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Background. Medical doctors face occupational stressors threatening their mental health, particularly junior doctors in South Africa. There
is a higher prevalence of depressive symptoms among medical doctors compared with the general population. The consequences of this to
health systems and the patients doctors treat is a major public health concern. In South Africa, prevalence of depressive symptoms among
community service doctors servicing public sector healthcare is largely unknown.

Objectives. To determine the prevalence of possible depression, and predictive factors thereof, among doctors in their community service
year in South Africa.

Methods. A national descriptive cross-sectional survey was distributed electronically between October and December 2022. The Patient
Health Questionnaire 9 (PHQ-9) was used to screen for depression. Demographic, occupational and individual characteristics were
included as potential predictive factors.

Results. A total of 217 participants were included in the analyses. Prevalence of depressive symptoms was 96.3% (standard error 0.13, 95%
confidence interval 92.87 - 98.40%). Predictors of higher scores included: women, drug use, feeling neutral or disagreeing that one worked
outside of normal working hours, working in KwaZulu-Natal or North West, burnout (emotional exhaustion), working in orthopaedics,
obstetrics and gynaecology departments or the National Health Laboratory Service, first choice of placement, financial difficulties, and
accessing mental health services. Predictors of a lower score included: perceiving sufficient resources at work, using colleagues to cope, good
work-life balance, and certain departments, particularly neurosurgery.

Conclusion. There is an extremely high prevalence of depressive symptoms among community service doctors. Supporting these doctors

at an individual, organisational and structural level should be a priority for national policy-makers.
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Medical doctors face many unique occupational stressors threatening
their mental health. These include high patient loads, extended
working hours and overtime duties, fast-paced work environments,
physical and psychological insecurity, moral injury, compassion
fatigue, litigation, job insecurity, educational debt and workplace
mistreatment or a lack of support.'*! Globally, depression in medical
doctors and the consequences thereof on health systems and the
patients they treat has become an important area of research.

Depression is a mood disorder characterised by anhedonia and/or
low mood. Associated symptoms include changes in appetite or weight,
low energy, suicidal ideation, feelings of guilt and worthlessness, sleep
difficulties and potential deleterious effects on cognition including
memory and concentration.” Junior doctors are particularly at risk for
symptoms of depression as they transition from medical school into the
working medical fraternity.>*!

In South Africa (SA), following graduation from medical school,
medical doctors proceed to complete a 2-year internship and 1 year of
community service before they are allowed to practise as independent
practitioners.®’ In an overview of systematic reviews, Aljuwaiser ef
al.®! reported a global pooled prevalence of depressive symptoms to
be 43.1% to 51.0% among trainee doctors. This is significantly higher
than the 5% global point prevalence of depressive disorders in adults
reported in the 2022 World Mental Health Report.”) In an SA context,
Hain et al.® found that 33% of community service doctors (CSDs)
in KwaZulu-Natal (KZN) Province screened positive for depression.

National prevalence rates of depressive symptoms in CSDs in SA are
unknown but hypothesised to be higher than the general population
in the South Africa Stress and Health (SASH) study.” There are a
number of factors that could contribute to the vulnerability of CSDs
to depressive symptoms. These doctors are often placed in resource-
constrained rural settings and subject to harsh working conditions.!!

The aim of this study was to investigate possible depression among
junior doctors in their community service year in SA.

Methods

Study design and setting

This was a national descriptive cross-sectional study in SA. It took
place from October to December 2022. It formed part of a larger survey
investigating burnout and associated factors among CSDs in SA, and
used the Maslach Burnout Inventory (MBI) to measure burnout.

