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Abstract 

Abortion related services are highly stigmatized in Ethiopia. stigma, stress and 
psychological well-being for abortion providers are not much studied in Ethiopia. The 
objective of this study was intended to describe self-stigma, level of perceived stress and 

relation of stress and psychological well-being among health care professional who 
provided abortion service in DKT Ethiopia partner clinics in Addis Ababa. The method 

of the research design used in the study is descriptive study designs with a quantitative 
method of data analysis. Data were collected through self administered questionnaire 
survey. Frequency percentages were used to analyze the collected data. In addition, 

analysis of variance (ANOVA), correlation and a chi-square test were used to analyze 
ordinal and categorical variables. Study data conducted with 102 professionals from 

DKT partner clinics in Addis Ababa. The result of the study revealed that sixty two 
percent of health care professionals are having self-stigma. Twenty three percent of study 
participants are having stressful life event and a majority of the study participants 

experienced a positive mental health. In addition, a significant correlation was found 
between self-stigma, stress and psychological wellbeing. Further, the study revealed that 

health care professionals who intention to leave the profession and professionals who 
doesn’t have intention have a statistically significant different on their perceived stress 
and psychological well-being. Conclusion: self-stigma, stress and poor psychological 

well-being are presented among health care professionals who provide abortion service 
in DKT Ethiopia partner clinics. In addition, it can be concluded that the perceived stress 

in this participant is associated with stigma, intention to leave the profession and 
psychological well-being. 
 

Key words: Self-stigma, Stress, intention to leave, Psychological Well-being. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background  

Nowadays, more and more employees experience stress at work. This stress may 

result from work overload, high demands, poor work conditions, longer working hours, 

lack of control (autonomy) or lack of social supports (Manshor, Fontaine. and Chong, 

2003).  

Health care professionals are also prone to stress because of the peculiarities of 

their work situation, stigma and the discrimination at large in a society (Flinkman, Leino-

Kilpi, Hasselhorn, and Salantera, 2008). Stress is generally defined as undue, 

inappropriate or exaggerated response to a situation. Whereas anxiety about a situation 

could be positive, stress is always negative with attending adverse psychological and 

physiological changes leading to decreased productivity and sometimes death (Familoni, 

2008). Abortion related stress could negative influence healthcare professionals’ physical 

and emotional well-being and overall quality of life. 

Abortion related stress is one of a stress at work places. High stress has always 

been a critical issue for psychological well-being. Medical services especially at abortion 

services involve taking care of other peoples' lives and mistakes or errors could be costly 

and sometimes irreversible (Winfied and Lushington, 2006). It is widely expected that 

health care professionals must be in a perfect state of mind. An abortion service provider 

may be affected by stress.  
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There is substantial evidence that stress can lead to various negative consequences 

for individuals, including somatic diseases, mental health disorders or fee ling of 

exhaustion and burnout (Flanagan & Flanagan, 2002). Lack of abortion professionals and 

high nurse’s turnover represent problems for, the ability to care women seek ing quality of 

abortion care (Clark & Aiken, 2003). Every pregnant woman who is contemplating 

abortion should receive adequate relevant information and be offered counseling from a 

trained and well healthcare professionals with comprehensive psychological wellbeing 

(WHO, 2003). 

As far as life is concerned, high stress is a necessary and common problem 

associated with it. However, stress has undesirable consequences for the emotional, 

mental and psychological wellbeing of an individual (Flanagan & Flanagan, 2002).. 

Generally, we can say that stress can be physical and psychological and can lead to 

decreased quality of life and poor organizational performance  

Until 2005, the Ethiopian penal code permitted abortion only to save the pregnant 

woman’s life or to preserve her health from grave danger, and required diagnosis and 

certification by a medical practitioner, as well as confirmation by an obstetrician or 

gynecologist.  In 2005, the penal code was amended to permit abortion under a much 

broader set of circumstances: in the case of rape, incest or fetal impairment; if pregnancy 

continuation or birth would endanger the health or life of the woman or fetus; if the 

woman has physical or mental disabilities; and if the woman is a minor who is physically 

or mentally unprepared for childbirth (FMoH, 2006; Emily, Dawit, Astrid and Ingrid, 

2019). A legal reform took place fifteen years ago, social norms regarding abortion are 
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just beginning to change, and the expansion of safe abortion services has progressed 

quickly. 

Ethiopia thus emerges as an interesting site in which to study health care workers’ 

perceptions to measure levels of psychological distress, psychological wellbeing and 

stigma of abortion service providers (Sarah, Sahai , Dawit, Ryan and Aster, 2018).  

Over the years, researchers, especially healthcare researchers have taken interest 

in studying abortion related stress. Most studies have shown that the situation has certain 

demands and meeting these demands can lead to stress (Emily et al., 2019; Sarah et al., 

2018). Consequently, these studies have shown that abortion related stress is a real 

problem both to the health care organization and to health care professionals.  

In Ethiopian abortion service, abortion related stress and psychological well-being 

of health care professionals has not been studied well. The aim of the study will be to 

explore Ethiopian abortion service providers’ levels of stress, psychological wellbeing 

and self-stigma. 

1.2 Statement of Problem  

Many medical practices and institutions encourage health care professionals for 

performing abortions. Varieties of ways of stigma and stress are deterred healthcare 

professionals from providing abortions, resulting in a shortage of professionals (CRR, 

2009). The management of abortion related stress has become a topic of increasing 

concern over the past several decades. The profession of counseling is one area that has 

promoted the assistance of stress management in others.  



4 
 

Abortion services are frequently characterized by intense stigma and shame 

associated with moral and religious condemnation. Stigma is a stressor for many people’s 

psychological problem and other mental illnesses. Therefore, stigma related stress is one 

of clinical and public health issue (Hinshaw, 2007). Abortion care profession is 

associated with shame, and the abortion service providers are facing stigma and 

discrimination. 

Despite the demand and utilization increase in abortion service but problems are 

exist in the further expansion of services, a number of healthcare professionals left giving 

services. DKT Ethiopia report shows that around 50% of trained abortion service 

providers left the service provision in the last five years from DKT partner clinics 

particularly trained nurse and midwife who provided abortion services (DKT, 2018).  

While the health workers interviewed revealed a high commitment to their work 

and a conviction that they were saving women’s lives and preventing suffering, the 

religion, stigma and marginalization they experienced from colleagues led to frustration 

and burnout (Lithur, 2004)  

The consequences of abortion related self-stigma and stress for the well-being of 

abortion providers have not been well studied, but hypothesize effects include stress, 

professional difficulties with antiabortion colleagues, fears about disclosing one’s work 

in social settings, and burnout (Alison Norris et al., 2010, Emily et al., 2019). 

 Health workers in Ethiopia experience ethical dilemmas trying to maneuver 

between the community norm, their personal values, and their genuine concern for the 

health of women. However, many healthcare workers face a stigma from fellow 
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colleagues not performing abortions and keep their job secretly from family and friends 

(Emily et al., 2019). 

DKT Ethiopia, have trained mid-level providers (MLP), i.e. health care providers 

who are doctors, health officers,  midwives and qualified nurses, to perform first trimester 

abortions. However, threats to the lives of abortion providers and their families persuade 

against some practitioners from providing these services, even though they were trained 

to perform and the procedure is legal.  

The research in the discourses of sexuality, fertility control and abortion which 

took place in three universities in Ethiopia, namely Addis Ababa, Jimma and Mekelle 

universities shows that students who decide to have their pregnancy terminated in certain 

cases, get assistance to have abortion carried out. While Jimma University has a special 

clinic that provides abortion service to students. The university clinics at Addis Ababa 

and Mekelle Universities will refer students to clinics outside the campus. Many 

Ethiopian female university students had faced pregnancy related problems (Emily et al., 

2019). In spite of an increased emphasis on abortion even at universities healthcare 

professionals are expecting a better psychological wellness (Mulumebet and Haldis, 

2019). 

There is a growing recognition that the issue of healthcare professionals’ health 

(in particular mental health) requires attention (Mészáros V, Cserháti Z, Oláh A, et al, 

2013).  Poor health including poor mental health can impair performance and reduce the 

quality of service delivery and patient care. Patient safety has depends on the healthcare 

professionals’ psychological well-being. Thus, the topic of stress, and psychological 
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wellbeing of healthcare professional having interest both for themselves and its link with 

the health of others (Winfied and Lushington, 2006; Mészáros, Cserháti, Oláh, et al, 

2013).   

The level of stress and psychological wellbeing of abortion providers have not yet 

been well studied in Ethiopia, but hypothesized effects include professional difficulties 

with antiabortion colleagues, fears about disclosing one’s work in social settings, and 

burnout effect. Healthcare professionals could not give priority in investigation of stress 

and psychological wellbeing of Abortion providers in Addis Ababa. In addition the 

relation between stress and psychological wellbeing among abortion providers has not 

been fully documented. Thus, this study aims to stud the level of stress and psychological 

wellbeing of Ethiopian health care professionals who are abortion service providers.  

1.3 Objectives of the study 

1.3.1 General Objectives  

To assess levels of psychological distress, psychological wellbeing and self-

stigma of healthcare professionals who are delivering abortion service in Ethiopia.  

1.3.2 Specific Objectives 

1. Is there self-stigma among abortion healthcare professionals (ie. doctors, 

health officers and  nurses/ midwives). 

2. To assess the level of perceptions of stress among abortion healthcare 

professionals (ie. doctors, health officers and nurses/ midwives). 
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3. To examine the level of psychological well-being of healthcare 

professionals providing abortion service (ie. doctors, health officers and  

nurses/ midwives). 

4. To find out relationship between psychological well-being and perception 

of stress among abortion healthcare professionals. 

1.4 Research questions 

1. Dose self-stigma has among abortion healthcare professionals (ie. doctors, 

nurses and midwives)? 

2. What is the level perceived stress among abortion healthcare professionals 

(ie. doctors, nurses and midwives).  

3. What is the level of psychological well-being among healthcare 

professionals providing abortion service (ie. doctors, nurses and 

midwives). 

4. Is there any significant relationship between psychological well-being and 

perception of stress among abortion healthcare professionals?  

1.5 Significance of the study 

Firstly, the findings of this study would help directly people such as health care 

professionals, and the DKT Ethiopia collaborate clinic community. This study will 

provide information about the level of psychological well-being and stress levels among 

health care professionals. The result therefore, might be used to strengthen the various 

existing programs that are working towards promoting safe abortion services.  
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Secondly and indirectly, it would help FMoH and NGOs who can be important 

stakeholders of the issues to be aware of the situation and explore and assess 

psychological well being and stress levels among health care professionals specially 

abortion care providers.  

In addition, the data from this survey will provide information about the 

participants’ behavior regarding psychological well being and stress levels.  Based on the 

research findings, DKT Ethiopia administrative organ or FMoH would design an 

intervention plans to strengthen the psychological well being by reducing stress level of 

healthcare professionals through training and practice manuals. The result will show the 

direction of the requirement of health professionals’ psychological support needs.  

The other use of this research also is intensifying efforts on risk reduction and 

introduction of intervention activities such as, preparation of IEC/BCC for safe abortion 

services.  

In the educational effort, behavioral change targeted interventions (BCC) will be 

revised and addressed with the current psychological well being and stress levels of 

abortion service care professionals.  

1.6 Operational definition of key concepts  

Self-stigma: - is the health professionals who deliver abortion don’t revealed their 

workplace identity to people to know. It is influences abortion related workers from 

participation in local communities. 
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Intention to leave: - Health care professionals who deliver abortion service and 

currently intention to leave to other sectors. Whether abortion stigma and stress are leads 

some physicians to refuse to provide abortions. 

Perceived stress: -. Is feelings and possible emotional complications regarding 

medical personnel participating in pregnancy termination procedures. It is the char-

acterized by measuring the overall perception of stress regarding abortion duty. 

Psychological Wellbeing: - is the combination of emotional, social and 

psychological functioning effectively or appropriate outcome of individual’s physical, 

social, and psychological development.  

Midwife: – is midwife nurse with additional training (Abortion care) as a midwife 

who is health workers’ having experiences of abortion-related service in DKT Ethiopia 

partner clinics. 

Nurse: – is nurse with additional training (Abortion care) as a nurse who is health 

workers’ having experiences of abortion-related service in DKT Ethiopia partner clinics.  

1.7 Delimitation of this Study  

Initially, the student researchers planned to make descriptive study stress and 

psychological well-being health professional that provide abortion service in Addis 

Ababa. However, such study will demand long time study, high cost of research and 

much more human resources. Because of these, the study is limited in Addis Ababa and 
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some partner clinics in organization sites. Therefore, the outcome of the study may not 

represent all Addis Ababa health care professionals who deliver abortion service.  

1.8 Conceptual Framework 

Number of factors are influence the relationship of self-stigma related 

discrimination, stress and well-being. High levels of stigma are not limited to executive 

level stress. Occupational studies have been conducted on high-stress jobs such as health 

care professionals which tend to exhibit high levels of stress and low psychological well-

being. 

