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ABSTRACT

Objectives Despite the growing recognition of mental
health challenges among health workers, limited
information regarding their self-identification of common
mental symptoms (CMSs) and their perceptions of

causal pathways to work-related psychosocial stressors
exists. This study aimed to explore how health workers
recognise CMSs, perceive their exposure to work-related
psychosocial stressors, conceptualise causal pathways,
evaluate the impact of these stressors on the professional
quality of life (PQoL), employ coping strategies and
encounter barriers to mitigating stressors and seeking
support.

Design and settings Our study employed an interpretive
and descriptive phenomenological approach, informed

by theoretical frameworks. We conducted focus group
discussions (FGDs) and in-depth interviews (IDIs) with
purposely selected health workers between January

and February 2023. Interviews were audio recorded,
transcribed and translated into English. Data was
processed and analysed using MAXQDA 2020 software,
with thematic findings supported by illustrative
participants’ quotations.

Participants The study included 34 health workers who
participated in 10 IDIs and three FGDs.

Results Five themes emerged from the study, guided by
combined theoretical frameworks: (1) conceptualisation of
occupational stress, anxiety and depression symptoms; (2)
exposure to work-related stressors; (3) perceived impact
of work-related stressors on PQoL; (4) experiences with
coping strategies; and (5) barriers to mitigating stressors
and seeking support. Accordingly, our findings revealed a
low self-identification with CMSs (SICMSs), an increased
perception to link work-related stressors with CMSs and
their negative impact on PQoL, limited use of adaptive
coping strategies and the presence of multiple barriers

to effective coping and support-seeking practices among
health workers across the respective themes.
Conclusions The findings of this study highlight the need
for targeted interventions, including updated training on
CMSs, addressing resource-related stressors, improving
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= The use of diverse qualitative methods (focus group
discussions (FGDs) and in-depth interviews) guided
by theoretical frameworks enriches the study by
providing comprehensive, reliable and contextual
insights into health workers’ experiences with com-
mon mental symptoms (CMSs), work-related stress-
ors and coping strategies.

= Recall bias limited the ability to confirm specific links
between individual symptoms (eg, stress, anxiety or
depression) and specific work-related stressors.

= The study could not establish whether changes in
symptoms among participants were directly linked
to changes in specific stressors due to challenges in
recalling stressor durations and associations.

= Exploring the subjective experience of CMSs
through FGDs, particularly anxiety and depressive
symptoms, may have been influenced by social de-
sirability bias, with participants potentially withhold-
ing experiences due to stigma or fear of managerial
repercussions.

= Health workers’ perceptions of causal links between
work stressors and CMSs do not necessarily indi-
cate causation.

workplace communication and conflict resolution, enacting
policy reforms to ensure equitable compensation and
promoting adaptive coping strategies to enhance health
workers’ mental well-being and their PQoL. Furthermore,
we advocate for a more robust exploration of the perceived
causal link supported by lived experiences of health
workers with chronic occupational stress, occupational
depression and occupational anxiety to provide stronger
evidence using longitudinal qualitative and quantitative
studies.

INTRODUCTION
Employment is a beneficial determinant of
health,' including mental health, and plays a
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vital role in achieving sustainable development goals® of
mental well-being. However, the increased risk of common
mental disorders associated with work-related psychoso-
cial stressors has become an increasingly pressing concern
for researchers and policymakers.” Therefore, addressing
how health workers perceive those mental health issues
and their work-related stressors contributes to supporting
sustainable development goals 3 (good health and well-
being) and 8 (decent work and economic growth) of
health workers.” The prevalence of CMSs, such as occu-
pational stress, anxiety’ > and depression,’ is notably
higher among health professionals due to their exposure
to various work-related psychosocial factors. During the
COVID-19 pandemic, approximately 37%, 40% and 37%
of health workers globally reported experiencing mental
distress, anxiety and depressive symptoms, respectively.”
In Ethiopia, the prevalence of psychological distress,
anxiety and depression during the COVID-19 era ranged
from 12.4% to 61.9%,""" 21.9% to 78% """ and 20.2% to
60.3%, " respectively. Moreover, the prevalence of these
CMSs among health workers continued to rise even after
the pandemic had ended."" However, such a high preva-
lence rate may not accurately reflect reality and be overes-
timated or underestimated due to misconceptions about
these CMSs among health workers.

Given the subjective nature of symptoms and the
complex perceived causal links to these symptoms, expo-
sure to work stressors may be interpreted differently
among health workers. Therefore, exploring how health
workers understand or conceptualise these CMSs from an
aetiological perspective (ie, work-ascribed manner) and
their persistent experiences of exposure to work-related
stressors may provide insights into the rising prevalence
of these symptoms and associated work-related psychoso-
cial factors. This understanding contributes to essential
components of selective prevention and the promotion of
mental health in the workplace'? by generating evidence
for effective interventions. To better understand the
rising prevalence of CMSs among health workers, it is
essential to examine how health workers conceptualise
CMSs, such as how they perceive, interpret and conceptu-
alise these symptoms. This focus on the subjective inter-
pretation of CMSs lays the groundwork for exploring
how health workers assign meaning to their symptoms
and connect them to specific work-related stressors as
well as their ability or inability to recognise, address and
seek support for these issues. Similarly, the perceived or
actual experience of exposure to work-related psycho-
social stressors, coping strategies employed and barriers
to seeking support would also add more information to
targeted interventions to enhance the workplace mental
well-being and professional quality of life (PQoL) of
health workers.

The conceptualisation of CMSs including stress, anxiety
and depression, in this study, pertains to how health
workers assign meaning to or recognise symptoms expe-
rienced resulting from work-stressor responses. It encom-
passes their understanding of vulnerability, perceived and

actual experiences; and practice of linking a specific work
stressor to the symptoms of CMS symptoms, perceived
controllability and prevention strategies. Health workers
are expected to possess an adequate understanding of
these issues, but many may lack the skills for early self-
identification of CMSs within the work-ascribed or aeti-
ological contexts which can impede their ability to seek
care due to low mental health literacy."”” This is a gateway
for seeking care or support from mental health profes-
sionals or any other workplace mental health therapists
(eg, organisational psychologists and/or clinical psychol-
ogists). A failure to accurately define CMSs, connect these
symptoms to a specific work-related stressor(s), recognise
confounding factors (such as life stressors) and misunder-
stand the biopsychosocial context can lead to challenges
in symptom recognition. This can increase both the
duration of stressor exposure and the risk of developing
mental illnesses.'* A study indicates that health workers
often fear stigmatisation, perceive themselves as invul-
nerable to mental health issues, may overlook symptoms
due to time constraints and heavy workloads and perceive
symptom identification as futile in the absence of access
to support for persistent specific symptoms.'” Further-
more, an underestimation of symptoms'® and inadequate
mental health literacy'” hinder health professionals from
actively seeking support. Similarly, the perceived and
actual experiences of work-related stressors, along with
an inability to cope with them, can also lead to either
overestimation or underestimation of the risk of common
mental health symptoms.

Despite the high prevalence of CMSs among health
professionals, including those in Ethiopia, there is
limited comprehensive evidence on how these individ-
uals conceptualise stress, anxiety and depression from
an aetiological perspective, particularly the perception
of work-related stressors as causative agents. Additionally,
the subjective experiences of work-related stressors and
their link with those CMSs, coping strategies employed,
barriers to mitigating these stressors and barriers to
actively seeking support from mental health practitioners
(eg, mental health specialists, organisational and clin-
ical psychologists) or relying on collegial and supervi-
sory support remain largely underexplored. Therefore,
this study aimed to investigate how health professionals
conceptualise CMSs, explore their exposure to work-
related stressors, explore perceived causal pathways and
the impact of these stressors on their PQoL, identify
coping practices and barriers to reducing stressors and
supportseeking behaviours among health workers in
Central and Southern Ethiopia.

Theoretical frameworks for the study

To guide our research question and streamline the
complexities inherent in pure constructivism and inter-
pretivism, we used combinations of theoretical frame-
works to conceptualise and explore exposure experiences
to work-related psychosocial stressors. Specifically, we
used seven theoretical frameworks to guide our research
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questions, develop our interview guide, develop code
frames and the moderation or interview processes: self-
identification as having common mental health symp-
toms (SICMS)," the occupational depression inventory
(ODI)," perceived occupational stress,'” the job demand-
resources model (]D-R),19 effort-reward imbalance (ERI)
model,” PQoL* and the transactional model of stress
(TMS).** The philosophical frameworks of construc-
tivism and interpretivism intersect with phenomena
related to perceived mental health symptoms, such as the
perception of symptoms and corresponding work-related
stressors, perceived vulnerability to these symptoms, the
subjective experience of such symptoms and their impact
on perceived PQoL. However, an exploration of coping
practices and barriers to seeking support and mitigating
stressors may require the coding of descriptive realities.
The SICMS is based on the health belief model,” which
seeks to explore how individuals perceive and recog-
nise symptoms, particularly in the context of diseases,
including mental conditions. Our investigation was
guided by the constructs of SICMS, focusing on health
workers’ awareness of symptoms, perceived vulnera-
bility, experiential perceptions of those symptoms and
their perceived causal links between workplace stressors
and CMSs. We also explored their perceptions of the
controllability and preventability of occupational stress,
anxiety and depression. Within the SICMS framework,
the perceived meaning or awareness of symptoms (stress,
depression and anxiety) was evaluated against the Diag-
nostic and Statistical Manual of Mental Disorders (DSM)-5
criteria® for anxiety and depression.'** The perceptions
of health workers about the causal links between specific
work-related stressors identified by themselves and CMSs
of our interest were explored on immediate mention of
stressors. This helped determine whether they denote
terms like ‘occupational stress’, ‘occupational depres-
sion’ or ‘occupational anxiety’ to describe the conditions.
We examined the relationships between occupational
stress and various somatic and mental symptoms over
an extended duration (6 months or more) as well as the
frequency of occurrence of work stressors and their dura-
tion based on occupational aspect measures of distress.'”
We selected the JD-R model' to guide the exploration
of health workers’ perceptions of high demands (such as
high workloads and emotional stressors that may cause
negative mental or physical symptoms when they exceed
health workers’ coping resources) and low job resources
(limited support, autonomy, opportunities, emotional
readiness and resiliencies) due to better accommoda-
tion of multiple work-related stressors. The JD-R model
can be seen as an extension of the Job Demand-Control
(JDC) model.”” While the JDC model focuses primarily
on the balance between job demands and employees’
control over their work, the JD-R model broadens this
perspective by incorporating not only job demands and
control but also the importance of job resources in influ-
encing employee well-being and performance. Hence, we
selected the JD-R theoretical model to guide our study

to incorporate broader work-related stressors identified
by the health workers. The ERI*” model is also another
stress-health model that suggests stress arises when the
effort employees invest in their work is not matched by
adequate rewards, including financial compensation,
esteem and career opportunities. This imbalance can
lead to negative health outcomes, including mental
health outcomes and lower job satisfaction, as individuals
perceive their contributions as undervalued in relation
to the demands placed on them. Similarly, we selected
the ERI model to incorporate the high effort and low
reward,”’ whether perceived or experienced by health
workers, as identified during our interviews and focus
group discussions (FGDs). Furthermore, we explored
the perceived impact of exposure to high job demand,
low job control or decision latitude, low job resources,
high effort-low rewards and the subjective experience of
CMSs on three components of PQoL*": burnout, compas-
sion satisfaction and compassion fatigue (CF). Finally,
we applied the transactional theory of stress™ to investi-
gate, code and thematise coping strategies employed to
manage the abovementioned work-related stressors.

