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Abstract

Background The 2022 Ebola Virus Disease (EVD) outbreak occurred at a time when Uganda was still battling the
social and psychological challenges of the COVID-19 pandemic; placing health care professionals (HCPs) at a much
higher risk of developing psychological distress. Psychological distress among HCPs can cause decreased workplace
productivity and ineffective management of their patients. The current study aimed to investigate and understand
psychological distress among HCPS in Mbarara city in Southwestern Uganda following the 2022 EVD outbreak.

Method We enrolled 200 HCPs through convenient sampling from one private and one public health facility in
Mbarara city in Southwestern Uganda, in a cross-sectional convergent parallel mixed method approach where
qualitative and quantitative data were collected concurrently. Quantitative data, utilizing the Kessler Psychological
Distress (K10) Scale, provided us with a quantitative measure of the prevalence of psychological distress among
HCPs, and were analyzed using STATA version 16. Qualitative data, on the other hand, offered deeper insights into
the nature, perceptions, and contextual factors influencing this distress, and were analyzed using emergent theme
analysis.

Results The prevalence of psychological distress was 59.5% and it was higher among females (63.9%) compared to
males (36.1%). HCPs vividly expressed distress and anxiety, with heightened suspicion that every patient might be

an EVD carrier, creating a pervasive sense of unsafety in the workplace. However, the outbreak had an educational
affect where concerns about the announcement of another EVD outbreak were diverse, with HCPs expressing anxiety,
despair, and dissatisfaction with the country’s management of potential outbreaks.

Conclusion High levels of psychological distress were experienced by HCPs in Southwestern Uganda as a result
of the 2022 EVD pandemic. HCPs express a wide range of feelings, such as dread, anxiety, despair, pessimism, and
discontent with the way the outbreaks are handled throughout the nation. We recommend implementation of
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comprehensive psychosocial support programs tailored to the unique needs of HCPs, including counseling services,

stress management workshops, and peer support networks,

Keywords Psychological distress, Health care professionals, Ebola virus disease

Introduction

In September, 2022 an outbreak of Ebola Virus Disease
(EVD) was announced in Mubende district located in
central Uganda [1]. In total, this outbreak impacted nine
districts: Bunyangabu, Jinja, Kagadi, Kampala, Kassanda,
Kyegegwa, Masaka, Mubende, and Wakiso [2]. Dur-
ing the outbreak, 142 confirmed cases of EVD caused
by Sudan Ebola virus including 55 deaths were reported
[2]. Among the confirmed cases were 19 healthcare pro-
fessionals (HCPs), most of whom were medical doctors,
who accounted for 7 of the deaths caused by the virus [2].
An additional 22 probable cases died before samples were
obtained for confirmation and there were 87 recoveries
among the confirmed cases [1].

Sudan Ebola is one of the three variants of Ebola viruses
that cause hemorrhagic fever, which was first discovered
in 1979 in southern Sudan [3]. The Zaire Ebola was dis-
covered near the Ebola River in the Democratic Repub-
lic of Congo [4]. Bundibugyo ebolavirus (BEBV) was first
discovered in the Bundibugyo District of Uganda in 2007
during an outbreak of EVD [5]. The Sudan Ebola virus
is highly infectious and fatal [6, 7]. The risk of infection
among HCP is heightened by the fact that Ebola initially
presents with non-specific symptoms like fever, head-
ache, muscle pain and chills, contrary to the most feared
presentation of bleeding from orifices which happens in
the late stages of the disease [6, 7]. EVD spreads through
contact with infected bodily fluids to which the HCPs are
exposed since they usually have to physically examine the
patients without appropriate personal protective equip-
ment (PPE) [8]. There is scarcity of PPE in healthcare set-
tings in low-income countries and HCPs often examine
patients without being protected [9].

In acknowledging initial symptoms of EVD are non-
specific, during an out-break, HCPs in high-risk health-
care facilities or areas are likely to treat every patient as
a potential carrier [10], which can undermine their qual-
ity of care and be demotivating. In addition, the anticipa-
tion of every patient having EVD disease, suggests HCPs
to live in fear and anxiety which may escalate into psy-
chological distress [11]. Moreover, provision of medical
care for patients with EVD is generally associated with
physical and psychological distress due to extended shift
times, the long process of donning and doffing, and the
rigorous monitoring of the critically ill patients [12].
Due to increased exposure via occupational responsibili-
ties, HCPs are more likely to be infected than the general
adult population, and psychological distress from expo-
sure to death with uncertainty of contracting the disease

further increases distress among HCPs [13]. A study
done in Sierra-Leonne showed a prevalence of anxiety
of 48% among HCPs in Ebola pandemic, and perceived
Ebola threat was the main predictor for anxiety among
the study participants [14]. Other studies done in West
Africa have reported that, yet HCPs are more likely to get
firsthand information about people in isolation [15-17].
Psychological distress may vary among HCPs across the
country, with those directly caring for EVD patients fac-
ing the highest risk. In contrast, HCPs in routine care
or continuity, especially in areas where EVD has not yet
occurred, may experience comparatively lower levels of
psychological distress.

