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ABSTRACT   
 

BACKGROUND: Depression and burnout are common among 
healthcare workers (HCWs) and negatively affect their well-
being and the quality of the service they provide. However, the 
burden of depression and burnout among health extension 
workers (HEWs) in Ethiopia and their relationship has not 
been documented well.  
The objective of this study was to estimate the prevalence of 
depression and burnout among HEWs in Ethiopia and to 
investigate the relationship between these conditions.  
MATERIALS AND METHODS: We used a cross-sectional 
study design and collected data from 584 rural and 581 urban 
HEWs in Ethiopia, as part of the 2019 national health 
extension program assessment. The Patient Health 
Questionnaire (PHQ-9) and Burnout Self-Test were used to 
screen HEWs for depression and burnout, respectively. We 
used descriptive statistics to estimate the magnitude of 
depression and burnout, and logistic regression to examine 
their relationship. 
RESULT: Based on PHQ-9 cutoff scores of 10, the prevalence 
of major depression was 16.5% among rural and 8.9% among 
urban HEWs, whereas burnout risk was 39.8% among rural 
and 12.6% among urban HEWs. The odds of having depression 
among HEWs with burnout risk was relatively higher 
compared to those without burnout risk [For rural HEWs, the 
adjusted odds ratio (AOR) is 11.88 at a 95% confidence interval 
(CI; 5.27, 26.80), and for urban HEWs, the AOR is 11.49 at a 
95% CI (5.35, 24.63)]. 
CONCLUSION: The prevalence of depression and burnout is 
high among HEWs in Ethiopia, with a significant rural–urban 
difference, and burnout is a significant predictor of depression. 
Mental health interventions that enable prevention, early 
detection, and management are needed especially for rural 
HEWs who are in charge of preventive health service delivery 
for the disadvantaged rural communities. 
 KEYWORDS: Depression, burnout, prevalence, predictors, 
health extension workers, Ethiopia, low-income setting  
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INTRODUCTION  
 

In 2003, the Ethiopian Ministry of Health 
introduced the Health Extension Program (HEP) 
as a cost-effective primary care strategy to 
improve access to essential health promotion, 
disease prevention, and basic curative services 
(1). Health extension workers (HEWs) are 
assigned to deliver key essential health service 
packages at health posts (HPs) and in the 
household. To date, more than 42,000 female 
HEWs have been employed in rural and urban 
settings (2). The work of HEWs is physically 
and emotionally demanding, as they have high 
workloads, walk long distances during home 
visits, and deal with clients’  problems, such as 
poverty (3, 4). Moreover, HEWs are themselves 
living in poverty (5). These can potentially 
expose HEWs to threats to their well-being, 
mainly depression and burnout(6). 

The well-being of healthcare workers 
(HCWs) is crucial for a well-functioning 
healthcare system (7), as it can enhance HCWs 
productivity, efficiency, and motivation (8). 
Depression is a common mental disorder and a 
major concern among HCWs because of its 
association with reduced productivity, functional 
disability, higher suicide rates (9-13), and self-
reported work insufficiency (14). It is estimated 
to affect 15% to 67% of HCWs in low-and 
middle income countries (15-25) and 20% to 
50% of HCWs and medical students in Ethiopia 
(5, 26-28). Burnout, which is understood as a 
syndrome that results from prolonged work-
related stress, is also common among HCWs. It 
affects job satisfaction (29), quality of care 
provision (30, 31) and productivity (32, 33). The 
prevalence of burnout among HCWs in sub-
Saharan Africa ranges from 40% to 80% (34) 
and 3.8% to 36.7% (28, 35-38) in Ethiopia . 
Burnout is higher among HEWs than other 
HCWs in Ethiopia (28).  

Studies indicated that there is a positive 
correlation between burnout and depression (17, 
28, 39-41). Moreover, they reported that burnout 
is distinct from depression (17, 39, 42, 43). 
However, some argue that burnout is a 
consequence of depression, given the overlap 
between the two constructs (44). Hence, any 
interventions designed to improve wellbeing of 
HEWs should address both depression and 

burnout. Although many studies have 
consistently demonstrated high levels of 
depression and burnout among HCWs, no study 
has been conducted on the prevalence of 
depression and burnout among HEWs at 
national level in Ethiopia. Instead, studies on 
HEWs focused on improving job performance 
(45-47). Therefore, the aim of this study was to 
estimate the magnitude of depression and 
burnout among HEWs in Ethiopia and to 
investigate the relationship between these two 
conditions. 
 