METHODS

Study settings

We conducted this study in eight public health facili-
ties (HFs) located in the Central and Southern Ethio-
pian regions of Ethiopia, the central area of the former
Southern Nations, Nationalities and Peoples’ Regional
Government from 15 January to 28 February 2023 among
health workers. This qualitative study was conducted in
randomly selected healthcare facilities stratified into
primary hospitals, general hospitals and tertiary hospi-
tals. Public health hospitals were selected using stratified
random sampling for the quantitative component of a
larger PhD project. The project incorporates both quan-
titative and qualitative approaches to address distinct
research questions from different perspectives and ulti-
mately integrate the findings for a comprehensive under-
standing of the problems under study in the same target
population. Therefore, this qualitative exploration aimed
to complement the quantitative objectives which focus on
assessing the prevalence of occupational CMSs and their
associations with work-related psychosocial factors.

The healthcare facilities serve a diverse, multiethnic,
multilingual population residing in five administra-
tive zones. These include four zones within the current
Central Ethiopian Region (Hadiya, Halaba, Kembata and
Silitie Zones) and one zone within the current South Ethi-
opian Region (Wolaita Zones). These zones are located
approximately 203-328 kilometres from the capital city,
Addis Ababa. The total population residing in these five
zones, along with an additional eligible zone (the Guragie
Zone), is approximately 9 201 127. The study areas where
the selected public hospitals are located are shown in
figure 1.
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Figure 1
Nationalities and Peoples' Regional Government.

Study design

This study employed a descriptive—interpretive phenom-
enological qualitative design, guided by a combination
of theoretical frameworks, to explore participants’ lived
experiencesand interpretations. Participants were encour-
aged to describe their experiences through probing,
focusing on both their perceived and actual exposure to
specific work-related stressors. We applied a descriptive
approach to document participants’ experiences and an
interpretative analysis to uncover deeper meanings. This
included exploring participants’ perceptions of CMSs,
their interpretations of vulnerability and the links they
perceived between specific work stressors and CMSs.
The analysis also considered participants’ thoughts on
the controllability and prevention of these symptoms.
Although variations are expected in health workers’ lived
experience of CMSs, the meanings they attach to these
symptoms, their exposure to work-related stressors, the
perceived and actual impacts on their PQoL, coping strat-
egies and perceived and actual barriers hindering coping
with the stressors or seeking support can be assumed as
constructive realities of health workers. We also consid-
ered the design phenomenological if a health worker
shared their colleagues’ experiences on the above issues
during an interview or FGD, despite some distinctions to
consider.® ¥ To analyse these experiences, we applied
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Map of the study areas in the Central and South regions of Ethiopia, February 2023. SNNPR, Southern Nations,

either descriptive coding (eg, capturing clear percep-
tions or actual experiences) or interpretive coding (eg,
deriving deeper meanings from a segment), depending
on the context.

Study participants and sampling strategy
We purposefully selected study participants from various
units within the selected hospitals. We conducted in-depth
interviews (IDIs) for a deeper exploration of individual
experiences, emotions and perceptions related to CMSs
and work-related stressors. We also conducted FGDs to
facilitate interaction among participants, allowing for the
sharing of diverse viewpoints and experiences regarding
CMSs and exposure to various work-related stressors. The
sampling process began with identifying departments
or pinpoints or unit heads in the HFs included in the
PhD study that analysed the same target population with
different initial research questions or objectives™ guided
by the hospital’s matrons and medical directors.
Participants for IDIs were purposely chosen based on
having at least 2 years of work experience, engagement
in clinical or paramedic activities and holding managerial
roles such as directors, unit heads, outpatient and inpa-
tient ward coordinators or other key positions within HFs.
Participants for IDIs were deliberately chosen based on
having at least 2 years of work experience, involvement
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in clinical or paramedic activities and holding manage-
rial roles such as directors, unit heads, managers, coor-
dinators, ward heads or other key positions within HFs.
10 healthcare workers were selected for IDIs based on
the assumption that they possessed rich information
about CMSs, their prolonged exposure to work-related
stressors, their understanding of colleagues’ experiences
and their knowledge of the subjective and actual impacts
of these stressors on PQoL in the workplace. Addition-
ally, they were supposed to provide rich information on
coping strategies and the perceived and actual barriers to
mitigating work-related stressors or seeking support.

Similarly, participants for the FGDs were purposely
selected to ensure representation across various health-
care cadres, including physicians, nurses, midwives, labo-
ratory technologists, pharmacists and other paramedical
health workers. This approach aimed to gather insights
into how health workers conceptualise CMSs (occupa-
tional stress, occupational depression and occupational
anxiety) as well as their subjective and actual experi-
ences with work-related stressors within each cadre. We
conducted three FGDs, each involving eight participants.
We assumed that all health workers possess a shared
understanding of CMSs, work-related stressors, their
perceived impact on PQoL, coping strategies, barriers
to mitigating work-related stressors and seeking any
support in the workplace, despite belonging to different
specialty groups and experiencing varying magnitudes
and severities of stressors and mental health symptoms.
We continued these discussions until we identified recur-
ring information.

Data collection procedures

Guides for conducting IDIs and FGDs were developed and
translated into Amharic. The guidelines were developed
to capture information on how health workers concep-
tualise CMSs in work-ascribed perspectives (ie, linking
each CMS to the work-related stressors to comply with the
terms ‘occupational stress’, ‘occupational-related depres-
sion’ and ‘job anxiety’), subjective exposure to work-
related stressors based on the theoretical work-related
psychosocial stressors, the perceived impact of stressors
and/or CMSs on PQoL, the experience of coping strate-
gies and barriers to reducing stressors and feelings about
CMSs.

We trained two research assistants, both experienced
in supporting qualitative research and with professional
expertise in health to assist the FGDs, one holding a
Master of Science (MSc) in community psychiatry and the
other a Master of Public Health (MPH) degree in epidemi-
ology. Additionally, two research assistants were recruited
to take detailed notes and record audio during the FGDs.
During the training process, key topics were addressed,
including CMS definitions, diagnostic approaches, work-
related perspectives, the study’s approach, interview
guidelines and theoretical frameworks relevant to the
study. Based on the interview guidelines, skills on how
to initiate and probe a descriptive approach to capture

participants’ experiences, such as perceived and actual
exposure to specific work-related stressors and applying
interpretative analysis to derive deeper meanings were
discussed during the training session. For example, how
to explore participants’ perceptions of CMSs, their inter-
pretations of vulnerability and perceived connections
between specific work stressors and CMSs, along with
considerations of controllability and prevention.

We started by conducting IDIs to gather rich indi-
vidual insights first and then conducting FGDs to explore
broader group dynamics or consensus as a method-
ological triangulation to integrate data from FGDs and
IDIs, enhancing the validity of the findings. Accordingly,
interviews investigated deeper specific issues, while focus
groups provided broad insights, allowing for iterative
refinement of findings. The principal investigator and
one of the research assistants moderated FGDs. Similarly,
the IDIs were carried out by other research assistants and
the principal investigators of the study.

Under the support of hospital matrons and medical
directors, moderators recruited FGD and IDI participants
based on the selection criteria. The moderator or inter-
viewer of each session informed the purpose of the study,
selection process and norms to be followed during the
interview or discussion, assured confidentiality, agreed
on the pseudonyms for each study participant, obtained
written consent from each participant and checked the
audio record before starting each interview or group
discussion. FGDs were conducted in relatively quiet halls
within the respective HFs, with a duration ranging from
90min to a maximum of 190min. The discussions were
highly engaging and interactive, reflecting the partic-
ipants’ awareness of current and pressing challenges.
The minimum IDI took 45min and the maximum took
90min. The individual interviews were held in private
rooms or offices at the participants’ workplace, with
the doors secured to ensure confidentiality until the
conclusion of the discussions. Except for two IDIs, all
the interviews were interactive and engaging. Field notes
and summaries, expanded scribbles of IDIs and FGDs,
audio records and other important details such as partic-
ipant backgrounds were daily submitted to the principal
investigator.

During the interviews and discussions, participants were
invited to define or reflect on symptoms of CMSs (stress,
depression and anxiety) based on their own perceived
or actual definitions of each symptom and asked when
they considered themselves or their colleagues under
stress, depression and anxiety because of their work
stressor(s). The subjective and actual experiences of
each CMS were assessed based on the SICMS’s theoret-
ical components, such as vulnerability, subjective expe-
rience, perceived controllability and prevention. After
discussing the identified CMSs, participants were invited
to list potential work-related stressors based on the theo-
retical frameworks chosen for the study. When specific
work-related stressor(s) were mentioned, we proceeded
to explore healthcare workers’ perceptions of how these
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stressor(s) might contribute to at least one symptom of
common mental health symptoms, either in themselves
or their colleagues, to assess perceived causality. Addi-
tionally, participants were asked to link the identified
stressors to aspects of PQoL. To facilitate this, the compo-
nents of PQoL; burnout, CF and compassion satisfaction,
were explained and discussed during the discussions and
interviews.