Study population

The total population of CSDs in SA each year varied between 1 057
and 1308 in a 15-year review by Reid et al.'! All SA doctors in their
community service year who had access to the survey during the
study period in 2022 were invited to participate. CSDs who did not
provide informed consent or those who did not complete the survey
were excluded. Using a population of 1 308 CSDs and an estimated
prevalence of depressive symptoms of 33%,' a sample of 217
provides a confidence level of 95%, and a margin of error of 5.72%.
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Data collection

An electronic REDCap survey was used to sample the CSDs. The
survey investigated sociodemographic variables, the Patient Health
Questionnaire-9 (PHQ-9) was used to investigate possible depression,
and the final section addressed potential associated factors based on a
literature review. The self-administered PHQ-9 is the most commonly
used screening tool for depression and has been validated in the
general population and the SA occupational healthcare context.!'’!
Using a cutoff score of 10, it has a sensitivity of 0.88 (95% confidence
interval 0.83 - 0.92) and specificity of 0.85 (0.82 - 0.88) compared with
a semistructured psychiatric interview.'"¥ When using the PHQ-9 to
rate the severity of depressive symptoms, scores are classified as follows:
0 - 4 (minimal), 5 - 9 (mild), 10 - 14 (moderate), 15 - 19 (moderately
severe) and 20 - 27 (severe).'” The internal reliability of the PHQ-9
has a Cronbach's alpha of 0.89 while test-retest reliability is 0.84.1"°!
In terms of criterion validity, the area under the receiver operating
characteristic curve for the PHQ-9 in diagnosing major depression
was 0.95.") Using an electronic REDCap survey, CSDs were sampled
via the South African Medical Association (SAMA) and social media
platforms (Facebook CSDs in SA group and WhatsApp). SAMA is the
largest non-statutory professional association for public and private
sector medical practitioners in SA. Unsuccessful attempts were made
to contact the Health Professions Council of South Africa (HPCSA) to
assist with distribution of the survey.

Statistical analysis

Data analysis was performed using Stata version 18.0 software. To
describe the sociodemographic profile of participants, all variables

Table 1. Predictors of PHQ-9 scores

were categorical, and descriptive statistics (counts () and percentages
(%)) were reported except for age, which was a continuous variable
with a normal distribution. To determine the prevalence of depressive
symptoms of participants, the PHQ-9 was investigated as both a
categorical variable (minimal, mild, moderate, moderately severe
and severe), with counts and percentages reported, and as a binomial
variable using a cutoff score of 10. To investigate predictors of the
PHQ-9 (as a continuous variable), a stepwise regression model was
developed using a p-value <0.05 to indicate statistical significance.

In terms of the predictive factors, the final stepwise regression model
took into account 206 observations and rejected the null hypothesis that
none of the factors were predictive of PHQ-9 scores (p=0.0000), with
an F value of 8.48. The proportion of variation in PHQ-9 explained by
the regression model (R-squared) was 0.7323. A p-value 0.10 was used
so not to avoid losing any variable that may have predictive power in
the stepwise model. Table 1 depicts the regression model and predictors
of PHQ-9 scores with statistically significant factors in bold. Variance
inflation factors (VIFs) were used to assess for collinearity, as they
indicate how much of the variance of regression coefficient is due to
collinearity. A cutoff of 10 was used, and all VIFs were <10 except for
Accessed professional mental healthcare during community service
(10.3), ‘Overtime contract: Option D' (15.52) and ‘Overtime contract:
Option E’ (15.59). The mean VIF was 2.65. The Breusch-Pagan/Cook-
Weisberg test for heteroskedasticity showed constant variance.

Ethical considerations
All participants in the study provided informed consent and
remained anonymous, and all data were stored in accordance

