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Abstract 

Background: Acute stress disorder is the main factor of impairment in multiple areas of functioning that affects 
almost all age groups and which also influences mental and physical health. However, it negatively impacts the qual-
ity of life and social activities. The empirical evidence about probable acute stress disorder (ASD) and its associated 
factors is not available in Ethiopia to date. Therefore, the present study was aimed at identifying the magnitude and 
associated factors of probable ASD among traumatized patients in order to plan and render informed intervention for 
these vulnerable people.

Methods: An institutional-based cross-sectional study was conducted at Felege-Hiwot and the University of Gondar 
comprehensive specialized hospitals from March 11/2020 to April 20/2020, by using a structured and semi-structured 
questionnaire. Systematic random sampling was used to recruit a total of 422 patients. The standard acute stress 
disorder scale was used to identify the prevalence of acute stress disorder by employing a face-to-face interview. 
Bivariate and multivariate logistic regression analysis was used to identify associated factors with probable acute stress 
disorder. Statistical significance was declared on 95% of confidence intervals (CI) at P < 0.05.

Results: The prevalence of probable acute stress disorder was found to be 45% (95% CI: 40.2 to 49.6). In the multi-
variate logistic analysis; exposure to past history of trauma (AOR = 3.46, 95%, CI: 1.01–11.80), past psychiatry illness 
(AOR = 3.02, 95% CI: 1.15–7.92), anxiety (AOR = 2.38, 95% CI: 1.30–4.38), poor social support (AOR = 4.07, 95% CI: 
2.20–7.52) and moderate (AOR = 4.56, 95% CI:2.44–8.52), and sever perceived threat to life (AOR = 2.75, 95% CI: 1.64, 
4.60) were factors significantly associated with probable acute stress disorder.

Conclusion: Findings of this study indicated that the prevalence of probable acute stress disorder among study par-
ticipants exposed to multiple forms of traumatic events was considerably high. History of trauma and past psychiatric 
illness, poor and moderate social support, and moderate perceived stress were factors significantly associated with 
probable acute stress disorder. The ministry of health and other concerned health organizations may find the current 
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Introduction
Trauma has negative impacts which include morbidity 
and mortality of patients with differences in the impact 
of severity across ages and severity of an injury [1]. It is 
also a psychological shock to individuals who are exposed 
to an event that involves actual and unexpected death or 
serious injuries immediately after individuals have expe-
rienced an event [2].

According to the World Health Organization (WHO) 
estimated, road traffic-correlated death would increase 
2000–2020 with 80% in low-and middle-income nations 
[3]. The evidence showed that traumatic experiences 
related to accident accounted for 32% in sub-Saharan 
Africa in the year 2015 [4]. The evidence from East 
Africa, specifically in Sudan in 2014, and Tanzania in 
2005 showed that there is a significant developing burden 
of traumatic events [5, 6]. Being one of the developing 
nations, an accident is a typical general health problem 
in Ethiopia [7].

Acute stress disorder may happen after patients have 
encountered dangerous circumstances as a consequence 
of exposure to traumatic events, which they began to 
respond with unexpected dread or weakness to it [8]. It is 
characterized by the accompanying symptoms like intru-
sion, dissociation, avoidance, and expanded excitement 
in which these manifestations happen within two days to 
a month, and hence individuals with ASD are experienc-
ing distress on significant areas of their everyday life. It is 
a risk factor for the development of post-traumatic stress 
disorder (PTSD), which is related to disability in personal 
satisfaction, social working, and large well-being [9–11]. 
The study showed that an unexpected traumatic situ-
ation could not only contribute physical injury but also 
might lead to survivors an increased risk for psychiatric 
co-morbidity especially acute stress disorder in Australia 
as reported in 1999 [12]. The study investigated with road 
traffic accidents indicate that those males and females 
who met acute stress disorder within one month could 
be diagnosed with PTSD after six months accounted for 
57% and 92%, respectively [13]. In the same study, it was 
also evidenced that 83% of victims of hostility who are 
diagnosed with acute stress disorder within one month 
following crime still experienced from PTSD six months 
later. As per the 2013 DSM-5 diagnostic criteria, the 
prevalence of ASD in people who were exposed to seri-
ous traumatic stress depends on the severity and per-
sistence of the trauma and the degree of exposure to it 