Anxiety from psychological distress hinders one’s
working memory, causing forgetfulness of essential tasks
for HCPs [18]. Forgetfulness can impair HCPs work per-
formance and reduce safety at work as they could forget
the standard operating procedures to alleviate disease
spread [18, 19]. Psychological distress endangers HCPs
and poses risks to their colleagues, families, and the gen-
eral public [19]. Furthermore, psychological distress can
elevate concerns regarding trust and transparency at
work as well as decreased workplace productivity and
ineffective management of their patients [20, 21]. In
addition, psychological distress among HCPs can cause
emergence of other psychiatric disorders symptoms, like
those of paranoia and depression [22]. Psychological dis-
tress among HCPs may influence selection into other less
advantaged occupations with poorer working conditions,
that may increase the risk of future depressive disorders
[23].

Uganda has thus far had five EVD out breaks majorly
affecting the western and central regions of the country
[24], and the most recent outbreak started in September
2022 [1]. Most outbreaks predominantly featured the
Sudan Ebola virus variant, except for the 2007 Bundibu-
gyo outbreak, attributed to the Bundibugyo ebolavirus
(BEBV) which also accounted for the most limited deaths
[25]. Geographically, they were largely concentrated in
rural areas of Uganda, often affecting single districts [25].
However, the 2022 outbreak expanded across multiple
districts, extending into both rural and urban settings
[2]. Like the initial outbreak, a considerable number of
healthcare professionals were engaged in the 2022 event
[2, 26].

Psychological distress resulting from the issues sur-
rounding EVD such as scarcity of personal protective
equipment (PPE), non-specific initial EVD symptoms
that most patients present with as possible carriers, fear
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of contracting the disease, and the risk of dying once one
contracts the disease; impair work productivity of HCPs
who pose a danger to themselves, their colleagues, fam-
ily, and the general public. Resultantly, HCPs are pre-
disposed to other mental health challenges in the future
[27]. Our study is crucial due to the lack of available data
on the psychological distress experienced by HCPs in
Uganda following EVD outbreaks, despite the country’s
history of such outbreaks. Additionally, we sought to
reveal the extent of the psychological impact on HCPs in
Uganda, especially considering the timing of the recent
Ebola outbreak alongside the ongoing COVID-19 pan-
demic. This confluence of infectious disease outbreaks
likely exacerbated the psychological burden on HCPs,
who were already under immense pressure and at height-
ened risk of distress [28].

Exploring the psychological distress among HCPs in
Mbarara in Southwestern Uganda following the 2022
EVD outbreak offers valuable insights into the broader
context of healthcare worker well-being and resilience.
By understanding the specific challenges faced by HCPs
in this region, policymakers and healthcare organizations
can tailor support systems and interventions to address
their unique needs. Furthermore, this study contributes
to the broader understanding of the impact of infectious
disease outbreaks on healthcare systems and the value
of prioritizing the mental health of frontline workers in
epidemic response efforts. Thus, we sought to investigate
and understand psychological distress among HCPS in
Mbarara city in Southwestern Uganda following the 2022
EVD outbreak.

Methods

Study Design

The current study, conducted between September to
November, 2023, employed a cross-sectional convergent
parallel mixed method approach where qualitative and
quantitative data were collected concurrently, analyzed
separately, and combined at discussion level to nuance
the experience of psychological distress with the con-
text underpinning the distress. Triangulation of the data
occurred when discussing the integrated findings, which
we synthesized to explore the nuanced relationship
between psychological distress and its contextual factors,
facilitating a deeper interpretation of the results and their
implications.

Study setting

We conducted the study at two health centers in Mbarara
city in southwestern Uganda: one private and one public
hospital, specifically Mbarara Regional Referral Hospital
(MRRH) (public) and Divine Mercy Hospital (one of the
largest private hospitals in Mbarara). While Mbarara City
has 19 health facilities, most of which are private, only
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MRRH was under high alert to receive patients with EVD
because it is a regional referral hospital for the western
region.

Situated approximately 266 km southwest of Kampala,
the capital city of Uganda, Mbarara is strategically posi-
tioned within proximity to several districts that have been
affected by Ebola Virus Disease (EVD) outbreaks like
Kampala, Kyegegwa, Masaka, and Mubende. The geo-
graphic proximity underscored the relevance of studying
psychological distress among HCPs in Mbarara following
the recent EVD outbreak. Understanding the experiences
of HCPs in this region, which is close to areas affected by
EVD, provides valuable insights into the broader context
of epidemic response and healthcare worker well-being
in Uganda.