For health workers who could not provide specific
symptoms for any of the CMSs mentioned above, their
causal perceptions were identified while mentioning
their actual or perceptual stressors, either in our ‘work-
place stressor section’ or elsewhere during our interviews
and discussions. The remaining theoretical compo-
nents of SICMSs (ie, vulnerability, subjective experience,
perceived controllability and prevention) as well as the
perceived impact on PQoL, coping strategies and barriers
were explored using the same approach.

Operational definitions of terms

CMS:s for this study refer to health workers’ actual expe-

riences of feelings, subjective feelings or reflections on

their colleagues’ experience of developing mental and
somatic symptoms related to three prevalent mental
health issues in the workplace:

1. Occupational stress for this study refers to the pres-
ence of persistent somatic and mental symptoms last-
ing for 6months or more, combined with a perceived
inability to manage work-related stressors, such as the
feeling of high workload or high job demand and low
control over resources, based on the perceived occu-
pational stress symptoms scale.'” In this study, partic-
ipants’ perceptions were also considered, particularly
because of the difficulties they faced in accurately re-
calling the duration of symptoms during our interviews
and discussions. Health workers who demonstrated an
understanding of the specified symptoms outlined in
the perceived occupational stress symptoms scale and
could link these symptoms to work stressors, includ-
ing their duration and frequency, were categorised
as having ‘a better comprehension of the meaning
of occupational stress’. Whereas health workers who
mentioned only ‘high job demand vs low resources or
low control or low social support (in their account or
understanding’, irrespective of other symptoms, were
coded as having a ‘low understanding of symptoms’ of
occupational stress.

2. Occupational depression is also referred to as work-
related depression for this study which applies to the
recognition of key depressive symptoms based on the
DSM-5 criteria®* (online supplemental material 1) over
two or more weeks. If health workers were unable to
recall specific symptoms with their duration, their gen-
eral perceptions of symptoms were also considered. To
identify occupationally linked depressive symptoms,
participants needed to associate at least one symptom
with work-related stressors, as defined by the new occu-
pational depression definitions."™

Accordingly, participants were categorised into four
based on their awareness and belief about occupational
depression. Those who were able to identify five or more
of the nine DSM-5 depressive symptoms and link them
to work-related stressors were classified as having ‘high
awareness of symptoms of occupational depression’. In
contrast, those who identified fewer than five symptoms
but still linked them to work-related stressors were coded
as having ‘low awareness of occupational depression’.
Third, participants who were able to identify five or more
symptoms of depression, but did not believe these symp-
toms were related to work-related stressors were coded
as ‘did not believe depression is linked to work-related
stressors’.

Lastly, those who could not identify at least one cardinal
symptom of depression were classified as having ‘no
awareness of occupational depression’.

1. Job or occupational anxiety refers to health workers
recognising symptoms of generalised anxiety based
on the DSM-5 criteria** (online supplemental materi-
al 2) due to work-related stressors. A participant was
classified as ‘aware of job or occupational anxiety’ if
they could identify the link between these symptoms
and perceived or hypothesised views or actual. The
summarisation is the same as that for occupational
depression.

2. SICMSs for this study refer to perceptual opinions
of health workers, such as vulnerability to, subjective
experiences of and perceived causal links with work
stressors, perceived controllability and perceived pre-
ventability of previously specified CMSs."

3. Work-related stressors or work-related psychosocial
stressors for this study refer to all broad work-related
stressors as defined by theoretical frameworks, the JD-
R framework' and the ERI model. Additional defini-
tions of these stressors are provided in the codebook
for selected stressors (online supplemental material

2).

Data processing and analysis

The primary investigator transcribed all audio recordings
from the interviews which were conducted in Amharic and
then translated these transcripts into English. Expanded
scribbles and field notes provided by the moderators and
notetakers were cross-validated and incorporated into
the corresponding transcript. Throughout the transcrip-
tion process, the primary investigator sought clarification
by contacting participants via phone and documented
during fieldwork when significant or confusing informa-
tion arose. The English versions of the transcripts were
imported into MAXQDA 2020 software to support the
coding, categorisation process, generating code book and
generating code frequencies.

We identified and developed a coding frame using
constructs derived from the combined theoretical frame-
works used in the study. The theoretical frameworks help
interpret or categorise the data, without aiming to directly
test the theories from the emerging data. We allowed
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themes and patterns to emerge from the data itself, even
if they were informed by constructs of the theoretical
frameworks. For each segment of the interviews and FGDs
imported into MAXQDA 2020, we used either descriptive
coding (to capture clear perceptions or actual experi-
ences) or interpretive coding (to derive meaning from
the data), depending on the content of the segment. A
consistent coding scheme was established to systemati-
cally analyse the data, and insights were cross-referenced
to maintain clarity and coherence. Themes emerged
from the categorisation of code frames developed based
on the theoretical frameworks used in the study to high-
light significant data. To triangulate data from FGDs and
individual interviews, the study cross-checked findings
for consistency and employed participant validation to
confirm accuracy. We integrated the two data sources as
part of a single, cohesive data set, contributing collec-
tively to the understanding of each theme as guided by
the theoretical frameworks used for the study.

Two community mental health experts, each holding
an MSc in community psychiatry in community psychi-
atry, were briefed on the theoretical frameworks used in
the study. They were invited to review a sample of codes
related to emerging themes to validate the primary inves-
tigator’s categorisation and theming process. Member
checking was by inviting selected participants to review
summaries of merged findings of FGDs and IDIs to ensure
that data accurately reflected the realities faced by health
workers to enhance the trustworthiness of the findings.
We described the sociodemographic characteristics of
our participants using absolute numbers and illustrated
the relationships among themes with causal diagrams.
Finally, we presented our findings under each theme
and supported these with direct quotes from participants
relevant. We reported our findings according to the stan-
dards for reporting qualitative research (SRQR)*’ (online
supplemental material 3).

Public and patient involvement statement

Study participants were involved in the conducting (ie,
filed work and findings validation) stage of the research
process. As described in the analysis subsection, they
were invited to review the preliminary findings from the
interviews and FGDs. Matrons from the selected hospi-
tals participated in the selection of study participants to
ensure that those with richer information and greater
exposure to work-related psychosocial factors were
included. However, the study did not include a formal
planning process that involved close collaboration with
study participants or direct assessments of research needs
before conducting the study.

Ethical statements

The participants were informed of voluntary participa-
tion and were given the option to withdraw at any stage of
our discussion and interview and the right not to respond
to any questions they did not want to respond to. Pseud-
onyms were assigned to both the FGD and IDI participants

to ensure their confidentiality. Accordingly, the FGD
participants were given pseudonyms as ‘P1, P2, P3...” and
in-depth interviewees were given ‘IDI1, IDI2, IDI3...”. We
used these pseudo-names for each in-depth interviewee
and discussant for use in the transcripts throughout the
coding and analysis process in MAXQDA 2020. Any iden-
tifying information such as the participant’s working unit,
managerial positions and name of the specific hospital
background associated with the reported findings was not
reported to maintain confidentiality. Written informed
consent was obtained from the participants. To main-
tain data confidentiality, audio files and transcripts were
stored on a password-protected computer only accessible
to the researchers.

We used age ranges rather than exact ages for quotes
in the results section that contained direct participant
quotes to ensure sufficient anonymity. We used age ranges
from ‘25 to 307, ‘31 to 35’, ‘36 to 40’, ‘41 to 45, ‘46 to 50’
and ‘b1 to 55’ when referring to ages based on the age
ranges of our participants. We also used a maximum of
two indirect identifiers, age range and sex in our ques-
tions to keep anonymity. Following the Ethical Review
Board’s recommendations, participants were reimbursed
for expenses like communication and transportation
after the discussions or interviews.

RESULTS

Participants’ sociodemographic characteristics

Atotal of 34 health workers participated in the study which
included three FGDs and 10 IDIs. The FGD involved 24
health workers from different healthcare cadres, while 10
health workers participated in the IDIs. The age of the
focus group participants ranged from 28 to 55 years, with
a mean age of 32 years, while the interviewees ranged in
age from 30 to 41 years, with an average age of 35. Most
participants were male. Of the professional categories,
nurses of all categories, midwives, pharmacy, community
psychiatry, public health officers, medical laboratory,
emergency surgery and radiology participated in the
interview and FGD. Among these, nurses of all categories
followed by midwives composed the study participants.
Table 1 presents the sociodemographic characteristics of
study participants (table 1).

Emerged themes
Four theoretical framework-informed themes emerged
from the coding and categorising segments of the data:
‘conceptualization of CMSs’, ‘experience of work-related
stressors’, ‘perceived impact of work-related stressors on
PQol’, ‘experience of coping strategies’ and ‘barriers
to seeking care and lack of interventions’. The relation-
ships of the themes and subthemes with the number of
segments coded for perceived and actual reflection by
health workers are displayed in figure 2.

Figure 3 also presents the frequency of mention of all
work-related stressors. Limited managerial and social
support, shortages of medical supplies and equipment,

Habtu Y, et al. BMJ Open 2025;15:€087811. doi:10.1136/bmjopen-2024-087811

7


https://dx.doi.org/10.1136/bmjopen-2024-087811
https://dx.doi.org/10.1136/bmjopen-2024-087811

Open access

Table 1 Sociodemographic characteristics of the study
participants, Central and Southern Ethiopia, February 2023
(n=34)

Characteristics Number
Sex
Female 10
Male 24
Marital status
Married 26
Single 8
Educational status
BSc degree 26
MSc/MPH
Medical degree (MD) 2
Diploma
Experience in years
Less than 10 Years 23
Greater than 10 years 11

BSc, Bachelor of Science; MPH, Master of Public Health; MSc,
Master of Science.

inadequate WASH (water, sanitation and hygiene) in the
care areas, higher perceived effort-reward imbalance and
work-family conflict were the top five most frequently
mentioned stressors by health workers.

Theme 1: conceptualisation of CMSs

This theme explores how health workers conceptualise
occupational stress, occupational anxiety and occupa-
tional depression. Before exploring the meanings of their
CMSs in work-stressor or occupational linkage, we started
exploring health workers’ awareness of symptoms CMSs
to the generic diagnostic criteria and proceeded to the
occupational or work-ascribed perspectives. Accordingly,
participants reflected their interpretations or meanings
they attached to, perceived vulnerability to, subjective
lived experiences of, causal beliefs of work stressors with
CMSs, perceived controllability and preventability of
CMSs.

