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Background. ,e transition into higher education is stressful as university students face many stressful events. Medical students
must deal with stressors specific to medical education. While many students adjust effectively to the university context, large
proportions of students are at risk of developing mental health problems. ,e objective of the present study was to evaluate the
most common medical student’s stressors and coping strategies among undergraduate students enrolled in the Medical School of
Arsi University and their association with educational year levels. Methods. An Institutional based cross-sectional study was
conducted on 265 medical students by systematic random sampling. Data were collected by pretested self-administrative
questionnaire and analyzed by SPSS-21 software. Logistic regression analysis was employed, and statistical significance was
accepted at p< 0.05. Result. In the present study, 5 questionnaires were rejected for incompleteness, giving a response rate of
98.1%. ,e top sources of stress were lack of time to review, conflict with teacher(s), and uncertainty of what was expected. ARS
domain was the main cause of high stress, followed by IRS and TLRS. Religious coping, active coping, positive reframing, and
planning were the most commonly used coping strategies. When preclinical year students were compared with the clinical years,
TLRS and DRS domains were identified as the most common cause of stress in the preclinical years. Furthermore, instrumental
support, behavioral disengagement, acceptance, religion, self-blame, and emotional support were themost commonly used coping
strategies in the preclinical years compared to the clinical years. Conclusion. We observed that academic-related stressors followed
by interpersonal and intrapersonal stressors are the major stressors faced by students. Active coping strategies were the most
commonly employed ones rather than avoidant strategies. Stress reduction interventions were recommended.

1. Introduction

,e transition from childhood to young adulthood is often
marked by the beginning of studying in university [1], and
the transition into higher education is a stressful time as
university students face many stressful events [2]. Personal
and environmental events that cause stress are known as
stressors [3]. Stress is a feeling that is initiated when a person
perceives that demands exceed the resources mobilized by
the individual [4]. When stress enhances physical or mental
function, it may be considered eustress [5]. Most people are

more active, invigorated, creative, and productive because of
eustress [6]. Conversely, persistent stress that is not resolved
through coping or adaptation, deemed distress, has been
shown to cause physical and mental health problems and
reduced self-esteem and may affect academic achievement
and personal and professional development [7, 8]. Some
variance in stress responses and consequences may be at-
tributable to characteristics of the stressor, and some events
are nearly universal in evoking a state of stress [9]. While
some stress may enhance academic performance [10], high
levels of stress among medical students are associated with
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depression [11–13], burnout [14, 15], and somatic com-
plaints [13]. Medical students report higher levels of psy-
chological distress than their same-age peers [16–21], despite
having similar or healthier profiles than peers at the outset of
medical school [11, 22–24]. Studies have indeed documented
that stress levels increase during medical school, peaking
either in the second year [11] or when students enter the
medical wards [25]. Previous research has explored students’
vulnerability to stress [19, 26, 27]. Several studies have
documented major stressors for medical students, including
academics [15, 28], lack of balance [29], relationships [28],
poor student guidance/support [29], volume of information
[28, 29], finances [29], uncertainty of the future [15], lack of
time to oneself [28], time and responsibility [29], the need to
succeed [28], and frequent academic examinations in a
competitive environment [7]. Furthermore, students living
in the dormitory might be susceptible to additional stressors
like financial issues [30], adaptation to the new environment,
being away from home for the first time, and changes in
living arrangements [31]. ,e educational system also plays
an enabling role, subsequently leading to increased stress
levels experienced by students. Some of the sources include
overcrowded lecture halls, semester grading system, inad-
equate resources and facilities [32], vastness of the syllabus
[32, 33], long hours, and expectations of rote learning [34].
Parents and institutions relentlessly instill the fear of failure,
which affects their self-esteem and confidence [35].
Healthcare systems usually also provide many stimuli that
produce stress due to contact with illnesses, pain, suffering,
disability, patients, and death, as well as the fact of devel-
oping a new role they are not completely prepared for [36].
In many medical schools, the environment itself is a pre-
vailing pressure situation, providing an authoritarian and
rigid system. In general, a recent review described six major
themes associated with student distress: adjustment, ethical
concerns, exposure to patient death and suffering, student
mistreatment, personal life events, and educational debt
[37].