Study population and eligibility screening

Our study population included doctors, nurses, mid-
wives, laboratory technicians, and clinical officers in
Mbarara city of Uganda. We targeted HCPs because
HCPs are the first line of contact for patients. While pre-
vious epidemics have shown that all HCPs are at high
risk of EVD including radiographers, pharmacists, phys-
iotherapists, optometrists, the choice of HCPs in this
study we focused on those working on the frontline with
patients. We excluded individuals who; (i) are too physi-
cally sick to withstand the length of the interview, (ii)
had not been working at the study sites during the EVD
outbreak i.e.; between September, 2022 to January, 2023.
Convenient sampling was employed for both the study
sites and study participants. MRRH has had a total of
about 358 HCPs while Divine Mercy Hospital had about
45 HCPs, during the study period.

Sample size estimation

The sample size was calculated using Kish Leslie’s for-
mula [29] for a finite population. We followed the stan-
dard normal deviation, typically set at 1.96 for maximum
sample size at a 95% confidence interval. With a constant
probability (p) of 50% or 0.5 (as no measures were esti-
mated), we calculated the complement (Q) as 1-p, result-
ing in Q=0.5. The desired degree of accuracy (e) was set
at 0.05 or a 0.05 probability level (at a 95% confidence
level). Considering a 10% non-response rate, we arrived
at a sample size of 213 which was allocated between the
hospitals at a ratio of 4:1 for MRRH and Divine Mercy
Hospital, respectively. However, 13 participants did not
complete the questionnaire and were excluded from the
analysis. Each cadre of HCPs was then sampled in pro-
portion to its representation in the at study sites. The
same number of participants (200) were involved in
qualitative data collection. Our approach aimed to cap-
ture comprehensive insights from a diverse range of
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perspectives, ensuring richness in data and theoretical
saturation [30].

Data collection

All information was collected by four research assistants
(RAs), each trained in data collection, research ethics,
administration of questionnaires, and how to ask sensi-
tive questions. RAs identified eligible participants who
presented in the hospital, approaching each for an inter-
view, where the RA led the survey completion, to be
conducted in a private office or during unit/clinical meet-
ings. Only after potential participants consented, would
the RA hand them the survey instrument. To reduce the
institutional footprint and care provision, RAs allocated
time (during break of post shift) at their convenience to
support participants in completing the questionnaire.
While quantitative data, using the Kessler Psychologi-
cal Distress (K10) Scale, provided us with a quantita-
tive measure of the prevalence of psychological distress
among HCPs, qualitative data offered deeper insights
into the nature, perceptions, and contextual factors influ-
encing this distress. The integration of qualitative and
quantitative data allowed for a comprehensive examina-
tion of psychological distress among HCPs, providing
both breadth and depth to our findings.

Study variables

Our research explored numerous variables, encom-
passing both independent and dependent factors. Inde-
pendent variables comprised Age, Health Profession
(segmenting participants into four categories: Clinical
Officers, Laboratory Technicians, Medical Doctors, and
Nurses/Midwives), Gender, Marital Status, and Hospi-
tal Type (categorizing the workplace setting in terms of
private and public). Our selection of sociodemographic
variables was motivated by their recognized associations
with psychological distress among healthcare profession-
als (HCPs) in previous research [31-35]. The Dependent
Variable centered on Psychological Distress experienced
by healthcare professionals, serving as the principal focus
of our investigation.

Study tools and measures

Quantitative data

The final, largely validated, survey included socio-demo-
graphic information such as age, sex, marital status,
health profession and psychological distress which was
assessed using the Kessler Psychological Distress Scale
(K10) [36]. Qualitative questions were included in a ques-
tionnaire alongside quantitative questions.

Study tools
The 10-item Kessler Psychological Distress Scale
(K10), is a well-validated self-report tool for assessing
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psychological symptoms [36, 37]. The K10 been used
by researchers in the Ugandan setting across various
populations including HCPs [38], particularly in the
context of infectious disease outbreaks and high-stress
environments, refugee and displaced populations [39],
HIV/AIDS affected populations [40] and adolescents
[40]. It is composed of 10 questions with 5-item Likert-
like responses i.e., none of the time, a little of the time,
some of the time, most of the time, and all of the time.
The responses are scored from 1 to 5 respectively and the
overall score summed for each participant ranges from
10 to 50. Participants with a score of >20 are considered
to have PD. K10 has satisfactory psychometric properties
and is strongly associated with the presence of posttrau-
matic stress disorder, major depressive disorder, general-
ized anxiety disorder, and panic disorder [41]. However,
despite K10 being validated, we did modify all items to
elicit responses relevant to the context of EVD outbreak.
For instance, the original query “In the past 4 weeks,
about how often did you feel tired out for no good rea-
son?” was adjusted to “During the recent EVD outbreak,
about how often did you feel tired out for no good rea-
son?”. For this study the Cronbach alpha was 0.71.