Subtheme 1: conceptualisation of occupational stress

This subtheme explores how health workers define or
interpret (aware of), perceived vulnerability to, subjec-
tive lived experiences of, causal beliefs of work stressors
with occupational stress, perceived controllability of and
prevention of occupational stress.

Awareness about symptoms of occupational stress

Following the exploration of health workers” awareness of
stress in general, participants were asked about ‘occupa-
tional stress’ symptoms based on perceived occupational
stress measures described in the subheading of ‘defini-
tion of terms’ in the methods section. Accordingly, health
workers exhibited varying levels of awareness regarding
occupational stress symptoms.
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Figure 2 Theme relationship and causal perceptions between work-related stressors and common occupational mental
symptoms in Central and South Ethiopian region, February 2023.
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Segments with code

Limited managerial and social support (+)
Shortage of medical supplies & equipment
Inadequate WASH, infection prevention, and OHS (+)
Perceived or actual higher effort-reward imbalance
Perceived outside and lfe stressors
Work-family conflict
Limited or lack of feedback, and recognition
Limited training and development
Limited job control or decision latitude
Conflict with colleagues officials
Poor community awareness & cultural factors
Conflicts with patients, relatives and outside 38%
High perceived amount work volume (+) 38%
High patient load 3.7%
Post-traumatic events 3.5%
low of awareness about CMSs & care service 3.5%
Organizational changes and injustice 3.1%
Time presure 2.0%

Work-socialization conflict 2.0%

Poor or lack of infrustructures 1.8%
Long working hour (+) 1.8%
Poor conflict management and limited training to handle it 1.2%
Role ambiguity 0.9%

Media rumours about negative medical outcome 0.8%

Limitted part-time jops in private clinic | 0.3%
0% 2% 4%

6% 8% 10% 12% 14%

Note: WASH. Water, Sanitation, and hygiene; CMSs, Common mental symptoms: OHS. Occupational health, and safety: +, related stressors are

summed up

Figure 3 Frequency of mentions of work-related stressors and outside work stressors by segments with code of the study
participants, Central and South Ethiopian Region, February 2023. WS, Work stressor.

While participants (notably those with mental health
backgrounds) with a mental health background had a
better understanding of occupational stress based on a
theoretical framework (ie, perceived occupational stress),
the majority struggled to define occupational stress or its
symptoms. Of those who had a better understanding,
one participant linked stress to excessive workload and
described associated physical and emotional symptoms
such as headaches, body aches, anger and emotional
instability:

[...] I recognised that I was stressed due to my ex-
treme workload. If judged myself too harshly for it,
I found I couldn’t control the situation. In such situ-
ations, I experience physical and mental symptoms,
such as headaches, body aches, emotional instability,
anger, conflicts, and a decline in performance. If I
cannot recover quickly and the stress persists for six
months or more, I might suspect that I am suffering
from chronic work-related stress. (Female, 36-40
years old)

Of those participants who were unable to mention all
the symptoms with the recommended duration of occu-
pational stress, one participant said:

I think stress, anxiety, and depression are related
illnesses. To be honest, my understanding of them
is based on common sense, but I don’t how to de-
fine them precisely. As a midwife, I am not very fa-
miliar with the concept of ‘occupational stress’ [...].
However, I think, like any disease, it could be linked
to our work environment. (Female, 25-30 years old)

Most participants normalised stress as part of their daily
lives, attributing the difficulty of defining symptoms to
their overlap with other mental health conditions. They

also perceived that it stems from multiple unavoidable
causes, including work-related causes, making it a futile
exercise to dwell on it. For example, one participant
reflected on a perspective commonly shared among many
health workers:

I do not believe stress should be considered a dis-
ease. After all, is there a health professional who
doesn’t experience ‘stress’ during the day? Itis a nor-
mal part of life, especially for those of us working in
healthcare. It should not be considered a disease. We
shouldn’t waste our time defining it. (Male, 25-30
years old)

The latter was a view that stress has many causes and
could not be prevented; thus, trying to invest time and
resources would not give public health importance. For
example, a participant explained the multiple-cause
scenario as follows:

You know, we [health workers] cannot have complete
pictures of the symptoms of these [stress, depression,
and anxiety] diseases even if we study the health pro-
fession. [...] I mean [...] owing to the web of causes
they may have. Therefore, I usually fail to think about
symptoms, particularly stress, in the context of work.
[...](Male, 13-35 years old)

Vulnerability to occupational stress

Most participants perceived themselves as vulnerable
to occupational stress, citing their subjective and actual
work-related stressors and the potential impact of these
stressors on their physical and mental health. One partici-
pant described his perceived vulnerability to occupational
stress as follows:
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Yes, despite having inadequate information to identi-
fy symptoms, I strongly believe that I may have expe-
rienced stress at various points in my life due to work.
[...]1Because of my workload, I suffer from persistent
back pain. I am also worried about how my health will
be affected. Along with the stress, additional health
issues may develop in the future. (Male, 3640 years
old)

The subjective experience of occupational stress

Most health workers believed they had experienced occu-
pational stress at least once in their professional lives,
though they found it difficult to consciously recognise its
severity or link it directly to work-related stressors. One
participant stated his experiences as follows:

I realized I was stressed, but I wasn’t fully aware of
how severe it was, how long it had lasted or the exact
moments that had caused it. [...] I did not consult
any mental health professionals. I had experienced
symptoms like physical, mental, and emotional. [...]
However, how did I know if it was chronic stress or
not? How could I identify whether my symptoms were
linked to specific work-related stressors? (Male, 25-30
years old)

Causal beliefs of work stressors with occupational stress
Participants widely acknowledged that work-related
stressors contribute to occupational stress, but found it
challenging to define specific causal pathways due to the
multifactorial nature of work stressors. One participant
shared his perspective:

[...] You [referring to the interviewer] can’t fully un-
derstand the causes of stress, even with expertise in
health professions like clinical psychiatry. It’s difficult
to pinpoint which specific work stressors lead to par-
ticular stress symptoms. Instead, the focus should be
on assessing how removing or adjusting specific types
of work stressors might impact individual stress levels.
(Female, 36—40 years old)

Perceived controllability and prevention of occupational stress
Most participants believed that they had little individual
control over occupational stress. The majority of the
participants thought that only employers had the power
to avoid/reduce stressors, not at the individual level, and
accepted stress as part of normal life. They attributed this
to systemic factors like workload and institutional failure
to implement prevention strategies. One participant,
for example, reflected on his doubts about his ability to
control or prevent occupational stress:

As previously discussed, the workload was the main
reason for high-level stress. However, how can it be
controlled or prevented? If I seek to be counselled
for this issue, what steps can I take to improve the
situation? Without institutional prevention strategies,

the situation is unlikely to improve. [...] Counselling
or any behavioural change interventions could help,
but changing the situations will require broader sys-
temic change. I do not know how we could change.
(Female, 41-45 years old)

Subtheme 2: conceptualisation of occupational depression
This subtheme explores how health workers define or
interpret (aware of), perceived vulnerability to, subjec-
tive lived experiences of, causal beliefs of work stressors
with occupational depression, perceived controllability
of and prevention of occupational depression. Similar
to our exploration of occupational stress, we began by
examining health workers’ definitions of depression
based on the cardinal symptoms outlined in the DSM-b
(online supplemental material 1). We then explore their
reflections on how they connect these symptoms to work-
related stressors, using the approaches of ODL.'®

Awareness about symptoms of occupational depression

Many health workers had limited awareness of occupa-
tional depression symptoms. They found it difficult to
identify the cardinal symptoms outlined in the DSM-b
(see online supplemental material 1) or link them to
specific work-related stressors. However, most believe
that work-related stressors increase the risk of depressive
symptoms. In the end, few participants mentioned at
least a single cardinal symptom nor believed in the link
between work-related stressors and depressive symptoms.
The participants also frequently mentioned low aware-
ness of occupational depressive symptoms among their
colleagues. One participant described the challenges he
and his colleagues faced in defining depression as follows:

I use the term ‘depression’ like my colleagues, but I
can’t mention its symptoms. I also don’t believe de-
pression is linked to my job-related stressors. [...]
Instead, I think behavioural and physiological chang-
es may cause the disease. [...] I have not ever paid
attention to defining such mental health diseases.
When I feel something bad at work or other places, I
usually go to church and pray for relief. [...] (Male,
36—-40 years old)

Another participant shared that he found it challenging
to define depressive symptoms from a neutral perspective,
without attributing them to specific work-related stressors
or job-related causes.

Let alone the work-ascribed one, I can’t understand
how I feel when I get depressed. [...] I feel like I have
always been this way. (Male, 25-30 years old)

Vulnerability to occupational depression

Most health workers frequently fear experiencing
occupational depression during their careers, as the
overwhelming nature of work stressors contributes
significantly to their vulnerability. One participant,
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for example, shared worries about the risk of experi-
encing depressive symptoms:

[...] When I fail to meet expectations despite my ex-
tra effort at work, I start asking myself questions re-
peatedly. I feel as if I've made a mistake in choosing
this career.[...] When such events keep occurring,
they can lead to sadness, hopelessness, emotional
exhaustion, and even physical symptoms like loss of
appetite and trouble concentrating. I believe all of
these are symptoms of depression [...]. (Male, 51-55
years old)

Another participant added about her vulnerability,
including her colleagues:

I served as a coordinator. In the past three days, I
have experienced the symptoms, I mentioned earlier,
especially when faced with challenges. I feel particu-
larly vulnerable in these situations. However, I am not
completely familiar with the specific criteria for di-
agnosing mental health issues including depression.
I believe that healthcare professionals are at a high-
er risk than the general population. (Female, 36-40
years old)

The subjective experience of occupational depression

Most participants did not perceive themselves as expe-
riencing depression due to work-related stressors,
although many acknowledged that such stressors
increase the risk of depressive symptoms. However,
during interviews, participants often referred to
their colleagues’ experiences rather than their own,
suggesting a tendency to downplay or conceal their
struggles for various reasons. For instance, one partic-
ipant shared:

I haven’t been sick with this disease. But, my col-
leagues told me they had experienced it. [...] It
is seen as caused by bad spirits affecting individ-
uals. However, our [referring to himself and his
colleagues’] spiritual outlook is strong. [...] The
disease doesn’t affect us. (Male, 41-45 years old)

However, a few participants disclosed that they had
experienced it at least once after entering their profes-
sional lives. One participant shared their experience as
follows:

Yes, [...] I was taking care of a mother who safe-
ly gave birth. [...] When I came back the next
morning, they [referring his colleagues in shift]
told me that she had passed away. I became sad
and depressed. My sleep has been disturbed for
days. [...] I was not happy to talk to my family,
including my husband. I was blaming myself.
[...] I hated every activity I enjoyed before. I lost
my appetite. These feelings last for a week. [...]
(Female, 31-35 years old)

Causal beliefs of work stressors with occupational depression

Many health workers perceived that work stressors
contribute to causing depressive symptoms. However, a
significant number of them highlighted the challenges in
identifying the specific symptoms associated with distinct
types of work stressors, citing the complexity and multi-
faceted nature of these stressors. Conversely, only a few
health workers believed that workplace stressors do not
play a role in causing depressive symptoms. The following
quote illustrates how one participant acknowledged that
work-related stressors elevate the risk of depressive symp-
toms, while also emphasising the importance of distin-
guishing between the terms ‘cause’ and ‘risk factors’.