MATERIALS AND METHODS  
 

Context: The study is part of the 2019 national 
assessment of the HEP (48), which was 
conducted with the aim of addressing the holistic 
information gap regarding the performance, 
determinants, and prospects of the HEP as a 
program and the well-being of the HEWs. 
Health service delivery in Ethiopia follows a 
three-tier system, and the lowest level is the 
primary health care unit (PHCU). PHCUs 
consist of a primary hospital, a HP, and a health 
center. Rural HEWs are high school graduates, 
and urban HEWs hold diplomas in clinical 
nursing. Moreover, HEWs receive a one year 
training on health promotion and disease 
prevention and the delivery of limited curative 
services.  
Study design: The study employed a cross-
sectional survey design. Data collection for the 
rural and urban HEP assessments was conducted 
in parallel by two teams from March to May 
2019.  
Study participants: The source population was 
HEWs who are engaged in the implementation 
of the HEP packages in rural and urban parts of 
Ethiopia. HEWs eligible for this study were 
those who worked in the target kebeles or health 
centers and were not on leave during the survey. 
Sample size and sampling: This study involved 
1,165 HEWs (584 from rural and 581 from 
urban settings). The methods used to calculate 
the minimum number of HEWs required to be 
investigated in rural and urban settings are 
described elsewhere.  

Different sampling techniques were 
employed for the rural and urban HEP 
assessments. In the rural HEP assessment, 
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multistage sampling technique was used to 
randomly sample 584 rural HEWs. Sixty-two 
woredas were selected randomly from the nine 
regions, and then six kebeles were selected from 
each woreda. All HEWs within the selected 
kebeles were approached for interviews. 
Conversely, for the urban HEP assessment, we 
interviewed all HEWs who worked in Dire 
Dawa city (n = 98), a random sample of those 
who worked in Addis Ababa (n = 381), and 
those from towns of the woredas that were 
selected for the rural HEP assessment (n = 113). 
Data collection tools: Data were collected using 
structured questionnaires administered to the 
participants using smart phones, which were 
programmed using Open Data Kit (49). The 
questionnaires were translated into five local 
languages for the rural setting, back-translated 
into English, and pilot tested before they were 
used for field data collection. Patient Health 
Questionnaire-9 (50) and the Burnout Self-Test 
(51) were used to screen HEWs for depressive 
symptoms and burnout, respectively. 

The nine-item Patient Health Questionnaire 
(PHQ-9) is widely used to screen for and 
measure the severity of depression. The items 
are aligned with the Diagnostic and Statistical 
Manual of Mental Disorders IV (DSM-IV) (50, 
52). Each item asks about the frequency of 
depressive symptoms in the past two weeks. It 
has four response categories that range from 0 
(not at all) to 3 (nearly every day). The PHQ-9 
has shown good reliability, validity, sensitivity, 
and specificity in different settings (50). The 
Amharic version has been validated in Ethiopia, 
in a general hospital setting with a cutoff score 
of 10 (53), and in PHC settings, with a cutoff 
score of 5 (54). The Afan Oromo version of this 
instrument has also been validated in a general 
hospital setting (55).  

Burnout level was measured using the 
Burnout Self-Test (51). This tool has 15 
questions that cover topics such as how often the 
individual have been bothered by problems 
related to their job and the people they are 
working with. The items have five response 
categories that range from 1 (not at all) to 5 
(very often). Data on demographic and work-
related factors hypothesized to likely be 

associated with depression and burnout, such as 
marital status, job satisfaction, and workload, 
were collected using a structured questionnaire. 
Statistical analysis: Because of varying 
sampling techniques used to recruit rural and 
urban HEWs, we analyzed the two datasets 
separately using STATA version 14. We took 
the complex sampling design in the analysis of 
data collected from rural settings and 
incorporated appropriate weights. However, 
such weighting was not applied while analyzing 
urban data.  