,e overall impact of a stressor will depend on its
characteristics and the characteristics of those who have
been affected. ,e same stressors may be perceived differ-
ently by different medical students, depending on their
cultural background, personal traits, experience, and coping
skills [3]. ,erefore, stress can be thought of as a state
resulting from an “imbalance between demands and re-
sources” or as occurring when “pressure exceeds one’s
perceived ability to cope” [38]. Coping with stress is im-
portant for human survival [39] and has been viewed as a
stabilizing factor that may assist an individual in psycho-
social adaptation during stressful events [40]. In addition to
coping with stressors of everyday life, medical students must
deal with stressors specific to medical education. Various
coping strategies have been studied for medical students to
reduce the level of stress, including effective time man-
agement, social support, positive reappraisal, engagement in
leisurely pursuits and mindfulness-based stress reduction
classes, wellness electives, informal support groups, and
mentoring programs [33, 41, 42]. While many university
students adjust effectively to the university context, a large

proportion of students are adversely impacted by stress and
are at risk of developingmental health problems [43]. Failure
in coping with stress may lead students to stop or dis-
continue further education, have suicidal intentions, or
participate in activities such as smoking, drinking, aggressive
behavior with others, or damaging the institution’s property,
or be involved in violent activities by disrespecting laws and
rights of others [21, 22]. ,ere is also emotion-based coping
that involves accepting responsibility and self-blame. ,is
type of coping is useful in the first year of medical school. In
contrast, in later years, the trend shifted towards con-
fronting, cognitive, and planned problem-solving [44–47].

Arsi University College of Health Sciences focuses on
educating/training competent and ethical health profes-
sionals for the contribution of paramount in national GDP,
particularly the health of the whole community in the
growing manufacturing industry, at all levels [48]. In the
2019 GC academic calendar, the regular undergraduate
programs of the College of Health Sciences includes 576
medical, 125 public health, 154 clinical nursing, 40 operating
theater nurse, 27 neonatal nursing, 75 anesthesia, 152
pharmacies, 108 medical laboratory sciences, and 120
midwifery students at different levels of study with a total of
1377 active students. ,e medical curriculum of the School
of Medicine at Arsi University takes six years [48]. Medical
students stay three years in the preclinical and three in the
clinical practice. ,erefore, the main aim of the present
study was to evaluate the most common medical students’
stressors and coping strategies among undergraduate stu-
dents enrolled in the Medical School of Arsi University and
their association with educational year levels.

2. Methods and Materials

Institutional based cross-sectional study was conducted
starting from January 10 to 30, 2019, among 265 sampled
undergraduate medical students of Arsi University. Since the
incidence of stress and stress-related illnesses such as anxiety
and depression among medical students is increasingly
reported in the literature [49], the sample size of the present
study was first estimated using a single population pro-
portion with an assumption of 95% CI, 5% margin of error,
and prevalence of depression (51.3%), anxiety (66.9%), and
stress (53%), which is taken from [50]. ,e overall numbers
of Arsi University medical students were <10,000.,erefore,
by taking themaximum result of sample size obtained from a
single population proportion, theminimum required sample
size for the present study was calculated through the cor-
rection formula. After proportional allocation of the cal-
culated sample size to each academic year level, the stratified
random sampling method was employed. From each stra-
tum, by randomly selecting the first students based on their
ID number, respondents were chosen every 4 intervals
through a systematic random sampling method. All medical
students undergoing training in the Arsi University at the
time of the study were eligible to participate with the ex-
ceptions of severely ill students and being out of town during
the time of data collection. Of the 265 sampled students
learning at Arsi University, 260 (98.1%) agreed to take part.
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An ethical support letter was obtained from the Arsi Uni-
versity ethical board. Informed consent was taken from all
respondents during data collection, and participation was
totally voluntary. Confidentiality was kept unanimously.
Data were collected by using manually distributed self-ad-
ministered questionnaires that comprised of the following
parts:

(i) Sociodemographic profiles: Age, gender, marital sta-
tus, residence, academic year, income, religion, and
ethnicity. In the present study, to undertake the
comparison, academic years 1–3 were classified as a
preclinical educational year level and coded as “0”
whereas those from academic years 4–6 were classified
as a clinical educational year level and coded as “1.”

(ii) Medical Student Stressor Questionnaire–20
(MSSQ–20): 20 items grouped into six stressor
domains for identifying the source and measuring
the severity of stress experienced by medical
students in the past six months [51]. ,ese
stressor domains are academic-related stressors
(ARS), interpersonal and intrapersonal-related
stressors (IRS), related social stressors (SRS),
teaching and learning-related stressors (TLRS),
desire and drive-related stressors (DRS), and
group activity-related stressors (GARS). Al-
though the status of each stressor determines the
degree of stress experienced, factors that showed
higher mean values from all domains were listed
as the top sources of stress. Respondents were
asked to respond by choosing from: “causing no
stress at all,” “causing mild stress,” “causing
moderate stress,” “causing high stress,” and
“causing severe stress.” ,e MSSQ is scored by
assigning a value of zero to four for each of the
respective responses. A number of studies re-
ported that the MSSQ was found to have strong
internal consistency [3, 51–53].