There may be several causes and factors that contrib-
ute to depressive symptoms. However, we do not call
them causes of depression, but they can be a risk fac-
tor. (Female, 36-40 years old)

Another participant also shared his beliefs as follows:

I believe there’s a strong connection between work-
load and mental health. I know that some nurses and
doctors are under psychiatric care, although I’'m not
sure what the specific risk factors are in those cases.
Work-related stressors can worsen mental health con-
ditions, including depression.[...] Honestly, I find it
challenging to clearly explain the pathophysiological
mechanisms that link work stressors to specific symp-
toms of depression.(Male, 36—40 years old)

Perceived controllability and prevention of occupational depression
Many health workers were afraid of the inability to control
or prevent work factors for depression. One of the partici-
pants from the psychiatry profession mentioned her fear
as follows:

[...] I don’t think that because they [her colleagues
or other health workers] hadn’t these [mental ill-
ness] issues. They may be afraid of coming to this
room [psychiatry room]. [...] They often do not
consider [...] depression and [...] as illnesses. [...]
If you explore closely, intellectuals, including health
professionals, perceive mental illnesses as evil spirits.
(Female, 36—40 years old)

Subtheme 3: conceptualisation of occupational or job anxiety
Awareness of job anxiety symptoms

Most health workers, apart from mentioning ‘excessive
worrying’, were unable to list the cardinal symptoms of
general anxiety as per our operational definition.** Addi-
tionally, they were not able to link any specific symptoms
with the work-related stressors discussed during the inter-
views. Participants cited various reasons for this chal-
lenge, such as the broad range of symptoms, overlapping
symptoms with symptoms of other mental health illnesses
and the lack of specific guidelines to identify job anxiety
within their hospital. One participant described how he
was struggling to identify the symptoms of anxiety:
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I couldn’t recall the specific symptoms of anxiety. To
me, it seems more complicated than depression. Also,
I'm a bit confused about the symptoms compared to
stress. They feel similar, but maybe stress is a bit less
severe than anxiety. I think anxiety is like ‘worrying
about nothing and over a fear of something. (Male,
36-40 years old)

Many participants believed their work-related stressors
could increase the risk of developing anxiety, even though
many of them were unable to mention its cardinal symp-
toms. One participant shared his live experience:

I think. I'm thinking about my work. I feel like I have
always been this way. [...] I mean, the feeling of [...]
anxiety [...] symptoms. [...] I am restless even right
now. [...] It happens when my workload is always be-
yond my control. [...] And yeah, I am not always hap-
py with my performance; I feel tense about it. [...]
(Male, 25-30 years old)

Vulnerability to occupational anxiety

Although most participants struggled to identify the
specific symptoms of anxiety, they generally believed they
could experience anxiety and perceived that the disease
could affect them similarly to other mental health issues.
One participant shared his fear as follows:

Yes, we are at risk of experiencing anxiety symptoms
because of our[referring to his colleagues, too] jobs.
[...] I always worry about what will happen if medi-
cal errors occur. Right now, I feel insecure, and it’s
becoming a risky profession. [...] We don’t have
enough protection. [...] Just recently, my friend was
attacked by a patient’s relatives while working in the
emergency ward. (Male, 31-35 years old)

However, few participants were able to either mention
any symptoms of anxiety or believed that anxiety was
linked to their job. One participant shared his thoughts
as follows:

[...] I don’t also believe that anxiety, and [...] are
linked to my job.[...] Why would I go [to the mental
health professionals] instead of going to church to
pray? I am very happy with Jesus. So, I don’t believe I
will be affected by any mental health disorders (Male,
36-40 years old)

The subjective experience of job anxiety

Although the majority of health workers had a high
vulnerability perception to job anxiety, only a few partici-
pants believed they could experience it. One participant,
for instance, reflected on his experience as follows:

I have never experienced symptoms such as those
mentioned above [symptoms of job anxiety men-
tioned in our discussion]. [...] Every hurting noise of
a patient comes to my ears when I try to take a nap in
a duty room. [...] Such events follow me to my home

and disturb my sleep. [...] I'm worried about every
time I fall asleep. [...] I wake up in a state of shock.
I'm trying to forget through praying.(Male, 31-35
years old)

Paradoxically, many participants reflected on their
colleagues’ lived experiences of having anxiety symptoms.
One of the focus group discussants shared his experience
as follows:

I don’t believe I have had anxiety [...]. But, my friend
told me that he had feelings of anxiety,[...]. He told
me to keep a secret. If possible, the psychiatrist ad-
vised him that it would be best to change that ward or
change his job. (Female, 31-35 years old)

Causal beliefs of work stressors with occupational anxiety

Despite having difficulty in listing symptoms, many health
workers commonly believed that work-related stressors
could increase the risk of anxiety. One participant shared
their experience, using examples of work-related stressors
to highlight the link between the stressors and anxiety

symptoms.

I believe all these [referring to his list of multiple
work-related stressors] cause anxiety. [...] A week
ago, I cared for a young male patient in the critical
unit before leaving for my night shift. Other health
workers took over, but by the next morning, he had
died due to [...] at the hospital. Experiences like this
make me always fear similar incidents. (Male, 25-30
years old)

Another more experienced participant also reflected
on her own experience:

Yes, I'm sure work-related stressors can cause men-
tal illnesses like anxiety. [...] Every morning, I wake
up thinking about terrible incidents from my job.
(Female, 41-45 years old)

Perceived controllability and prevention of occupational anxiety
Owing to the complexity of understanding symp-
toms and other misconceptions, many health workers
believe that ‘anxiety’ in general, including perceived
‘occupational anxiety’, could be difficult to control or
prevent. One of the participants raised his concern:

We usually notice these diseases [referring to the
three CMSs we discussed during the interview]
late, after complications like failure to think or
failure to perform our tasks.[...] Many, including
myself, link them to spiritual or religious issues,
but their exact causes remain unclear, so they’re
often not preventable. (Male, 41-45 years old)

One participant shared his own and their colleagues’
views:

Many of us, including health professionals like
myself, rarely seek help from mental health
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professionals, whether within or outside our fa-
cility. Instead, when a colleague shows signs of
unhealthy behaviour or mood, we often joke,
saying, ‘Better go to number 35’ [referring to a
Psychiatry unit]. This creates shame and stigma,
leading to isolation and discrimination. It reflects
a belief that mental health symptoms aren’t treat-
able. (Male, 51-55 years old)

Theme 2: exposure to work-related stressors

Under this theme, participants were asked about stressors
and perceived links to CMSs. We coded work-related
stressors reflected by participants based on the study’s
theoretical frameworks: the JD-R model' and ERL*
Figure 2 illustrates the relationship themes and perceived
causal perceptions of work-related stressors with occu-
pational CMSs and PQoL. The numbers in parentheses
represent how often health workers mentioned or
reflected on specific stressors. Guided by the TMS,” we
assumed health workers appraised these work-related
stressors as threatening or stressful situations (primary
appraisal) and perceived them as unresolved due to
limited or lack of organisational and personal resources,
leading to experiencing CMSs. Definitions of perceived
or actual categories of work stressors are provided in the
codebook in the online supplemental material 2.

The perceptual causal diagram is based on health
workers’ perceptions or beliefs shared during interviews
and discussions, guided by the theoretical models of
psychological stress: the TMS model,” the JD-R model"
and the ERI model.*” As shown in figure 2, partici-
pants’ exposure to work-related stressors has at least the
following interrelationships: (1) work-related stressors
were perceived to increase the risk of CMSs by negatively
affecting coping strategies (personal psychological and
physical resources), PQoL (burnout, CF, compassion
satisfaction) and by exacerbating the impact of barriers;
(2) work stressors were also perceived to negatively affect
coping strategies, as participants felt these stressors often
went unresolved, while barriers at all levels further inten-
sified their effects; (3) poor coping strategies, barriers
at all levels and PQolL, combined with work stressors so
that increase the risk of CMSs; and (4) the way CMSs
are conceptualised could either increase or decrease the
experience of these symptoms.

Subtheme 2.1: exposure to high job demands and low job
resources

As displayed in figure 2, health workers identified
multiple work stressors which fall into constructs of two
theoretical frameworks used in the study: JD-R and ERI
models. They mentioned many work stressors catego-
rised under the high job demand (ie, requires sustained
physical and/or psychological efforts), low job resources
(ie, limitations and/or unavailability of physical, psycho-
logical and emotional job resources), and the higher
ERI or lower effort that may worsen mental symptoms.
The top three commonly mentioned stressors under the

high job-demand category include all forms of conflicts
at work (with colleagues, supervisors, patients or visi-
tors), work-family conflicts and three almost equally
significant stressors (a high perceived workload, a large
number of patients and low community awareness and
cultural factors). Particularly, the root cause for all forms
of conflict could be a shortage of medical supplies and
resources, lack of training on multicultural communica-
tion skills, lack of workplace wellness-centred training,
lack of workplace communication skills, lack of decision-
making procedures and lack of mentorship programmes
to equip managers with the skills as reflected by the study
participants. Participants perceived these work-related
stressors increased the risk of experiencing CMSs. The
following sample of quotes from participants illustrated
these and other stressors contributing to CMSs among
health workers.