The theory behind this descriptive analysis is that perceived stress is a serious 

problem among health care professionals in high stress occupations, especially in today’s 

controversial abortion service climate (American Institute of Stress). Another aspect of 

this dimension is that professionals often fail to recognize their work related stress can 

become related with psychological well-being problem.  

The base of this study was that the relation of Self-stigma, Perceived Stress Scale 

MHC-SF scale. PSS is measures the degrees to which professional abortion delivery are 

stressful (Cohen, and Mermelstein,1983). The MHC-SF is a 14 item test that assesses 

three components (i.e., emotional, social, and psychological) of well-being (Heather, 

Julie, Jennifer and Gayatri, 2017; Donnelly, 2019). Self stigmas measured by a single 

question respondent evaluate themselves.  

Health care professional who deliver abortion service has experienced on abortion 

stigma and as something that one always salient. The more healthcare professional 
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experienced stigma, the more likely they were to have perceived stress outcomes. Stress 

is a well-documented factor in the repeated and cumulative exposure to negative 

psychological well-being additionally, the reaction of reduction of risk of stress positively 

influences on mental health and psychological wellbeing. 

Conceptual framework has been a hypothesized model identifying the concepts 

under the study and their relationships. It’s a diagrammatic presentation showing the 

relationship between variables (Dodge, 2003). The framework of the study was to assess 

and show self-stigma and perceived stress and its relation with psychological well-being 

among a sample of health care professionals who deliver abortion service in Addis 

Ababa. Findings of studies demonstrate an inverse association between stress and 

psychological well-being, but there is direct relation between self-stigma with stress and 

psychological well-being (Chandra, Batada, 2006; Kumar et al, 2009). 

 

 

 

 

Figure: 1.1 Conceptual framework  

 

 

Stigma 

Stress Psychological 

well-being 
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CHAPTER TWO 

LITERATURE REVIEW  

2.1 Concepts and Definition 

The removal of pregnancy tissue, products of conception or the fetus and placenta 

from the uterus is call abortion. The word abortion derives from the Latin aboriri—to 

miscarry. Abortion is premature birth before a live birth is possible, and in this sense it is 

synonymous with miscarriage. It also means an induced pregnancy termination to destroy 

the fetus. Although both terms are use interchangeably in a medical environment, popular 

use of the word abortion by laypersons implies a deliberate pregnancy termination. Thus, 

many prefer miscarriage to refer to spontaneous fetal loss before viability (Gary and 

Cunningham, 2014). Abortion is a procedure that ends an undesired pregnancy by 

removing the fetus and placenta from the mother's womb (uterus). Abortion care, 

however, can be described as “dirty work”. 

The two chief positions on the morality of abortion can be called the “pro- life” 

position and the “pro-choice” position. The basic pro-life position holds that induced 

abortions are morally impermissible (morally wrong, morally prohibited). Abortion 

involves the killing of a fetus. About killing a fetus is that the fetus is deprived of a future 

of value. Think of all the things which make our life good and worth living: 

understanding the world, seeing our children grow into independent, intelligent, and 

happy people, watching a sunset over the hills, enjoying good times with friends.  
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The basic pro-choice position holds that induced abortions are morally 

permissible (morally allowable, not morally wrong). By killing the fetus, we are 

depriving it of a future life likely to contain these things. The fetus would likely grow to 

be a person who would have contributed to the world in many ways 

Products of conception and Pregnancy tissue refer to tissue produced by the union 

of an egg and sperm before eight weeks. In general, the terms fetus and placenta have 

used after eight weeks of pregnancy. Other terms for an abortion include elective 

abortion, induced abortion, termination of and therapeutic abortion.  

In Ethiopia, abortion is used most of time to end an unplanned pregnancy or to 

end a pregnancy when tests reveal that the fetus is abnormal. Unplanned pregnancies 

happen when birth control is not used, is used incorrectly or fails to prevent a pregnancy. 

Therapeutic abortion refers to an abortion recommended when the mother's health is at 

risk. The majority of abortions are performed during the first 12 weeks of pregnancy.  

2.1.1 Induced Abortion  

Induced abortion is described as surgical or medical termination of a live fetus 

before the time of fetus viability (Violetta et al., 2004). According to the World Health 

Organization (WHO), induced abortion can be safe or unsafe Induced abortion is a 

termination of fetus/embryo intentionally by medical or surgical technique. It is 

categorized as safe and unsafe abortion (The Constitution of The Ethiopian Society of 

Obstetricians and Gynecologists (ESOG), 2010). The practice of induced abortion can 

adversely affect a woman’s health, reduce her chances for further childbearing, and 

contributes to maternal and prenatal mortality. 
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2.1.2 Safe induced abortions  

Safe induced abortions are largely legal in the majority of countries, both 

developed and developing. However, in a number of developing countries, even where 

the practice is legal the criteria for eligibility can be restrictive (e.g. abortion only being 

available when the life of the mother is endangered).  

These legal restrictions and unequal access places severe restrictions on a number 

of women from gaining access to safe induced abortions (The Constitution of Ethiopian 

society of obstetricians and gynecologists, ESOG, 2010). Abortion is now legal in cases 

of rape, incest or fetal impairment (MoH, 2010). In addition, a woman can legally 

terminate a pregnancy if her life or physical health is in danger, if she has physical or 

mental disabilities, or if she is a minor who is physically or mentally unprepared for 

childbirth. 

2.1.3 Unsafe induced Abortion 

Unsafe abortion, according to the WHO’s definition, is a procedure performed in 

an environment that does not meet minimum medical standards or by persons without the 

necessary skills, or both, for terminating an unwanted pregnancy (Andre B. Lalonde, 

2010). 

Unsafe abortions are more likely to occur where access to safe abortion is 

restricted, or illegal to women. Even in instances where skilled professionals perform the 

procedure, if the abortion occurs outside the constraints of the law, the procedure may be 

unsafe to the health and wellbeing of the woman. There are a number of reasons why this 

may occur. Chief among them are: that procedures may be performed in unsanitary 
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conditions.  Procedures may be performed in facilities without the authority to perform 

abortions; post-abortion care may not be provided; if there is an emergency during, or 

after the procedure it is unlikely that medical back-up will be available; and because the 

procedure is unsafely performed the woman may be reluctant to seek care for 

complications (ESOG, 2016). Generally, unsafe abortion is as a procedure for terminating 

an unintended pregnancy, carried out either by persons lacking the necessary skills or in 

an environment that does not conform to minimal medical standards, or both.  

2.1.4 Reason for Induced Abortion 

There are reasons for induced abortion to be established in national penal code to 

assure legality of it. In Ethiopia, following changes to the penal code in 2005 abortion is 

legal under certain circumstances. These include: instances when pregnancy is the result 

of rape or incest; when pregnancy endangers the life of the mother; where there is 

evidence of fetal abnormalities; and in case of minors and women who are physically or 

emotionally impaired (Chamberlain, McDonagh, Lalonde, Arulkumaran, 2009). While 

abortion is generally legal in Ethiopia, in a majority of developing countries, 

complications from unsafe abortion remains a public health challenge.  

2.1.5 Performed Induced Abortion 

According to WHO’s safe abortion guidance recommended that abortion services 

be provided at the lowest appropriate level of the health-care system. It states that 

vacuum aspiration can be provided at primary-care level up to 12 completed weeks of 

pregnancy and medical abortion up to 9 completed weeks of pregnancy, and that mid-

level health workers can be trained to provide safe, early abortion without compromising 
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safety. It includes as mid-level providers: midwives, nurse practitioners, clinical officers, 

physician assistants and others (WHO, 2015). In Ethiopia and India have recommended 

that providers such as auxiliary nurse-midwives should be trained in abortion service 

delivery to ensure that they provide safe abortions for low-income women. 

2. Stress 

Stress is defined either as a reaction or as a stimulus (Peplau, 1968). As a reaction, 

the meaning of stress is consubstantial with specific changes that human biological 

system is experiencing (Shu-Fen, et al, 2009). As stimulus, the definition of stress is 

related to environmental events that cause those changes. The stressful events can be 

acute, chronic, remitting and continuous chronic form (Speileberg, 1965). Stress has been 

defined as a condition or feeling experienced when an individual perceives that demands 

exceed his personal and social resources he can mobilize. Stress at any workplace appears 

to be inevitable, irrespective of the work nature. While a little stress could be 

performance-boosting, stress beyond control (distress) can bring adverse effect on work 

performance, delivery and to the individual itself (Sohail and Rehman , 2015). 

2.2.1 Abortion related stress  

Miscarriage and abortion are both stressful events, but a study suggests that 

abortion may be associated with more long-term psychological distress. Reality of 

abortion in medical practice, unconscious fantasies experienced by some abortionists, and 

the reactions of general practitioners, psychiatrists, and gynecologis ts to abortion are 

discussed (Violetta et al., 2004).  
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Professional literature is devoid of the topic of feelings and possible emotional 

complications regarding medical personnel participating in pregnancy termination 

procedures. Ethically controversial medical procedures are frequently associated with a 

discrepancy between personal attitude and values versus requirements related to a 

professional situation. Cognitive dissonance is associated with experiencing unpleasant 

psychological stress induced by undertaking actions inconsistent with personal beliefs, 

values and expressed views (Nieminen et al., 2015). 

Health care professionals, for whom just the participation in abortion delivery is 

stressful, are expected to deal with the emotions of the patient, their partner and 

sometimes even other family members. Numerous factors make the participation in an 

induced abortion a traumatic experience. Studies show that participation in multiple 

pregnancy termination procedures increased the probability of developing posttraumatic 

stress disorder (Schmidt, 2010). 

Work related stress as the psychological, physiological and behavioral response of 

individuals when they perceive a lack of equilibrium between the demands placed upon 

them and their ability to meet those demands which, over a period of time, lead to poor 

health and psychological well-being (Blaug et al. 2007, Yousaf and Yasmin, 2016). 

Health care professionals and workers who experience high occupational stress 

are at risk for unhealthy behaviors and poor physical health, service delivery, output, 

outcomes emotional burnout and job turnover (Cox, Griffiths and Rial-Gonzalez, 2000). 

Stressors also vary depending on assigned duty and work place characteristics 

(Blaug et al. 2007). Across occupations, fast-paced and psychologically or physically 
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draining kind of work produces job stress, a state of high stress (Sohail and Rehman , 

2015).  

Study findings support a common perception regarding high stress in different 

work professionals, like those in the military, police, counseling, railways transport and 

power-grids. Medical care representatives and insurance agents too, who always have 

difficult business are considered to be another stressed group of work professionals. 

Abortion care professionals too are not immune from stress (Yousaf and Yasmin, 2016).  

In addition, for the caring professions such as health care workers, emotional 

burnout can occur. The psychological wellbeing of abortion workers may vary depending 

on stress, workload, pace of work and resources available to accomplish assigned tasks 

(Sohail and Rehman , 2015). 

2.2.2 Stress Sources 

One person can assess an event as stressful, while for another person is not. 

Furthermore, the same person considers one event as stressful sometimes, while under 

other conditions the same event cannot charge him emotionally (Richardson and Poole, 

2001). 

According to Ioanna et. al.(2015), on his research study factors of stress is broadly 

classified to in two categories. Stress factors can broadly be classified as internal or 

external. Internal stressor is generated within the person, for example a chronic diseases. 

External stressors are generated outside the individual, for example a death in the family, 

isolation and stigma. Occupational stigma is one of external source of stress. 
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Occupational stigma may carry particularly high costs, including social isolation, loss of 

self-esteem and stress (Lisa, 2011). 

The extents to which some of these events can have positive or negative effects 

depend mainly on the individual’s professional duties. Stigma influences abortion related 

workers from participation in local communities and institutions (Martin, et al.. (2014). 

2.2.3 Psychological wellbeing 

Psychological wellbeing refers to the extent to which people experience positive 

emotions and feelings of happiness. Sometimes this aspect of psychological wellbeing is 

referred to as subjective wellbeing (Diener, 2000).  

Evidence indicates that the primary health issue for health care professionals is 

their mental health care (Kessler et al., 2012; United Nations, 2013). According to the 

World Health Organization, mental health is a state of well-being in which the individual 

realizes his or her own abilities, can cope with the normal stresses of life, can work 

productively and fruitfully, and is able to make a contribution to his or her large 

community (WHO, 2004). 

Wright (2010), defines psychological well-being as, a subjective and worldwide 

judgment that one is encountering a maximal positive and generally minimal negative 

emotions or feelings. Psychological well-being is the capability of an individual to feel 

satisfied and perform effectively regardless of negative or throbbing feelings, which are 

typically part of life (Huppert, 2009). According to Chaturvedula and Joseph (2007), 

psychological wellbeing is a person’s judgment or assessment of his or her life either 

regarding life fulfillment (intellectual assessments) or influence (emotional reactions) 
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which is additionally partitioned into pleasant effect (positive emotions) and unpleasant 

effect (negative emotions). Moe (2012), considers psychological well-being as the corner 

stone of emotional wellness. Psychological well-being is simply defined as ultimately 

about a person satisfaction feeling good and safe livelihood. Psychological well-being is 

composed of all emotional, social and psychological well-being . IZn other words it is a 

functioning of negative well-being (e.g. depression, discouragement, anxiety) and 

positive well-being (self-confidence, positive affect and morale) (O’Driscoll & Brough, 

2003). 

