the time

8. (IF VOL) Don’t know
9. (IF VOL) Refused
A3. During the last two weeks, about how often did you feel so uninterested in things

that you used to like, that you did not want to do anything at all? (IF NEC: all of the
time, most of the time, some of the time, a little of the time, or none of the time?)

1. All of the time

2. Most of the time

3. Some of the time
4. A little of the time

5. None of the time

8. (IF VOL) Don’t know

9. (IF VOL) Refused
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A4. During the last two weeks, about how often did you feel so hopeless that you did
not want to carry on living? (IF NEC: all of the time, most of the time, some of the
time, a little of the time, or none of the time?)

1. All of the time

2. Most of the time

3. Some of the time
4. A little of the time
5. None of the time

8. (IF VOL) Don’t know

9. (IF VOL) Refused

A5. You may have experienced one or more events that have been intensely
upsetting to you, such as the recent emergency/disaster/war.12 During the last two
weeks, about how often did you feel so severely upset about the
emergency/disaster/war or another event in your life, that you tried to avoid places,
people, conversations or activities that reminded you of such event? (IF NEC: all of
the time, most of the time, some of the time, a little of the time, or none of the time?)

1. All of the time

2. Most of the time

3. Some of the time
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4. A little of the time

5. None of the time

8. (IF VOL) Don’t know

9. (IF VOL) Refused

A6. The next question is about how these feelings of fear, anger, fatigue, disinterest,
hopelessness or upset may have affected you during the last two weeks. During the
last two weeks, about how often were you unable to carry out essential activities for
daily living because of these feelings? (IF NEC: all of the time, most of the time,
some of the time, a little of the time, or none of the time?)

1. All of the time

2. Most of the time

3. Some of the time
4. A little of the time

5. None of the time

8. (IF VOL) Don’t know

9. (IF VOL) Refused
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ANNEX 6: THE HUMANITARIAN EMERGENCY SETTINGS PERCEIVED NEEDS
SCALE (HESPER)

Date: Interviewer name: Participant number:
Location (name of city, village or camp): Gender: Age:
Rating: Ratings

0 = no serious problem 1 = serious problem

9 = does not know / not applicable / declines to answer

| am going to ask you about the serious problems that you may currently be
experiencing. We are interested in finding out what you think — a serious problem is
a problem that you consider serious. There are no right or wrong answers. | am

going to ask you about your own serious problems first.
1. Drinking water
Do you have a serious problem because you do not have enough water that
is safe for drinking or cooking?

2. Food

Do you have a serious problem with food? For example, because you do not
have enough food, or good enough food, or because you are not able to

cook food.
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3. Place to live in

Do you have a serious problem because you do not have a suitable place to
live in?

4, Toilets

Do you have a serious problem because you do not have easy and safe
access to a clean toilet?

5. Keeping clean

For men: Do you have a serious problem because in your situation it is
difficult to keep clean? For example, because you do not have enough soap,
water or a suitable place to wash.

For women: Do you have a serious problem because in your situation it is
difficult to keep clean? For example, because you do not have enough soap,
sanitary materials, water or a suitable place to wash.

6. Clothes, shoes, bedding or blankets

Do you have a serious problem because you do not have enough, or good
enough, clothes, shoes, bedding or blankets?

7. Income or livelihood

Do you have a serious problem because you do not have enough income,
money or resources to live?

8. Physical health

Do you have a serious problem with your physical health? For example,

because you have a physical iliness, injury or disability.
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9. Health care

For men: Do you have a serious problem because you are not able to get

adequate health care for yourself? For example, treatment or medicines.

For women: Do you have a serious problem because you are not able to get
adequate health care for yourself? For example, treatment or medicines, or
health care during pregnancy or childbirth.

10. Distress

Do you have a serious problem because you feel very distressed? For
example, very upset, sad, worried, scared, or angry.

11. Safety

Do you have a serious problem because you or your family are not safe or
protected where you live now? For example, because of conflict, violence or
crime in your community, city or village.

12. Education for your children

Do you have a serious problem because your children are not in school, or
are not getting a good enough education?

13. Care for family members

Do you have a serious problem because in your situation it is difficult to care
for family members who live with you? For example, young children in your
family, or family members who are elderly, physically or mentally ill, or
disabled.

14. Support from others
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Do you have a serious problem because you are not getting enough support
from people in your community? For example, emotional support or practical

help.

15. Separation from family members

Do you have a serious problem because you are separated from family

members?

16. Being displaced from home

Do you have a serious problem because you have been displaced from your

home country, city or village?