[14]. One study conducted in United States indicates that 
physical injury was associated with the psychiatric com-
plications, which are risk for personal health problem; 
estimated that 12 to 16 percent of survivors with history 
of traumatic injury have developed acute stress disorder 
in 2005 [15]. The epidemiological study that investigated 
the prevalence and risk factors of acute stress disor-
der among trauma exposure patients demonstrated that 
between 5 and 20% prevalence of ASD with traumatic 
events varied across studies because of heterogeneity of 
population, a time when a study conducted and method 
of assessment used; and the evidence that the risk factors 
of ASD are the history of psychiatric disorder, history 
of traumatic exposures before recent exposure, female 
gender, trauma severity, and the avoidant coping style in 
2019 [16]. A longitudinal study report based on DSM-IV 
criteria reported that 10% of the victim from among 129 
patients exposed for traumatic injuries were suffering 
from ASD in Australia [17]. Some literatures indicate that 
acute stress disorder, and anxiety are the most widely rec-
ognized as mental problems after encountering trauma 
incidences(tragedies), which shatters the psychologi-
cal well-being of an individual that is impacting his/her 
physical, psychological, social, and occupational func-
tioning shortly after the accident [18, 19].

While there are numerous research outputs on risks 
and protective factors of people exposed to PTSD, there 
is a paucity of research evidence regarding those people 
who have developed acute stress disorder, including its 
associated risk and protective factors. One review study 
reported that people who were exposed to an injury, peo-
ple with earlier PTSD as well as other form of mental 
problems are at risk for developing ASD when faced with 
another unpleasant stress [20]. Another study reported 
that motor vehicle accident survivors, depression, his-
tory of mental treatment, history of PTSD, and earlier 
traumatic events could be the risk factors of ASD [21]. 
Furthermore, other factors that may lead for the devel-
opment of ASD include subjective distress during painful 
circumstances, and being a female by gender [22].

To the best of our knowledge, there is no other study 
to date, which was carried out acute stress disorder and 
its associated factors in traumatized patients admit-
ted for care in hospitals. Hence, acute stress disorder 
was not sufficiently studied in traumatized patients who 
are exposed to serious situations like physical assaults 
or injury, car accident, burn, shooting with a gun, and 

finding useful for early detection, prevention, and intervention strategies to minimize the factor of acute stress disor-
der in trauma survivors.
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violent events encountered to admitted patients. Acute 
stress disorder is the main factor of impairment in 
aspects of multiple functioning in those traumatized 
people which results in a serious negative and counter-
productive impact on patients’ social relationships, their 
quality of life, and other adverse consequences on their 
health in general [17]. In Ethiopia, acute stress disorder 
has not been studied among traumatized patients who 
have undergone through serious situations like physi-
cal injury, car accident, burn, shooting with a gun and 
violent events neither among inpatients admitted and 
receiving ongoing care in hospitals nor outpatient set-
tings. Besides, ASD was not studied at other institutions 
providing healthcare service centers in Ethiopian cultural 
contexts, though there are lots of traumatic incidences in 
every corner of the country. Still, people who are exposed 
for a variety of life-shattering traumatic incidences (trag-
edies) were investigated for the status of their mental 
well-being with respect different psychiatric disorders 
like PTSD, anxiety, and substance abuse, very little atten-
tion has been paid to identify acute stress disorder and 
its associated factors in people exposed to a different 
traumatic situation, which is common problem in Afri-
can and Ethiopian context in particular. Therefore, the 
current study was conducted to assess the magnitude 
and associated factors of probable acute stress disorder 
among physically traumatized patients at the University 
of Gondar and Felege-Hiwot comprehensive specialized 
hospital in the Northwest, Ethiopia.

Methods and materials
Study design
Institutional-based cross-sectional study design was 
employed among traumatized patients who were exposed 
for multiple forms of physical trauma and admitted in 
patient care unit in different wards from March 2020 
to April 2020. The research was conducted at Felege-
Hiwot and Gondar University Comprehensive Special-
ized referral hospitals situated at Bahir Dar and Gondar, 
respectively.

Study context
The study was conducted in two big referral hospitals (i.e. 
University of Gondar Specialized Hospital and Felege-
Hiwot Comprehensive Specialized Hospital), having a 
wider catchment for a large proportion of people com-
ing from different health institutions through referral in 
northwest Ethiopia. The study sites were selected based 
on criteria of hosting Orthopedic and trauma wards 
providing health care treatment for victims of physical 
trauma and these two hospitals are the largest hospitals 
providing service for the target population of the current 
study.