Subjective well-being is characterized by the individual’s internal subjective 

assessment, based on cognitive judgments and affective reactions, of their own life as a 

whole.  There are sub dimensions that investigators consider within the domain of 

subjective well being. These include psychological, social, and spiritual aspects of well-

being. Many scales have been developing for use in scientific studies to assess 

individuals’ subjective well-being across the life course. 

2.2.4 Stigma 

Stigma is the expectation of stereotypical and discrediting judgment of oneself by 

others in a particular context. The term originates from Goffman's (1963) definition of 

stigma, which states that stigma originates when an individual, because of some 

attributes, is disqualified from full social acceptance. 

Public stigma is the reaction that the general population has to people with mental 

illness. Self-stigma is the prejudice which people with mental illness turn against them. 
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Both public and self-stigma may be understood in terms of three components: 

stereotypes, prejudice, and discrimination. 

At the individual level, stigma can be classified into three main manifestations: 1) 

perceived stigma, which are ideas about what others may think about abortion and about 

what could happen if their own experience is made public (rejection by the family or 

partner, impaired social relationships, loss of friendships, criticism, abuse, and isolation); 

2) experienced stigma, which are actual acts of discrimination, harassment, and 

aggression by others; and 3) internalized stigma, which refers to the materialization of the 

two previous forms in feelings of guilt, shame, anxiety, or other negative ideas (Kumar, 

et al., 2009; Shellenberg, et al , 2011; Sorhaindo et al., 2014). Women who seek abortions 

challenge localized cultural norms about the “essential nature” of women. Stigma may 

also apply to medical professionals who provide abortions, friends and family who 

support abortion patients, and perhaps even to prochoice advocates. 

Shellenberg et al. (2011) and Sorhaindo et al. (2014), focus on how internalized 

stigma was experienced by women who had abortions in Mexico and Peru. Feelings of 

guilt, sadness, and shame were common, as well as widespread silence and secrecy 

around abortion, especially in small communities. 

In the study of sociology and psychology areas stigma has been found to be a key 

barrier to health care and can often have negative consequences for the health and well-

being of the health care professionals due to stigmatized (Ellison, 2003). For this reason, 

a number of community health programs, health care service delivery organizations, and 
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health care advocates are working to address stigma directly to yield better health 

outcomes for marginalized professional populations (Cockrill et. al., 2013). 

Health care professionals their work identity is connected to abortion and 

exposure to stigmatizing behaviors may be continual (Alison et al.,2011). The 

concentration of the abortion load on a relatively small number of providers suggests that 

abortion and its associated stigma may be consistently integrated into the identities of 

abortion clinic doctors and staff (Harris, 2008). The consequences of abortion stigma for 

the well-being of health care professionals who provide abortion have not been well 

understood, but hypothesized effects include stress, professional difficulties with 

antiabortion colleagues, fears about disclosing one’s work in social settings, and burnout 

(Harris, 2008; Yanow, 2009). The experience of abortion stigma is different for providers 

than it is for women who have had abortions. Abortion stigma is close at hand for 

providers (Harris, 2008). Their work identity is connected to abortion, and exposure to 

stigmatizing behaviors may be continual.  

According to Jones et al. (1984), by several dimensions and definition, stigmas 

can vary from one another by describing stigma as a social process in which individuals 

are (1) labeled as different, (2) stereotyped or associated with negative attributes, (3) 

conceived of as an “other” a different and subordinate social group and then (4) subjected 

to status loss and discrimination. 

2.3 Stress Management among Health care professionals 

To be able to cope with stress and manage it, it is important to know how stress 

influences ones performance, having self-awareness and recognition of the symptoms of 
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stress helps us to use it constructively and avoid its destructive aspect. It’s also good to 

know when people might be getting into the unproductive and destructive end of the 

stress curve (Afsaneh et al., 2015). There are different strategies identified by Afsaneh et 

al. (2015), that might be useful in managing and controlling stress and they are as 

follows. 

2.3.1 Social support  

Social support is defined as “a social network’s delivery of psychological and 

emotional resources intended to benefit an individual’s ability to deal with stress. Our 

inter-personal relationships are linked to our immune function and our ability to fight 

disease. How well people cope with stress is the might have decided by amount and 

quality of social support that they receive. Positive relationships with and support from 

the people can act as a mediator to work related stress. Structural social support comes 

from being embedded in and connected to a network of people whom we know can 

potentially provide support (Alonso et al., 2009; Rollinson, 2008). 

More so, laughter and positive humor is an important tool that help people handle 

stress of laughter in the work place can result in a significant and long lasting increase in 

several different aspect of self efficacy, including self- regulation, positive, emotion and 

social identification (Falci, and McNeely, 2009). Conclusively, making social 

connections with others at work can help us to do a better job and cope with stress as they 

arise. At the same time, it is import to understand how our support, be it emotional, 

tangible functional can strongly influence other people’s capacity to cope with the 
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stresses and strains of organizational life. We all need a little of help from friends 

(Nahavandi et al., 2015). 

Social support that health care professionals receive from their immediate social 

networks, particularly their friends, mitigates the effects of abortion stigma (Kumar et al., 

2009). Abortion service providers who perceive community support for the right to 

deliver abortion service are less likely to feel guilt and shame than those who do not 

(Kumar et al., 2009). 

2.3.2 Emotional Regulation  

Under different kind of circumstance Emotional regulation across individuals 

varies from reappraisal and suppression extent. Emotion regulation often involves 

changes in emotional responding such as increasing, decreasing, or maintaining of 

positive and negative emotions (Aldao et al., 2010; Webb et al.,  

The emotional reactions concerned in related to stress emotional regulation. When 

health care professionals encounter stressful events in their daily work, emotion 

regulation enables them to deal and manage their emotions (Almeida, Wethington and 

Kessler,. 2002).  

Organization managers has set certain rules and duties for behavior while 

emotional regulation can cause stress when the expression of emotional stress is allowed 

showing in the different faces at the same time make social interaction quite difficult 

(Rollinson, 2008).  
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The effects of emotional regulation are not easy to identifier, because emotional 

regulation happens in a social context and complete information about the nature of 

occupation prior to hiring, and then they are more likely to have realistic expectation and 

higher level of work satisfaction. But not all emotional regulation brings about positive 

responses .some emotions are hidden, they are not shown in faces and this can increases 

strain when there is a pretence employed. Despite this, while there are situations in which 

workers feel stressed because of emotional regulation, organizational heads can still have 

an important role to play in reducing it (Rollinson, 2008). 

2.4 Empirical Studies  

The level of stress experienced by health professionals appears to differ from 

person to person and from one sating to the other work setting. For example, 

psychotherapists working in agency settings reported higher levels of burnout and fewer 

instances of personal accomplishment than did those engaged solely in private settings.  

A research conducted by Prosser, Johnson, Kuipers, (1996) examined that their 

“community setting” participants reported higher scores on stress level with the General 

Health Questionnaire and on the emotional exhaustion scale of the Maslach Burnout 

Inventory. In explaining this finding, Prosser et al. suggested that increased stress among 

community-based staff may be a consequence of uncertainty and change rather than of 

working in the community itself.” 

In the United States, stress related stigma has linked with lower job satisfaction 

and exhaustion among mental health providers, and with burnout and compassion fatigue 

among abortion care providers (Martin, 2014). The literature on stigma and healthcare 
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also reveals negative implications for service delivery. Research on stigmatized 

conditions has shown that providers stigma from abortion has found to reduce physicians 

‘willingness to obtain related training in South Africa (Harris LH, 2014).  

Negative attitudes related to abortion have discouraged trained providers from 

offering stigmatized but life saving care across multiple countries (Bandewar, 2003; 

Harris et al., 2014; Lithur, 2014; Martin L, Debbink M and Hassinger, Youatt and Harris 

2014). 

The British Medical Association (BMA) published a treatise on stress in junior 

doctors5 and later in senior doctors. The conclusions were similar, to the effect that stress 

existed to a significant proportion in both groups and that it is inimical to the doctors' 

health and service delivery to patients. The magnitude of the problem was further 

emphasized in the report of the American Foundation for Suicide Prevention7 which 

claimed that on the average, death by suicide is about 70% more likely among male 

physicians than among other professionals and 250–400% higher among female doctors. 

The major cause is being stress and depression thereof.  

Beyond absenteeism or being present physically at work, but working less 

productively can also be the impact of work stress (Caverley, 2005). In Malaysia, the 

same phenomenon may hold true because the main objective of this study is to examine 

the relationship of sources of occupational stress, coping strategies and well being among 

PTD officers in Malaysia. 

Abortion is frequently characterized by intense stigma and shame associated with 

criminalization of the procedure as well as moral and religious condemnation. Stigma is 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2408543/#R5
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an attribute of a profoundly discrediting nature that marks or taints an individual as one 

who should be socially avoided. A study on, when the law makes doors slightly open: 

ethical dilemmas among abortion service providers in Addis Ababa, Ethiopia found many 

health workers face a stigma from fellow colleagues not performing abortions and 

therefore keep their job a secret from family and friends (Emil et al.. 2019). 

A study has show in Ethiopia. Professional Pragmatism and Abortion Stigma: Assessing 

the Performance of the Stigmatizing Attitudes, Beliefs and Actions Scale (SABAS) 

among Ethiopian Midwives. A quantitative analysis of an abortion stigma scale found 

that, in contrast with results from other countries, a sample of Ethiopian midwives 

reported low levels of stigma, particularly as regards discrimination and exclusion of 

women seeking services (Sarah et al., 2018). 

Several studies have conducted on level of stress and psychological wellbeing 

among women’s who got abortion services. However, most of the studies focused on the 

effect of stress over service seek women’s (Van & Jonge 2010; Rollinson, 2008; Hayes, 

et al., 2015), but there is limited research on the health care professionals regarding 

abortion service providers. Furthermore, the kinds of problems abortion related stressors 

and psychological well-being didn’t study well in Ethiopian health care professionals. 
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CHAPTER THREE 

METHODS OF STUDY 

3.1 Research Design 

 A quantitative descriptive method of design has been applied for this study due to 

the nature of the research problem, the researcher’s fundamental beliefs about the role of 

research and the researcher’s role in such a study (Creswell, 2009). Questionnaires are 

used as a quantitative research tools of this study. The data in quantitative research make 

use of numerical measurements and can be condensed by using statistics (Babbie, 2010). 

Reconstruction of the research instruments ensure validity of the research and emphasize 

that the instruments employed measure what it supposed to (Patton, 2002).  

3.2 Research Setting 

This research focused on an assessment of Stress level and Psychological 

Wellbeing of Healthcare professionals in DKT's Partner Clinics. DKT's Partner Clinics 

are a network of 240 clinics (high-quality Medium, Gynecology & Obstetrics (Gyn/Obs), 

and Maternal and Child Health (MCH) Clinics that provide family planning and 

reproductive health services to Ethiopian women and couples (DKT, 2018).  

 3.3 Population of the Study 

The targeted populations of this study are healthcare professionals who provide 

abortion services in different partner clinics of DKT Ethiopia. As per DKT Ethiopia’s 

training report document, there is at least one abortion service care provider in each of the 

partner clinics  
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3.3.1 Sample Size Determination 

The quantitative data for this study were collected from healthcare professionals 

at DKT Ethiopia’s partner clinics. And the researcher decided to take the sample from the 

whole population. Further, whether the sample size is adequate enough to provide 

accuracy, it is important for a researcher to consider the Cochran formula (Cochran, 

1963) to base decisions on the findings with confidence. 

The Cochran formula allows us to calculate an ideal sample size of a desired level 

of precision, desired confidence level, and the estimated proportion of the attribute 

present in the population. 

n0=Z2* P (1-q)/e2 

Z=standard normal deviation at the required confidence level e.g. 95% or1.96  

P=proportion of population estimated to have characteristics being measured  

q=1-P (proportion of population without the characteristics) 

e= tolerated margin of error (to know the real proportion within 5%) 

n0=1.962 (0.2) (0.8)/0.0025= 0.4905/0.0025=246 

According to Cochran if the population we are studying is small, we are able to  

modify the sample size we calculated in the above formula, by using the below equation: 

n= n0 / (1+( n0 / N )) = n 

n = 246/ (1+( 246 / 240 )) = 117.4 = 118 
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3.3.2 Semple technique  

This section describes what steps the researcher has taken to conduct the study 

starting from the techniques used to select the sample participants. The participants were 

selected from healthcare professionals of DKT Ethiopia partner clinics from Addis 

Ababa. And the sampling technique used is simple random sampling.  In this case each 

individual has been chosen entirely by chance and each member of the population has an 

equal chance of selection probability. It is recommended to use random sampling when 

we don’t have any kind of prior information about the target population.  