Qualitative data

We included qualitative questions within each ques-
tionnaire administered to all participants. Participants
responded to open-ended survey items [42] in the ques-
tionnaire within the key domains of; (i) Their experience
attending to general patients during the EVD outbreak.
ii. how they would feel if another EVD outbreak was
announced in their district of work. iii. the reasons (why)
behind these feelings. We conducted a pretest with a
subset of HCPs from each clinical practice cadre before
including the final qualitative questions in the question-
naire to gather the qualitative data. Items would be asked
in several ways until comprehension was evident if one
of the HCPs taking the pretest did not understand the
phrase. The collected data was inputted into a password-
protected Microsoft Access database.

Ethical considerations

We conducted the study following the guidelines of
the Declaration of Helsinki 2013, with approval from
the Research Ethics Committee of Mbarara Univer-
sity of Science and Technology (MUST-2023-779) and
Uganda National Council for Science and Technology
(HS3037ES). Written informed consent was obtained
from participants prior to participation in the study.

Data analysis

The quantitative data collected were cleaned and then
analyzed using STATA version 16. We used descriptive
statistics to summarize continuous variables (i.e., mean,



Abaatyo et al. BMC Psychiatry (2024) 24:469

mode, median, and standard deviations), while categori-
cal variables were summarized using proportions and
percentages. An independent sample t-test was utilized
to compare numerical variables like age, and Pearson’s
chi-square test was used to compare categorical data
between the groups. We adjusted for hospital type clus-
tering and employed Modified Poisson regression to
examine how socio-demographic factors relate to psy-
chological distress. All statistics were calculated at a 95%
level of confidence and 5% statistical error.

For qualitative data, we completed an emergent theme
analysis. Responses, alongside those from HCPs who
piloted the survey, were analyzed such that themes were
derived from the words of multiple participants who
shared experiences [43]. A theme was constituted not
only by multiple participants reporting on the same phe-
nomenon in a consistent manner; but also recurring or
cross-cutting pattern of responses. To this end, we made
judgments when coding to decontextualize and recon-
textualize data [43]. In the quotes used, we stay verba-
tim, but protect the confidentiality and anonymity of the
participants.

Table 1 Participant socio-demographic characteristics
distribution across presence of psychological distress

Variable n(%) Psychological distress X2 (p-
No Yes value)
81(40.5) 119(59.5)
95% Cl
(52.5-66.1)
Age[mean (SD)] 32(70) 323,74 319,68 0.717
Health profession
Clinical officers 9(46) 6(74) 3(25) 2.96
Laboratory technicians 16 (8.0) 6 (7.4) 10 (8.4) (0.399)
Medical doctors 67 28(34.6) 39(3238)
(33.5)
Nurses/midwives 108 41 (50.6) 67 (56.3)
(54.0)
Sex
Male 88 45 (55.6) 43 (36.1) 7.38
(44.0) (0.007)
Female 112 36 (444) 76(63.9)
(56.0)
Marital status
Single 96 41 (50.6) 55(46.2) 038
(48.0) (0.541)
Married 104 40 (494) 64 (53.8)
(52.0)
Hospital type
Private 41 13(16.0) 28(23.5) 1.65
(20.5) (0.198)
Public 159 68 (84.0) 91 (76.5)
(70.5)
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Results

Quantitative findings

A total of 200 HCPs participated in the study. Most of the
participants (70.5%) were from the public hospital and
most were nurses/midwives (54.0%) and majority were
female (56.0). Additionally, most participants were mar-
ried (52.0). The average age of the participants included
was 3217.0 (See Table 1).

Prevalence of psychological distress following EVD
outbreak and its distribution across study variables

The prevalence of psychological distress was 59.5%
(n=119), 95% Confidence interval (CI)=52.5 — 66.1%.
Psychological distress was statistically more prevalent
among females than males (63.9% vs. 36.1%, X*=7.38, p
value=0.007). There was no statistically significant differ-
ence in the prevalence of psychological distress between
the public and private hospital. (See Table 1).

Participant responses to psychological distress items

Table 2 presents the frequency distribution of specific
items describing psychological stress (PD) of our partici-
pants during the Ebola outbreak. All items indicated that
the participants felt a lower to higher level of PD during
the Ebola outbreak. However, “feeling nervous” is the
first item with a higher percentage of participants (25.5%)
suffering from PD all the time, while the second and the
third items were respectively “feeling that everything
is an effort” (11%) and “feeling tired out for no reason”
(10%). Results showed that “feeling depressed” was the
fourth item with 8% of the participants. “Feeling so ner-
vous that nothing could calm you down” and “feeling so
sad that nothing could cheer you up” are two items with
an equal number of participants suffering from PD all
the time (7%). Similarly, “feeling worthless” and “feeling
so restless that you could not sit still” reported an equal
number of the participants (5% for each item). “Feeling
restless or fidgety” all time was felt by 6.5% of the partici-
pants, while “feeling hopeless” was felt by a less number
of the participants (4.5%).