(iii) Brief COPE scale: It is designed to assess some
different coping behaviors and thoughts after a
person’s response to a specific situation among
adults with or without clinical conditions [54, 55]. It
consists of 28 items, and each item is rated on a 4-
point Likert scale ranging from “I have not been
doing this at all (score 1)” to “I have been doing this
lot (score 4).” ,e items were scored to produce 14
dimensions (minimum mean score was 2, and
maximum score was 8), and each dimension reflects
the use of a coping strategy such as active coping,
planning, acceptance, denial, self-distraction, use of
substance, use of emotional support, use of in-
strumental support, behavioral disengagement,
venting, positive reframing, humor, religion, and
self-blame [54]. Mean score interpretations were as
follows: 2.00� has not been doing this at all, 2.01 to
4.00� has been doing this a little, 4.01 to 6.00� has
been doing this medium amount, and 6.01 to
8.00� has been doing this lot. ,e higher score
indicates greater coping by the respondents [56]. It

is a validated instrument in which Cronbach’s alpha
values range 0.50–0.90, with only 3 coping strategies
falling below 0.60 [54, 56].

,e questionnaire was pretested on 13 randomly selected
undergraduate medical students of Hawasa University for
making the questionnaires’ content, wording, and instruc-
tions, and ease of completion more understandable for
respondents. After checking the collected data for com-
pleteness, it was double entered into EpiData version 3.1
(McGraw-Hill/Irwin ©2009) and exported into SPSS version
21 (IBM Corp., Armonk, NY) for analysis. Incomplete and
inconsistent data were excluded from the analysis. ,e data
were processed using descriptive analysis, including fre-
quency distribution, cross tabulation, and summary mea-
sures. Bivariate logistic regression was used to measure the
association between independent variables with dependent
variables. Statistical significance was accepted at p< 0.05.

3. Results

3.1. Sociodemographic Characteristics. Out of 265 sampled
undergraduate medical students of Arsi University, 5
questionnaires were rejected for incompleteness, giving a
response rate of 98.1%.,erefore, the present study involved
260 respondents who had a range of age between 18 and 27
with a mean SD of 22.03 (+2.62) years. In the present study,
most respondents were male (63.1%), single in marital status
(75.4%), and living in campus (91.5%), with a monthly
income of <700 ETB (52.7%). Regarding their academic
year, religion, and ethnicity, 54 (20.8%) were from the sixth
year, 130 (50%) were Orthodox believers, and 139 (53.9%)
were Oromo, respectively (Table 1).

3.2. Sources and Severity of Stressors of Medical Students.
According to the MSSQ-20 score, the overall top sources of
stress from the 20 items of MSSQ were lack of time to review
what has been learned, conflict with teacher(s), uncertainty
of what is expected, facing illness or death of the patients,
unwillingness to study medicine, and need to do well
(Table 2).

In the present study, 20 items of MSSQ were also grouped
into six main stressor domains of medical students and
concerning the severity of stress experienced by each stressor
domain. DRS was identified as the main cause of the mild
level of stress (121 (46.5%)), which is followed by GARS (106
(40.8%)), TLRS (91 (35.0%)), SRS (81 (31.2%)), IRS (67
(25.8%)), and ARS (59 (22.7%)). In addition, SRS was
identified as themain cause of themoderate level of stress (102
(39.2%)), which is followed by ARS (97 (37.3%)), GARS (95
(36.5%)), IRS (87 (33.5%)), and lastly both DRS and TLRS (69
(26.5%)). On the other hand, the majority of the respondents
(82 (31.5%)) considered ARS to be the cause of high stress
which was followed by IRS (79 (30.4%)), TLRS (73 (28.1%)),
SRS (55 (21.2%)), GARS (44 (16.9%)), and DRS (36 (13.8%)).
Furthermore, the majority of the respondents (34 (13.1%))
considered DRS to be the cause of severe stress which was
followed by both IRS and TLRS (27 (10.4%)), then both ARS
and SRS (22 (8.5%)), and lastly GARS (15 (5.8%)) (Figure 1).
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3.3. Effectiveness of Coping Strategies. In the present study,
the total coping strategies applied by respondents were 28,
with a minimum score of 2 and a maximum score of 8.
Among coping strategies, “religious coping with a mean
(±SD) coping score of 5.94 (1.85), active coping with 5.52
(1.75), positive reframing with 5.39 (1.67), and planning
with 5.38 (1.71)” were found to be the axioms used by most
respondents. Inversely, “behavioral disengagement with a
mean (±SD) coping score of 4.34 (1.75), denial with 4.10
(1.70), and substance use with 3.47 (1.81)” were found to be
the least used coping strategies (Table 3). In the present
study, active coping strategies were the most commonly
used strategies compared to avoidant strategies. However,
there was a variation across genders concerning the specific
types of coping strategies used by respondents. Females
were more commonly involved in the use of emotional
support with a mean (±SD) coping score of 4.89 (1.67), use
of instrumental support with 5.33 (1.82), positive reframing
with 5.65 (1.77), humor with 4.93 (1.89), acceptance with
5.15 (1.78), religion with 6.09 (2.00), and self-blame with
4.78 (1.64) than males. Contrariwise, males more com-
monly used active coping with a mean (±SD) coping score
of 5.56 (1.71) and substance use with 3.49 (1.75) than fe-
males (Table 3).