3.3.3 Data Sources  

The major sources of data in this study are categorized into primary and 

secondary data sources. The primary source of data was information collected from 

healthcare professional, who were addressed by questionnaires. Likewise, the secondary 

data sources used included reports, documents, archives and review from the clinics and 

DKT Ethiopia archives. 

According to Creswell (2009), for descriptive type of research, primary data can 

be obtained either through survey questionnaires or through direct communication with 

respondents. The following data collection instrument has been incorporated into this 

study. 

3.4 Data gathering Instruments 

 The primary data collecting instruments used for this study has been structured 

questionnaires. The instruments are modified perceived stress scale (PSS) and Emotional, 
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Social and Psychological wellbeing scale. To assess the prevalence of psychological 

distress, depressive and anxiety symptoms and stress and well-being, a number of 

validated widely used instruments have been selected. As discussed above, the secondary 

data collecting instruments were reports and archives where documents were reviewed. 

The prepared questionnaires included enquiries like abortion related data, details 

about age, sex, marital status, academic status, specialty, years of work experience and so 

on. These questionnaires were initially designed in English and then translated to 

Amharic (the local language) by a language expert. Yet again, this Amharic version was 

translated back to English to check for consistency.  

3.4.1 Socio Demographic Data questions 

Personal information form developed by the researcher included questions aiming 

to determine some demographical properties of the respondents. In the form, there were 

the information related to the occupation, age, gender, marital status, employment 

experience, and educational level of the participants. 

3.4.2 Self Stigma 

The questionnaire included a single question, ‘I was providing abortions in 

hospitals but I wouldn’t want people to know’, offers the respondent five options from 

strongly agree to strongly disagree, with lower scores indicating greater levels of self-

stigma. 
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3.4.3 Perceived Stress Scale  

A structured self administered questionnaire was designed based on the original 

perceived stress scale by the researcher. This structured questionnaire was developed in 

English based on perceived stress scale and translated into Amharic. The questionnaire 

designed to measure abortion service duty related with the degree to which situation in 

one’s life events are appraised as stressful.  

Most questions in the PSS ask about feelings and thoughts during the last month, 

but the modified scale also includes a number of related queries about experienced stress 

related to abortion service. In each item, respondents are asked how often they felt a 

certain way ask about feelings and thoughts during the last month related to their abortion 

service.  The PSS-10 scores range from 0 to 13 (low), 14–26 (moderate), and 27–40 

(severe perceived stress during their service experiences with abortion (Cohen et al., 

1983). 

The PSS consisted of 10 items (PSS-10) each item was rated on a five-point scale 

from 0 = ‘never’ to 4 = ‘very often’, covering the preceding month. The PSS scores are 

obtained by reversing the responses (e.g., 0 = 4, 1 = 3, 2 = 2, 3 = 1 and 4 = 0) to the four 

positively stated items (items 4, 5, 7, and 8) and then summing across all the scale items. 

The scores ranged from 0 to 40, with the higher scores indicating higher levels of 

perceived stress and the lower scores indicating lower levels of stress((Cohen et al., 

1983). 

 

 



33 
 

3.4.4 MHC- Emotional, Social and Psychological wellbeing 

The MHC-SF (the Mental Health Continuum Short Form) is comprised of 14 

items measuring emotional (items 1–3), social (items 4–8), and psychological well-being 

(items 9–14) (Appendices :1). Respondents rate their feelings over the previous month on 

a six-point Likert scale ranging from 0 to 5 (never to every day), meaning the range in 

continuous scores is 0–70 (emotional wellbeing 0–15; social well-being 0–25; 

psychological wellbeing 0–30). Higher scores indicate higher levels of well-being 

(Heather, Julie, Jennifer and Gayatri  (2017);  Donnelly, 2019).  

3.5 Methods of Data Analysis 

The quantitative data were collected and compiled then the results presented. All 

analysis had performed using statistical software SPSS version 20 and Microsoft Excel 

2007.  

Further preliminary data analyses were conducted to test the single concepts and 

the scales we used. One question, which is evaluated self-stigma was coded with a 

dimension of “agree” and “disagree” groups for their perceiving of self-stigmatized. 

In addition, the variable “intention to leave” was recorded in to two groups as a 

dummy variable. Therefore there is the variable (Leave) with a dimensions of “Yes” and 

“No” groups. These will identify those health care professionals whose intention is to 

leave there profession from those who intend to continue their professional service.  

The  analysis of the scale of Perceived Stress, the first thing that had to be done 

was to recode the respondents data into useful variables for further statistical analyses 



34 
 

item 4,5,7 and 8 had to be reversed because of their positive formulation. After the items 

code were reversed and were summed up, which yields a continuous total stress score 

(PSS_Cont) ranging from 0 to 40. Scores ranging from 0-13 would be considered low 

stress. Scores ranging from 14-26 would be considered moderate stress. Scores ranging 

from 27-40 would be considered high perceived stress. 

Similarly to calculate the scale of Mental Health Continuum-Short Form was. The 

first way was to calculate a total mental health score, adding up all the single scores from 

the 14 items. This results in a total mental health score ranging on a continuum from 0 to 

70, expressing the amount of positive mental health.. 

Model for analyses for the first, second and the third research question have 

descriptive characteristics model. Descriptive statistical measures (frequency, percentage, 

means scores and standard deviation) were used to describe the general pattern of self-

stigma, stress and psychological well-being of the respondents in line with the 

demographic backgrounds and the results were presented in tables.  

Correlations model was used to answer the other research questions aimed to 

analyze the relationships between the continuous variables of total perceived stress score 

with other variables. 

For the variables with more than two dimensions (profession, age group), an one 

way ANOVA and chi-square test was used to compare the stress and MHC-scores 

between the groups (categorical variables). Therefore, a correlation analysis was used to 

look how the variables such as stigma, stress, intention to leave among health care 

professionals correlate with their psychological well-being score. 
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3.6 Data Collection Procedures 

Based on the sampling procedure the survey questionnaires were distributed for 

118 abortion service providers for the study in different DKT Ethiopia partner clinics 

from Addis Ababa city. For the selected samples to be reliable the researcher used simple 

random (lottery meted) sampling technique with the help and supervision of DKT 

Ethiopia officials. The lists of 240 clinics from Addis Ababa city were presented by DKT 

officials and we categorized the list by odd and even numbers. Then we selected from the 

two categorized group of clinics by lottery method, groups of even numbers are chosen as 

a sample of study. The 118 professionals were selected from their respective partner 

clinics from DKT Ethiopia partner clinics list from Addis Ababa city. The study self-

administered questionnaires were distributed for abortion service providers at the 

conference DKT Ethiopia partner clinics in Addis Ababa City annual meeting in mid of 

April 2021. They returned the completed questionnaires to their respective DKT partner 

clinics representative and majority of the completed questionnaires were submitted to the 

researcher the next morning. 

3.7 Validity, reliability and pilot testing of the instruments  

To assure the validity and reliability, the study tools was translate in to Amharic 

and back in to English by English language professionals. After translating, three 

psychologists were reviewing on the instrument for validity and the psychologist agreed 

the validity of the questionnaire. For the aim of pilot study, the researcher has selected 27 

health professionals who working safe abortion care in Gandhi memorial hospital. 

Manual vacuum aspiration (MVA) has been recently introduced in Ethiopia and Gandhi 
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Memorial hospital is currently serving abortion in its ward. The questionnaire was pre-

tested with twenty seven providers working in abortion facilities and was subsequently 

revised based on pre-test results. 

In the current study, the pilot study was conducted mainly for testing the 

reliability of the Amharic version standardized scale. Participants for the pilot study were 

selected from government owned hospital to avoid contagion of information. The 

instruments of data collection were administered to pilot participants in exactly similar 

way as they would be administered in the main study. In pilot survey, after obtaining 

verbal informed consent, participants were asked to complete the Amharic versions of a 

demographic and PSS scale (10 item) and MHC-SF psychological wellbeing scale (14 

items). The result of the sub subscale Cronbach alpha results are presented in table 3.1. 

The pilot study has been conducted on a convenient sample of 27 (female and 

male) healthcare professionals who provided abortion service in government health 

center. Pilot data were examined using SPSS V.20 and internal consistency analysis. 

Chronbach’s alpha scores were used to assess internal consistency. A determinant had a 

.70 or higher reliability score have retained to the final study (Roger and Victor, 2006).  

Table 3.1.  Survey Reliability Results (Chronbach’s Alpha) 
 
        

Scales and Subscales 

(Determinants)  

 No. Items  Pilot Alpha score 

(N=27) 

Main study Alpha 

score (N=102) 

Total MHC (Continuous) 5 0.748 0.72 

Emotional  3 0.753 0.85 

Social 5 0.710 0.75 

Psychological  6 0.770 0.83 

Total PSS (Continuous)  10 0.708 0.73 
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3.8 Ethical Considerations  

Support letter was obtained from Addis Ababa University School of psychology 

to the DKT Ethiopia in order to have appropriate support during data collection. 

Subsequently, permission to carry out the study received from DKT Ethiopia Partner 

clinics coordinator. The study participants were orally informed the purpose of the study 

and were asked their willingness to participate in the study. Measures were taken to 

ensure the respect, dignity and freedom of each individual. Participants were informed 

that the information they provide would be kept confidential and would not be disclosed 

to anyone else. Additionally, maintained for all obtained information and no names 

written on the questioner instead numbers assigned.  
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CHAPTER FOUR 

DATA ANALYSIS  

4.1 Demographic data of Healthcare professionals  

Table: 4.1 Demographic data Distribution and univariate analyses of Stress and well-being 

 
          

 
  Frequency % Stress PWB 

Variables        mean mean 
Sex Male 30.00 0.29 18.37 39.03 

 Female 72.00 0.71 13.63 43.07 

F F     3.466 0.704 
Age 20 or below 0.00 0.00 0   

 21-25 5.00 0.05 22.60 19.20 

 26-30 8.00 0.08 19.75 33.00 

 31-35 30.00 0.29 21.47 30.07 

 36-40 41.00 0.40 13.22 50.37 

 41-45 13.00 0.13 5.54 51.38 

 46-50 2.00 0.02 1.00 58.00 

 51-55 1.00 0.01 0.00 54.00 

 Above 56  2.00 0.02 0.50 53.50 

F       5.318** 4.534** 
Marital status Single   0.00     

 Married 89.00 0.87 13.34 18.64 

 Divorced 12.00 0.11 26.91 45.54 

 Widow/ Widower 2.00 0.02 24.5 7.00 

F     0.00 7.991** 11.910** 
Education level Diploma 14.00 0.14 

  
50.36 

 Degree 76.00 0.15 

 

40.41 

 MA and above 12.00 0.12 

 

41.33 

  F     6.775** 1.207 
profession Health officer 44.00 0.43   41.66 

 Nurse/ Midwife 53.00 0.52 

 

41.72 

 Doctor 5.00 0.05 

 

45.60 

F       4.801** 0.73 

** significant at the 0.05 level 
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The main sources of information were Healthcare professionals in DKT's Partner 

Clinics who provide abortion service for women’s. In this regard, 118 respondents were 

involved in filling out the questionnaires. Accordingly, out of the total of 118 

questionnaires distributed to professionals in DKT's Partner Clinics who provide abortion 

service in Addis Ababa, 102 (85%) were filled and returned. 

Out of a total of 102 respondent health care professionals who have academic 

profession health officer were 43. % and those who have midwife/ nursing profession 

were 52.0 %, while the remaining 4.9 % was doctors. 

One hundred two health professionals were voluntarily completed the survey 

instruments. 8 professionals submitted incomplete questionnaires and were excluded 

from the analysis. Therefore, a total of 102 health care professionals formed the basis for 

all the analyses. The mean age ± standard deviation (SD) of the study health care 

professionals was 36.3 ± 6.5 years, with a range of 22 - 60 years.  

The summary of the socio-demographic characteristics of the sample are included 

in (Table: 4.1). Out of the 102 participants, 30 (29%) were male professionals and 72 

(71%) were female health care professionals.. All the professionals belonged to the 

marital status. The respondents were no single, while the rest 87.2% and 11% married 

and divorced respectively.  

Univiariate analyses indicated that age, marital status, educational level, 

profession and number of delivered abortion with perceived stress (P < 0.05). Age 

Marital statuses were related to well-being (P < 0.05).  
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Regarding gender, the analyses showed that female perceive more stress than their 

male fellow professionals. This is in accordance with the literature, which shows that 

women perceive more stress than men (Misra & Castillo, 2004). Although female health 

care professionals perceive more stress, the relationship between stress and mental health 

is not as big as among their male 25 fellow professionals. A better understanding of the 

study the results are socio demographic dependent, it might thus be critical to use the data 

from this study as an indicator for the amount of stress and PSW that is perceived by 

health care professionals. Age or Marital status can increase the level of stress and 

psychological wellbeing. 