The city of Gondar where part of the current study 
was conducted is known for attracting the largest num-
ber of tourists, is situated in Northwestern Ethiopia at a 
distance of 724  km from Addis Ababa (the capital) and 
175 km from the nearby city of Bahir Dar. The surround-
ing society in Gondar and Bahir Dar, in particular, are 
recently exposed for multifactorial problems of human 
rights violations, such as domestic abuse, aggression, 
looting and consequently prone to physical and psycho-
logical trauma. And the only comprehensive specialized 
hospitals which delivered different medical services to 
ensure that patients are seeing the correct providers for 
the correct problems in Amhara region which increases 
the volume of patients in the two setting to get appropri-
ate sample size for this study. The University of Gondar 
Comprehensive Specialized Hospital is among the largest 
tertiary teaching hospital in Ethiopia. It was established 
in 1954, and hence this is the oldest medical training 
institution in the country. This comprehensive special-
ized hospital is providing health care for an estimate of 
around 5 million people in the catchment areas and it 
has been rendering health care services for more than 
six decades. Still this hospital has continued to provide 
a wider medical and health care service to wider catch-
ment areas of northern western Ethiopia.

The previous study showed that the hospital com-
prises of a total of 579 health professionals, from whom 
262 were nurses, 123 were physicians and the remaining 
belong to other health professionals. The previous study 
showed that 579 health professionals, from whom 262 
nurses, 123 were physicians, and the remaining belongs 
to other professionals [23]. Specifically, in this study set-
ting there were 67 nurses and 28 physicians who have 
been providing health care service for 815 patients hav-
ing physical trauma per month, whereas 9,780 patients 
were admitted in inpatient wards for annum (Orthopedic 
ward, and Trauma ward).

Felege-Hiwot comprehensive specialized hospital’s 
found in the capital city of the Amhara Regional state 
Bahir Dar which is located at a distance of 553  km far 
from, Addis Ababa the capital city of Ethiopia. Felege-
Hiwot was established in 1963 as a district hospital and 
upgraded into a referral hospital in 2002 and again to 
promote into a comprehensive specialized hospital in 
2019. This grand hospital gives clinical services for 5.5 
million people in the catchment area.

More specifically, in this study setting (surgical and 
orthopedics ward), there were 27 nurses and 12 physi-
cians who have been providing treatment and care for 
400 adult trauma patients per month and for 4,800 adult 
trauma patients per annum. Patients who exposed to 
physical traumatic events (i.e. those who experienced 
a trauma within 2–30  days) and those patients aged 
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18 years old and above were included. Those who have a 
severe illness such as disorientation or those who was in 
a state of coma were excluded.

Sample size calculation and sampling technique
The sample size was calculated by using a single popu-
lation proportion formula computed using Epi-info 
version seven with a 95% CI, a 5% margin of error, and 
considering the prevalence for ASD of 50% due to lack 
of published work in Ethiopia. Having assumed a 10% of 
non-response rate, 422 participants were recruited ran-
domly by using systematic random sampling technique. 
The study participants were selected from the patients’ 
charts/ i.e. registration during admission) registration 
books by using a systematic random sampling tech-
nique from the two hospitals. Participants were propor-
tionally selected from the independent hospitals, whose 
allotment was determined proportionally based on their 
admission to the respective wards per-month. Based on 
the information obtained during the study period from 
the inpatients units from the two hospitals, there were 
1,215 traumatized patients admitted monthly in these 
wards. In order to fill the required sample size of 422 
individuals, the total sample size selected from Felege-
Hiwot hospital was 139 and the sample size selected from 
Gondar University specialized hospital was 283. In order 
to select participants from the two study sites, the sam-
pling interval was allocated proportionally to each study 
setting, which was determined by dividing the total study 
population during one month of data collection period. 
The first study subject was selected by lottery method. 
Then participants were selected based on every two 
intervals starting from the first randomly selected par-
ticipant until the required number of the participants in 
each hospital was attained.

Study variables
Data source and measurements
Data were collected using an interviewer-administered 
questionnaire, which contains several other explanatory 
variables-including socio-demographic characteristics 
(age, sex, educational background, marital status, occu-
pation, and others), clinical factors (anxiety, medication, 
history of psychiatry illnesses, chronic medical illnesses, 
type of trauma, history of trauma), psychosocial fac-
tors (social support and perceived life-threatening), and 
substance use factors (alcohol, tobacco, khat, Cannabis). 
Data for all these variables were collected using struc-
tured and semi-structured questionnaires, the following 
instruments were employed: Anxiety symptoms were 
collected using a standard questionnaire (GAD-7 scale) 
which has a sensitivity of 89% and specificity of 82% [24]; 
this tool was validated in Ethiopia and its Cronbach’s 

alpha value found to be 0.82 (n = 219) [25]. In the current 
study, internal consistency of alpha value was found to be 
0.71 and it measures patient-reported GAD-7 based on 
DSM-IV criteria with seven items on a four-point Lik-
ert scale(0 = not at all to 3 = nearly every day) and a two 
week frame of reference. The sum score comprises all 
items and scores of 5, 10, and 15 indicated mild, moder-
ate, and severe levels of anxiety symptoms. In the present 
study, the participants who scored above or equal to ten 
on the GAD-7 questionnaire, they were considered as 
having anxiety symptoms.