95% confidence

PHQ-9 Coefficient Standard error ¢ >l interval
Workplace has sufficient basic resources
Strongly agree 5 1.898149 1.624131 1.17 0.244 -1.310139, 5.106436
Agree 4 -2.57062 1.202724 -2.14 0.034 -4.946466,
-0.1947741
Neutral 3 0.2337079 1.021518 0.23 0.819 -1.784186, 2.251602
Disagree 2 1.038917 0.8471341 =123 0.222 -2.712335, 0.634501
Experienced gender
Women 2.013554 0.8566801 2.35 0.020 0.3212793, 3.705829
Transgender 4.864452 5.01141 0.97 0.333 -5.035022, 14.76393
Coping mechanism
Alcohol -1.598442 0.738984 -2.16 0.032 -3.058221,
-0.1386622
Mlicit drugs 6.366603 2.054178 3.10 0.002 2.308806, 10.4244
Therapy -2.147977 1.177168 —1.82 0.070 -4.473341, 0.177386
Colleagues -1.790578 0.6913145 -2.59 0.011 -3.156192,
-0.4249645
Good work-life balance
Strongly agree 5 -6.653377 2.194941 -3.03 0.003 -10.98923,
-2.317519
Agree 4 -6.11552 1.23953 -4.93 0.000 -8.564071,
-3.666969
Neutral 3 -5.857978 1.178341 -4.97 0.000 -8.185658,
-3.530298
Disagree 2 -4.13752 1.000716 -4.13 0.000 -6.114321,
-2.16072

...continued
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Table 1. (continued) Predictors of PHQ-9 scores

95% confidence

PHQ-9 Coefficient Standard error ¢ P>t interval
Working overtime outside of rostered
hours
Strongly agree 5 0.3100538 1.215049 0.26 0.799 -2.090137, 2.710245
Agree 4 1.288737 0.9524117 1.35 0.178 -0.5926446, 3.170119
Neutral 3 3.146774 1.063571 2.96 0.004 1.04581, 5.247737
Disagree 2 2.213816 0.963935 2.30 0.023 0.3096708, 4.117961
Province
Western Cape -1.72494 1.214188 -1.42 0.157 -4.123432, 0.6735515
KwaZulu-Natal 3.709702 1.497574 2.48 0.014 0.7514142, 6.66799
Eastern Cape 0.7635292 1.264977 0.60 0.547 -1.735289, 3.262347
Limpopo 0.3354169 1.34385 0.25 0.803 -2.319207, 2.99004
Free State 1.569574 1.42148 1.10 0.271 -1.2384, 4.377548
North West 4.241543 1.228357 3.45 0.001 1.815062, 6.668023
Northern Cape -0.1201852 1.755967 -0.07 0.946 -3.5889, 3.34853
Mpumalanga -0.3671504 1.086726 -0.34 0.736 -2.513855, 1.779554
Maslach Burnout Inventory (Emotional
Exhaustion)
Score as a continuous variable 0.2486421 0.0325899 7.63 0.000 0.1842644, 0.3130198
Department
Emergency medicine -0.7139579 0.996046 -0.72 0.475 -2.681534, 1.253619
Internal medicine -2.294976 1.299246 =177/ 0.079 -4.86149, 0.271537
General surgery -1.217913 1.670303 -0.73 0.467 -4.517408, 2.081582
Paediatrics -4.652587 1.290509 -3.61 0.000 -7.201842,
-2.103333
Anaesthesia -4.46147 1.742401 -2.56 0.011 -7.903386,
-1.019554
Orthopaedics 6.573403 2.732356 2.41 0.017 1.175941, 11.97086
Ophthalmology -5.371936 2.312414 -2.32 0.021 -9.939849,
-0.8040229
Neurosurgery -6.852051 3.189153 -2.15 0.033 -13.15186,
-0.552238
Psychiatry 2.696416 1.936438 1.39 0.166 -1.128798, 6.52163
Obstetrics and gynaecology 2.817195 1.39024 2.03 0.044 0.0709319, 5.563457
National Health Laboratory Service 10.74337 3.954255 2.72 0.007 2.93218, 18.55455
Ear, nose and throat 6.252842 4.548144 1.37 0.171 -2.731503, 15.23719
Other -1.795181 1.510471 -1.19 0.236 -4.778947, 1.188585
Community service placement first
choice
Yes 2.015861 0.7267275 2.77 0.006 0.5802928, 3.451429
Current financial difficulties
Yes 2.473549 0.8173929 3.03 0.003 0.8588821, 4.088217
Overtime contract
Option B: 4 - 8 h per week -7.507742 4.371946 -1.72 0.088 -16.14403, 1.128543
Option C: 9 - 12 h per week -3.54315 2.659664 -1.33 0.185 -8.797015, 1.710716
Option D: 13 - 20 h per week -0.9187204 2.261119 -0.41 0.685 -5.385307, 3.547866
Option E: >20 h per week 1.599845 2.262359 0.71 0.481 -2.869189, 6.068879
Accessed professional mental healthcare
during community service
Yes -4.672494 2.034894 -2.30 0.023 -8.692196,
-0.6527914
Type of mental healthcare accessed
Psychiatrist 4.306189 1.495292 2.88 0.005 1.352408, 7.259971
Psychologist 6.559732 1.986643 3.30 0.001 2.635343, 10.48412
Counsellor 11.68276 2.530275 4.62 0.000 6.684488, 16.68103
Constant/intercept 9.739465 2.841752 3.43 0.001 4.125905, 15.35302
Statistically significant factors shown in bold.
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with the Protection of Personal Information
Act 4 of 2013 (POPIA). A distress protocol
was included in the survey, and ethical
approval was provided by the University of
the Witwatersrand Human Research Ethics
Committee (medical), reference number:
M220532.