Descriptive statistics were used to estimate 
the level of depression and burnout of the 
HEWs. The prevalence of depression was 
determined in three ways: using PHQ-9 cutoff 
scores of 5 and 10 and by obtaining a DSM-5-
based diagnosis of major depression from the 
PHQ-9 scores. The requirement for a DSM-5-
based diagnosis of major depression is one or 
two DSM core symptoms supplemented with at 
least three additional symptoms (56). Likewise, 
the prevalence of burnout was computed using a 
score of 32 as a cutoff on the burnout measuring 
scale(51).  

Bivariate and multivariable logistic 
regressions were used to investigate the presence 
of a significant association between burnout and 
depression. In that model, a PHQ-9 score of 
more than 10 was considered a dependent 
variable and burnout (a score above vs. below 
32) as an independent variable of interest. 
Relevant socio-demographic and work-related 
characteristics were considered as potential 
confounding variables. To allow for the 
clustered nature of the data collected from rural 
HEWs, the analysis was conducted using 
multilevel logistic regression. Three-level 
models were used with kebeles and woredas 
nested within regions. We also calculated the 
Pearson correlation coefficient to examine the 
strength of the linear relationship between 
depression and burnout. A P-value of less than 
0.05 was used as an indication of statistical 
significance. 
Quality assurance: Several measures were 
taken to ensure the quality of the data. These 
include using standard questions, pre-testing the 
instruments before field data collection, 
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providing extensive training to the data 
collectors and supervisors, checking the 
completeness of the collected data, and 
conducting a quality recheck after data 
collection.  
Ethical considerations: Ethical approval was 
obtained from the Ethiopian Public Health 
Institute (Ref. EPHI-IRB-151-2018). Verbal 
informed consent was obtained from all 
participants. The collected data was anonymized 
and stored on password-protected computers.  
 
 

RESULTS 
 

Socio-demographic characteristics: The 
background characteristics of study participants 
are summarized in Table 1. A total of 584 rural 
and 581 urban HEWs were included in the 
study. The mean age of HEWs was 27.1 (SE = 
0.27) years in rural and 28.73 (SE = 0.17) years 
in urban settings. More than half of the study 
participants were married (66.1%) and in the age 
range of 25–34 (69 %). Most were not pregnant 
(91.4%) during the survey, 41.0% did not have 
children, and 45.8% had at most two children.  

 
Table 1: Socio-demographic and work-related characteristics of study participants 
 

Characteristics Rural HEWs  
(n = 584) 

Urban   HEWs   
(n = 581) 

All HEWs 

Number Weighted % Number Percent Number Percent 
Age <25 189 22.3 74 12.9 263 23 

25–34 361 72.5 436 76.0 797 69 
>35 34 5.2 64 11.2 98 9 
Mean ± SD 27.1 (0.27) 28.3 (4.1) 27.6 (4.6) 

Marital status Married 399 72.2 368 63.8 767 66.1 
Single 159 24.2 189 32.8 348 30.0 
Divorced/ 
widowed/separate
d 

26 3.6 20 3.5 46 4.0 

Number of children 0 216 31.9 262 45.1 478 41.0 
≤2 271 52.1 263 45.3 534 45.8 
>2 97 16.0 56 9.6 153 13.1 

Pregnant Yes 56 7.5 42 7.3 98 8.5 
No 528 92.5 532 92.4 1,060 91.4 

Level of education as 
CHW 

Level 3 or lower 345 51.6 0 0.0 345 51.6 
Level 4 239 48.4 0 0.0 239 48.4 
Level 4 diploma 0 0.0 476 83.2 476 83.2 
Level 5 degree 0 0.0 96 16.8 96 16.8 

COC Certified 332 57.3 323 55.7 655 56.3 
Not certified 117 42.7 186 32.1 303 26.0 