4.2 Self-stigma: Health care professionals revealed their workplace identity to people to 

know 

Table 4.2 Health care professionals revealed their workplace identity to people to 

know  

Revealed their workplace identity to people to know 

    Yes No Total 

Profession 

Health Officers 14 (3.4%) 30 (29.7%) 44(43.1%) 

Midwifes/Nurse 20 (19.6%) 33 (32%) 53 (52%) 

Doctor 4 (3.9%) 1 (1.1%) 5 (4.9%) 

  Total 38 (37.3) 64 (62.7%) 102 

 

The above table 4.2 shows that respondent were 64 (62.7%) were health care 

professionals doesn’t willing to reveal their workplace identity to people to know. 

Whereas 38 (37.3%) were health care professionals willing to revealed their workplace 

identity to people to know. It shows that majority of health care professionals who 
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delivered abortion service couldn’t want others to know their duty and duty station. It 

implies that majority of abortion service providers are self-stigmatized them.  

The present study results have shown that only one percent of respondents was 

doctors and agreed or strongly agreed that they wouldn’t want people to know if they 

were giving abortion service to women’s. Midwifes were more likely to respond they 

don’t want to people to know if they were giving abortion service to women’s (32 %, 

than health officers (29.76%). Pearson chi-square confirmed no significant differences in 

self-stigma between the health care professionals (X2(0.20) p value is greater than 0.05).  

4.3 Health care professionals who provide abortion to leave to other sectors  

Table: 4.3 Professionals who provide abortion service and intention to leave 

professionals who provide abortion service and leave to other sectors 

    No(continue) Yes (leave) 

    Count Count 

Profession Health Officers 34 (33.33%) 10 (9.80%) 

  Midwifes/ Nurse 41 (40.20%) 12 (11.76%) 

  Doctor 5 (4.90%) 0(%) 

  Total 80 (78.43%) 22 (21.7%) 

 

Similar question was asked to respondents for the intentions to leave their 

abortion service delivery. The above table 4.3 shows that were 80 (78.43%) respondent 

were not agreed that health care professionals who provide abortion service don’t leave to 

other sectors. Whereas 22 (21.7%) were has intention to leave to other sectors. It shows 

that majority of health care professionals who delivered abortion service couldn’t want to 

leave to other sectors and stayed on their profession for current time 
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 Only one percent (1%) of respondents is doctors agreed that they want to leave 

there abortion service delivery profession. Midwife’s were more likely to respond to want 

to leave there profession (11.76 %, than health officers (9.8%). Pearson chi square test 

confirmed significant differences between the midwife-nurse doctors and health officers 

groups over intention to leave their profession (X2(1.446) p=(0.045).  

4.4 The prevalence of Perceived stress of health care professionals  

Table: 4.4 The prevalence of Perceived stress of health care professionals by 

profession group (N = 102). 

 
  PSS_level  PSS_Cont  

Low stress  Moderate 

stress 

High 

stress 

    

Count  Count  Count  Mean SD 

Profession Health Officers 26 (25%) 8 (7.8%) 10 (9.8%) 14.45 11.98 

  Midwifes/Nurse 28 (27.5%) 12 (11.8%) 
13 

(12.7%) 16.87 11.49 

  Doctor 5 (4.9%) 0 0 0.4 0.55 

 

Total 59(57.8%) 20(19.6%) 23(22.5%) 15.01 11.89i 

 

The above table 4.4 shows that almost twenty three percent of the participants 

perceived health professional as being stressful. The rest of health professionals 19.5% 

moderate and 57.8 % low stressful.  

The overall mean perceived stress scale score in the study participants was 15.01, 

with a standard deviation of 11.89. The mean perceived stress scale score was higher 

(16.87) in the, midwifes followed by health officers (14.45) and doctors (.55), and the 
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higher score among midwifes indicated that the perceived stress was highest among them 

as compared to other health professionals doctors and health officers.  

Table: 4.5 the prevalence of Perceived stress of health care professionals who 

intention and do not intention to leave to other sectors by profession group (N = 102)  

 

Health care professionals intention to leave to other sectors 

No (N=80) Yes (N=22) 

Low stress 
Moderate 

stress 
High 
stress 

Low 
stress 

Moderate 
stress 

High 
stress 

Count Count Count Count Count Count 

Profession Health Officers 26 (31.7) 8 (9.8) 1 (1.2) 0 (0) 0 (0) 9 (40.9)  

Midwifes/ Nurse 28 (34.1) 9 (11.1)  3 (3.7) 0(0) 3 (13.7)  10(45.45) 

Doctor 5 (6.1) 0(0) 0(0) 0(0) 0(0) 0(0) 

The present study results (Table: 4.5) have shown that 86.3% (40.9% health 

officers and 45.45 % midwifes Nurse) out of a total of 22 professionals who intention to 

leave to other sectors were high in perceived stress but (13.7% and 0%) of professionals 

who intention to leave to other sectors were moderate level of perceived stress. Contrast 

to the above result from out of professionals who don’t have intention to leave the 

majority 71.9% (34.1% midwifes Nurse 31.7% health officers and 6.1% Doctors) were 

low in perceived stress.  

Table: 4.6 One way ANOVA perceived stress difference among professionals 

Perceived stress _Total 

  Sum of 

Squares  

df Mean Square F Sig. 

Between Groups 1263.776 2 631.888 4.801 0.000 

Within Groups  13030.185 99 131.619   

Total 14293.961 101 
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As presented in table 4.7, the computed one way ANOVA finding of the study 

indicated that there was a statistically significant relationship was found between 

professional group and perceived stress continuous score at F= (4.801) = P = 0.010) 

among health care professionals. 

4.5 The prevalence of Psychological well-being of health care professionals  

Table: 4.7 Descriptive characteristics of MHC-SF result 

  MHC-SF Three Category Diagnosis of Positive 
Mental Health MHC Total  

Languishing Moderate Flourishing 

Count (%) Count(%) Count(%) Mean SD 

Profession 

Health Officers 10 (9.78%) 14 (13.73%) 20 (19.63%) 41.66 22.32 

Midwifes/ Nurse 16 (15.71%) 10 (9.80%) 27 (26.45%) 41.72 22.42 

Doctor 1 (.98%) 3 (2.94%) 1 (.98%) 45.60 20.62 

 Total 27 (26.47%) 27 (26.47) 48 (47.05%) 42.80 21.78 

 

Based on the Mental Health Continuum Short Form (MHC-SF), Scores are added 

together for a total mental health score that can range from 0 to 70, with positive mental 

health represented by a score of 46 or more, average mental health represented by a score 

of 25 to 45, and poor mental health represented by a score of less than 25 (Keyes, 2005)  

A majority of the study participants (48, (47.05%) experienced a levels of 

flourishing (positive mental health) well-being, and 26.47%, 26.47% experienced 

moderate and languishing (poor mental health) well-being respectively. Midwife/ Nurse 

(n = 27, 26.4%) flourishing well-being (10, (9.8%), moderate levels and (n = 16, 15.71%) 

languishing well-being respectively. Health officers (n = 20, 19.6%) flourishing well-

being (14, (13.7%), moderate levels and (n = 10, 9.7%) languishing well-being 
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respectively With relatively few reporting were by Doctors with a level languishing and 

flourishing 1 (98%) and 2.9% moderate well-being.  

Table: 4.8 One way ANOVA MHC mental health difference among professionals 

mhc_Total  

  Sum of 

Squares  

df Mean Square F Sig. 

Between Groups 72.747.529 2 36.374 0.073 0.930 

Within Groups  49261.841 99 497.591   

Total 49334.588 101 
   

 
 

Total contentious scores on Mental Health Continuum Short Form (MHC-SF) had 

an average mean of 42.80 with standard deviation of 21.78 which was categorized as a 

moderately quality of well-being (Table 4.6). As presented in table 4.7, the computed one 

way ANOVA finding of the study indicated that there was no statistically significant 

mean difference was found between professional group(doctors , health officers and 

nurse) and psychological wellbeing at F= (0.141) = 7.83, at α , = 0.008). 

Table: 4.9 The prevalence of Mental Health of health care professionals who 

intention and do not intention to leave to other sectors by profession group (N = 102) 

 

MHC-SF Three Category of Positive Mental Health 

No (N=22) Yes (N=80) 

Languishing Moderate Flourishing Languishing Moderate Flourishing 

Count Count Count Count Count Count 

Profession Health 
Officers 

1(1.25%) 14 (17.25%) 20 (25.61%) 9 (40.9%) 0 (0.0%) 0 (0.0%) 

Midwifes/ 
Nurse 

3 (3.75%) 10 (12.25%) 27 (33.75%) 13 (59.1%) 0 (0.0%) 0 (0.0%) 

Doctor 1(1.25%) 3 (3.75%) 1(1.25%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

Total 5(6.25%) 27 (33.75%) 48(.60%) 22 (21.60%) 0 (0.0%) 0 (0.0%) 
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The present study results (Table: 4.9) have shown that out of a 22 professionals 

who intention to leave to other sectors all of them (40.9% health officers and 59.1% 

midwifes Nurse) were poor mental health represented. Contrast from the above result out 

of a total of 80 professionals who don’t have intention to leave to other 48 (33.75% 

midwifes Nurse, 25.61% health officers and 1.25%) of professionals were positive mental 

health, 6.25% were represented poor mental health and 33.75%  were represented 

moderate mental health among professionals who don’t have intention to leave to other 

sectors. That confirm that all health care professionals who have intention to leave to 

other sectors were poor mental health represented. 

4.6 Correlation (r) and Chi-square Analysis 

Table: 4.10 Results of Bivariate Correlation (r) Analysis 

Correlations 

  1 2 3 4 5 6 7 8 

PSS_Con 1 -.580
**

 -.559
**

 -.574
**

 -.550
**

 .373
**

 .672
**

 .147 

MHC_Total  1 .882
**

 .984
**

 .987
**

 -.293
**

 -.793
**

 -.310
**

 

Emotional   1 .812
**

 .838
**

 -.268
**

 -.820
**

 -.304
**

 

Social    1 .960
**

 -.277
**

 -.740
**

 -.286
**

 

Psychological     1 -.297
**

 -.774
**

 -.313
**

 

Revealed their workplace 
identity to people to know 

     1 .404
**

 .267
**

 

Health care professionals 
intention to leave to other 
sectors 

      1 .359
**

 

Experience                1 

**. Correlation is significant at the 0.01 level (2-tailed). 

 

Pearson correlation test was conducted to know the relationship between the 

variable, which is self-stigma, stress and MHC-sf total score. The results of the 
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correlation between these variables are shown in table 4.9. Cohen and Holliday (as cited 

by Bryman and Cramer (1999)) proposed the range of correlation coefficient as  0.39 = 

low; 0.40 to 0.69 = modest; 0.70 to 1 = high. For this study the researcher used 

correlation coefficient range of Cohen and Hollidays (1982).  

As depicted above, Table 4.9 shows that the four self-stigma, health care 

professionals intention to leave, perceived stress and psychological wellbeing correlated 

with each other. Self-stigma (r= .373, p = 0.01) has significant positive correlation with 

perceived stress. Health care professionals who delivered abortion service high self- 

stigmatized have the higher the possibility to get perceived stress. 

The highest correlation was between mental health and Health care professional’s 

intention to leave to other sectors (r =.-793, p=0.01). This it indicates that there is a 

strong negative relationship between mental health and Health care professional’s 

intention to leave to other sectors. 

Also self-stigmatized negative relation with mental health score (r =.580, p=0.01). 

The implication is that health care professionals who delivered abortion service have 

higher self-stigmatized were less expected for mental health.  

Similarly total perceived stress negative relation with total mental health score (r 

=.-580, p=0.05), with emotional (r =.-559, p=0.05), with social (r =.-574, p=0.05)  amd 

with psychological (r =.-550, p=0.05). The implication is that health care professionals 

who delivered abortion service have positive mental health score are less expectation for 

perceived stress.  
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Result indicates that there is a strong positive relationship between social and 

psychological subscale. Next to perceived stress, revealed their workplace identity to 

people to know and health care professionals intention to leave to other sectors moderet 

and significantly correlated, r = .404, p<.01. After that Personal Growth and purpose in 

life strongly and significantly correlated, r = .883, p<.01.  

Results of the Pearson correlation also revealed that a significant negative 

correlation between MHC total score and revealed their workplace identity to people to 

know r = -.293, p< .01. A Strong significant negative correlation between MHC total 

score and Health care professionals intention to leave to other sectors r =-.793, p< .01 

showing that higher in MCH has associated with low health care professionals intention 

to leave to other sectors. In general, Stigma, stress and psychological well-being has 

negatively and significantly correlated each other. But health care professionals intention 

to leave to other sectors revealed their workplace identity to people to know positively 

correlated r = -.293, p< .01. 

Table: 4.11 The Association between levels of stress and sub-scale pf 

psychological well-being 

Chi-Square Tests 

  Value 
                         

df P-value 

Pearson Chi-Square 64.068 4 .000 

Likelihood Ratio 69.673 4 .000 

Linear-by-Linear Association 29.138 1 .000 

N of Valid Cases 102     

As presented in table 4.10, a chi-square test of independence was performed to 

examine the relation between three level of stress and sub-scale of psychological well-
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being. The finding of the study indicated that there was statistically significant 

relationship was found between perceived stress level and psychological wellbeing, X2 

(64.068, N = 102) p>0.05. 