3.4. Association of Medical student stressors with Educational
Year Level. A binary logistic regression analysis was ap-
plied to evaluate the possible impact of the study

participant’s stressor domain on the educational year.
From the total six domains of medical student stressors, 4
stressor domains were not statistically associated with
respondents’ educational year (Table 4). However, TLRS
and DRS domains had a significant statistical association
with years of medical education (p< 0.05). In the present
study, TLRS were a 1.90-time more common cause of stress
in the preclinical years than in clinical years (95% Cl:
1.14–3.15). Similarly, DRS were a 1.55-time more common
cause of stress in the preclinical years than in clinical years
(95% Cl: 1.09–2.69).

3.5. Association of Medical Student Coping Strategies with
Educational Year Level. A binary logistic regression analysis
was applied to evaluate the possible impact of the study
participant’s coping strategies on the year of education.
From the total 14 factors of the BC instrument, 8 factors
were not statistically associated with respondents coping
strategies (Table 5). However, the use of instrumental
support, behavioral disengagement, acceptance, religion,
self-blame, and emotional support had a significant statis-
tical association with years of medical education (p< 0.05).
For instance, the use of instrumental support was 3.01-time
more common coping strategy in the preclinical years
compared to clinical years (95% Cl: 1.15–7.89). Behavioral
disengagements were a 2.18-time more common cause of
stress in the preclinical years compared to clinical years (95%
Cl: 1.14–4.15). Acceptance was also another coping strategy

Table 1: Sociodemographic characteristics of study participants in relation to gender, AU, January 2019.

Sociodemographic variables Male Female Total (N� 260)

Age
<20 years 36 (54.5%) 30 (45.5%) 66 (100.0%)
20–24 years 91 (67.4%) 44 (32.6%) 135 (100.0%)
>24 years 37 (62.7%) 22 (37.3%) 59 (100.0%)

Marital status Single 128 (65.3%) 68 (34.7%) 196 (100.0%)
Married 36 (56.3%) 28 (43.8%) 64 (100.0%)

Monthly income ≤ 700 ETB 87 (63.5%) 50 (36.5%) 137 (100.0%)
>700 ETB 77 (62.6%) 46 (37.4%) 123 (100.0%)

Educational year

1st year 27 (61.4%) 17 (38.6%) 44 (100.0%)
2nd year 22 (48.9%) 23 (51.1%) 45 (100.0%)
3rd year 23 (59.0%) 16 (41.0%) 39 (100.0%)
4th year 36 (76.6%) 11 (23.4%) 47 (100.0%)
5th year 23 (74.2%) 8 (25.8%) 31 (100.0%)
6th year 33 (61.1%) 21 (38.9%) 54 (100.0%)

Residency Nondormitory 11 (50.0%) 11 (50.0%) 22 (100.0%)
Dormitory 153 (64.3%) 85 (35.7%) 238 (100.0%)

Religion

Orthodox 80 (61.5%) 50 (38.5%) 130 (100.0%)
Muslim 40 (62.5%) 24 (37.5%) 64 (100.0%)

Protestant 42 (67.7%) 20 (32.3%) 62 (100.0%)
Others¥ 2 (50.0%) 2 (50.0%) 4 (100.0%)

Ethnicity

Oromo 97 (69.8%) 42 (30.2%) 139 (100.0%)
Amhara 38 (53.5%) 33 (46.5%) 71 (100.0%)
Sidama 2 (33.3%) 4 (66.7%) 6 (100.0%)
Tigre 7 (50.0%) 7 (50.0%) 14 (100.0%)

Wolayita 5 (62.5%) 3 (37.5%) 8 (100.0%)
Gurage 12 (66.7%) 6 (33.3%) 18 (100.0%)
Others†† 3 (75.0%) 1 (25.0%) 4 (100.0%)

¥Catholic, Waqefatta, Faith, and Pagan. ††Silte, Harari, and Kambata. ETB�Ethiopian Birr. Current exchange rate: $1USD� 28.05 ETB.
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that is 3.68 times more commonly used in preclinical years
than in the clinical years (95% Cl: 1.18–11.49). Furthermore,
in the preclinical year, religion was 3.79 times more com-
monly used than compared to the clinical years (95% Cl:
1.03–13.91). Additionally, compared to the clinical years,

self-blame was 2.64 times more commonly used in the
preclinical years (95% Cl: 1.17–5.99). Emotional support was
also 2.52-time more common cause of stress in the pre-
clinical years as compared with clinical years (95% Cl:
1.06–5.99).