Means of 
transportation to 
work 

By transportation 115 62.3 359 76.9 474 72.1 
On foot 75 37.7 108 23.1 183 27.9 

Years of service as 
HEW* 

<5 223 24.5 - - - - 
5–10 189 32.5 - - - - 
>10 172 43.0 - - - - 

Working hours per 
week 

<40 519 86.0 574 99.0 1093 93.9 
>40 65 14.0 6 1.0 71 6.1 

Intention to leave Yes 115 21.3 164 28.6 279 27.6 
No 324 78.4 407 71.0 731 72.4 

Overall job 
satisfaction 

Dissatisfied 243 43.2 242 43.5 485 42.5 
Satisfied 341 56.8 314 56.5 655 57.5 

HEW: Health extension worker, COC: certificate of competency; *Years of service as HEW is missing for all urban 
HEWs. 
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Almost half of the rural HEWs had a 
qualification of Level 3 or lower (51.6%), and 
most of the urban HEWs had Level 4 
qualifications (83.2%). In terms of work-related 
characteristics, 75.0% of the rural HEWs had 
worked as a HEW for more than five years, and 
86.0% were working less than 40 hours per 
week. Likewise, most urban HEWs worked less 
than 40 hours per week (99.0%). More than half 
of the rural HEWs (56.8%) and 56.5% of the 
urban HEWs reported that they were satisfied 
with their job. About one quarter of the HEWs 
(21.3% of the rural and 28.6% of the urban 
HEWs) were looking for another job during the 
survey. On average, rural HEWs took 49 
minutes (SD = 48.94) to travel from their home 
to the HP, and urban HEWs took 33.25 minutes 
(SD = 25.24) to travel from home to their 
workplace. 
Prevalence of depression: Depression was 
higher among the rural HEWs than among the 
urban HEWs. Using 5 as a cutoff score of the 

PHQ-9, 43.1% (95% CI: 35.6, 51.0) of the rural 
and 36.7% (95% CI: 32.7, 40.8) of the urban 
HEWs had depression. Likewise, using 10 as a 
PHQ-9 cutoff score, 16.5% (95% CI: 11.2, 23.8) 
of the rural HEWs and 8.9% (95% CI: 6.7, 11.5) 
of the urban HEWs had major depression. 
Similarly, using DSM-5-related diagnostic 
criteria, the prevalence of major depression was 
5.9% (95% CI: 3.1, 11.2) among rural HEWs 
and 3.7% (95% CI: 2.3, 5.6) among urban 
HEWs.  

The magnitude of depression among rural 
HEWs was higher in the Gambella region 
(36.7%), followed by Amhara (30.3%) and 
Tigray (21.3%; Figure 1). Similarly, it was 
higher among those who work in agrarian than 
in pastoral settings (17.5% vs. 6.8%). Among 
urban HEWs, the prevalence of depression was 
higher in other urban regions than Addis Ababa 
city and Dire Dawa (8.1% in Addis Ababa, 6.9% 
in Dire Dawa, and 13.5% in other urban areas). 

 
Figure 1: Prevalence of major depression among rural HEWs in Ethiopia, stratified by region 
 
Prevalence of burnout: Overall prevalence of 
burnout risk among HEWs was 39.8% (95% CI: 
32.6, 47.5) in rural areas and 12.6 % (CI: 10.0, 
15.5) in urban areas. The prevalence of burnout 
risk among rural HEWs was higher in the 
Gambela region (66.7%), followed by Tigray 
(57.1%) and Amhara (54.7%). Likewise, it was 
higher among those who work in agrarian than 
pastoral settings (43.7% vs. 18.8%). Among 
urban HEWs, the magnitude of burnout risk was 
higher in other urban regions than Addis Ababa 

and Dire Dawa (42.5% in other urban regions, 
5.8% in Addis Ababa, and 3.4% in Dire Dawa).  
 

Relationship between depression and 
burnout: The results of the bivariate and 
multivariable logistic regressions are 
summarized in Tables 2, 3 and 4. In both the 
crude and adjusted logistic regression models, 
there was a significant association between 
depression and burnout among HEWs. The odds 
of having depression among HEWs with burnout 
risk was approximately 12 times higher 
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compared to HEWs without burnout risk: in 
rural areas, AOR is 11.9 at a 95% CI (5.3, 26.8), 
and in urban areas, AOR is 11.5 at a 95% CI 
(5.3, 24.6). Except job satisfaction among 

HEWs in urban areas (AOR: 3.43, 95% CI: 1.60, 
7.37), none of the demographic characteristics 
were significantly associated with depression in 
the crude or adjusted model (Tables 2, 3 and 4).  

 
Table 2: Multivariable associations of depression and background characteristics of HEWs in Ethiopia. 
 