Factors associated with psychological distress

Being female compared to being male [adjusted preva-
lence ratio (aPR)=1.40, CI=1.21-1.63, p value=<0.001],
being a medical doctor [aPR=1.72, CI=1.19-2.51, p
value=0.004] and being a nurse/midwife compared
to being a clinical officer [aPR=1.61, CI=1.11-2.23, p
value=0.012] increased the odds of psychological distress
among HCPs (Table 3).

Qualitative findings

Experiences of HCPs during the EVD outbreak

The participants conveyed a great deal of distress and
symptoms of anxiety, believing they could acquire EVD at
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Table 2 Participant responses to items on the Kessler

Psychological Distress Scale (K10)

K10 items Responses n (%)

Never Alittle some Most All
ofthe ofthe of the
time time the time

time
During the Ebola outbreak; 44 34 63 39 20
how often did you feel tired ~ (22.0)  (17.0) (31.5)  (19.5) (10.0)
out for no reason
During the Ebola outbreak; 11 26 61 51 51
about how often did you feel  (5.5) (13.0) (30.5) (25.5) (25.5)
nervous?
During the Ebola outbreak; 63 41 50 32 14
about how often did you (31.5)  (205) (2500 (16.0) (7.0)
feel so nervous that nothing
could calm you down?
During the Ebola outbreak; 76 46 47 22 9
about how often didyou feel  (380) (23.0) (235 (11.0) (4.5
hopeless?
During the Ebola outbreak; 70 49 49 19 13
about how often did you feel  (35.0)  (24.5) (245) (95 (6.5
restless or fidgety?
During the Ebola outbreak; 100 46 28 16 10
about how often did you (5000 (23.0 (140 (8.0 (5.0
feel so restless you could not
sit still?
During the Ebola outbreak; 69 52 40 23 16
about how often did you feel  (34.5)  (26.0) (200) (11.5) (8.0)
depressed?
During the Ebola outbreak; 42 49 49 38 22
about how often did you feel (21.0)  (24.5) (245) (19.0) (11.0)
that everything was an effort?
During the Ebola outbreak; 80 43 44 19 14
about how often did you feel  (40.0)  (21.5) (2200 (95 (7.0
so sad that nothing could
cheer you up?
During the Ebola outbreak; 114 34 32 10 10
about how often did you feel  (57.0) (17.0) (1600 (500 (5.0

worthless?
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any time while treating patients. Anxiety was exacerbated
by a widespread suspicion of each patient as a potential
EVD carrier. A persistent sensation of unsafety pervaded
the work atmosphere, which was described as overpow-
ering and unpleasant all the time. For example, a partici-
pant said: “I felt like I would contract EBV anytime” and
another proclaimed “I was very scared of every patient
in case they later turned out to be having EVD” As the
participants’ words, echoing others, evidence they took
a cautious stance, avoiding physical contact and viewing
every patient as contagious. As a precaution, efforts were
made to always wear protective clothing (e.g., “I consid-
ered every patient infectious and did not want to inter-
act with them” or “I tried to use protective gears most of
the time). As a result, there was a noticeable reduction
on the workload and how healthcare professionals (HCP)
engaged with patients. For instance, one participant
highlighted, “The attendance of outpatients decreased
because patients were afraid of being isolated if they were
suspected of having EVD? Another participant shared,
“I consistently found reasons to avoid going to work as I
wanted to minimize my exposure” Additionally, another
individual remarked, “Whenever a patient exhibited
bleeding from the nose or mouth, I had a strong suspi-
cion that their condition might be critical, possibly lead-
ing to fatality” In the realm of educational aspects, a
participant expressed, “I gained valuable insights into
EVD and expanded my understanding significantly”
Thus, although anxiety inducing and difficult, the out-
break increased awareness and knowledge about EVD.
See Table 4.

Feelings of HCPs toward announcement of another EVD
outbreak

Participants expressed a diverse range of emotional
responses for the potential challenges posed by another
EVD outbreak in their work district. They expressed a
heightened sense of anxiety and despair, anticipating

Table 3 Regression analysis for factors associated with psychological distress

Variable Bi variable analysis Multivariable analysis
Crude Prevalence ratio (95% confidence interval) p-value Adjusted Prevalence ratio (95% confidence interval) P-value

Age 0.99 (0.98-1.00) 0411 0.99 (0.99-1.00) 0.794
Sex

Male 1 (reference) 1 (reference)

Female 1.39(1.17-1.65) <0.001 1.40(1.21-1.63) <0.001
Marital status

Single 1 (reference) 1 (reference)

Married 1.62 (1.11-2.34) 0.011 1.02 (0.73-1.43) 0.870
Health profession

Clinical officer 1 (reference) 1 (reference)