Social support was assessed by using the Oslo 3-item 
social support scale which was used several studies. It 
provides a brief measure of social support and function-
ing and is considered to be one of the best predictors of 
mental health. It covered different levels of social sup-
port by measuring the number of people the respondents 
feel close to, the interest and concern showed by others, 
and the ease of obtaining practical help from others. To 
OSS-3, total scores were calculated by adding up the raw 
scores for each item. The sum score scale ranges from 3 
to 14 and has three broad categories: “Poor social sup-
port”3–8, “Moderate support” 9–11, and “Strong sup-
port” 12–14 [26–28].

Substance use factors were assessed using WHO’s 
Alcohol, Smoking, and Substance Involvement Screening 
Test (ASSIST), which is developed by the World Health 
Organization and its Cronbach’s alpha with 0.80, sensitiv-
ity of 80%, and specificity of 71%.

Perceived threat to life was measured using Perceived 
Stress Scale (PSS) with its scores, which ranges from 0 to 
40 with higher scores indicating higher perceived stress, 
low perceived stress scores range from 0–13 on PSS, 
moderate perceived stress scores range from 14–26 on 
PSS and high perceived stress scores ranging from 27–40 
on PSS-10 items [29]. Hence this tool was validated 
and its Cronbach’s alpha value of internal consistency 
0.80(n = 387) [30] and in this study the alpha value found 
to be 0.89.

An outcome variable, an acute stress disorder, was car-
ried out by using acute stress disorder scale (ASDS). It has 
19 items that comprised the ASDS include five dissocia-
tive, four avoidance, four re-experiencing, and six arousal 
symptom. Its score for each question varies from 1 to 5 
(1 = not at all, 2 = mildly, 3 = medium, 4 = quite, 5 = very 
much), with a result range of 19 to 95, it was a version 
from acute stress disorder interview based on DSM-IV 
1994. The ASDS is scored by summing the scores for all 
items and based on the normal cut-off previous study in 
South Africa, persons who scored ≥ 56 on the ASDS-19 
questionnaire were considered as having probable acute 
stress disorder in which the person who exposed by sud-
den physical injury from a car accident, gunshot, burn, 



Page 5 of 12Worku et al. BMC Psychiatry          (2022) 22:309  

falling from upstairs/tree, physical fighting during three 
days to one month after trauma exposure. The cut-off 
point was greater than the medium of Likert scale was 
adopted and it was also the same as mean value of this 
study [31]. It has demonstrated an excellent internal con-
sultancy Cronbach’s alpha of 0.96 in Texas, United States 
of America [31]. Moreover, ASDS has good sensitivity 
(90%) and specificity (83%) for determining acute stress 
disorder against the ASD interview on 99 civilian trauma 
survivors [32].

Data analysis
The completed questionnaire was checked for complete-
ness and then was coded, recoded, and entered into Epi-
info version 7 statistical programs and then was exported 
to SPSS version 20 for analysis. Binary logistic regression 
analysis was used to identify factors associated with ASD 
whose p-values were less than 0.20 levels. All variables, 
which were significantly associated with binary logistic 
regression entered into the multivariable logistic regres-
sion. Finally, the variables that had an independent asso-
ciation with acute stress disorder were declared based on 
95% CI and P < 0.05.

Results
Socio‑demographic and clinical characteristics of study 
participants
A total of (n = 422) physically traumatized patients 
have completed the study with a response rate of 100%. 
The median age of participants was 36 (SD ± 13) with 
age ranging from 18 to 72  years. Out of the study par-
ticipants, 289(68.5%) were males, and more than half of 
participants 52.6% were singles. Of the participants about 
three-fourths 76.3% belong to Orthodox Christian fol-
lowers and 84.1% of them were Amhara by their ethnic-
ity. More than two-fifths of (43.1%) of participants were 
unable to read and write, half of respondents (50.9%) 
were rural dwellers while 32.8% of the participants were 
farmers. Regarding the clinical characteristic of study 
subjects; over one-third (33.2%) of the study participants 
experienced gunshot traumatic events and 20.4% had 
anxiety symptoms. Of the participants, more than one-
tenth 12.3% had taken psychiatric medication, 36% had 
past traumatic history, 7.6% had past psychiatry illness, 
6.2% had the chronic medical illness, and 5.7% had family 
history of psychiatry illnesses (Table 1).