Table 2: Sources of stress among study participants from items of medical student stressors, N� 260, AU, January 2019.

Stressor
domain Items

MSSQ score N (%)
Mean (SD)No stress at

all
Mild
stress

Moderate
stress

High
stress

Severe
stress

ARS

Tests/examinations 33 (12.7) 76 (29.2) 85 (32.7) 39 (15.0) 27 (10.4) 1.81 (1.16)
Falling behind in reading schedule 25 (9.6) 93 (35.8) 75 (28.8) 51 (19.6) 16 (6.2) 1.77 (1.07)
,e large amount of content to be

learned 31 (11.9) 73 (28.1) 72 (27.7) 60 (23.1) 24 (9.2) 1.90 (1.16)

Lack of time to review what has been
learned 24 (9.2) 64 (24.6) 77 (29.6) 67 (25.8) 28 (10.8) 2.04 (1.14)

Heavy workload 32 (12.3) 70 (26.9) 78 (30.0) 62 (23.8) 18 (6.9) 1.86 (1.12)

IRS

Verbal/physical/abuse by other
student(s) 61 (23.5) 92 (35.4) 53 (20.4) 42 (16.2) 12 (4.6) 1.43 (1.15)

Verbal/physical/abuse by teacher(s) 46 (17.7) 57 (21.9) 55 (21.2) 65 (25.0) 37 (14.2) 1.96 (1.32)
Verbal/physical/abuse by personnel(s) 55 (21.2) 64 (24.6) 64 (24.6) 59 (22.7) 18 (6.9) 1.70 (1.23)

Conflict with teacher(s) 43 (16.5) 29 (11.2) 61 (23.5) 75 (28.8) 52 (20.0) 2.25 (1.35)

TLRS
Not enough feedback from teacher(s) 57 (21.9) 68 (26.2) 76 (29.2) 39 (15.0) 20 (7.7) 1.60 (1.20)
Uncertainty of what is expected of me 35 (13.5) 77 (29.6) 78 (30.0) 50 (19.2) 20 (7.7) 1.78 (1.14)
Lack of recognition for work done 53 (20.4) 68 (26.2) 70 (26.9) 47 (18.1) 22 (8.5) 1.68 (1.23)

SRS

Unable to answer questions from
patients’ 49 (18.8) 57 (21.9) 65 (25.0) 59 (22.7) 30 (11.5) 1.86 (1.28)

Talking to patients about personal
problems 73 (28.1) 68 (26.2) 54 (20.8) 41 (15.8) 24 (9.2) 1.52 (1.30)

Facing illness or death of the patients 46 (17.7) 55 (21.2) 56 (21.5) 62 (23.8) 41 (15.8) 1.99 (1.34)

DRS Unwillingness to study medicine 67 (25.8) 64 (24.6) 50 (19.2) 39 (15.0) 40 (15.4) 1.70 (1.40)
Parental wish for you to study medicine 86 (33.1) 64 (24.6) 52 (20.0) 27 (10.4) 31 (11.9) 1.43 (1.36)

GARS
Participation in class presentation 68 (26.2) 69 (26.5) 74 (28.5) 33 (12.7) 16 (6.2) 1.46 (1.18)

Need to do well (imposed by others) 46 (17.7) 92 (35.4) 73 (28.1) 37 (14.2) 12 (4.6) 1.53 (1.08)
,e feeling of incompetence 69 (26.5) 74 (28.5) 51 (19.6) 47 (18.1) 19 (7.3) 1.51 (1.26)

ARS: academic-related stressors; IRS: interpersonal- and intrapersonal-related stressors; TLRS: teaching- and learning-related stressors; SRS: social-related
stressors; DRS: drive- and desire-related stressors; GARS: group activity-related stressors.
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Figure 1: ,e level of stress caused by six domains of medical student stressors, N� 260, AU, January 2019.
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4. Discussion

,e main goal and objective of the medical curriculum is to
provide competent and safe doctors to the community.
However, the mental health problem among university
undergraduate students is an important and developing
public health concern [57]. Coping strategies are how a
person reacts or responses to a stressor [58–61]. Although

coping does not directly reduce stress levels, it moderates the
impact of stress, according to Lazarus [62]. Equipping un-
dergraduates with the skills necessary to recognize personal
distress (to determine when they need to seek assistance) and
to develop strategies to promote their own well-being is
fundamental to promoting professionalism [63]. ,erefore,
the main aim of the present study was to evaluate the most
common medical students’ stressors and coping strategies

Table 3: Rank of coping strategies according to mean score as rated by study participants in relation to gender, N� 260, AU, January 2019.