Results

Sociodemographic profile of
participants

The mean age of participants was 27.6
(1.95) years (Table 2). In terms of racial
profile, 42.9% were white and 24.9% were
black. Most participants were from Gauteng
Province (27.7%) and then Western Cape
and Mpumalanga provinces (13.4% each).
The majority of participants were located
outside of metropolitan areas (49.1%).

The prevalence of possible
depression

Of the 217 participants, 96.3% (95%
confidence interval 92.9 - 98.4%) screened
positive for depression (mild, moderate or
severe) with 51.15% screening positive for
severe depression (Table 3 and Fig. 1).

Predictive factors for depressive
symptoms

There were various predictors of higher
PHQ-9 scores in the study. They included
the following, with the increase in PHQ-9
scores noted in brackets: women (2.0),
illicit drug use (6.4), feeling neutral (3.2)
or disagreeing that one worked outside of
normal working hours (2.2), working in
KZN (3.7) or North West (4.2) provinces,
emotional exhaustion on the MBI (0.2),
working in orthopaedics (6.6), obstetrics
and gynaecology (2.8) and the National
Health Laboratory Service (10.8), getting
one’s first choice of placement (2.1), current
financial difficulties (2.5), and accessing
mental health services (psychiatrist (4.3),
psychologist (6.6) and counsellor (11.7))
(Table 4). The normal probability plot
for residuals showed that the difference
between the observed and predicted values
of the model were normally distributed,
validating  the regression
assumptions (Fig. 2).

model’s

Discussion

The prevalence rate of depressive symptoms
(96.3%) among respondents is high and
extremely concerning. It is more than triple
the prevalence rate of depressive symptoms
among the general population in SA (25.7%)
observed by Craig et al." It is also significantly
higher than the global pooled prevalence
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Fig. 1. Prevalence of depression as measured by the PHQ-9 (in categories), N=217.
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Fig. 2. The normal probability plot for residuals.

of 20.5.% of depressive symptoms among
medical doctors,”” and the global pooled
prevalence of 43.1 - 51.0% for depressive
symptoms among trainee doctors.”) Nazeema
et al™ also found the prevalence rate of
depressive symptoms to be high (53.73%)
among medical doctors of varying rank at an
academic hospital in Johannesburg using a
cut-off score of 28. The significantly higher
prevalence in our study may be attributable to
various factors including that the majority of
participants were not in an academic setting,
ours was a national study not restricted to
an urban city, and the study focused on
junior doctors, known to have higher rates of
depressive symptoms.
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The PHQ-9 has a relatively high sensitivity
(0.91 (0.87 - 0.94)) compared with specificity
(0.80 (0.77 - 0.83)), which may give rise to
false positives, according to a large meta-
analysis including various populations by
Levis et al This sample differed from
ours, which purely comprised junior medical
doctors. However, even taking into account
a false-positive rate of 0.20, the prevalence
of depressive symptoms (75.97%) among
respondents is concerning.