[...] Let me tell you about a recent incident in our
emergency ward. The patient’s relatives attempted
to threaten our friend with a pistol. No single hos-
pital guard was around us during that time. We paid
a heavy price to cool the situation. Such incidents
cause stress and anxiety. (Male, 31-35 years old)

Yes, many times.[...] My demanding workload and
night shifts often create conflict. My husband oppos-
es my night shifts, but I have no choice due to my
job. He and his family also want me to join their hol-
iday celebrations, but I usually decline because of my
night duty schedule. This makes them feel hurt as if I
am deliberately avoiding them. (Female, 31-35 years
old)

The information I provide to patients about drugs
and precautions and changes over time. [...] When
I get exhausted from a heavy workload, I give less
information. During busy periods, I've had conflicts
with patients, their relatives, nurses, and doctors. I
become anxious and confused, unsure of what is hap-
pening. (Male, 36-40 years old)

Similar to high job demands, we explored low job
resources and the limitations or unavailability of job
resources (ie, physical, psychological and emotional
resources) that could be used to resolve or cope with
the stressful situation. Participants frequently listed
several job resource limitations and/or unavailability that
hindered their ability to achieve work goals and increased
their perceived risk of experiencing CMSs. The top three
frequently reported low-level job resources that were
perceived to cause CMSs were limited managerial and
social support, shortage of medical supplies and equip-
ment and inadequate WASH premises near the care
areas. Sample quotes from participants supporting each
of these issues are presented below.

[...]The hospital’s bureaucratic processes are anoth-
er source of stress. Even after laboratory tests and ul-
trasounds are completed, patients are often subjected
to unnecessary delays, and additional appointments,
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despite the availability of adequate specialists. [...]
(Male, 25-30 years old)

[...] The profession is about serving humanity, and
[...] demands honesty and commitment in every as-
pect. We even posted a slogan everywhere ‘A mother
should not die in childbirth’, And officials bring it up
in every meeting. [...], but how can we achieve this
goal without tangible actions? [...] For instance, we
lack basic supplies like ‘NS [normal saline]’, which is
a minimum requirement for referral hospitals but is
often unavailable. [...] Yea, all situations are stressful.
(Male, 31-35 years old)

[...] Less than one in ten of the points of care in the
hospital have access to water. We have no separate
water sources, we get through rotation similar to the
community. The health system should work with the
water supply sector to provide a continuous clean wa-
ter supply.[...]As a result, toilets, and hand washing
facilities, are without water. We have also a shortage
of personal protective equipment (PPE), and sanita-
tion supplies like sanitisers, and hand rub alcohols.
[...] (Male, 51-55 years old)

Less than 10% of the points of care have access to water.

Subtheme 2.2: exposure to ERI

This subtheme explored health workers’ perception or
actual exposure experiences and the perceived causal
link between perceived or actual high effort and low
rewards and CMSs. Participants’ reflections were coded
and thematised through a theoretical framework of the
ERI model. Many health workers reflected on the imbal-
ance between efforts (characterised by perceived high
intensity and numerous tasks, responsibilities and obli-
gations) and rewards (which include limited or lack of
benefit packages, inadequate or no duty payments, no or
insufficient holiday compensation, limited career oppor-
tunities, a lack of recognition from the community and
higher officials and perceived problems of job evalua-
tion and grading (JEG) criteria). Participants commonly
reflected on the adequacy of benefits, incentives or sala-
ries in comparison to current inflation. One participant
shared his view:

[...]1 We[health workers] have to work for 16 hours to
get 8 hours of duty payment, which is not comparable
to the intensity of work. [...] Five years ago, holiday
payments including Saturday and Sunday [...] were
80% of the regular duty time payment, regardless of
our involvement in duty. However, that is no longer
the case. [...] We are struggling to survive under the
current inflation. I believe all these factors contribute
to at least some kind of mental distress for myself and
other health workers. (Female, 36—40 years old)

Another participant added,

[...] Nurses working in adult ICUs [Intensive Care
Units], for example, receive a risk allowance of 470

birrs while we perform heavier tasks such as lifting,
transporting, and putting patients to sleep. However,
if we work in the OR [Operation Room], with very
few patients per room, we are paid 1200 birrs. [...]
What can we buy for 470 birrs per month? [...] Such
things make us feel distressed, depressed, and over-
worried. (Male, 31-35 years old)

Theme 3: perceived impact of work-related stressors on PQoL
This theme explored how exposure to high job demands,
limited/low resources and imbalances in effort and
rewards, along with subjective experience of CMSs, nega-
tively influenced three components of PQoL: compassion
satisfaction, CF and burnout.”’ Although it was chal-
lenging to identify the independent effect of each work
stressor, health workers frequently described how these
stressors negatively affected their PQoL.

Many participants perceived that work-related stressors
reduced their ability to empathise or be compassionate
and decreased their overall professional well-being due to
the persistent demands of caring for patients in stressful
situations. The following quotes from three participants
illustrate the emotional exhaustion (EE), detachment
from their roles and dissatisfaction with their perfor-
mance that these stressors caused.

[...] Iunderstand the feelings of most health workers
because I, too, am part of the hospital management.
[...] Patients were referred to other hospitals because
health workers refused to provide services due to the
lack of duty payments. At the zonal level, I've heard
reports that some hospitals have stopped delivering
services as expected. [...] We are here because we
have nowhere else to go. (Male, 31-35 years old)

[...] T get upset and sometimes feel like I would
be better off choosing a different profession. [...]
Because of this, I've decided to leave this job and this
career entirely. (Male, 25-30 years old)

[...] There are no words to fully express how over-
whelming the workload has become. We [health work-
ers] get burned out. [...] I don’t think it is humanly
possible to keep up, but somehow, by God’s grace, we
manage. Yet, we still don’t understand where the root
of all these problems lies. (Male, 36—40 years old)

Many participants reported experiencing secondary
trauma due to work-related stressors that hindered their
ability to provide the best care for their patients. One
participant shared his concerns about the medical costs
patients faced and the limited resources available to help
them achieve better medical outcomes:

[...] How can patients or their families afford these
high medical expenses? [...] Sometimes, we[Health
workers] even pay out of pocket or pool money to
help.[...] We do that for every patient? It’simpossible.
The only options are doing what we can, feeling sad
about the situation, and waiting for a bad medical
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outcome. So, here we are, suffering as we watch our
patients suffer. (Male, 31-35 years old)

Despite the challenges, many participants reflected on
the sense of satisfaction and fulfilment they derived from
positively impacting their patients’ medical outcomes.
However, many participants believed that work-related
stressors negatively affected this sense of purpose and
satisfaction. One participant shared his thoughts:

Yes, we [health workers Jshould ideally be emotion-
ally attached to our patients and their families or
caregivers. When we share in their emotions well,
85% of the treatment feels more effective. That is our
purpose, our reason for being here. But, many of us,
myself included, have failed to uphold this critical as-
pect of professionalism. Even when we believe in the
importance of our positive impact, an extremely de-
teriorated work environment makes it hard to sustain
this mindset. But, I believe in doing so, irrespective of
any situation. (Male, 31-35 years old)

Theme 4: health workers’ experience with coping strategies
Under this theme, participants’ coping experience with
work stressors was explored. We coded and categorised
the coping strategies experienced by the study participants
into three groups: adaptive strategies (both problem and
emotion-based positive and effective methods to address
stressors or stress), maladaptive strategies (coping strate-
gies that do not effectively address the stressor or have no
proven effect on resolving stressors or distresses) and no
planned coping strategies (instances where participants
did not recall or recognise any particular approach). The
first two approaches are based on the TMS™ and the last
classification is not a coping strategy but for ease of anal-
ysis. Eleven of the 34 participants reported using at least
one form of an adaptive strategy to manage work-related
stressors or stress. These participants also reported that
their colleagues also apply such coping strategies. These
strategies included fostering good communication with
colleagues and managers, entertaining colleagues,
seeking social support, religious conditioning, solving the
stressors encountered at work, positive reframing, prac-
tising acceptance and building confidence through skill
development. For example, one participant shared his
coping experience:

[...] T have a good relationship with hospital ward
coordinators, pinpoints, and medical directors. And,
I think we need to appreciate and accept problems
at work. [...] Get relaxed and develop confidence
through developing skills. I know there are lots of
health professionals who are upset by such problems.
I do not care much about it. (Female, 31-35 years
old)

In contrast, 10 participants reported practising at least
one form of maladaptive coping strategy which often
failed to address their stress or stressors effectively or

had negative consequences. Common maladaptive strat-
egies included avoiding problems at work, abnormal
patient referrals to reduce workload, consuming chew
chat and alcohol, displaying autocratic behaviour towards
patients and colleagues, isolating themselves by closing
their rooms to escape from stressors, using medication
like painkillers to get relief from the stressful situations
and being absent from the workplace. The following two
participants, for example, shared their experience with
maladaptive coping strategies:

[...] I told him [patient’s family] those drugs in our
hospital run out very quickly because of the high
number of patients. However, he did not understand.
We [the patient’s family, and the health worker] end-
ed up exchanging bad words. At that time, I closed
my room and went out to escape the conflict. I had
no other choice. I usually do the same thing before.
(Male, 31-35 years old)

[...] I often enjoy my friends to forget my situation.
[...] T often go out after lunch. I forget a lot of work
hassles. (Male, 31-35 years old)

Finally, a significant portion of health workers either
did not recall practising any form of coping strategies or
expressed scepticism about their coping strategies. One
of the participants described how he did not consider any
strategy, such as counselling:

[...] T have never consulted psychiatrists or any coun-
sellor. Would it make any difference? For example,
if I could have told him/her about the work-conflict
issues I frequently face. What solution would psychi-
atrists or any other mental health professionals give
me? I do not think so. (Male, 31-35 years old)

Theme 5: barriers to mitigating work-related stressors and seeking
support

This theme explores health workers’ experiences with
barriers to both reducing or coping with work-related
stressors and seeking support for persistent CMSs. These
barriers were reported to operate at the individual,
organisational and systemic levels (ie, health system
level). At the individual level, many healthcare workers
identified barriers such as low awareness of the sources
and consequences of stressors or stress, poor recognition
of symptoms and limited coping skills. Participants also
highlighted challenges such as ineffective communica-
tion, inadequate task planning, poor conflict manage-
ment skills and a reactive rather than proactive approach
to addressing shortages in infrastructure and supplies.
One participant forwarded important advice from her
general observation as follows:

[...] Many health workers, including me, focus on
our primary tasks. However, this tradition may neg-
atively impact both our health and performance. We
are usually unaware of which stressors cause us to ex-
perience negative mental and physical feelings. [...]
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We need to carefully assess our stress levels, identify
sources of concern along with the duration of these
feelings, address them with a plan, balance work-
loads using effective methods, understand and fulfil
our roles, maintain active communication with col-
leagues and supervisors, and seek support. (Female,
36-40 years old)

The participants frequently mentioned many other
individual-level barriers to seeking support or care from
mental health services or mental health professionals
when they persistently feel CMSs. Many reported low self-
awareness regarding mental symptoms, such as distress,
anxiety and depression, as well as a lack of planned coping
strategies. Stigma and fear of disclosure were recur-
ring concerns, with several participants noting worries
about being judged by patients, colleagues and commu-
nities. There was also a pervasive fear that admitting to
mental health issues could undermine professional trust
and credibility. One participant shared his experience
emphasising the professional risks associated with seeking
mental health support:

[...] First, I do not recognize the symptoms of mental
health issues early, whether it’s depression, anxiety or
else. Second, I worry that revealing such conditions
could harm the professional trust I've built. If peo-
ple found out I have a mental health condition, they
might hesitate to seek medical care from me, [...],
fearing I couldn’t provide quality service while men-
tally ill and dealing with these issues. Because of this,
I avoid consulting psychiatrists. (Male, 25-30 years
old)

In addition to these individual challenges, participants
frequently mentioned barriers at the organisational level
(at the hospital level). Many participants described how
shortages of supplies, inadequate infrastructure and
understaffing contributed to stress and limited their
ability to seek support. A lack of mental health services,
insufficient training in stress management, technical
updating training, inadequate social support, a lack of
rewards for high effort, poor conflict resolution practice
and ineffective communication channels further exacer-
bate these challenges. One participant shared a particu-
larly striking example:

[...] Relatives of patients sometimes unintentionally
make our work harder, such as beating or mishan-
dling or throwing our gowns. [...] I believe that con-
flicts and negative outcomes in medical procedures
often arise from supply shortages, which require pro-
active attention. [...]JAdditionally, hospital adminis-
trators often demonstrate insufficient commitment
to addressing these challenges, leaving health work-
ers to manage with inadequate support. (Female,
36-40 years old)

Participants also identified systemic barriers (zonal,
regional and national level issues) that hindered their

ability to alleviate stressors and to access mental health
services support. These main ones included a lack of
mental health policies and initiatives tailored to the
mental health of the health workforce, limited engage-
ment in JEG processes and inadequate facilities and infra-
structure at hospitals. The insufficient support from the
media, the political climate and a shortage of specialised
mental health professionals further compounded these
challenges. One participant highlighted the systemic
level barriers:

[...] Particularly, the salaries, risk allowances, and ca-
reer progression of healthcare professionals need to
be reconsidered. Particularly, the issue of workload
has not been given adequate attention. Furthermore,
I believe we, as healthcare professionals, were not
properly represented in the JEG [job evaluation &
grading] or BPR[business process reengineering]
studies. [...]. This sector is suffering from significant
challenges. [...] Ultimately, these issues are also risk
factors for mental disorders (Male, 25-30 years old)

Another participant expressed frustration with the lack
of long-term support for mental health initiatives within
the healthcare system, noting:

[...] In our hospital, I initiated efforts to promote
mental health for health workers to the Ministry
of Health and zonal health departments, but these
initiatives were not sustainable. I observed a lack of
support at the ministry level to establish mental well-
being for the health workforce. There was a prevail-
ing belief that only the community was affected by
mental health disorders, yet many work-related fac-
tors contributed to increased symptoms among us.
(Male, 31-35 years old)

DISCUSSION
Our study highlighted how health workers conceptualise
CMSs such as occupational stress, anxiety and depres-
sion. It explored how they experience and appraise work-
related stressors to causal pathways to CMSs, how these
stressors affect their PQoL, how they cope with stressors
or stressor-related CMSs and the barriers they face in miti-
gating stressors or seeking support. Our findings revealed
low SICMSs, higher perception of linking work-related
stressors to the likelihood of experiencing CMSs and
PQolL, the low practice of adaptive coping strategies and
multiple barriers to effective coping and support-seeking
practice among health workers in respective themes.
Under the first theme of the study, our findings revealed
paradoxes in how CMSs are conceptualised from an
aetiological approach, suggesting low self-identification
as having CMSs. For instance, while many participants
demonstrated low symptom identification skills, they
exhibited high perceived vulnerability to common mental
health symptoms. However, according to the guiding
theoretical framework'® of the study, participants are
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considered to have a better understanding or conceptual-
isation of CMSs if they can identify key symptoms of each
CMS, demonstrate high awareness of their vulnerability
to experiencing any CMSs, describe actual or subjective
experiences of CMSs, explain the potential causal path-
ways that link work-related stressors to CMSs and express
strong beliefs in their ability to control and prevent these
mental health symptoms. Keeping this in mind, low
symptom identification and high vulnerability to CMSs
importantly suggest that health workers may appraise
their work-related stressors as beyond their capacity to
control which could exacerbate their vulnerability to
CMSs. Additionally, low symptom recognition and low
perceived ability to control stress or stressors could lead
health workers to believe stress is part of their normal
professional life, suggesting that health workers may view
stress as inherent to the job rather than as a treatable
condition. These findings are supported by other studies
showing low misconceptions among health workers, even
among mental health workers,” ** despite variations in
methods.

Moreover, the high perceived vulnerability to and low
subjective experiences of occupational depression and
anxiety could also arise from hiding themselves to avoid
stigmatisation and misconceptions about those mental
health symptoms, as also supported by a meta-synthesis
study.” In Ethiopia, studies indicating health workers’
conceptualisation and exploration of sources of stressors
are scarce despite the availability of studies focusing on
the prevalence of CMSs (stress, depression and anxiety)
and associations among sociodemographics in Ethi-
opia”'? among Ethiopian health workers. Despite contex-
tual differences, previous research has documented low
symptom identification among health workers,"” and
the perception of stress as a normal professional life has
also been documented.'® This low self-identification may
imply low mental health literacy, low acceptance of mental
health issues, reluctance to seek support and behaviour
likely influenced by stigma and other misconceptions.™
These findings are concerning as they have implications
not only for health workers’ well-being but also for their
ability to diagnose CMSs in patients. Although health
workers are assumed to have a better conceptualisation of
CMS:s of interest from their college education, our find-
ings still suggest the need to provide additional technical
updating training for all health workers to increase their
appraisal skills to identify themselves as to whether they
are experiencing symptoms with the recommended dura-
tion and episode to seek early support and prevention
activities. Various approaches to training can be tailored
to the specific CMSs and their work-related psychosocial
risk to promote their mental well-being.** *° However,
additional studies involving health workers in the Ethio-
pian context may be required to understand those symp-
toms from a cause-specific or aetiological approach for
targeted interventions.

Participants identified workplace conflicts (conflicts
with colleagues, supervisors, hospital officials, patients

and visitors) as the most common stressors associated
with common mental health symptoms. Additionally, low
community (patients, visitors and relatives of patients)
awareness of medical processes, difficulties in differen-
tiating patients’ or relatives’ roles from health workers,
negative attitudes towards healthcare providers, fail-
ures to communicate with patients and low support
to health workers were also sources of conflict at work.
Despite differences in methodological and theoretical
approaches, our findings align with prior research, such
as studies in the USA, where conflict ranks as a signifi-
cant stressor for healthcare workers.”® Although drawing
causal links remains challenging, our findings are consis-
tent with quantitative studies also indicating conflict
is associated with an increased risk of mental strain or
distress,”” ** depression” * and anxiety.” Work-family
conflict also emerged as a major stressor among study
participants. Despite variations in measuring work-family
conflict, our finding aligns with a study that indicated
work-family conflict was associated with occupational
stress*” in Ethiopia. Our findings also align with other
quantitative studies outside Ethiopia which have shown
that work-family conflict increases the risk of anxiety
symptoms*' ** and depression.”” The findings suggest a
poor understanding of conflict at work by health workers,
poor competence in communication, poor job perfor-
mance, limited personal resources (both psychological
and work-life skills), job dissatisfaction and a broader
deficit in conflict resolution culture in healthcare facili-
ties. As participants frequently mentioned, the absence of
training regarding workplace conflict management and
work-family balance training could contribute to these
challenges.

Therefore, health workers should be trained in the
effective use of medical supplies, workplace multicul-
tural communication, patient—provider interactions
and work-home balance management. These skills are
essential for preventing workplace conflicts that could
arise if these areas are neglected. Similarly, healthcare
managers can benefit from targeted training that focuses
on stress management, conflict resolution, mentorship
and strategies for promoting equity and staff recogni-
tion. As hospitals serve patients and families from diverse
cultural, linguistic and religious backgrounds, hospital
staff should also receive training on respectful and
inclusive treatment of these communities. Additionally,
mass media can play a role in encouraging the public to
follow hospital rules and regulations and appreciate the
critical role health workers play in caring for patients.
These measures can help reduce conflicts within hospital
settings. The link between such conflict at work and CMSs
also needs further studies for the contexts of Ethiopian
health workers.

Participants also reported limited access to essential job
resources, such as managerial and social support, inade-
quate medical supplies and equipment and WASH were
among the three stressors in the selected hospitals. These
resource constraints not only increase job demands but
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also reduce job control, increasing mental strain and
the risk of CMSs. In our thematisation processes, such
constraints were considered as job resources. Failure to
meet these resources damages health workers’ job perfor-
mance, loss of positive emotions and satisfaction, burnout
and so on, which in turn causes mental distress, depressed
mood and excessive worries about performance.
Regarding managerial and social support, participants’
concern is also supported by other studies that indicated
low social support (supervisors and colleagues’ support)
increases the risk of CMSs, such as distress,43 depressive
symptoms**® and anxiety symptoms.* Our finding that
personal protective equipment (PPE) was limited or
unavailable agrees with findings from Ethiopia’ and sub-
Saharan Africa during the COVID-19 pandemic.”