Scale
Sex

Total (N� 260) mean (SD)
Male mean (SD) Female mean (SD)

Self-distraction 5.09 (1.41) 5.06 (1.69) 5.08 (1.52)
Active coping∗ 5.56 (1.71) 5.46 (1.82) 5.52 (1.75)
Denial 4.12 (1.65) 4.07 (1.80) 4.10 (1.70)
Substance use∗ 3.49 (1.75) 3.44 (1.92) 3.47 (1.81)
Use of emotional support∗∗ 4.58 (1.59) 4.89 (1.67) 4.69 (1.63)
Use of instrumental support∗∗ 4.92 (1.66) 5.33 (1.82) 5.07 (1.73)
Behavioral disengagement 4.33 (1.73) 4.37 (1.81) 4.34 (1.75)
Venting 4.76 (1.34) 4.76 (1.67) 4.76 (1.47)
Positive reframing∗∗ 5.24 (1.60) 5.65 (1.77) 5.39 (1.67)
Planning 5.35 (1.62) 5.43 (1.87) 5.38 (1.71)
Humor∗∗ 4.76 (1.78) 4.93 (1.89) 4.82 (1.82)
Acceptance∗∗ 4.90 (1.63) 5.15 (1.78) 4.99 (1.69)
Religion∗∗ 5.85 (1.76) 6.09 (2.00) 5.94 (1.85)
Self-blame∗∗ 4.57 (1.73) 4.78 (1.64) 4.65 (1.70)
∗Male mean scores are significantly higher than female mean scores.∗∗Female mean scores are significantly higher than male mean scores.

Table 4: Bivariate logistic regression of stressor domain with years of medical education, N� 260, AU, January 2019.

Educational year Total N (%)
ARS

COR
Disagreed N (%) Agreed N (%)

Preclinical year 128 (100.0) 80 (62.5) 48 (37.5) 0.81 (0.50–1.34)
Clinical year 132 (100.0) 76 (57.6) 56 (42.4) 1.00∗

IRS
Disagreed N (%) Agreed N (%)

Preclinical year 128 (100.0) 75 (58.6) 53 (41.4) 1.05 (0.64–1.73)
Clinical year 132 (100.0) 79 (59.8) 53 (40.2) 1.00∗

TLRS
Disagreed N (%) Agreed N (%)

Preclinical year 128 (100.0) 69 (53.9) 59 (46.1) 1.90 (1.14–3.15)
Clinical year 132 (100.0) 91 (68.9) 41 (31.1) 1.00∗

SRS
Disagreed N (%) Agreed N (%)

Preclinical year 128 (100.0) 91 (71.1) 37 (28.9) 0.94 (0.55–1.59)
Clinical year 132 (100.0) 92 (69.7) 40 (30.3) 1.00∗

DRS
Disagreed N (%) Agreed N (%)

Preclinical year 128 (100.0) 88 (68.8) 40 (31.3) 1.55 (1.09–2.69)
Clinical year 132 (100.0) 102 (77.3) 30 (22.7) 1.00∗

GARS
Disagreed N (%) Agreed N (%)

Preclinical year 128 (100.0) 99 (77.3) 29 (22.7) 1.00 (0.56–1.78)
Clinical year 132 (100.0) 102 (77.3) 30 (22.7) 1.00∗
∗Reference category. Disagreed: medical students who stated that specific stimulus is not a cause of stress at specific medical education. Agreed: medical
students who stated that specific stimulus is a cause of stress at specific medical education. Preclinical year: medical students at the first, second, and third year
of medicine. Clinical year: medical students at the fourth, fifth, and sixth (internship) year of medicine.
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Table 5: Bivariate logistic regression of coping strategies adopted by year of medical education, N� 260, AU, January 2019.

Educational year
Self-distraction

COR
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 5 (3.9) 123 (96.1) 0.38 (0.07–1.99)
Clinical year 132 (100.0) 2 (1.5) 130 (98.5) 1.00∗

Active coping
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 3 (2.3) 125 (97.7) 2.33 (0.59–9.23)
Clinical year 132 (100.0) 7 (5.3) 125 (94.7) 1.00∗

Denial
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 23 (18.0) 105 (82.0) 1.71 (0.95–3.09)
Clinical year 132 (100.0) 36 (27.3) 96 (72.7) 1.00∗

Substance use
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 68 (53.1) 60 (46.9) 0.81 (0.50–1.31)
Clinical year 132 (100.0) 63 (47.7) 69 (52.3) 1.00∗

Use of instrumental support
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 6 (4.7) 122 (95.3) 3.01 (1.15–7.89)
Clinical year 132 (100.0) 17 (12.9) 115 (87.1) 1.00∗

Behavioral disengagement
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 17 (13.3) 111 (86.7) 2.18 (1.14–4.15)
Clinical year 132 (100.0) 33 (25.0) 99 (75.0) 1.00∗