*Indicates the variables are significant (p < 0.05); CHW: community health worker; COR: crude odds ratio; PHQ: 
Patient Health Questionnaire; For both rural and urban HEWs, it is adjusted for burnout risk 
 
Table 3: Association of depression and burnout among HEWs working in Ethiopia (n = 1,162)  
 

 
Burnout risk 

Major depression (Scored 10+ on 
PHQ-9) 

  

Yes N (%) No N (%) COR (95% CI) AOR (95% CI) 
Rural HEWs (n = 584) 

Yes 77 (35.1) 136 (64.9) 12.56 (5.43, 7.12)* 11.88 (5.27, 26.80)*† 
No 16 (4.3) 355 (95.7) 1 1 

Urban HEWs (n = 581) 
Yes 26 (52) 39 (7.6) 13.19 (6.93, 5.11) 11.49 (5.35, 24.63)*‡ 

No 24 (48) 475 (92.4) 1 1 
*Indicates the variables are significant (p <0.05) ; HEW: Health extension worker, COR: crude odds ratio, AOR: 
adjusted odds ratio; †For rural HEWs, it is adjusted for age, service year, number of children, and overall job 
satisfaction.; ‡For urban HEWs, it is adjusted for age, marital status, pregnancy, number of children, level of 
education and overall job satisfaction. 

Characteristics Rural HEWs (n = 584) Urban HEWs (n = 581) 
AOR (95% CI) AOR (95% CI) 

Age 
18–24  1 
25–34 0.75 (0.27, 2.06) 1.82 (0.47, 7.00) 
Above 35 0.68 (0.08, 5.81) 1.21 (0.19, 7.66) 

Marital status 
Single  1 
Married  0.43 (0.14, 1.33) 
Divorced/ widowed/separated  0.68 (0.09, 4.77) 

Number of children 
0 1 1 
≤2 1.63 (0.69, 3.84) 1.44 (0.48, 4.28) 
>2 1.37 (0.20, 6.76) 0.68 (0.11, 4.33) 

Pregnant 
No  1 
Yes  2.81 (0.84, 9.37) 

Level of education 
Level 3 or lower   
Level 4   
Level 4 diploma  0.67 (0.29, 1.57) 
Level 5 degree  1 

Years of service as HEW 
<5 years 1  
5–10 years 1.12 (0.46, 2.70)  
>10 years 1.27 (0.51, 3.19)  

Overall job satisfaction  
Dissatisfied 2.17 (0.87, 5.43) 3.43 (1.60, 7.37) 
Satisfied 1  
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Table 4: Bivariate associations of depression and background characteristics of HEWs in Ethiopia.  
 

Characteristics Rural HEWs (n = 584) Urban HEWs (n = 581) 
MDD Yes N (%) Crude OR  

(95% CI) 
MDD N  
(%) 

Crude OR  
(95% CI) 

Age 
18–24 18 (11.0) 1 3 (4.4) 1 
25–34 69 (18.3) 1.80 (0.81, 4.01) 42 (9.8) 2.35 (0.71, 7.83) 
Above 35 6 (16.2) 1.56 (0.33, 7.30) 3 (4.8) 1.10 (0.21, 5.67) 

Marital status 
Single 22 (15.8) 1 20 (10.8) 1 
Married 66 (16.5) 1.05 (0.54, 2.06) 27 (7.6) 0.68 (0.37, 1.25) 
Divorced/ 
widowed/separated 

5 (22.9) 1.58 (0.52, 4.84) 2 (10) 0.92 (0.20, 4.24) 

Number of children 
0 27 (12.4) 1 26 (10.2) 1 
≤2 49 (19.6) 1.72 (0.94, 3.17) 22 (8.6) 0.82 (0.45, 1.49) 
>2 17 (14.8) 1.22 (0.39, 3.88) 2 (3.8) 0.35 (0.08, 1.53) 

Pregnant 
No 85 (17.1) 1 42 (8.0) 1 
Yes 8 (10.3) 0.56 (0.16, 1.99) 6 (15.8) 2.14 (0.85, 5.40) 