Another consideration is the validity of
the PHQ-9 among medical doctors. While
various studies have validated the PHQ-9
among the general population,!" including in
low-middle income settings, few have focused



Table 2. Sociodemographic characteristics

Table 2. (continued) Sociodemographic characteristics

n (%) n (%)
Experienced gender 217 KwaZulu-Natal 14 (6.5)
‘Woman 166 (76.5) Northern Cape 9 (4.2)
Man 50 (23.0) Location 216
Transgender 1(0.5) Metropolitan 106 (49.1)
Race 217 Rural 83 (38.4)
White 93 (42.9) Other 27 (12.5)
Black 54 (24.9) Healthcare setting 217
Indian 42 (19.4) District hospital 93 (42.9)
Coloured 18 (8.3) Regional hospital 46 (21.2)
Asian 5(2.3) Tertiary/quaternary academic hospital 46 (21.2)
Mixed race 4(1.8) Primary healthcare clinics 32 (14.8)
Other 1 (0.5) Department 217
Relationship 217 Family medicine 79 (36.4)
Relationship 81 (37.3) Emergency medicine 33 (15.2)
Single 73 (33.6) Internal medicine 20 (9.2)
Married 62 (28.6) Paediatrics 17 (7.8)
Divorced/separated 1(0.5) Obstetrics and gynaecology 15 (6.9)
Children 217 General surgery 12 (5.5)
0 201 (92.7) Other 12 (5.5)
1 13 (6.0) Anaesthesiology 9 (4.2)
>2 3(1.4) Psychiatry 6(2.8)
Province 217 Ophthalmology 5(2.3)
Gauteng 60 (27.7) Orthopaedics 3(1.4)
Western Cape 29 (13.4) National Health Laboratory Services 3(1.4)
Mpumalanga 29 (13.3) Neurosurgery 2(0.9)
Eastern Cape 21(9.7) Ear, nose and throat 1(0.5)
North West 21(9.7) Community service placement first choice 216
Limpopo 18 (8.3) No 119 (55.1)
Free State 16 (7.4) Yes 97 (44.9)
...continued
Table 3. Prevalence of depressive symptoms
PHQ-9 category n (%)
Minimal (0 - 4) 0
Mild (5 - 9) 8 (3.69)
Moderate (10 - 14) 53 (24.42)
Moderately severe (15 - 19) 45 (20.74)
Severe (20 - 27) 111 (51.15)
Total 217 (100)
Binomial exact (using a cut-off of 10) Proportion Standard error 95% confidence interval
0.9631336 0.127917 0.9286535 - 0.9839517

on the validation of the tool in medical doctors specifically. The PHQ-9
items pertaining to sleep, appetite and energy may overlap with the
lifestyle of the medical profession (for example, shift work, high patient
loads, long working hours and a lack of set lunchbreaks). However,
without a screening tool for depression specifically developed for
medical doctors, the PHQ-9 remains an important indicator that is
widely used and generally accepted.*!

From an individual perspective, this and various other studies
have highlighted that women in healthcare are at risk of depression
compared with their male counterparts, according to a scoping review
by Sriharan et al.,” which included other low-middle income countries
similar to SA, such as India. Furthermore, less work experience
and a self-perception of incompetency have also been identified as

potential predictive individual factors.?!) CSDs may experience these
phenomena to a greater extent as they are junior doctors practising as
independent practitioners for the first time.