Venting
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 6 (4.7) 122 (95.3) 2.03 (0.74–5.59)
Clinical year 132 (100.0) 12 (9.1) 120 (90.9) 1.00∗

Positive reframing
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 5 (3.9) 123 (96.1) 1.80 (0.59–5.53)
Clinical year 132 (100.0) 9 (6.8) 123 (93.2) 1.00∗

Planning
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 5 (3.9) 123 (96.1) 2.02 (0.67–6.07)
Clinical year 132 (100.0) 10 (7.6) 122 (92.4) 1.00∗

Humor
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 17 (13.3) 111 (86.7) 0.90 (0.43–1.87)
Clinical year 132 (100.0) 16 (12.1) 116 (87.9) 1.00∗

Acceptance
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 4 (3.1) 124 (96.9) 3.68 (1.18–11.49)
Clinical year 132 (100.0) 14 (10.6) 118 (89.4) 1.00∗

Religion
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 3 (2.3) 125 (97.7) 3.79 (1.03–13.91)
Clinical year 132 (100.0) 11 (8.3) 121 (91.7) 1.00∗

Self-blame
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 9 (7.0) 119 (93.0) 2.64 (1.17–5.99)
Clinical year 132 (100.0) 22 (16.7) 110 (83.3) 1.00∗

Use of emotional support
Rarely used N (%) Frequently used N (%)

Preclinical year 128 (100.0) 8 (6.3) 120 (93.8) 2.52 (1.06–5.99)
Clinical year 132 (100.0) 19 (14.4) 113 (85.6) 1.00∗
∗Reference category.
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among undergraduate students enrolled in the Medical
School of Arsi University and their association with edu-
cational year levels.

,roughout the world, medical education has been re-
ported as one of the most stressful academic curricula [64],
and medical students are more prone to different kinds of
academic and nonacademic stressors compared to students
from other specialties and other persons [65–68]. In the
present study, we observed that academic-related followed
by interpersonal- and intrapersonal-related stressors are the
major stressors faced by students. ,e reason might be that
the undergraduate medical life predisposes a person to
several stressors such as academic demands, preexam
preparation, inability to cope, helplessness, increased psy-
chological pressures, too much [69], facing new or some-
times difficult schoolwork, lack of self-esteem, and death or
loss of loved one(s) [31, 70]. Lack of leisure time, material to
be learned, and frequent academic examinations in a
competitive environment predispose the students to stress
[71]. ,ese students might also be susceptible to additional
stressors such as financial issues [30], adaptation to the new
environment, being away from home for the first time, and
changes in living arrangements [31]. Our present finding is
in line with the study conducted by Patil et al. [72], Iqbal
et al. [50], and Mehta et al. [73] that found the top three
stressors in descending order of occurrence were academics
related, intrapersonal and interpersonal related, and group
activity related.

In the present study, lack of time to review what has been
learned was the top source of stress. ,e study conducted by
Sreeramareddy et al. [33] strengthens the present finding
that the most common sources of stress among medical
students were the vastness of the courses and the frequency
of examinations. Furthermore, studies have revealed that the
stressors affecting medical students’ well-being seem to be
related to medical training, especially academic matters
[51, 74–78]. ,ey found that the top four stressors were tests
and examination, time pressure, too much content to be
studied, and getting behind in work [51]. Similar results were
also reported by other studies [79–82]. However, our present
finding is inconsistent with the study reports of Kholoud
[83] and Siraj et al. [84] that showed a high level of stress in
medical students can be attributed to the course workload,
lack of leisure time, shortage of learning materials, and
frequent examinations. In Pakistan, the most common
stressors among medical students were high parental ex-
pectations, frequency of examinations, vastness of academic
curriculum, sleeping difficulties, performance in periodic
examinations, and worries of the future [85]. Discrepancies
stemming from the methodology and type of questionnaire
used, could account for this high prevalence obtained by the
aforementioned authors. Other possible reasons for the
variability could be due to certain differences in the cur-
riculum, teaching facilities, qualification and experience of
the instructors, and level of care given to the students.

Coping strategies refer to specific efforts, both behavioral
and psychological, that people employ to master, reduce,
tolerate, or minimize stress due to undesired events [58–61].
Effective and appropriate coping strategies may minimize

the impact of encountered stressful situations on one’s well-
being [86, 87]. ,e strategies that the students identified for
coping with stress covered almost all categories reported
previously [88]. “Active coping” means taking action or
exerting efforts to remove or circumvent the stressor.
“Acceptance” means accepting the stressful event. “Plan-
ning” consists of thinking about how to confront the
stressor. “Positive” reframing means making the best of the
situation by learning from it. “Denial” is an attempt to reject
the reality of a stressful event. “Behavioral disengagement”
means giving up or withdrawing efforts to attain a goal [33].