Numbers of abortion delivery were negatively related to emotional social, 

psychological and well-being. 

Table: 4.12 The Association between self-stigma and intention to leave 

Chi-Square Tests 

  Value 
                         

df P-value 

Pearson Chi-Square 16.655
a
 1 .000 

Likelihood Ratio 23.997 1 .000 

Linear-by-Linear Association  1 .000 

N of Valid Cases 102     

 

As presented in Table 6.1, the computed chi-square test of independence finding 

of the study indicated that there was statistically significant relationship was found 

between self-stigma (nominal variable) and intention to leave for health care 

professionals (nominal variable). Hence, stigma can be considered as one of the 

determinant factors of health care professionals have intention to leave their profession. 
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CHAPTER FIVE 

DISCUSSION 

 According to the World Health Organization, safe abortion is a procedure for 

terminating a pregnancy that is performed by an individual with the necessary skills, or in 

an environment that conform to have a minimal medical facility,(WHO,2012). In 

Ethiopia, safe abortion contributes to minimize maternal morbidity and mortality, 

especially among adolescents. However, still availability and access to safe abortion 

services is limited leading to clandestine, unsafe abortions with their attendant 

complications including maternal mortality.  

Health care professionals providing abortion services were highly stigmatized in 

developing society with untold ramifications. There was lack of research to clarify the 

heavy burden stigma and stress places on women and health care professionals who 

provide abortion services (Patience, Beverley and Susannah, 2016).  

5.1 Self-stigma and health care professionals  

Our study result show that majority of health care professionals who provides 

abortion service at DKT Ethiopia partner clinics are having self stigma. They believe that 

they are stigmatized by the wider community. Health care professionals who are known 

in participating in abortion service in Africa are generally not respected. They may be 

called informally as murderers and sometimes hated and discrediting from their 

communities (Norris, 2011; Patience, Beverley and Susannah, 2016).  

The result indicates that two out of three health care professionals who deliver 

abortion service are having experience stigma. We have seen in our study many providers 
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share these self-stigmatizing attitudes. Stigmatization also affects health care 

professionals who provide abortions as well as people who support seeking abortions 

(DKT, 2018).   The present finding is consistence with the study of Norrist et al. (2011), 

Health care providers who dispense abortion medication and works in facilities that 

provide abortion services are also affected by stigma.  

Some health care professionals were less concerned about community members’ 

negative attitudes towards abortion service and deliver abortions because they believed it 

was their duty. A study in Ghana, those health care professionals who conducted 

abortions considered themselves as “brave people” doing important work for the 

community (Donnell, and Freedman, 2011). Health care professionals put more emphasis 

on the positive aspects of abortion, while avoiding those negative complainers.  

However, studies have shown how such stigma is manifested in providers 

nurse/midwives spoke of ethical dilemmas they faced regarding their professional 

obligations and untold beliefs, it has been reported elsewhere that professional difficulties 

with anti-abortion colleagues was some of the effects of stigma associated with abortion 

(Sarah, Sahai, Dawit, Ryan and Aster, 2018). 

In this study, result shows majority of nurse-midwives appeared more guilt and 

their views may be reflected the cultural/religious values of their surrounding 

communities (Emily et al., 2019). Ethiopian midwives are typically socialized in a 

cultural milieu that denounces abortion so they have inculcated in their minds that 

abortion is sinful (Emily et al., 2019; Sarah, et al, 2018). In contrast medical doctors were 
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less self-stigmatized themselves and less influenced by health care workers not involved 

in abortion provision.  

Studies conducted Clarke et al. (2000), also evaluated the influence of stigma with 

abortion providers where abortion is illegal reveal that they frequently feel isolated from 

their friends and that they are afraid to speak openly about their abortion duty. 

Stigma prevents many educated, trained, abortion health care providers from 

speaking about their abortion related work. The present finding 65.28 % of participant 

doesn’t want to revealed their workplace identity and speck about their duty. 

Therefore, the image of the abortion provider is circulated by those who oppose 

abortion as heartless and merciless. Providers do not identify with this image, will not 

prefer to speak about their duty (Lisa, Michelle and Lisa, 2011). 

Results revealed that almost one fourth of study participants who provide abortion 

service in DKT Ethiopia partner clinics had intentions to leave their service provision. 

The loss of trained professionals might hold severe cost and productivity implications for 

current abortion health care system (DKT, 2018; Son, Kim & Kim, 2014). The intention 

to leave by health care professionals, the so-called brain drain, was found in studies in 

higher medical service environment (Theron et al., 2014).  

Effects of abortion self-stigma also were found among health care professionals 

who provide abortion service. Providers of abortion service reported that they perceived 

self-stigma related to their care service, which had the potential to reduce the quality of 

their professional continuity (Alison et al.,2011). It might keep health care professionals 
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from providing abortion services, thus increasing the barriers women face in trying to 

obtain safe and timely abortion related treatment.  

Social support is defined as a provision of physical and psychological resources 

that increased person’s ability to deal the stress (Alonso et al., 2009). Thus, social support 

incorporated the provisions of instrumental support, task assistance, informational 

support, guidance that facilitates the individual’s coping or problem-solving etc. Further 

social support is a provision of emotion and provision of concern and empathy to an 

individual (Malecki and Demaray, 2006).  

In other words, social support is functional to moderate the relationship between 

stigmatization and mental health problems.  When social support is goes down from 

positive to negative stress anxiety, and depression are goes high (Alison et al.,2011). As 

such, for the health care professionals who came from abortion service delivery, social 

support more likely played an important role in minimizing the negative effects of 

stigmatization on health care professional’s mental health.  

Moreover, social support can enhance emotional health, which is very important 

to alleviate psychological distress (Donenberg, 2005). When the level of social support is 

increased the negative effects of stigmatization on one’s psychological health can be 

weakened. The high level of social support means individual can get have more and 

better social support, such as emotional support from subordinate and colleagues. This 

can help health care professionals who affected by stigma to develop positive self-

awareness and reduce unhelpful emotions (Thompson, Noel and Campbell, 2004).  
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5.2 The level of perceived stress among health care professionals  

Stress might be measured from different perspectives, like as the environmental, 

biological and psychological ones (Dawe Montgomery, 2016). The Perceived Stress 

Scale (PSS) used in this study is a psychological model characterized by measuring the 

overall perception of stress. Some documents indicate that self-reported questionnaire are 

generate evidence of self-knowledge level and stress management, as well as provide a 

significant number of health and wellness indicators (Brown and Ryan, 2003; Lopes and 

Martin, 2011).  

The overall mean perceived stress scale score in the study participants was 15.01, 

with a standard deviation of 11.89. The mean perceived stress scale score was higher 

(16.87) in the, midwifes followed by health officers (14.45) and doctors (.55). As 

presented in table 4.7, the computed one way ANOVA finding of the study indicated that 

there was a statistically significant relationship was found between professional group 

(Doctors, Health officers anf midwife nurse) and perceived stress continuous score at F= 

(4.801) = P = 0.010) among health care professionals. 

The study result shows that there is a significant difference between health care 

professionals who provide abortion service in DKT Partner clinics. In face of so many 

work demands, it has been observed that the health care professionals who provide 

abortion services are exposed to psychosocial and environmental hazards related to work 

generating psychological symptoms associated with abortion related stress (Marcelo, 

2017). 



55 
 

Results obtained from this study were higher levels of perceived stress were 

observed among midwifes/ nurses in relation to health officers and doctors. Still in 

relation to the category, there were statistical differences in perceived stress levels of 

doctors, nurses and health officers. A document supported that midwifery/ nurses, which 

could be explained by having high perception of work overload as from the abortion care 

team (DKT, 2018; Sarah, Sahai, Dawit, Ryan and Aster, 2018; Alison et al.,2011). 

Among the symptoms of the stress, people report feeling hopelessness, overwhelmed, 

exhausted, lonely, sad, and so depressed that it was difficult to function.  

This study is similar result with a study done by Susmita, Akash and Mahato 

(2013), Stress and psychological well being status among health care professionals.  

Stress level was obtained in varying degree among different health care professionals, 

while nurses and technicians had stress at high level. (Susmita, Akash and Mahato,, 

2013). 

The present finding shows higher perceived stress levels were also found among 

professionals with intention to leave there abortion delivery service compeered to those 

who continue their service provision in DKT partner clinics. Excessive stress is a means 

for emotional, physical and mental exhaustion of burnout and termination. As the stress 

continues, health care professionals who provide abortion service begin to lose the 

interest and motivation on a certain level of duty (Alison et al.,2011). 

Considering the risks of burnout tend to be highest for midwifery, it would stand 

to reason that the doctors group of health care professionals in the current study reported 

experiencing less stress on average than the midwifery. Those who experienced high 
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levels of stress early in their abortion service provision may have previously left the 

profession due to burnout or attrition (Kornelia, Jolanta, Hanna, Michał and Grzegorz, 

2020). As a result, might keep potential professionals from offering abortion services, 

thus contribute to increasing the barriers obtain safe and timely abortion care for needy 

(Marcelo, 2017). Stress among health care professionals is having the syndrome of 

emotional exhaustion, depersonalization, and reduced personal accomplishment.  

5.3 level of psychological well-being of health care professionals  

The three dimensional perspective of flourishing at work confirmed the inclusion 

of the feeling well (emotional well-being) and functioning well (psychological and social 

well-being) dimensions, as adopted in the model of Keyes (2008).  

The main objective of the current study is to examine psychological wellbeing of 

health officer’s doctors and midwifes/ nurses in DKT Ethiopia partner clinics, Addis 

Ababa city. The research question states that: ‘level of psychological well-being of health 

care professionals in Psychological wellbeing. Statistical method of one way ANOVA 

has been applied to measure between professional groups.  

Result of the study it was found that overall score of doctors and nurses didn’t 

significantly differ in their psychological wellbeing. Midwife/ Nurse are 26.4% 

flourishing well-being and 16, 15.71% languishing well-being. Health officers are 19.6% 

flourishing well-being and 10, 9.7% languishing well-being. With relatively few 

reporting were by Doctors with a level languishing and flourishing 98% and 2.9% 

moderate well-being. 
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This study result is similarly supported by Vicenta & Santiago (2007), in their 

study entitled Psychological wellbeing at work place characteristics among emergency 

medical and nursing staff? The finding of the study shows that Doctors demonstrated a 

greater prevalence of poor mental health, and emotional exhaustion related to nurses. 

In contrast to the current study, in some researches there were conducted in 

Bangalore City, India.  The study examines the level of psychological well being among 

doctors and nurses it was found that overall score of doctors and nurses did not differ 

significantly in their psychological wellbeing (Madhuchandra and Srimathi, 2016).  

Results revealed that almost a one fourth of health professionals had intentions to 

leave their service provision. All respondents reported who intention to leave there 

professional duty have poor psychological well-being. Flourishing well-being, relates to 

employees’ aspects of their current duty in relation to their desires and job satisfaction. 

Health workers having languishing well-being are having unpleasant emotions 

experienced in the duty context, because of events such as stress and guilt (Rojas & 

Veenhoven, 2013). According to Dinener and Biswas (2008), happy people tend to live 

longer, healthier, have more satisfying in jobs, and have social support.  

Poor mental health at work associated with a large percentage of variance in 

intention to leave, which suggests that health care professionals who do languishing 

might think of leaving their professional duty. This result is supported by findings that 

low intentions to leave are explained by languishing at work (Diedericks & Rothmann, 

2014; Swart & Rothmann, 2012). Languishing is characterized by low levels of social, 

psychological and emotional well-being. Research showed that languishing individuals 
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are at equal risk of physical disease, healthcare utilization, work productivity, and 

psychosocial functioning as people who are mentally ill 

The possibility to influence wellbeing through the use of simple psychological 

interventions, have increased the popularity of wellbeing and mental health promotion 

within the professional duty (Bonde, 2008). Social support makes difference for mental 

health such positive mental health is a valuable component for both individual and 

organizational outcomes (Liewellyn Ellardus Van zyl and Chantal Olckers, 2019). Poor 

mental health is related to lower academic achievement, eating disorders, mood disorders, 

substance abuse, higher risk for sexual diseases, and violence. Adolescents suffer from 

mental health problems at some point in their lives 

With respect to the professional level, persons with high amounts of 

psychological wellbeing were among others found to function much better at the 

workplace. This excellent functioning is illustrated through the increased efficiency and 

capacity to perform at work, through the enhanced initiative, interest and responsibility, 

as well as through a heightened concern for the organization and the colleagues 

(Fairbrother and Warn, 2003). 

Emotion regulation components (reappraisal and suppression) and mental health 

in various different samples shows positive relation. They separately investigated the link 

with symptom-related outcomes depression and anxiety and indicators of psychological 

well-being. Significant negative relationships between Emotion regulation suppression 

and well-being were found. Emotion regulation reappraisal was found to be positively 

correlated with well-being outcomes and similar inverse correlations were found with 
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symptom-related outcomes (Hu, 2014). Although results suggest that emotion regulation 

might also be relevant in the context of positive psychological well-being. 