17. Information

For displaced people: Do you have a serious problem because you do not
have enough information? For example, because you do not have enough
information about the aid that is available; or because you do not have
enough information about what is happening in your home country or home

town.

For non-displaced people: Do you have a serious problem because you do
not have enough information? For example, because you do not have
enough information about the aid that is available.

18. The way aid is provided

Do you have a serious problem because of inadequate aid? For example,
because you do not have fair access to the aid that is available, or because
aid agencies are working on their own without involvement from people in

your community.

96



19. Respect

Do you have a serious problem because you do not feel respected or you
feel humiliated? For example, because of the situation you are living in, or
because of the way people treat you.

20. Moving between places

Do you have a serious problem because you are not able to move between
places? For example, going to another village or town.

21. Too much free time

Do you have a serious problem because you have too much free time in the

day?

The last few questions refer to people in your community*, so please think about
members of your community when answering these questions.
22. Law and justice in your community

Is there a serious problem in your community because of an inadequate
system for law and justice, or because people do not know enough about

their legal rights?

23. Safety or protection from violence for women in your community

Is there a serious problem for women in your community because of physical

or sexual violence towards them, either in the community or in their homes?

24. Alcohol or drug use in your community
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Is there a serious problem in your community because people drink a lot of
alcohol, or use harmful drugs?

25. Mental illness in your community

Is there a serious problem in your community because people have a mental
illness?

26. Care for people in your community who are on their own

Is there a serious problem in your community because there is not enough
care for people who are on their own? For example, care for unaccompanied
children, widows or elderly people, or unaccompanied people who have a

physical or mental iliness, or disability.

Priority ratings for serious problems:

Read out the titles of all questions you have rated as ‘1’, as well as any other serious
problems listed above. Write down the person’s answers (write down the number and

title of the questions).

1. Out of these problems, which one is the most serious problem?

2. Which one is the second most serious problem?

3. Which one is the third most serious problem?
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Annex 7: The General Health Questionnaire (GHQ) 12

The next questions are about how you have been feeling over the last

few weeks.

1 Have you recently been able to concentrate on whatever you're doing?
1. Better than usual

2. Same as usual

3. Less than usual

4. Much less than usual

2+ Have you recently lost much sleep over worry?

1. Not at all

2. No more than usual

3. Rather more than usual

4. Much more than usual

3+ Have you recently felt that you were playing a useful part in things?
1. More so than usual

2. Same as usual

3. Less so than usual

4. Much less than usual

4. Have you recently felt capable of making decisions about things?

1. More so than usual
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2. Same as usual

3. Less so than usual

4. Much less capable

5+ Have you recently felt constantly under strain?
1. Not at all

2. No more than usual

3. Rather more than usual

4. Much more than usual

6° Have you recently felt you couldn't overcome your difficulties?
1. Not at all

2. No more than usual

3. Rather more than usual

4. Much more than usual

7+ Have you recently been able to enjoy your normal day-to-day

activities?

1. More so than usual
2. Same as usual

3. Less so than usual
4. Much less than usual

8+ Have you recently been able to face up to problems?
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1. More so than usual

2. Same as usual

3. Less able than usual

4. Much less able

9« Have you recently been feeling unhappy or depressed?
1. Not at all

2. No more than usual

3. Rather more than usual

4. Much more than usual

10+ Have you recently been losing confidence in yourself?
1. Not at all

2. No more than usual

3. Rather more than usual

4. Much more than usual

11+ Have you recently been thinking of yourself as a worthless person?
1. Not at all

2. No more than usual

3. Rather more than usual

4. Much more than usual
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12+ Have you recently been feeling reasonably happy, all things

considered?

1. More so than usual

2. About the same as usual
3. Less so than usual

4. Much less than usual

ANNEX 8: Oslo Social Support Scale (OSSS-3)

1.How many people are so close to you that you can count on them if you have
great personal problems?

2.How much interest and concern do people show in what you do?

o ‘none’

o ‘little’

o ‘uncertain’
o ‘some’

o alot

3.How easy is it to get practical help from neighbors if you should need it?

o very difficult’

o ‘difficult’
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O

O

O

‘possible’
‘easy’

‘Very easy’
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ANNEX 9: Brief COPE

This questionnaire asks you to indicate what you generally do and feel, when you

experience stressful events.