Lab technician 1.88 (0.81-4.29) 0.137 1.88 (0.91-3.86) 0.086

Medical doctor 1.74 (1.17-2.61) 0.007 1.72(1.19-251) 0.004

Nurse/midwife  1.86 (1.03-3.35) 0.039 1.61(1.11-2.34) 0.012
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Table 4 Emergent themes and quotes under work experience during the recent EVD outbreak

Themes Quotes

Themes under experience attending
to general patients during the EVD
outbreak

Distress and Anxiety

« | felt like I would contract EVD anytime

- I was very scared of every patient in case they later turned out to be having EVD
+ | was constantly stressed and overwhelming because being at work was unsafe
- I was constantly exhausted from too much fear of contracting EVD from patients

Safety Measures and Protective Gear

- | considered every patient infectious and did not want to interact with them

- | tried to use protective gears most of the time

Impact on Patient Interaction and
Workload
to die

- Turn up of OPD patients reduced as they feared to be isolated
- Whenever a patient presented with bleeding from nose or mouth, I highly suspected they were going

Challenging and Educational Aspects

- | always got excuses not to work
+1 got to learn a lot about EVD

Themes under feelings if another EVD outbreak was announced in the district of work

Anxiety and despair

-l would feel Scared and anxious

-1 would feel very nervous and terrified
- I would feel very hopeless and perplexed
- would feel very disappointed in the country-

Resignation

« | would feel disgusted and I would just resign from work

- | would feel unsafe and want to migrate to another district

Community support and action (Proactive
response)

Indifference - would feel unbothered

- would feel ready to fight, train and support the community in the fight of the disease

Themes under reasons for feelings if another EVD outbreak was announced in the district of work

Perceived Severity of EVD

- Because EBV kills so fast and has a high rate of disease transmission

- It's management is not known yet its fatal
« Another EVD outbreak could erase mankind

Fear of Personal Consequences

« | have fear of dying in a scary way while bleeding from EVD

- | fear that I might acquire the disease and spreading it to my family

Concerns about Preventive Measures and
Preparedness

- People in Uganda hardly practice the necessary preventive precautions, so the disease will spread so fast
« The country does not have what it takes to stop spread

+ There are no PPE at such times when they are most needed

Impact on Daily Life and Work:

+ Because of the possibility of another lockdown which would put everything at a stand still

« There might be limitations in movement

Personal Experiences and Losses

+ Most of my relatives died due to EVD

- Ilost friends to EVD in the last outbreak
« Health professionals usually die during EVD outbreaks and | am not special

Impact on Mental and Emotional
Well-being

« | might lose loved ones
Professional Responsibility and Front-line
Work

- I would feel hopeless and not sure if | would live another day
« | would be working under tension and fear and | would be overwhelmed all the time

« There is a high possibility of getting infected from work because of my profession
« | work in the emergency department, which is the entry point for most patients

feelings of fear, nervousness, terror, hopelessness,
and perplexity if another EVD outbreak were to be
announced in their district. For example, a partici-
pant said: “I would feel very nervous and terrified” and
another stated “I would feel very hopeless and perplexed”.
The sentiments expressed by participants, echoing those
of others, indicated a profound level of fear, with some
individuals expressing dissatisfaction with the country’s
management of potential outbreaks. For example, one
participant conveyed, “I would feel a great sense of dis-
appointment in the way this country manages outbreaks”
Here, HCP felt someone disengaged from how their

country’s officials were managing the outbreak, feeling
somewhat unprotected from potential contamination.

A prevailing theme of resignation due to feelings of
insecurity surfaced, as certain participants conveyed
intense negative emotions when considering EVD and
potential infection. Here, a participant said: “I would
feel disgusted and I would just resign from work” or “I
would feel unsafe and want to migrate to another dis-
trict’, if infected. Thus, negative perspectives of EVD pre-
vailed, creating concern and vulnerabilities among HCP.
However, despite the mass inclination toward feelings of
anxiety, despair, and resignation in the atmosphere, some
participants conveyed a positive and proactive response.
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For example, one participant highlighted, “I would fight,
train and support the community in the event of another
EVD outbreak” While some reported a sense of responsi-
bility and commitment to collective action, other respon-
dents expressed an indifferent attitude, as one participant
said: “I would feel unbothered in the face of another
potential outbreak” See Table 4.

Reasons behind HCPs feelings toward recurrence of an EVD
outbreak

The multifaceted reasons behind individuals’ feelings
regarding the potential recurrence of an EVD outbreak
included the complex interplay of various factors. Per-
ceived severity of EVD was one of the reasons behind the
feelings of anxiety and despair, which was largely directed
toward the potential recurrence of an EVD outbreak. To
illustrate, one participant noted, “EVD has a high rate
of disease transmission, yet it kills so fast” Another par-
ticipant said, “Its management is unknown so it could
erase mankind” With the heightened concern about the
lethality of the disease, apprehension regarding personal
consequences also became evident— ‘hitting home’ for
participants who feared for their safety and that of their
loved ones if they were to be infected. For instance, a par-
ticipant said, “I fear dying in a very scary way while bleed-
ing from everywhere” And another said “My greatest fear
is acquiring the disease and I spread it to my family”.