In general, research indicates that emotion regulation is an important factor in the 

context of psychopathology and suggests that it might also be related with well-being. 

Study findings indicate that emotion regulation plays an important role in the context of 

well-being. Several specific strategies as well as overall deficits in emotion regulation 

have been found to be related with well-being. (Hu, T.  , 2014; Aldao A. and  Nolen 

Hoeksema S, 2012; Gratz and  Roemer, 2004). Furthermore, my study was cross-

sectional and the results do not account for mental health of health care professionals in 

general. 

5.4 The relationship between psychological well-being and perception of 

stress among abortion healthcare professionals. 

Result analysis revealed that the research question, asking that a significant 

statistical relationship exists between psychological well-being and perceived stress in 

health care professionals. The results showed that overall psychological wellbeing had 

correlated with perceived stress (r=-.580, p<01). The results also revealed that MHC-SF 

instrument three subscale (emotional, social and psychological) scores had a statistically 

significant relationship with perceived stress. Scores on overall psychological well-being, 

as well as on the three subscales of emotional, social, and psychological seem strongly 

negatively related to perceived stress. High perceived stress was contributing 

significantly to negative relations with the subscales emotional (r=-.559), social (r=-

.574), and psychological well-being(r=-.550).  
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A moderate and high scorer on the emotional well-being subscale would have a 

sense of life direction, and find meaning in today and tomorrows purpose to life. A low 

scorer on emotion cannot find importance or logic of satisfaction and happiness in life, 

lacks goals, and does not hold beliefs that provide life with sense.  

A low scorer on social well-being would have few close relationships and have 

difficulty showing concern for community, and be isolated due to frustration with social 

and interpersonal relationships.  

Our result points out that perceived stress significantly correlate and decreases 

psychological well-being. In other words, high perceived stress makes health care 

professionals who provide abortion service are more reactive to negative events.  

The findings in this case go in line with a study at Sofia University, Department 

of Psychology. Perceived stress was significantly and negatively correlated with 

psychological well-being among health related work environment with higher risk group 

(Biserka, and Sonya, 2018). Result suggests that perceived stress have direct correlation 

on psychological well-being among DKT Ethiopia partner clinics professionals. We 

believe that perceived stress and emotional, social and psychological stability share well-

being component and through this shared component perceived stress reveals significant 

associations with psychological well-being.  

High status of stress has an adverse and negative effect on each subscale of 

psychological well-being of health care professionals who provide abortion service in 

DKT Ethiopia partner clinics. It means that psychological well-being is negatively 
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affected by the stress which leads to various negative consequences and affects the 

professional achievements and organizational goal.  

With respect to what was learned from the literature, it appears that helping 

professionals is a crucial aspect in the training of health care professionals (Roach & 

Young, 2007). One finding of this study was to rule out inaccurate perception in about 

stress and psychological well-being during training for abortion providers.  

Health care professionals are help women who seeking abortion deal with a 

countless of issues in order to guide their clients toward an abortion and healthier life. 

The research is abundant when it comes to demonstrating the positive effects counseling 

can have on the lives of clients (Hunsley & Lee, 2007; Minami et al., 2007). Research on 

the psychological wellness of healthcare professionals, who delivering abortion often 

bring with them unresolved stress and stigma issues from their community or from some 

past experience, and they need to be addressed.  

Moreover, and importantly, the current study also showed that there was indirect 

effect of self stigma on psychological well-being. Based on the existing literature, we 

suggest that stigma might exert such effects on both psychological by increasing levels of 

stress. Stigma itself has been identified as a stressor (Springer, 2009; Link and Phelan, 

2006). The present study showed that stress and mental health are related with each other 

and that abortion health care providers who perceived more stress had a worse positive 

mental health score than those who didn’t perceive that much stress. This should be seen 

as a motivation to offer the prevention of mental ill health.  

. 
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CHAPTER SIX 

CONCLUSION RECOMMENDATION 

6.1 Summary  

The current study set out to measure the level and association of  self-rated 

stigma, level of psychological well-being and level of perceived stress along with 

intention to leave the abortion delivery profession in a population of DKT Ethiopia 

partner clinics doctors, both midwife nurse and health officers, working within a abortion 

delivery service. 

The following major findings were found from the analysis of the quantitative 

data: Using descriptive technique on that respondent were 64 (62.7%) were health care 

professionals doesn’t willing to reveal their workplace identity to people to know. 

Whereas 38 (37.3%) were health care professionals willing to revealed their workplace 

identity to people to know.  

Further study findings shows that almost twenty three percent of the participants 

perceived health professional as being stressful. The rest of health professionals 19.5% 

moderate and 57.8 % low stressful.  

A majority of the study participants 47.05% experienced flourishing (positive 

mental health) well-being, and 26.47%, 26.47% experienced moderate and languishing 

(poor mental health) well-being respectively. Midwife/ Nurse (n = 27, 26.4%) flourishing 

well-being (10, (9.8%), moderate levels and (n = 16, 15.71%) languishing well-being 

respectively.  
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Pearson’ correlation was applied to examine the correlation between the perceived 

stress and dimensions of psychological well-being among health care professionals in 

DKT partner clinics. A moderate negative correlation was found between perceived stress 

and all the dimensions of psychological well-being. Furthermore, based on the correlation 

analysis findings show stigma, stress, emotional, social and psychological well-being had 

an association with intention to leave. 

6.2 Conclusion  

The outcomes of this research study direct us to conclude that self-stigma and 

stress is shown in health care professionals who provide abortion service in DKT 

Ethiopia partner clinics. Guilt is might be one of the stressor of perceived stress among 

abortion service providers. Self-stigma and perceived stress are correlated. Further, we 

can conclude there is a relationship exists between psychological well-being and 

perceived stress in health care professionals at DKT Ethiopia partner clinics.  

In addition, the study also concludes that these health care professionals who 

provide abortion service their perceived stress level were related with psychological well-

being.  

One destructive effect of stigma may be that health care professionals are unable 

to receive social support and stress is a barrier to providing abortions. We can conclude 

that that stigma and stress leads some health care professionals to refuse to providing 

abortions and intention to leave this profession.  

We have been able to confirm the model, where self stigma related with perceived 

stress. Thus we can observe that the intensity of perceived stress is associated with initial 
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characteristics of one’s self-stigmatization. This result pushes us to conclude that self 

stigmatized people may be as vulnerable to negative effects of stressful events and 

unstable psychological well-being. Result revealed that high perceived stress and 

emotional, social and psychological well-being has correlated.  

Generally, Health care professionals didn’t have intention to leave to other sectors 

was more inclined to have moderate and positive emotional, social and physical 

psychological well-being. Therefore, DKT Ethiopia needs to conduct a psychological, 

social, and academic counseling for the health care professional’s intention to leave to 

other sectors in order to reduce stress among them. 

6.3 Recommendations  

This recommendation is made in light of myacknowledgement that more than two 

third of abortion providers also face stigma and one fourth of stressed while making 

abortion services. These providers are to be commended for working diligently to ensure 

continued access to abortion, particularly in challenging times when stigma is prominent.  

Health care providers silence in response to abortion stigma unwittingly 

reproduces stereotypes. Interventions such as the providers training and workshop, might 

eventually foster a more open dialog in which stereotypes are shattered, community 

status will grow, and attitudes and discourse may be revised and revitalized.  

Therefore, we should strengthen social support and emotional enhancing 

behavioral education for this can bring a positive influence on self–stigma, stress and 

create enabling environment for health care professionals to improve the motivation to 

use current profession. In general the following are recommended.  



65 
 

 Training in abortion care systematically integrated stigma and stress 

counseling and coping strategies. Provide training and counseling service 

regarding of providers counter the negative effects of abortion stigma with 

positive beliefs. 

 Facilitate workshops and experience exchanging platform for abortion 

providers actively support each other. It is that nurses and midwives, 

especially in DKT partner clinics, be encouraged to document 

best practices and publish these so that knowledge can be shared 

 Improving access to counseling and better health care support for those 

stigmatized. Such as like, partnerships with different counseling agencies 

can increase the psychological competency of healthcare professionals. In 

terms of improving access DKT Ethiopia should partnerships with 

counseling service provider and a key in decreasing stress and improving 

psychological well-being among abortion health care providers. 

 To study a larger sample of abortion service providers from other 

institutions across the country that would also be beneficial and enhance 

generalization. 

Another recommendation would be to conduct a qualitative study. A qualitative 

study that focused on the self stigma and perceived stress of abortion service providers 

would provide valuable information on the psychological history of health care 

professionals as well as their own experiences.  
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Appendixes 1 

 አዲስ አበባ ዩኒቨርሲቲ  

የስነ-ትምህርት እና የስነ-ባህሪ ኮላጅ  

የሳይኮልጂ ትምህርት ክፍሌ 

መረጃ መስጫ ቅፅ 

የፈቃደኛነት መረጃ መስጫ ሥምምነት 

ውድ የጥናቱ ተሳታፊ 

የአዲስ ኣበባ ዩኒቨርሲቲ የስነ ባህሪ እና ትምህርት ኮሌጅ የሁለተኛ ድግሪ ተማሪ 

የመመረቂያ ጥናት ጥሁፍ ላይ እንዲሳትፉ ተጋብዘዋል፡፡ እባክዎ በዚህ ጥናት ለመሳተፍ 

ከመስማማትዎ በፊት ከዚህቀጥሎ ያለውን ቅጽ በጥሞና ያንብቡና ወይም (ያዳምጡና) 

ግልጽ ያልሆነልዎትን ማንኛውንም ሃሳብ ይጠይቁ፡፡ የጥናቱ አላማ እርሶና በተመሳሳይ 

ህጋዊ እና በፈቃደኛነት ጽንስ ማቆረጥ ሙያ ላይ በተሰማራችሁ ባለሙያዎች ያላችሁን 

የስነልቦና እና ውጥረት ደረጃ በሚመለከት ለመጠየቅ ነው፡፡ ስለዚህ እርስዎ በዚህ ሙያ 

ውስጥ ስላሉ መልስ በመስጠት እንዲተባበሩን እንጠየቃለን፡፡ በዚህ ጥናት ላይ 

የሚያደርጉት ተሳትፎ ሙሉ በሙሉ በበጎ ፈቃደኛነትዎ ላይ የተመሰረተ ነው፡፡ በዚህ 

ጥናት ውስጥ ላለመሳተፍ ወይም ለመሳተፍ ከወሰኑ በኃላ ለማቆረጥ ከፈለጉም ፍላጎትዎ 

የተከበረ ይሆናል፡፡ በዚህ ጥናት ላይ የመሳተፎ ሚሰጥራዊነቱ የተጠበቀ ሲሆን 

ለሚሰጠራዊነቱ ሲባል ስሞንም ሆነ ሌላ የግሉዎን መለያ መጻፍ አይጠበቅቦትም፡፡ ግልጽ 

ያልሆነ ጥያቄ ካሎት ሞባይል ቁ.  0911 632433 ተማሪ መለሰ ሳሙኤል ይበሉና ደውለው 

ይጠይቁ፡፡  

ለትብብርዎ በቅድሚያ ምንጋናችንን እንገልጻለን፡፡ 

ቅድመ ናሙና መለያ ጥየቄ 

ማሳሰቢያ፡  የበዲኬቲ ኢትዮጵያ አማካኝነት በተዘጋጀ ህጋዊ እና በፈቃደኛነት 
ጽንስ ማቆረጥ ሙያ ላይ  ስልጠና ላይ ተካፍለው ከሆነ በቻ ነውይህንን መጠየቅ 
መሙላት የሚጠበቅቦት 

ክፍል 1: የመሠረታዊ መረጃዎች : 

1. ጾታ                           ወንድ                    ሴት 

2.  ዕድሜዎ 
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25 – 30 ዓመት                                  31 – 35 ዓመት                                                                                            

 36 – 40 ዓመት                                 41 – 45 ዓመት  

 46 – 50 ዓመት                                 51 – 55 ዓመት  

 56 – 60 ዓመት                                 60   ዓመት ና በላይ 

3፣ ከፍተኛ  የትምህርት ደረጃዎ 

         ዲፕሎማ          መጀመሪያ ድግሪ        ሁለተኛ ድግሪ         ዶክተር 

4. የጋብቻ ሁኔታ  

       ያገባ/ች        ያላገባ/ች             የፈታ/ች         ባል የሞተባት /ሚስቱ 
የሞተችበት 

5. የስራ ሁኔታ / የተሰማሩበት ሙያ አይነት 

          ነርስ                             አዋላጅ ነርስ                 ዶክተር  

6.  በጽንስ ማቆረጥ  ሙያዎ ላይ ምን ያህል አመታት አገልግለዋል ?  ___________  

 

ክፍል 2: የስነልቦና  ጭንቀት እና የስነልቦና ደህንነት የተመለከቱ 
መጠይቆች  

2.1. በአለፈው አንድ ወር ውስጥ ምን ያህል ግዜ የጽንስ ማቆረጥ አገልግሎት 

ለሚፈልጉ እናቶች  የጽንስ ማቆረጥ አገልግሎት ሰጥተዋል ?   