Don't answer on the basis of whether it seems to be working or not—just whether or
not you're doing it. Try to rate each item separately in your mind from the others.
Make your answers as true FOR YOU as you can. This information is
confidential/belongs to you; you may share if you choose. There are no “right” or

‘wrong” answers! We're looking for a general pattern, not a specific “score”

1 2 3 4

Not at all Little bit medium amount Doing a lot
1 =1 haven't been doing this at all

2 = |'ve been doing this a little bit

3 = I've been doing this a medium amount

4 = |'ve been doing this a lot

Using this scale, respond to the following:

1. I've been turning to work or other activities to take my mind off things.

2. I've been concentrating my efforts on doing something about the situation I'm in.

3. I've been saying to myself "this isn't real."

4. I've been using addictive behaviors or substances to make myself feel better.

5. I've been getting emotional support from others.
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6. I've been giving up trying to deal with it.

7. I've been taking action to try to make the situation better.

8. I've been refusing to believe that it has happened.

9. I've been saying things to let my unpleasant feelings escape.

10. I've been getting help and advice from other people.

11. I've been using alcohol or other drugs to help me get through it.

12. I've been trying to see it in a different light, to make it seem more positive.

13. I've been criticizing myself.

14. I've been trying to come up with a strategy about what to do.

15. I've been getting comfort and understanding from someone.

16. I've been giving up the attempt to cope.

17. I've been looking for something good in what is happening.

18. I've been making jokes about it.

19. I've been doing something to think about it less, such as going to movies,

watching TV, reading,
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daydreaming, sleeping, or shopping.

20.

I've been accepting the reality of the fact that it has happened.

21.

I've been expressing my negative feelings.

22.

I've been trying to find comfort in my religion or spiritual beliefs.

23.

I've been trying to get advice or help from other people about what to do.

24.

I've been learning to live with it.

25.

I've been thinking hard about what steps to take.

26.

I've been blaming myself for things that happened.

27.

I've been praying or meditating.

28.

I've been making fun of the situation.
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4. 01t A€ RN HOHeh

3¢ AIH. P20 AP7? A T1¢-T MmP9L, AL T9OF h9° HAR/ L 07100/, &2
1. a1t Aav-g: FAdA.

2. 9>t dao-g:
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3. 1k Aoo-@: HOHL,

4. AN HOHE, %4FT, HAP

5¢ AL P40 APT PIATF HAP @t 07040/, £02

1. Ng6-9°

2. h1t: Aoo-@: HENHA

3. ik Qoo TAdA.

4. 01t A€ RN HOHeh

6° A0H. P20 APT 1019/ hFAC1C/Co HEFRANAL he' +aT.0-n/n. &2
1. NFa9°

2. h1t: Aoo-@: HENHA

3. it Qoo TAdA.

4. 01t A€ RN HOHeh

7o A, PO APT G 90T P TP/, vtataTFC/4 hhdh/i, 470/ 0.2
1. a1t Aav-g: FAdA.

2. 9>t dao-g:

3. 1k Aoo-@: HOHL,

4. 01t AL AHR HOMAE,

8 Al $20 AP7 019N/ NiFéotdh/d hidh/iL &7/ TL?

1. a1t Aav-g: TAdA.

2. 9>t dao-g:

3. 1k Aoo-@: HOHL,

4. AU HOHEL,

121



9e A{IH. P40 APT T HRIPhAN ML bt (9°%F hherah/n, 0ch. &2

1. Ng&9°

2. a1t dav-g HRNMHch

3. bt Ao TAbA.

4. a1t Aav<g KHR HOHech

10e A0, P20 AP7T GCA FOFAIPTTT FOAT/ 7 AN/ TL 2R/ TL?

1. Ng&9°

2. a1t dav-g HRNMHch

3. b1t Aav- FAbA.

4. a1t dav<@ KHR HOHech

11 A0OH. 20 AP7 7AONT/TL hg° PO HeAA A0 FhO/(L AAT/ T 40/ TL?
1. Ng&9°

2. a1t dav<g HeNMHch

3. b1t Aav- FAbA.

4. a1t dav<@ KHR HOHech

12¢ A0H, 20 AP7 tete 1161 A0 A9%F NIPRT O+ PPN FP Ak hagPah/n, Ach £22
1. it Aav-8: 1A0A.