Psychosocial and substance use characteristics of the study 
participants
Findings indicate that that one-third of the participants 
(30.6%) had low perceived stress (based on the cut-
off score less than or equal to 13 as measured by per-
ceived stress scale-10). Over one-thirds 38.9% of study 

participants had poor social support. Regarding alcohol 
use, over two-fifth 43.1% was drinking once in their life-
time while alcohol is being currently consumed by 17.8% 
of them during the study time. A smaller proportion of 
the participants (9.1%) were found to be current chewers 
of khat during the study period (also called chat in Ethio-
pia) (Table 2).

Types of trauma and acute stress disorder by sex
Out of the study participants, over two-fifth (43.6%) of 
female participants experienced traumatic event related 
to car accident, while 41.9% of male experienced car acci-
dent traumatic events. Gun shot was reported to be the 
types of traumatic event reported by 41% of male and 
18.7% of female participants exposed for traumatic events 
related to falling down from trees/cliffs/upstairs. Simi-
larly, one-tenth of female experienced burn and 11.3% of 
male reported physical fight/bit traumatic events (Fig. 1). 
Of the study participants, two in every three males had 
acute stress disorder while one in every three females had 
encountered acute stress disorder (Fig. 2).

Prevalence and associated factors of probable acute stress 
disorder
In this study, the prevalence of probable acute stress dis-
order among study participants was found to be 45.0% 
(95% CI: 40.2–49.6). Specifically, the prevalence from a 
clinical population in the two sites Gondar Comprehen-
sive and Felege-Hiwot Specialized hospitals were 43.8% 
and 47.5%, respectively. Residence, types of trauma, past 
history of trauma, chronic medical illnesses, and history 
of psychiatry medication, history of psychiatry illnesses, 
anxiety, social support, and perceived threat in life were 
factors selected further multivariable analysis because 
these variables have satisfied a preliminary assump-
tions to be came candidate variables (their association) 
with acute stress disorder shows (P < 0.2 in the bivariable 
logistic regression).

This enables us to see the association of each predic-
tor variable with outcome variables while controlling the 
potential confounding factors. After controlling poten-
tial confounding factors in the multivariable analysis, 
findings showed that the previous history of trauma, past 
psychiatry illnesses, anxiety, poor and moderate social 
support, and moderate stress to life threaten events 
were factors significantly associated with probable 
acute stress disorder p-value less than 0.05. From clini-
cal related factors exposure to past history of trauma has 
demonstrated 3.46 times more likely to develop prob-
able acute stress disorder compared to participants who 
did not have an exposure of previous history of trauma 
(AOR = 3.46, 95% CI: 1.01–11.80), and the odds of show-
ing probable acute stress disorder among participants 
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Table 1 Socio-demographic and clinical characteristics of the study participants at Gondar and Felege-Hiwot comprehensive 
specialized hospitals, Northwest Ethiopia (n = 422)

Othera = Kemant, Agew and Gumz:  Otherb = Daily laborer, Driver

Variables Categories Frequency Percent

Sex Male 289 68.5

Female 133 31.5

Age group 18–20 years 63 14.9

21–29 years 99 23.5

30-39 years 93 22.0

40–49 years 92 21.8

50–59 years 46 10.9

 > 59 29 6.9

Marital status Married 134 31.8

Single 222 52.6

Divorced 54 12.8

Separated/widowed 12 2.8

Religion Orthodox 322 76.3

Muslim 69 16.4

Protestant/Catholic 31 7.3

Ethnicity Amhara 355 84.1

Oromo/Tigre 47 11.2

Othera 20 4.7

Education Unable to read and write 182 43.1

1–8 grade 105 24.9

9–10 grade 41 9.7

11–12 grade 33 7.8

Diploma 25 5.9

Degree and above 26 8.5

Residence Rural 215 50.9

Urban 207 49.1

Occupation Employee 63 14.9

Merchant 99 23.5

Farmer 138 32.7

Student 49 11.6

House wife 53 12.6

Othersb 19 4.5

Past psychiatry history Yes 30 7.1

No 394 92.9

Family history of mental illness Yes 24 5.7

No 398 94.3

History of psychiatry medication Yes 52 12.3

No 370 87.7

Chronic medical illness Yes 26 6.2

No 396 93.8

Anxiety Yes 86 20.4

No 336 79.6

Past history of trauma Yes 36 8.5

No 386 91.5

Types of trauma Car accident 124 29.4

Gun shut 140 33.2

Falling down 64 15.2

Burn 51 12.1

Physical fight/ bit 43 10.2
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with past history of mental illnesses demonstrated 
3.02 times higher than those who did not past history 
of psychiatry illness (AOR = 3.02, 95% CI: 1.15–7.93). 
In the present study, those participants with anxiety 
symptoms demonstrated 2.38 times more likely at risk 