    -………………………ግዜ          

2.2. የጽንስ ማቆረጥ ሙያዎን  በቅርቡ ለመተው ይፈልጋሉ ወይ ?   

    በፍጹም                      እያሰብኩበት ነው / አዎን 

    አዎን ካሉ ምክንያቱን ባጭሩ ቢገልጹልን………………………………………... 
………… 
.…………………………….…………………………….…………………………. 

2.3. የጽንስ ማቆረጥ ሙያዎን በተመለከተ በሆሰፒታል ወይም በክሊኒክ ጽንስ 
ማቆረጥ አገልግሎት ከሰጡ በኃላ ሰዎች እንዲያወቁቦት ይፈልጋሉ ?  

እፈልጋለሁ         አልፈልግም      
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መልካም፡ እፈልጋለሁ ከሆነ ምክንያቱን ባጭሩ 
ቢገልጹልን……………………………… ………...…………… 
.……………………………. …………………………………..…  

Mental Health Continuum–short form (MHC–SF) 

4. በአለፈው አንድ ወር ውሰጥ በየቀኑ ምን ያህል ግዜ እነዚህ ስሜቶች ተሰማዎት 

በቀረቡትአማራጮች ውስጥ አነድ  መልስ ይስጡ ፡፡ መልሶትም በቁጥር ተወክለዋል     

   5-ሁል ጊዜ                  4-አብዛኛውን ጊዜ          3-ገሚሱን ጊዜ                                

   2-ጥቂቱን ጊዜ                1-በወር አንድ ጊዜ         0- በፍጹም  

የስሜት ደሕንነትን በተመለከተ 
1. በህይወቴ ደስተኛ ነኝ 0 1 2 3 4 5 
2. ለህይወት ፍላጎት አለኝ 0 1 2 3 4 5 
3. በህይወቴ እረካለሁ 0 1 2 3 4 5 

የማህበራዊ ግኑኝነት ደሕንነትን በተመለከተ 

4.ለህብረተሰቡ/ ማህበረሰቡ ሚጠቅም ያበረክቱት  አስተዋፅ  
እንዳለ 0 1 2 3 4 5 
5. ማህበረሰባዊ አንቅስቃሴዎች ላዪ ተሳተፈው ከሆነ (እንደ 
ማህበራዊ አንቅስቃሴ ፣ ትምህርት ቤት  ወይም ከአከባቢዉ 
ነዋሪ ጋር) 0 1 2 3 4 5 
6. ህብረተሰባችን  ለሁሉም ሰዉ ጥሩ ነዉ ወይም የተሻለ 
ቦታ እየሆነ ነው  0 1 2 3 4 5 
7. ነዋሪዎቹ/የአካባቢዬ ሰዎች በመሠረቱ ጥሩ ናቸው 0 1 2 3 4 5 
8. ማህበረሰባችን/ህብረተሰባችን የሚሰራበት መንገድ 
ለእርስዎ ሚሰጦት ትርጉም አለ 0 1 2 3 4 5 

የስነ-ልቦናዊን  ደሕንነትን በተመለከተ 
9. አብዛኛዉን የግል ባህሪዎትን ይወዱታል  0 1 2 3 4 5 
10. በዕለት ተዕለት ሕይወትዎ ውስጥ ያሉትን ኃላፊነቶች 
በጥሩ ሁኔታ ያስተዳድራሉ 0 1 2 3 4 5 
11. ከሌሎች ጋር ሞቅ ያለ እና እምነት የሚጣልበት 
ግንኙነት ነበርዎት 0 1 2 3 4 5 

12. እንዲያድጉ እና የተሻሉ ሰው እንዲሆኑ የገጠሞት ፈተና 
አነዲሁም ልምዶች ነበሩ  0 1 2 3 4 5 
13. የራስዎን ሀሳቦች እና አስተያየቶች ለማሰብ ወይም 
ለመግለጽ ያለዎት በራስ መተማመን 0 1 2 3 4 5 
14. ሕይወትዎ አቅጣጫ ወይም የሕይወት ትርጉም  
እንዳለው ይሰማዎታል። 0 1 2 3 4 5 
 

ንዑስ ክፍሎች ፡  ሀ. የስሜት ደሕንነት ፡ ቁጥር 1፣2፣3፣ 
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ለ. የማህበራዊ ግኑኝነት ደሕንነት ፡ ቁጥር  4፣5 ፣6፣7፣8  

ሐ. የስነ-ልቦናዊን ደሕንነት፡ ቁጥር  9፣10፣11፣12፣13፣14፣ 

Perceived Stress Scale 

 

5. በ ከዚህ በታች በተዘረዘሩት ጥያቄዎች  በአለፈው አንድ ወር ውሰጥ እርሶ የተሰማዎትን 

ስሜት እና ሃሳብ ለማወቅ መጠይቆች ቀርበዋል ሰለሆነም ምን ያህል ግዜ የዚህ አይነት 

ስሜት በአለፈው አንድ ወር ውሰጥ  አንደተሰማዎት በቀረቡትአማራጮች ውስጥ አነድ  

መልስ ይስጡ ፡፡ መልሶትም በቁጥር ተወክለዋል     

0 = በፍጹም         1 = እምብዛም       2 = አንዳንዴ           3 = 
አብዛኛውን ግዜ           4 = ሁል ግዜ  
 

1. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተገናኘ በትንሽ እና ባልተጠበቀ ነገር የተነሳ 
ምን ያህል ጊዜ ተቆጥተው ነበር? 0 1 2 3 4 
2. ባለፈው ወር ውስጥ የጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተያያዘ በሕይወትዎ ውስጥ አስፈላጊ የሆኑትን 
ነገሮች ለመቆጣጠር እንዳልቻሉ አይነት ስሜት ምን 
ያህል ጊዜ ተሰምቶዎታል  0 1 2 3 4 
3. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተቆራኘ ምን ያህል ጊዜ ከጽንስ ማቆረጥ 
አገልግሎትዎ ጋር በተቆራኘ ፍርሃት  እና ጭንቀት 
ተሰምቶዎታል 0 1 2 3 4 
4. ባለፈው ወር ውስጥ የግል ችግሮችዎን ለመቋቋም 
በለዎት ችሎታዎ ላይ ጽንስ ማቆረጥ አገልግሎትዎ 
ሳያውኩዎ ምን ያህል ጊዜ በራስ የመተማመን ስሜት 
ተሰምቶት ነበር? 0 1 2 3 4 
5. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተጎዳኘ ነገሮች በሚፈልጉት መንገድ አየሄዱ 
እንዳለ ተሰምተዎታል  0 1 2 3 4 
6. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተቆራኘ ምን ያህል ጊዜ ማድረግ ያለብዎትን 
ነገሮች ሁሉ መቋቋም እንደማይችሉ ያውቃሉ?* 0 1 2 3 4 
7. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተያያዘ በሕይወትዎ ያጋጠምዎትን ብስጭት 
ለመቆጣጠር ምን ያህል ጊዜ ቻሉ?  0 1 2 3 4 
8. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተቆራኘ ነገሮችን በቁጥጥር ስር እንዳደረጉ 0 1 2 3 4 
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የሚሰማዎት ጊዜ ምን ያህል ነበር? 

9. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ አገልግሎትዎ 
ጋር በተገናኘ ከቁጥጥርዎ ውጭ በሆኑ ነገሮች የተነሳ  
ምን ያህል ጊዜ ተቆጥተው ነበር? 0 1 2 3 4 
10. ባለፈው ወር ውስጥ ከጽንስ ማቆረጥ 
አገልግሎትዎ ጋር በተዛመደ ምን ያህል ጊዜ 
ያጋጠሞት ችግሮች ከመግዘፋቸዉ የተነሳ ማሸነፍ 
እንደማይችሉ ተሰምቶዎት ያዉቃል  0 1 2 3 4 
 

 

 

አመሰግናለሁ!! 
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APPENDICES  2 

QUESTIONNAIRE FOR RESIDENTS 

Community Participation on Inner-city renewal 

Informed Consent Form 

Dear Colleague, 

Thank you so much for your willingness to complete this questionnaire. This research is being 

conducted by a student of Addis Ababa University, in order to comply with the requirements of 

my studies for the Master of Art Degree in Counseling Psychology.  Your participation in this 

study is strictly confidential. To guarantee the anonymity of your response, you should NOT 

write your name in the questionnaire. The questionnaire involves two major parts. The first part 

poses questions concerning your social and demographic background. The second part questions 

related to your data on Stress and Psychological wellbeing of Healthcare Professionals who 

Provides Abortion Service. The information I gather from you today will be used to improve 

Healthcare Professionals abortion health  providers psychological level DKT Ethiopia partner 

clinics community. Kindly respond frankly, accurately and if you face any difficulty in 

completing this questionnaire, please call me (Mr. Melesse Samuel) on +251 911 632433.  

 

NB> Did you received training on save abortion training from DKT Ethiopia in the last5 

years ?                                                                    

              Yes                                     No 

Section 1: Dermographie Information: 

1. Please indicate your gender                 Male                          Female 

2. Indicate the house hold head age 

25 – 30 years                                 31 – 35 years                                                                                            

36 – 40 years                                 41 – 45 years  

46 – 50 years                                 51 and above  
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3. Educational Status  

      Diploma               Degree                                 MSc                          PhD 

4. Marital Status  

   Single                           Married                              Divorced                       Window                

5. Profession;  

       Health officer                     Midwife/ Nurse                      Doctor/ physician 

6. How long do you gave abortion service? ___________ Years 
 
 

2 Questions regarding working condition, stress and psychological well-being 

 

2.1 during the past month how many times do you performed/ or participated in abortion 
case 
…………………………times 

2.2 Do you have intention to leave the delivery of abortion service profession in short 
period of time? 

       Agree / strongly agree                                   Disagree 
2.3 I was providing abortions in hospitals but I wouldn’t want people to know? 
              Agree / strongly agree                                   Disagree 

 

 

Emotional Well-Being: Flourishing requires “almost every day” or “every day” and languish 

requires “never” or “maybe once or twice” during the past month on 1 or  more of the 3 
symptoms of emotional well-being.  
1. Happy/  0 1 2 3 4 5 

2. Interested in Life/  0 1 2 3 4 5 

3. Satisfied/  0 1 2 3 4 5 

Positive Well-Being: Flourishing requires “almost every day” or “every day” and languishing 
requires “never” or “maybe once or twice” during the past month on 6 or more of the 11 

symptoms of positive functioning.    

4. that you had something important to contribute to society.  0 1 2 3 4 5 

5. that you belonged to a community (like a social group, your 

school, or your neighborhood).  0 1 2 3 4 5 

6. that our society is a good place, or is becoming a better place, 
for all people 0 1 2 3 4 5 

7.that people are basically good.  0 1 2 3 4 5 
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8. that the way our society works made sense to you.  0 1 2 3 4 5 

9. that you liked most parts of your personality.  0 1 2 3 4 5 

10. good at managing the responsibilities of your daily life.  0 1 2 3 4 5 

11. that you had warm and trusting relationships with others.  0 1 2 3 4 5 

12. that you had experiences that challenged you to grow and 
become a better person. 0 1 2 3 4 5 

13. confident to think or express your own ideas and opinions.  0 1 2 3 4 5 

14. that your life has a sense of direction or meaning to it.  0 1 2 3 4 5 

 

 

 

 

Perceived Stress Scale 

The questions in this scale ask you about your feelings and thoughts during the last 

month. In each case, you will be asked to indicate by circling how often you felt or 

thought a certain way.  

 

0 = Never 1 = Almost Never 2 = Sometimes 3 = Fairly Often 4 = Very Often  
 

1. In the last month, related to abortion service how often 

have you been upset because of something that happened 
unexpectedly?  0 1 2 3 4 

2. In the last month, how often have you felt that you 
were unable to control the important things in your life 

regarding your abortion service?  0 1 2 3 4 

3. In the last month, how often have you felt nervous and 
“stressed regarding your abortion duty”?  0 1 2 3 4 

4. In the last month, without trouble of abortion duty 

how often have you felt confident about your ability to 
handle your personal problems?  0 1 2 3 4 

5. In the last month, related to your abortion service 
delivery how often have you felt that things were going 

your way?   0 1 2 3 4 

6. In the last month, related to your abortion service 
delivery how often have you found that you could not 

cope with all the things that you had to do?  0 1 2 3 4 

7. In the last month, how often have you been able to 

control irritations in your life regarding your abortion 0 1 2 3 4 
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duty?  

8. In the last month, related to your abortion service 
delivery how often have you felt that you were on top of 
things?  0 1 2 3 4 

9. In the last month, related to your abortion service 
delivery how often have you been angered because of 
things that were outside of your control?  0 1 2 3 4 

10. In the last month, how often have you felt difficulties 

were piling up so high that you could not overcome them 
related to your abortion service?  0 1 2 3 4 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