2. At hgot hao-g:

3. (1t oo HOHL

4. 9t Aav-g AHR DAL,

A2 8 : TIch(16-P L1716 HAPN° avAh4. (Oslo Social Support Scale (OSSS-3))
AHF® HOO(- AAQT PdT P T1h04P Ch-Oh-9°/h7 Homerh9°/0'? HIPAD-E hP-gPx

+ & | chbIt avi\(\,
501 | h(Le §8 @-AP 0IC ANHPTI/N. 0, At TaTIa0 1N/ Y 1. goy9e 2.1 g 2
M9, 40 H'r 17LL AT -0/l FRANA. ? 3.3-5 4. 90 5 700,
502 | At ATACH/AE TIC A0 17250 HAhA 118017 1. 9°%9° 2. NMHTY, Dh-
AATT £7104/PCHR? 3. Ae&ATY 4. Ht@-O1
5. NMéT, \Hch
503 | A0 HEARS/ A IR AN 0H/hl @2ehS b 9chi/ . 5. M7, AL 4. PAAAR
ATH YPChN h78L HAhA PAA AR ? 3. 9°chl RhAd A% 2. 40091 A%
1. NMd7, 0,29, h¢

A0 9: THIMaP R 437 8 PPRPC %P7, 4A.C Ah4, (Brief COPE)

A0t AN VR@FI° NOLE ML @PLt HIPMA G901 9O0 HOTIPI° hare, I° NIPNG- TPFAT LAS
ANG= AN a0t A @7t HIPMA G202 AL HOTarh APT (1AL A28 h9° H10C7 Hherohy
ntavdnt ez

TNCE 80 ATTNET T8 A0S BNCh &% ABACAHT MHAA aPAN ALY 150 DG chf A
KA NOR9° hAAT (0L £48 U 47 avpad~Tn THTAAAN aom? Y% 0 A WD “I0C. AH.
A0S PAMLR/STN heE ATHAT hhhede FRAN ATz “Pro” @L “19” HNOA PAN PAT: FAS
“YPO HEIO AR AS 78N HAT

1 2 3 4

NeG9°  TA0F TIhhAL a°m7 hch

1 = Al N&6-9° A2 NCH-7:

2 = AH. P40 D1OC OLch

122




3 = Al N7IANALR a°m? NTOC B2ch

4 = hH. Hch LH DO B'nch

1. aPAnG, AH. FnEIPh 1HI® HAO- apA (. YN

. AATPCL 0l T1d-T FOHNC FIPD-9A G0 Aéch DL NAA TTéIT D&V OLch:

. 9042 At HAT® gt 14 116 AN 9°90C heuA 04.ch::

CTN0L "R G Nhd A2N1TT" DA BLch:

708 80P TRAIPYY, OAL HETC WCEHT DL Il 11T NTPI° Olch::

0l hawt agPa e Lag héhl 02

.1l 079° 9O PG Akt

I 3 o A N (W W S A Kl T AT

. g Homae PR RA(PL 184

O |0 (AN N B[ W|N|—

0l 24 HE A AL FIPIPAT WD T1dT 84 184

. Akt AT ATH? IPRCT hehl Bk

—_ | —
— O

. RADAR a1t @@ NAA ATIA TRRAPE Sch YL 185

[S—
N

. AAA 9718, NChET 1HLA AO7FR THard Lo0C 1845

[S—
(98]

. Tr00L NP4 Onch=

—
AN

. A28 h(C n9° HAL QvhéF8, h@-oh &7 O'nch:

[S—
9]

. AN I°67507 PCART hdhAl B'nch::

. ThIOE NINCE 44T ARs00::

[S—
[©))

. At WA@7 Hee 11C 80P T1C DA, BYch::

[S—
3

. NHOOA PAL T NPAL: Olch::

[S—
(0]

19. NMHOOA @-ch-2: AN HAAALZ 11C NG 0Lchz h9° &LAIPE H0LF °70NF 9oL P DL 4D
A iait

20. h9® Homav a7k hPNhe 01ch:

21. &te R P12 NG BLch:

22. A1 72791 MR, av AR WI°rHL °67750 hdh L66C 184+

23. A2 hr0C h9° HAL bl WAkt A0t 9216 @2 HTH héh- 86C 184

24. POk heee ngPHTNC hov/C O'uch:

25. &1L (19> honL h9° HAL ANCED &N Bch:

26. H2Mav 11t Y1002 hoPh 0ch::

27. héA. @L nivt 77 OLch:

28. (0 it hPAL: 01ch.

123




12. Assurance of principal investigator

Declaration of original work

I, the undersigned, declare that this thesis is my original work, where my work is
indebted to the work of others, it has not been accepted or presented for a degree in
this or any other university and that all sources of materials used for the thesis have

been fully acknowledged.

If proven otherwise, | understand that appropriate actions will be taken based on the
Senate Legislation of Addis Ababa University and the Guidelines provided by the
Ministry of Education.

Name of Investigator: Haileleul Mekonnen Tilinty

Signature:

Date of submission: May 15, 2026

This thesis work has been submitted to DOP with my approval as a supervisor

v" Name and Signature of the first Supervisor

v" Name and Signature of the second supervisor

124