Level of education 
Level 3 or lower 42 (16.4) 1 0 (0) 0 
Level 4 51 (16.7) 1.02 (0.65, 1.61) 0 (0) 0 
Level 4 diploma 0 (0) 0 37 (8.0) 0.59 (0.29, 1.19) 
Level 5 degree 0 (0) 0 12 (12.8) 1 

COC 
Certified 52 (18.0) 1 30 (9.6) 1 
Not certified 41 (14.6) 0.78 (0.39, 1.54) 20 (8.0) 0.83 (0.46, 1.49) 

Years of service as CHW 
<5 years 25 (11.2) 1 0 (0) 0 (0) 
5–10 years 29 (15.9) 1.50 (0.62, 3.63) 0 (0) 0 (0) 
>10 years 39 (20.1) 1.99 (0.88, 4.49) 0 (0) 0 (0) 

Working hours per week 
<40 84 (15.6) 1 48 (8.6) 1 
>40 9 (22.7) 1.59 (0.49, 5.20) 1 (16.7) 2.12 (0.24, 18.52) 

Overall job satisfaction 
Dissatisfied 59 (21.5) 1.87 (0.89, 3.89) 34 (14.3) 3.48 (1.82, 6.64)* 
Satisfied 34 (12.8) 1 14 (4.6) 1 

Residence 
Same kebele 60 (15.8) 1 33 (9.9) 1 
Different kebele 33 (17.9) 1.16 (0.46, 2.89) 16 (7.2) 0.38, 1.32) 

 

*Indicates the variables are significant (p < 0.05); CHW: community health worker; COC: certificate of 
competency; COR: crude odds ratio; PHQ: Patient Health Questionnaire 
 
 
DISCUSSION 
 
This is the first study that has used national 
assessment data to estimate the magnitude of 
depression and burnout and their relationship 
among HEWs in Ethiopia. The findings show 
that depression is high among HEWs and 

positively associated with burnout. Moreover, 
depression is significantly and inversely 
associated with the job satisfaction of urban 
HEWs, but not significantly associated with the 
same factor among rural HEWs  

The prevalence of depression among HEWs 
in this study is higher compared to the general 
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population in Ethiopia, which has been reported 
as 9.1% (57).  However, it is much lower 
compared to what has been reported among 
community health volunteers in rural Ethiopia: 
Women’s Development Army leaders (37%) and 
One-to-Five leaders (26%) (5). In contrast to 
HEWs, those community leaders are not paid as 
HEWs, have low educational status, and have an 
increased risk of facing stressful life events such 
as food insecurity (5). The study also used a 
different assessment tool (WHO Self-Reporting 
Questionnaire), which might partly explain the 
observed difference in the magnitude of 
depression.  

The prevalence of depression in our study 
is lower compared to other HCWs working in a 
teaching hospital in Ethiopia (26) and PHC 
workers in Southern Ethiopia (43). In addition to 
different study populations that might 
experience different stressors, the difference in 
magnitude of depression could also be attributed 
to using different screening instruments, such as 
the Depression Anxiety Stress Scale 21 (26), and 
the use of a lower cutoff point in the PHQ-9 
(28). The prevalence of depression among 
HEWs in our study is similar to studies 
conducted in Nigeria and Brazil (15, 16, 19) or 
lower than findings reported among HCWs in 
lower and middle-income countries (17, 23-25). 
The variations could be due to measuring mental 
disorder that are not specific to depression (23-
25), or use the  of a lower cut-off  point in the 
PHQ-9 (17).   

In the current study, the overall prevalence 
of burnout among rural and urban HEWs was 
36.5% and 12.6 %, respectively, and these 
figures are within the range of previously 
reported findings (28, 35, 37, 38). Likewise, it is 
similar to some other studies conducted among 
HCWs in lower and middle-income countries 
which range from 17% to 34.5% (23-25). On the 
contrary, it is much higher compared to burnout 
figures reported among HCWs(3.8%) in 
Southern Ethiopia (28), which might partly be 
explained by the difference in assessment tools. 
However, it is relatively lower compared to 
findings reported in a recent systematic review 
of burnout among HCWs in sub-Saharan Africa, 
which ranges from 40% to 80% (34). This could 
be partly explained by the working environment 

of our study participants, the nature of the work, 
and the problems with which they are dealing. 
HEWs work more in the community and on 
prevention aspects of illness, but other HCWs 
work in health facilities and are more engaged in 
patient care, exposing them to more stressful life 
events.  