Respondents from KZN and North West provinces had higher
PHQ-9 scores compared with other provinces. In a multisite study
in KZN by Naidu et al.® in 2019, a prevalence rate of 21.3% for
depressive symptoms using a PHQ-9 cutoft score of 210 was observed.
It was postulated by Naidu ef al.? that provincial financial and human
resource challenges may play a role, with high HIV and tuberculosis rates
adding considerably to workload. The highest prevalence rates of HIV
in SA are in the northwestern parts of KZN.**! It has been shown that
working in those areas contributes to the development of mental health
difficulties in doctors.!
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Table 4. Summary statistics for associated factors of depressive symptoms

Factor n (%)
Overtime contract 216
Option A: No overtime 6(2.8)
Option B: 4 - 8 h per week 2(0.9)
Option C: 9 - 12 h per week 9 (4.2)
Option D: 13 - 20 h per week 98 (45.4)
Option E: >20 h per week 101 (46.8)
Actual overtime 216
No overtime 5(2.3)
4 - 8 h/week 5(2.3)
9 - 12 h/week 15 (6.7)
13 - 20 h/week 76 (35.2)
21 - 30 h/week 65 (30.1)
>30 h/week 50 (23.1)
Studying towards a higher qualification while working as a CSD 216
Yes 100 (46.3)
No 116 (53.7)
Average duration of calls 217
<12h 11 (5.1)
12-24h 59 (27.2)
24-30h 94 (43.3)
30-36h 37 (17.1)
>36 h 16 (7.4)
Accessed professional mental healthcare during community service
Yes 59 (27.2)
No 158 (73.3)
Type of care
Psychiatrist 19 (8.8)
Psychologist 46 (21.2)
Counsellor 7 (3.3)
Telephonic helpline 2(0.9)
Group therapy 1 (0.5)
Other 1 (0.5)
Diagnosed with a mental illness
Yes 65 (30.0)
No 152 (70.1)
Currently on psychiatric medication
Yes 48 (22.3)
No 167 (77.7)
Coping mechanism
Exercise 129 (60.0)
Meditation 36 (16.7)
Alcohol 58 (27.0)
Cannabis 13 (6.0)
Illicit drugs 6(2.8)
Therapy 35 (16.2)
Over-the-counter medication 14 (6.5)
Prescription medication 27 (12.5)
Support groups 5(2.3)
Friends/family 178 (82.5)
Colleagues 81 (38.0)
Seniors 21 (10)
None of the above 11 (5.1)
Current financial difficulties
Yes 51(23.8)
No 164 (76.2)
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Table 4. (continued) Summary statistics for associated factors of depressive symptoms

Factor n (%)
Plans after community service
Leave medicine 4(2.0)
Non-clinical medicine 15 (7.0)
Government sector 104 (48.4)
Private sector 30 (14.0)
Time off 62 (29.0)
Satisfied with decision to be a doctor
Strongly agree 43 (20.0)
Agree 82 (38.1)
Neutral 57 (26.6)
Disagree 24 (11.2)
Strongly disagree 9 (4.2)
Good work-life balance
Strongly agree 7(3.3)
Agree 39 (18.1)
Neutral 46 (21.4)
Disagree 84 (39.1)
Strongly disagree 39 (18.1)
Workplace has sufficient basic resources
Strongly agree 15 (70)
Agree 29 (13.5)
Neutral 34 (15.9)
Disagree 61 (28.4)
Strongly disagree 76 (35.4)
Adequate senior support
Strongly agree 19 (8.9)
Agree 49 (22.8)
Neutral 42 (19.5)
Disagree 59 (27.4)
Strongly disagree 46 (21.4)
Good social support at work
Strongly agree 13 (6.1)
Agree 52 (24.2)
Neutral 46 (21.4)
Disagree 59 (27.4)
Strongly disagree 45 (21.0)
Good social support outside of work
Strongly agree 75 (35.1)
Agree 107 (50.0)
Neutral 13 (6.1)
Disagree 14 (6.5)
Strongly disagree 5(2.3)
Supported by hospital management
Strongly agree 2(1.0)
Agree 14 (6.5)
Neutral 47 (21.2)
Disagree 58 (27.0)
Strongly disagree 94 (43.7)
Manageable patient volume
Strongly agree 12 (5.6)
Agree 42 (20.0)
Neutral 53 (25.0)
Disagree 63 (29.3)
Strongly disagree 45 (21.0)
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Table 4. (continued) Summary statistics for associated factors of depressive symptoms