of developing probable ASD compared to participants 
who did not have anxiety symptoms (AOR = 2.38, 95% 
CI: 1.30–4.38). Participants who had poor and moderate 
social support were 4.07 and 4.56 times more likely to 
develop acute stress disorder compared to their counter-
parts (AOR = 4.07, 95% CI: 2.20–7.52) and (AOR = 456, 
95%, CI: 2.43–8.52), respectively. The odds of showing 
acute stress disorder among participants’ with experi-
enced a moderate perceived threat to life demonstrated 
2.74 times higher odds of developing probable ASD 
compared to participants who did not have the perceived 
threat for life (AOR = 2.74, 95% CI: 1.64–4.60). When 
bivariate analysis without consideration of potential 
confounding was taken into account, participants who 
were exposed to traumatic events were associated with 
car accident demonstrated more than twice at higher 
odds of developing ASD compared to a physical fight/bit 
traumatized (COR = 2.06, 95% CI: 1.02–4.22). Similarly, 
participants who encountered falling down have shown 
2.4 times more exposure to ASD compared to those who 
encountered a physical fight/ bit (COR = 2.40, 95% CI: 
1.08–5.33) p < 0.05 (Table 3).

Discussions
In the present hospital-based institutional cross-sec-
tional study, the interesting findings were obtained. Par-
ticipants having a history of exposure to traumatic events 
in the past, history of psychiatric illness in the past, poor 
and moderate social support, and exposure to moderate 
stress to threatening life events were significantly associ-
ated with probable ASD of participants. In this section, 
the major findings of the current study are discussed in 
light of previous empirical evidence from the literature. 

Table 2 Psychosocial and substance characteristics of the 
study participants at Gondar and Felege-Hiwot Comprehensive 
Specialized Hospital, Northwest, Ethiopia (n = 422)

Variables Categories Frequency Percent

Social support Poor support 164 38.9

Moderate support 138 32.7

Strong support 120 28.4

Perceived life threatens Low 271 64.2

Moderate 129 30.6

High 22 5.2

Ever use

Alcohol Yes 182 43.1

No 240 56.9

Khat Yes 46 10.9

No 376 89.1

Current use

Alcohol Never 251 59.7

Once and twice 48 11.4

Weekly 35 8.3

Monthly 12 2.8

Daily 75 17.8

Khat Never 384 91.0

Once and twice 5 1.2

Weekly 5 1.2

Monthly 2 0.5

Daily 26 6.2

Fig. 1 Description of types of trauma by sex among study participants at the University of Gondar and Felege-Hiwot comprehensive specialized 
hospitals, Northwest Ethiopia, 2020 (n = 422)
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Attempts were made to provide sufficient justifications 
on unique outcomes of this study in a way it can best 
explain the study prevailing cultural, political as well as 
the socioeconomic context of Ethiopia at the current 
time. Thus, detail discussion of findings presented in the 
subsequent paragraphs.

Acute stress disorder is the most common and the 
main public health matter after an exposed physical 
trauma, and it was a serious problem for traumatized 
adult people who met the criteria for acute stress dis-
order. This study showed that the prevalence of prob-
able acute stress disorder among study participants was 
found to be 45%. The magnitude of this study is in line 
with other studies conducted in South Africa, 40.9% 
[33] and the United Kingdom 40.6% [34]. However, 
this current study was lower than the study done in the 
West mead hospital 60% and New Orleans, 62% [35, 
36], respectively. The possible reason for the discrep-
ancy might be differences in study design, instruments, 
the nature of the accident, and sample size used. In 
West mead hospital, maybe due to difference in sample 
size for only 51 motor vehicle accident participants, an 
instrument that was an acute stress disorder interview 
which might be overestimating the prevalence of cases 
by interpretation of the scores, in study design that was a 
prospective study [35]. The discrepancy in New Orleans 
study may be due to difference in sampling method (con-
venience sampling), study setting that was conducted in 
the community-based survey may increase prevalence 
cases by unable get early treatment and lack of avail-
ability of special care with health professions and nature 
of trauma that was a natural disaster (flooding) [36]. 
Moreover, the current unstable crisis in Ethiopia, such as 

ethnic clash and fragile protection of human rights and 
may add stress besides personal life events that victims 
are encouraging in their daily life may be contribute for 
high prevalence of probable ASD in this study.