Beyond the fears of personal consequences, concerns
about preventive measures and preparedness emerged.
A participant voiced: “People in Uganda hardly practice
the necessary preventive precautions, so the disease will
spread so fast’, another reinforced: “The country does not
have what it takes to stop spread”. A third participant here
echoed with concerns of how “There are no PPE at such
times when they are most needed”. In the first except, the
participant laments the lack of preventative measures
to decrease risk of infection practiced by citizens, in the
second excerpt, the sentiment is echoed as a failing of the
country to contain EVD. The third participant’s words,
however, reveal how the lack of PPE impacts their abil-
ity to protect themselves and each other, highlighting the
dire need and demand that is unmet by supply.

Feelings of anxiety were exacerbated by past experi-
ences and losses. For instance, one participant said,
“Most of my relatives died due to EVD in the recent
outbreak” Another participant said “Health profession-
als usually die during EVD outbreaks and I am not any
[one] special” Such immediate experiences drive home
the risk and make the lethality more real, removing
opportunities to create distance between the HCP and
the consequences of infection. Furthermore, partici-
pants acknowledged the heightened risks and concerns
related to professional responsibilities. Here a participant
said: “There is a high possibility of getting infected from
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work because of my profession which puts me at high-
est probability of getting in physical contact with infected
persons” Additionally, the profound impact on mental
well-being was acknowledged was voiced, evidenced, for
example in the words of a participant: “I would feel hope-
less and not sure if I would live another day” or “I would
be working under tension and fear and I would be over-
whelmed all the time”.

Far reaching consequences extending beyond the
professional realm to affect daily life and personal con-
nections emerged as a factor contributing to negative
emotions. Participants articulated these concerns with
statements such as, “Another EVD could mean another
lockdown, which ends up putting everything at a stand-
still,’ and “Another EVD outbreak could cause the gov-
ernment to impose restrictions on movement and these
would leave us confined and unable to see our loved ones
or do business” Thus, the effects of another EVD out-
break were viewed as possibly crippling for the country
and citizens who would undergo extensive financial and
personal hardship in response. See Table 4.

Discussion

In the current study, we assessed the presence of psycho-
logical distress (PD) among HCPs in Western Uganda
following EVD outbreak and explored their experiences
during the 2022 outbreak as well as their emotions and
concerns toward announcement of another potential
EVD outbreak. Our results highlighted diverse distress-
ing emotional responses expressed by participants and
provide insights into the complex experiences of HCPs
during infectious disease outbreaks. The prevalence of
psychological distress was 59.5% and being female, being
a medical doctor and being a nurse/midwife increased
the odds of psychological distress among HCPs.

The finding that more than half of the healthcare pro-
viders (HCPs) experienced psychological distress follow-
ing the EVD outbreak is deeply concerning. This distress
not only compromises the well-being of the affected indi-
viduals but also triggers concerns regarding the quality
of care provided to patients [44]. This high prevalence
aligns with the recurrent theme of expressed pervasive
fear of contracting the virus while attending to patients.
This theme is consistent with previous studies on out-
breaks such as SARS, MERS, and EVD, our participants
expressed significant psychological distress during the
recent EVD outbreak [45]. Notably the prevalence was
higher than that of 39.9% among HCPs in Saudi Arabia
during the COVID-19 pandemic [46], likely because of
the high death rate, quick spread, and horrifying symp-
toms associated with Ebola compared to COVID-19 [6,
7]. Additionally, the EVD outbreak occurred at a time
when Uganda was still battling the COVID-19 pandemic
[1]. The higher prevalence of psychological distress we
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found likely is related to differences in study tools used
to assess psychological distress, the study setting, and the
more supports available in Saudi Arabia.

Finding how being female increased the odds of psy-
chological distress is likely associated with how most of
the females HCPs were nurses/midwives who spend more
time with patients in caregiving roles both in professional
and personal contexts [47]. Therefore, the emotional toll
of providing care during a disease outbreak, witnessing
patient suffering, and grappling with the inability to save
every patient may be more pronounced for female HCPs
due to their occupational responsibilities and positioning
[47]. This could also explain why being a nurse/midwife
increased the odds of psychological distress compared
to being a clinical officer; a category which comprised of
only males in this study.