Participants also noted that inadequate WASH-related
stressors were among the top stressors in care areas that
could increase the risk of CMSs by hindering health
workers’ performance and lowering the quality of care.
Though the target population and study approaches
differ from our study, studies support participants’
concern that WASH-related stressors such as water inse-
curity increased psychological distress including anxiety
and depression.”™ However, studies with strong study
designs are required to establish complex causal path-
ways. Our findings underscore the importance of indi-
vidual and organisational interventions, urging further
research on the links among managerial commitment,
inadequate medical supplies and equipment, WASH-
related stressors and symptoms of common mental health
disorders in health workers.

Higher effort and low reward dynamics were other
stressors perceived to increase the risk of CMSs in our
study. While data specific to Ethiopian health workers
is limited, quantitative studies from high and middle-
income countries show that a higher effort to low reward
ratios increase the risk of common mental health disor-
ders, including anxiety and depression. These find-
ings suggest the need for sector-wide collaboration to
improve compensation schemes, such as salaries, risk
allowances and duty payments. Revising the current JEG
system with additional studies on salaries and current
economic inflation rates may be a policy-level interven-
tion to improve the mental well-being of health workers.
Work-related stressors were also reported to negatively
affect key components of PQoL including compassion
satisfaction, feelings of burnout and CF.

Despite population and methodological differences,
the findings of other studies support our findings that
job demands increase burnout by affecting burnout
dimensions, such as EE and depersonalisation (DP),
while negatively predicting personal accomplishment
(PA)** % and compassion.” Similarly, low job resources
increase the likelihood of elevating EE, DP and CF,66
and decrease the likelihood of PA.** % %7 Our study also
aligns with prior studies that indicated high job demands
and low resources decrease life satisfaction,68 and
supportive factors such as servant leadership were found

to be important job resources that decrease burnout and
increase life satisfaction.”® Similarly, higher scores of job
demands and lower job resources such as low decision
latitude and low social support were more likely to report
maladaptive coping strategies like selfrundermining
which can lead to job dissatisfaction®* and may harm
compassion satisfaction components of PQoL of health
workers. Furthermore, low social support (supervisors’
and colleagues’ support) is also an important resource
known to reduce burnout,” ® “* CF or secondary
trauma forms,” %70 7 70 ywhereas higher social support
increased the likelihood of compassion satisfaction.”
Participants’ concern in our study is also supported by
studies indicating that a higher ERI increases the likeli-
hood of burnout syndromes™ " ™ and reduces compas-
sion satisfaction,” ”® which all are components of PQolL..
Therefore, despite the uncertainty of discussing all work
stressors, our findings may provide clues on where poli-
cymakers should focus to reduce stressors by increasing
job resources (psychological and material resources)
to improve the PQoL of health workers. However, the
impact of each work-related stressor on the PQoL of
health workers requires additional studies for the Ethio-
pian health workers context.

When it came to coping strategies, nearly half of the
participants described using maladaptive strategies, while
others reported no planned coping strategies (perhaps
due to recall bias). While there has been much debate
about whether maladaptive coping strategies could alle-
viate mental distress, evidence shows that adaptive (posi-
tive) coping strategies related to COVID-19 helped reduce
health workers’ distress and motivated them to engage
in direct patient care.”* Fewer participants in our study
used positive coping strategies compared with a study
on burnout among mental health professionals,® likely
because most of our participants were non-mental health
professionals with less awareness of such strategies. Using
maladaptive coping strategies such as ignoring resource
challenges and proceeding to substandard options were
common strategies employed by the study participants.
For example, health workers convinced themselves of the
persistent problem of WASH as an unresolved challenge,
making them stay with the problem and choose to work in
unhygienic working areas rather than taking any problem-
based coping strategies. Using maladaptive coping strate-
gies may harm health workers’ well-being and PQoL, even
if they are better than having no coping strategies at all,
despite being better than being without any conscious
planning of any coping strategies. Additionally, those who
did employ positive coping primarily relied on emotion-
based methods like prayer, socialising with friends, enter-
tainment and engaging in religious prayer. Therefore,
this study suggests providing training for health workers
on emotional and physical problem-solving skills and
implementing individual-level and organisational-level
coping skills based on stressor prioritisation.

Finally, barriers to seeking support from mental health
services during the persistent experience of CMS and
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hindering coping strategies with work-related stressors
were also evident at the individual, organisational and
health system levels. In our study, barriers could be
appraised as also workplace stressors by health workers
despite creating some complexity. Although comparing
these findings with others may be challenging due to
differences in contextual factors, our results align with
those of a similar study conducted elsewhere.” While
likely contextual, it requires further exploration to
develop interventions that reduce stigma and improve
access to mental health services. Testing effective indi-
vidual and organisational interventions® ™ for stress
management and implementing them in context can
benefit health workers. Intersectoral collaboration may
also be needed to address organisational and system-
level barriers in the workplace. Overall, the findings of
this study underscore several key areas for intervention.
First, there is a need to provide updated training on
CMSs among health workers, equipping them with the
skills to recognise and appraise CMSs and to seek early
support. Second, addressing resource shortages, such
as PPE, WASH infrastructure and managerial support is
critical for reducing stress and improving mental well-
being. Healthcare managers can be empowered through
internal organisational level changes such as targeted
training in workplace-centred training focusing on stress
management, conflict resolution and mentorship skills,
alongside strategies for equity and staff recognition.
These initiatives create supportive and effective leaders
who enhance healthcare worker well-being and drive
better patient outcomes, leading to quality professional
life. Third, promoting communication and conflict reso-
lution skills in healthcare organisations may help address
workplace conflicts, the main perceived source of stress.
Fourth, policy reforms are needed to improve compensa-
tion structures and ensure that the economic realities of
health workers are reflected in salary adjustments. Lastly,
organisational interventions focused on fostering adap-
tive coping strategies and prioritising job resources could
enhance mental well-being and PQoL.

Steps to maintain rigours of the study

The study employed methodological triangulation to
integrate data from FGDs and IDIs, enhancing the
validity of the findings. Themes were identified with data
from both methods cross-checked to ensure consistency
and highlight differences. Focus groups provided broad
insights, while interviews investigated deeper specific
issues, allowing for iterative refinement of findings. Prin-
cipal investigators, along with note-takers and recorders,
spend sufficient time engaging with study participants
and healthcare facility communities to ensure prolonged
interaction and persistent observation for contextual
understanding. The study used two data sources: IDIs
and FGDs performed by different investigators (note-
takers, moderators, IDI interviewers) cross-verifying find-
ings through interviews informed by existing theories to
ensure triangulation.

A summary of findings and selected participants’ quota-
tions was shared with study participants, with feedback
received from atleast one participant per FGD and five IDI
participants to ensure better representations of perspec-
tives. Detailed descriptions of the context, participants
and research processes were provided to readers to assess
the findings’ applicability to other contexts. Participants
were purposefully selected from three strata of healthcare
facilities (primary, general and tertiary hospital settings)
based on experience and knowledge of the work environ-
ment concerning stressors to ensure transferability.

The research team thoroughly documented all
processes, including local language (Ambharic) tran-
scripts, translations; codings and thematisation with
supported quotations. Multiple researchers randomly
picked codes and assigned them to themes, verifying
their alignment with the guiding theoretical frameworks
to ensure dependability. The findings for each theme
were supported by the participant quotes, ensuring they
were free of researcher bias and motivations, ensuring
confirmability. Lastly, the inclusion of diverse catego-
ries of healthcare professionals ensured the study fairly
represented the different varied realities of participants
regarding work stressors and common mental health
symptoms.

Strengths and limitations of the study

This uses diverse qualitative methods (FGDs and
IDIs) guided by theoretical frameworks and enriches
the study by providing comprehensive, reliable and
contextually grounded insights into health workers’
conceptualisation and experiences with CMSs, work-
related stressors, coping strategies and barriers to
mitigating work stressors and seeking support.

However, there are several limitations. Participants
faced challenges in recalling specific mental symp-
toms (ie, stress, anxiety and depression), the associ-
ated stressor(s), their duration and the link between
specific stressors and symptoms. This made it diffi-
cult to verify whether changes in symptoms were
tied to changes in specific stressor(s). Similarly, it
was unclear which coping strategies corresponded to
particular stressor(s) and/or symptoms of CMSs due
to health workers’ recall limitations despite trying to
capture coping strategies in every theme during our
interviews and discussions.

Exploring the subjective experience of CMSs, espe-
cially anxiety and depressive symptoms through FGDs
could lead to social desirability bias such as hiding
experience due to perceived and actual fear of stig-
matisation, and perception of loss of professional
trust and acceptance. Health workers may hide some
managerial stressors due to fear of managerial reper-
cussions and/or another conflict of interest. Further-
more, there were long-term interruptions of duty
payments for most of the hospitals during the study
period. This may have led participants to dispropor-
tionately attribute stress to managerial and systemic
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issues, potentially inflating perceived conflicts as
stressors.

We suggest that perceived causal exploration be
supported by the lived experiences of health workers
with chronic occupational stress, occupational depres-
sion and occupational anxiety to provide stronger
evidence via longitudinal qualitative and quantitative
studies.

CONCLUSIONS

Our findings revealed low self-identification as having
SICMSs, higher perception of linking work-related
stressors to the likelihood of experiencing CMSs and
a PQoL, low practice of adaptive coping strategies and
multiple barriers to effective coping and support-seeking
practice among health workers in respective themes.

Overall, the findings of this study underscore several
key areas for intervention. First, there is a need to provide
updated training on CMSs among health workers, equip-
ping them with the skills to recognise and appraise CMSs
and to seek early support. Second, addressing resource
shortages, such as PPE, WASH infrastructure and mana-
gerial supportis critical for reducing stress and improving
mental well-being and PQoL. Third, promoting commu-
nication and conflict resolution skills in healthcare
organisations may help address workplace conflicts, the
main perceived source of stress. Fourth, policy reforms
are needed to improve compensation structures and
ensure that the economic realities of health workers are
reflected in salary adjustments. Finally, organisational
interventions focused on fostering adaptive coping strate-
gies and prioritising job resources could enhance mental
well-being and PQoL.

We suggest that perceived causal exploration be
supported by the lived experiences of health workers with
chronic occupational stress, occupational depression and
occupational anxiety to provide stronger evidence using
longitudinal qualitative and quantitative studies.
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