On the contrary, this finding of the current study is 
higher than those of other studies conducted in London 
19%, Australia 28%, in emergency Clinics University of 
Manchester 21%, Japan 16%, and 23.6% among Johns 
Hopkins Burn Center [13, 37–40]. The variations seen in 
the above magnitude of ASD reported in different coun-
tries compared to the prevalence of this disorder in the 
current study might be due to differences in methods 
and procedure of data collection followed, study setting, 
types of study design, application of measurement tools 
which was not properly adapted to suit the cultural con-
text of some studies differences in the types of population 
and the prevailing socio-cultural and economic contrasts 
between Ethiopia and the other countries. More impor-
tantly, one possible justification for the relatively higher 
prevalence of acute stress disorder is that these two hos-
pitals where cases that were highly affected by severing 
forms of traumatic events from the northwest region of 
Ethiopia were referred to these settings. In addition to 
the intact economic poverty and inadequacy of treat-
ment, the chance of those who could develop acute stress 
disorder is higher in Ethiopia at the present, because 
the country in general and the surrounding society in 
Gondar and Bahir Dar, in particular, are recently exposed 
for multifaceted problems of human rights violations, 
such as domestic abuse, aggression, looting and conse-
quently prone to physical and psychological trauma. The 
question remains despite the availability of culturally 
intact protective psychosocial factors such as rich social 

Fig. 2 Description of acute stress disorder by sex among study participants at the University of Gondar and Felege-Hiwot comprehensive 
specialized Hospitals, Northwest Ethiopia, 2020 (n = 422)
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support network, religious source of coping, adherence 
to age-old and civilized cultural norm that had existed 
in Ethiopia and currently in place, what lead Ethiopians 
develop higher on ASD warrants further investigation.

Among significantly associated factors with acute stress 
disorder; history of participants who were exposed to 

traumatic events in the past were about over three times 
more likely to develop acute stress disorder compared to 
those participants who had no the history of past trauma. 
The current finding is in line with the theory, which 
explains the development of acute stress disorder for 
trauma survivors just following their exposure to differ-
ent forms of life-shattering events, which are traumatic by 
their nature shortly after they have experienced it [2]. The 
present finding is also supported by studies conducted 
in South Africa and Australia [34, 41]. Another possi-
ble reason might be due to unresolved traumatic events 
in the past might be affected their thoughts or emotions 
response to something that reminds in the past traumatic 
situations which is more susceptible to acute stress disor-
der while exposed such traumatic events again.

The respondents with having history of psychiatry ill-
ness were three times greater likelihood to develop acute 
stress disorder compared to the participants who had no 
the history of psychiatry illness. This finding is supported 
by studies conducted in South Africa and Denmark [2, 34]. 
One possible justification is that patients with past psychi-
atric illness could be exposed to neuro- chemical imbal-
ance and neuronal dysfunction compared to people who 
had no past psychiatry illness [42]. Hence, when people 
having neuron-chemical imbalance because of previous 
psychiatric illness encountered traumatic events, these 
accelerate the onset of acute stress disorder [8]. Alterna-
tively, people having an experience of psychiatric illness in 
the past were having more chances to develop acute stress 
disorder, because they were classically conditioned and 
hence even a simple traumatic event can trigger ASD [8]. 
Moreover, absence of appropriate psychiatric medication, 
absence of culturally relevant psychosocial intervention, a 
total absence of psychotherapy, poor adherence to medica-
tion the associated with stigma due to the prior illness, and 
the consequent poor social interaction for fear of discrimi-
nation, may worsen survivors of trauma with past psychi-
atric illness to be susceptible to acute stress disorder.

Participants who had anxiety were two times odds to 
develop acute stress disorder compared to respondents 
who had not anxiety. This is supported by study con-
ducted at South Africa and West mead hospital [34, 35]. 
The possible justification for the findings in the current 
study can be explained by the fact that having an addi-
tional psychiatric diagnosis (i.e. co-morbidly of addi-
tional psychiatric disorder) may increase likelihood of 
developing acute stress disorder and poor durable health 
outcomes including impaired functioning and lower self-
esteem as well as poor quality of life, as evidenced in pre-
vious pieces of evidence [11, 12]. Unresolved anxiety, of 
participants acquired before their admission to hospitals, 
may contribute to the odds the development of acute 
stress disorder.