Factor n (%)
Working overtime outside of rostered hours
Strongly agree 26 (12.1)
Agree 55 (26.0)
Neutral 38 (17.7)
Disagree 50 (23.3)
Strongly disagree 46 (21.4)
Staff shortages at workplace
Strongly agree 105 (49.1)
Agree 69 (32.2)
Neutral 18 (8.4)
Disagree 15 (7.0)
Strongly disagree 7(3.3)
Maslach Burnout Inventory (Emotional Exhaustion)
Low 6(2.8)
Moderate 19 (8.8)
High 192 (88.5)

Respondents who admitted to illicit drug use had higher PHQ-9
scores by 6.4 points. The relationship between substance use and
depression is known to be bi-directional, with those suffering from
depressive symptoms having higher rates of substance use and
vice versa.”®! Physicians are particularly vulnerable. Issues such as
easy access to illicit drugs, a tendency to self-medicate and fear of
accessing help/disclosing issues due to career concerns®! make
substance use among physicians a pressing issue. Interestingly,
alcohol use was predictive of a lower PHQ-9 score (-1.6), possibly
indicating that respondents were self-medicating using alcohol.

PHQ-9 scores in those who had accessed mental healthcare
were significantly higher. Medical doctors are known to delay help-
seeking and often wait until symptoms are severe before accessing
professional services.*! Those who sought help from counsellors had
a score 11.68 points higher. This may indicate that medical doctors
who require treatment for depressive symptoms may find it easier
to access counsellors initially. One would expect PHQ-9 scores to
decrease with time once mental healthcare has been accessed. A
prospective study would assist in confirming this.

It is well known that work environments have an effect on the
mental health of employees in the healthcare sector.?
of lower PHQ-9 scores in this study included agreeing that one’s
workplace had sufficient resources, interacting with colleagues to
cope, having a good work-life balance, and working in certain
departments, particularly neurosurgery. From an organisation level,
poor support and recognition by peers, supervisors and hospital
leadership, as well as work location, have been noted to contribute.!!
On a systemic level, lack of recognition by government officials and
policy makers of healthcare workers’ work conditions have been
noted as contributors.?!! The government’s treatment of CSDs in SA
has long been criticised, with some labelling these doctors as 'slaves
of the state' coerced into employment and not being able to practise as
independent practitioners without completing their community service
year.®! Our study noted that not getting one’s first choice of placement
or being placed in certain departments (perhaps involuntarily) were
possible predictors of higher PHQ-9 scores.

Depression among healthcare workers has been associated with
loss of doctors in the profession, leading to loss of skilled individuals
within the sector, negative effect on physical health of doctors and
reduction in quality of patient care.'"® The SA context of resource
limitations makes the country even more vulnerable to loss of

| Predictors

skilled professionals. As a result, it is important to recognise the
effect of depression among CSDs so that timely interventions can be
implemented to prevent further negative consequences.

Further research into practical and supportive interventions for
CSDs to both prevent and screen for depressive symptoms should be
considered. Investigating mental health-seeking behaviour of junior
doctors is another potential topic for further research.

The study is an important one as it is the largest national study
investigating depression in CSDs in SA, highlighting the extent of the
problem. However, some limitations include the lack of a sampling
frame, which could not be obtained from the HPCSA, possible
respondent bias in that those with depressive symptoms would be
more likely to complete the survey, and the cross-sectional nature of
the study making temporal inferences impossible.

CSDs in SA are a vulnerable population and such a high prevalence
of depressive symptoms this early in their careers can have detrimental
effects for their futures, as well as the future of our healthcare system.
Supporting these junior doctors at an individual, organisation and
structural level should be a priority.
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