Burnout was significantly associated with 
depression, which is consistent with findings 
elsewhere (17, 28, 39, 40, 43, 58). Moreover, 
our study indicates that there is moderate 
correlation between depression and burnout (r = 
0.68), which suggests that the two constructs 
have common elements yet are different. This 
finding is in line with some studies (23,44,45) 
but it is different from studies which reported 
that depression and burnout are not distinct (44, 
59). Depression and burnout share some 
common symptoms, such as fatigue, 
hopelessness, and frustration, and also share a 
common biological basis (60). All our study 
participants are women, and female gender is 
associated with depression (19, 26, 61) and 
burnout (29, 34). This might partly explain the 
observed relationship between the two 
conditions.  

In our study, the prevalence of depression 
and burnout among rural HEWs is twofold and 
threefold, respectively, compared to urban 
HEWs. The rural setting is more physically 
demanding and has several stresses lacking in 
the urban setting. Additionally, most urban 
HEWs in our study were nurses educated to 
diploma level, whereas rural HEWs had 
completed Grade 10 and had trained in HEP for 
one year. These differences in working 
environment and levels of education might have 
contributed to the higher levels of depression 
and burnout among rural HEWs.  

Similarly, in our study, depression and 
burnout were more prevalent among HEWs in 
Gambela, Amhara and Tigray regions and 
among HEWs working in agrarian than in 
pastoralist areas.  Absence of HPs in some parts 
of Gambela region, in particular, forced HEWs 
to work from their home or use health centers in 
distance areas. This may contribute to the higher 
magnitude of depression and burnout among 
HEWs in the region. Moreover, the geography 
of the majority of Tigray and Amhara regions 
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are known for being inaccessible that can make 
HEWs work life difficult which in turn increases 
the risk of depression and burnout.  More than 
half of the HEWs who work in those regions 
reported dissatisfaction with their job. The 
dissatisfaction might also result in the higher 
depression and burnout.  Low education and 
training opportunities and disparities in benefit 
packages between different regions and agrarian 
and pastoralist settings might also explain the 
higher magnitude.  Similarly, depression and 
burnout were more prevalent among HEWs who 
work in urban areas of other regions than those 
in Addis Ababa and Dire Dawa cities. The 
possible reason for this finding might be related 
to differences in benefits packages between the 
city administrations and other regions, and 
availability of professional advancement 
opportunities. The higher levels of depression 
and burnout may affect not only the HEWs but 
also the quality and quantity of the services they 
provide. Thus, attention should be paid to 
HEWs’ overall well-being, and interventions 
that could improve their well-being. 

To our knowledge, this is the first 
comprehensive national assessment of 
depression and burnout among rural and urban 
HEWs in Ethiopia. We have used weights and 
considered the complex sampling design during 
the analysis of the data from rural HEWs. This 
helped to reduce the risk of random errors that 
arises due to clustering. Nevertheless, the study 
is not without limitations. The instrument used 
to assess burnout, the Self-Burnout Test, has not 
been validated in our setting. Nevertheless, the 
instrument has shown good internal consistency 
among our study participants. Cornbrach’s alpha 
was 0.92 among rural HEWs and 0.93 among 
urban HEWs. The other limitation is the use of a 
cross-sectional study design, which did not 
allow us to make statements about the causality 
and temporality of depression and burnout. This 
warrants further longitudinal studies.  

In conclusion, depression and burnout are 
high among HEWs in Ethiopia and more 
pronounced among rural HEWs. This finding is 
concerning and requires interventions that 
enable prevention, early detection, and 
management to improve the well-being of 

HEWs. Any investment in HEWs is likely to 
bring returns through the provision of quality 
services to the community. A strategy should be 
in place on how HEWs can benefit from the 
integrated mental health services in PHCUs in 
Ethiopia. The high prevalence of depression and 
burnout among rural HEWs also indicates the 
need to give special attention and priority to 
rural HEWs. This study further shows that 
burnout is a strong predictor of depression. 
Further studies are needed to explore the impact 
of depression and burnout on work performance 
and on the quality of the services HEWs provide 
to their clients.  
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