Table 3 Factors associated with ASD among physically 
traumatized patients at Gondar and Felege-Hiwot 
Comprehensive Specialized Hospital, Northwest, Ethiopia 
(n = 422)

* p-value less than 0.05; **p-value less than 0.01; ***p-value less than 0.001

Variables ASD COR (95%CI) AOR (95%,CI)

Yes No

Marital status

 Married 48 86 1 1

 Single 103 119 1.60 (0.99, 2.41) 1.30(0.77, 2.19)

 Divorce 34 20 3.04(1.60, 5.87) 2.03 (0.93, 4.43)

 Separated/widowed 5 7 1.28(0.39, 4.25) 0.39 (0.07, 2.11)

Residence

 Rural 88 127 1 1

 Urban 102 105 1.40 (0.95, 2.06) 0.92 (0.57, 1.50)

Types of trauma

 Car accident 65 59 2.06(1.02, 4.22) 1.97(0.830, 4.69)

 Gunshot 53 87 1.13(0.56, 2.32) 1.15 (0.49, 2.71)

 Falling down 36 28 2.40(1.08, 5.33) 1.78 (0.69, 4.60)

 Burn 21 30 1.30(057, 3.02) 0.82 (0.30, 2.29)

 Physical fight/bit 15 28 1 1

Psychiatry medication

 Yes 41 11 5.52 (2.75, 11.10) 2.40 (0.89, 6.48)

 No 149 221 1 1

Chronic medical illness

 Yes 20 6 4.43(1.74, 11.27) 1.44(0.44, 4.76)

 No 170 226 1 1

History of traumatic events

 Yes 31 5 8.85(3.57, 23.26) 3.46 (1.01, 11.80)*

 No 159 227 1 1

History of psychiatry

 Yes 24 8 4.04 (1.77, 9.23) 3.02(1.15, 7.92)*

 No 166 224 1 1

Anxiety

 No 127 209 1 1

 Yes 63 23 4.508(2.66, 7.62) 2.38 (1.30, 4.38)**

Social support

 Poor support 90 74 4.62(2.70, 7.90) 4.07 (2.20, 7.51)***

 Moderate support 75 63 4.52(2.60, 7.87) 4.56(2.43, 8.52)***

 Strong support 25 95 1 1

Perceived threat to life

 Low stress 93 178 1 1

 Moderate stress 81 48 3.23(2.09, 5.00) 2.74 (1.64, 4.60)***

 High stress 16 6 5.10(1.93, 13.48) 1.873 (0.57, 6.140)



Page 10 of 12Worku et al. BMC Psychiatry          (2022) 22:309 

The present study demonstrated that participants who 
had poor and moderate social support were more than 
four times more possibility to develop acute stress disorder 
compared to the participants who have strong social sup-
port. This finding is consistent to establish and consistent 
previous finding that indicated the association between 
received social support and vulnerability to ASD during 
intermediate period of the trauma, but perceived availabil-
ity of social support was not related to distress immediately 
following trauma nor five months afterward, such as find-
ings reported in Denmark [43]. Besides, individuals who 
received inadequate and poor social support may not likely 
develop effective coping mechanisms to the adverse effects 
of trauma, and hence such people are susceptible to ASD.

The odds of developing acute stress disorder of the par-
ticipants among those with moderate perceived stress to 
life-threatening events in the current study were found 
more than two times higher compared to the participants 
who had low perceived stress such an event. The present 
finding is supported by previous study conducted in San 
Diego in the United States [44]. Such findings may be 
justified by the fact that negative beliefs about the conse-
quences of an adverse event are threatening to one’s life 
may the onset of ASD, because of irrational thinking and 
distorted intact belief, as consistently reported by adher-
ents of rational emotive behavior therapists regarding the 
etiology of a disorder [45].

Strength and limitations of the study
The fact that this study has come up with some vital 
findings regarding the magnitude and associated fac-
tors of acute stress disorder despite the fact that this 
topic was not studied in Ethiopia with such backdrop 
of the paucity of evidence about this disorder among 
people in Africa, the present study can be taken as the 
strength of the study. Making a transition and back 
translation of measures used in the present study can 
also be taken as the strength. The most important lim-
itation of this study is the acute stress disorder scale, 
which was employed in the present study, was not vali-
dated in the Ethiopian context although it is widely 
used as a screening tool to measure ASD in other cul-
tural contexts with minor modifications and adapta-
tion. Besides, since the present study was based on a 
cross-sectional study making an inference of causal 
relationship between independent and outcome vari-
ables (i.e. acute stress disorder) is not possible.

Conclusions
Findings of this study indicated that the prevalence 
of acute stress disorder among participant patients 
exposed to multiple forms of traumatic events was 

considerably high. History of trauma and past psy-
chiatric illness, depression, poor and moderate social 
support, and moderate perceived stress were factors 
significantly associated with acute stress disorder. The 
ministry of health and other concerned health organi-
zations may find the current finding useful for early 
detection, prevention, and intervention strategies to 
minimize the factor of acute stress disorder in trauma 
survivors. Researchers should conduct a further study 
on acute stress disorder and its multiple impact on 
physical, mental, occupational and social functioning of 
people exposed for varieties of traumatic events using a 
different approach, including other study variables and 
designs, such as prospective cohort and case control in 
this study area as well as different parts of the country 
for further exploration of the problem.
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