We found being a medical doctor compared to being
a clinical officer, increased the odds of psychological
distress, which illuminates the distinct difficulties faced
by medical doctors throughout the outbreak [15-17].
Positioned on the frontlines of healthcare, doctors fre-
quently shoulder significant duties, encompassing hands-
on patient care, navigating high-stakes decisions under
stress, and handling intricate medical scenarios [48].
This discovery may shed light on the emergent theme of
safety explaining why HCPs adopted a cautious approach
to safeguard themselves, such as viewing each patient as
a potential carrier of EVD and refraining from physical
contact. This reflects the profound impact on the per-
ceived safety of healthcare settings that manifests with
outbreaks [10]. The pressures intensified during the EVD
outbreak, characterized by extended work hours, height-
ened risk of exposure to contagious illnesses, and first-
hand exposure to patient suffering, all of which probably
heightened their susceptibility to psychological strain
[12, 48].

Our finding, that HCPs reported reduced workload
due to the reduction in patient attendance, resulted from
decreased healthcare-seeking behavior among citizens
due to fear of isolation and suspicion of having EVD. A
similar finding to that of the outbreak study in Sierra
Leone [49], but contrary to a study in Germany where
HCPs reported increased workload due to long shifts
during EVD outbreak [12]. Differences in study find-
ings are likely due to heightened fear, suspicion, a lack
of public awareness on EVD symptoms, poor contact
tracing, limited community involvement, and a lack of
transport to facilities in African settings [50, 51], as well
as increased health-system preparedness in Germany
[52, 53]. A unique aspect of our findings is the reported
increase in awareness and knowledge about EVD among
HCPs, which echoes previous research revealing out-
breaks can provide opportunities for learning and train-
ing [54].
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HCPs described distressing feelings if another EVD
outbreak was to occur—a source of worry and concern.
Participants’ expressions of dissatisfaction with the
nation’s handling of possible epidemics bear similarities
to other studies [55, 56], indicating medical profession-
als may experience annoyance or disillusionment with
the public health initiatives and the larger healthcare
system during outbreaks. HCPs may voice discontent
because of inadequate financing, inadequate infrastruc-
ture, and shortages of vital medical supplies, such as PPE,
which make handling a subsequent EVD outbreak chal-
lenging [57]. HCPs may also become dissatisfied if they
believe there is a lack of transparency, false information,
or inadequate communication routes [58]. The prevalent
theme of resignation stemming from feelings of inse-
curity implies vulnerability among HCPs. The sense of
being unprotected from potential contamination reso-
nates with broader literature on the myriad challenges
faced by frontline workers, emphasizing the paramount
importance of ensuring their safety and well-being [13].
The perceived severity of EVD and fears of personal con-
sequences, such as the prospect of a distressing demise
and the potential spread of the disease to loved ones,
align with previous studies highlighting the psychologi-
cal impact of the perceived lethality of infectious dis-
eases on HCPs [13, 14]. The references made by the
participants to their personal EVD losses and past expe-
riences help to build a more thorough knowledge of the
long-lasting effects of epidemics on the mental health
of medical professionals and on their lives. Experiences
with personal loss have the power to exacerbate anxiety
and create a stronger link with the possible outcomes of
a new epidemic [27]. Recognizing the increased suscep-
tibility to infection as a result of work obligations and
voicing worries about psychological health highlight the
complex issues facing HCPs [13]. The anticipations of
extensive ramifications, such as the possibility of an addi-
tional lockdown and travel restrictions emphasize the
wider societal and economic effects of infectious illness
epidemics. These ramifications highlight the complex
interactions occurring between a HCP’s personal and
professional lives.

The results highlight the need for mental health inter-
ventions and programs for HCP support, particularly fol-
lowing public health emergencies such as epidemics of
EVD. Providing psychological support services, putting
stress management plans into place, and fostering a wel-
coming workplace that considers the particular require-
ments of HCPs, are a few possible strategies.

Study strength and limitations

Our study is limited by potential recall bias, as our find-
ings might have differed if data had been collected dur-
ing, rather than eight months after, the EVD outbreak.



Abaatyo et al. BMC Psychiatry (2024) 24:469

Furthermore, certain variables that could enhance our
understanding of factors associated with psychological
distress, such as the duration of participants’ work expe-
rience, were not included in our assessment. Addition-
ally, we acknowledge the possibility of social desirability
bias impacting participant responses, which could influ-
ence the accuracy of our prevalence estimates. However,
the mixed-methods design remains a significant strength
of our study, providing both prevalence data on psycho-
logical distress and the contextual understanding behind
these prevalence rates. Moreover, the use of multi-center
sampling enhances the generalizability of our findings
beyond a single setting.

Conclusion

HCPs experience high levels of psychological distress in
Mbarara district in Southwestern Uganda as a result of
the 2022 EVD pandemic. Despite the outbreak’s terrify-
ing effects on HCPs, the outbreak increased educational
about the virus. HCPs expressed a wide range of feel-
ings, such as dread, anxiety, despair, pessimism, and dis-
content with how the outbreaks are handled in Uganda.
These findings emphasize the imperative to prioritize
mental health support and interventions for this essential
workforce, particularly in the context of potential future
outbreaks.
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