In the present study, the widely employed original COPE
questionnaire containing 14 domains of coping strategies
was utilized to assess the most common strategies adopted
by respondents [56]. In this study, the top coping strategies
frequently used by the respondents were religious coping,
active coping, positive reframing, and planning strategies.
,e main coping strategy adopted by the respondents was
religion, which was similar to the findings of Al-Sowygh
[89], Gade et al. [87], Ahmad et al. [79], Bormann et al. [90],
and Muhamad [91]. ,e use of spirituality and religious
practice, according to Rosmarin et al. [92], in the form of an
adaptive manner can be helpful to the individual who has a
series of psychological distress. ,is was also reported by
Krauss et al. [93] and Watterson and Giesler [94] who stated
that religious people posed higher levels of self-control.,us
they are more able to persist in difficult tasks and life sit-
uations. However, our result finding was dissimilar with the
study findings reported in Malaysia [56], United Arab
Emirates [6], and Jordan [95]. In a study in Pakistan [69],
sports, music, hanging out with friends, sleeping, or going
into isolation were employed in coping with stress. Students
in Nepal [33] adopted active coping strategies (positive
reframing, planning, acceptance, and active coping) rather
than avoidant strategies (denial, alcohol/drug use, and be-
havioral disengagement). In a qualitative study of Malaysian
students [49], common coping strategies adopted by stu-
dents were regular exercise, praying, counseling, watching
cartoons or comedy, practicing meditation, including yoga
and tai chi, and listening to soft music. ,e possible reasons
for the variability could be due to certain differences in the
curriculum, teaching facilities, and the level of care given to
the students.

In this cross-sectional study, we correlated medical
students’ stressor domain and coping strategies (as inde-
pendent variables) with preclinical and clinical educational
year levels amongst the undergraduate students enrolled in
Arsi University College of Health Sciences. In the present
study, preclinical year medical students were more exposed
to different stressor domains than clinical students. ,e
different studies conducted by different expertise strengthen
the present finding [96–99].,e possible reason could be the
amount and complexity of the material to be learned in the
second year with progressive assessments of anatomy,
physiology, and biochemistry that they have to pass to join
the next higher level. Additional supportive evidence is the
high level of stress, and stress-related illness can be attrib-
uted to course workload, lack of leisure time, shortage of
learning materials, and frequent examinations [83, 84]. On
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the other hand, senior students developed skills of how to
manage stress and stress-related illness than students in the
early years [100].

It has been proven that coping mechanisms are essential
for individuals perceiving stress [89]. In terms of utilization
of different coping mechanisms, in the present study, a
significant correlation with the preclinical and clinical ed-
ucational year levels was found. In particular, the use of
instrumental support, behavioral disengagement, accep-
tance, religion, self-blame, and use of emotional support
were common coping strategies utilized by preclinical than
clinical students, which have been reported in studies as very
adaptive and hasten the recovery from distress
[54, 60, 89, 101]. However, our present result finding was
dissimilar to studies conducted in the United Kingdom and
Jordanian medical students, who have used alcohol, tobacco,
and drugs as common coping strategies
[76, 95, 99, 102, 103]. ,e possible reasons for the variability
could be due to geographical and racial differences.

5. Conclusion

To sum up, academic-related stressors are the major
stressor in medical students. Furthermore, lack of time to
review what has been learned, conflict with teacher(s),
uncertainty of what is expected, facing illness or death of
the patients, unwillingness to study medicine, and need to
do well were the top sources of stress. Among coping
strategies, “religious coping, active coping, positive
reframing, and planning” were found to be the axioms used
by most respondents. Inversely, behavioral disengagement,
denial, and substance use were found to be the least used
coping strategies. ,is cross-sectional study also showed
that preclinical year medical students were more exposed to
different stressor domains than clinical students. In terms
of utilization of different coping mechanisms, the use of
instrumental support, behavioral disengagement, accep-
tance, religion, self-blame, and use o emotional support
were commonly utilized by preclinical than clinical stu-
dents. Coping strategy sessions for stress management
should be routinely held for medical students. Besides
stress reduction interventions, the implementation of a
structured orientation program that addresses issues such
as expectations for each phase, how students are going to be
evaluated, how to cope, and how to get through each phase
smoothly were recommended. In addition to awareness
creation, establishing a students’ counseling center in the
campus with qualified staff is also highly recommended.
Furthermore, academic counseling in the first three years of
the courses and stress reduction interventions were rec-
ommended. It was recommended to carry out an in-depth
study of stressors and their contributing factors among all
semesters and other medical colleges. Family or close friend
problem (recent death or accident), distance from family,
frequency of money sent, and being first from home to go
far were not assessed. We also conducted the present study
as a preliminary study. However, in future, by incorpo-
rating all possible risk factors, studies have to be conducted
at large.
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