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Abstract 

Background:  Common mental disorders are a group of distress states manifesting with anxiety, depressive and 
unexplained somatic symptoms, affecting individuals in different age groups, causes suffering to the individuals, 
families and community.

Objective:  This study assessed the magnitude of Common mental disorder and associated factors among people 
living in Addis Ababa, Ethiopia.

Methods:  Community based cross sectional study design was conducted from November 1 to 30, 2018 among 
people living in Addis Ababa, Ethiopia. Multistage sampling technique was used to get a total of 755 samples. Com-
mon Mental Disorder was assessed through interview using Self-Reported questionnaire (SRQ-20). The collected data 
were coded, entered into EPI-Info 7 and analysed by using SPPS version 20. Descriptive, analytical statistical procedure; 
bivariate and multivariate binary logistic regressions with odds ratios and 95% confidence interval was employed. The 
statistical significance was accepted at p value < 0.05.

Result:  In this study a total of 723 study subjects were participated, with response rate of95.7%.The prevalence of 
common mental disorders was 24.7% with [95%CI; 21.6 – 27.7]. Females (AOR=2.1; 95% CI; 1.39- 3.23), Divorced/wid-
owed (AOR=2.55; 95% CI; 1.16- 5.59), daily labourers (AOR=2.52; 95% CI; 1.3- 4.88, chronic medical illness (AOR=4.5; 
95% CI; 2.46- 8.24). are independent predictors of CMD and educational status (primary, secondary and diploma) was 
positively associated with CMD. in this study. Regarding education (primary, secondary and diploma) (AOR=0.34; 95% 
CI; 0.17-0.66) and (AOR=0.35; 95% CI; 0.19-0.67) has positively associated with common mental disorders.

Conclusion:  The prevalence of common mental disorders was found high. Female sex, marital status like Divorced/
Widowed, daily labour workers and chronic medical illness were found to be independent predictors of CMD and 
educational status (primary, secondary school and diploma holders) was were found to be protective factors.
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Introduction
Common Mental Disorders, those disorders that are 
characterized by a combination of mild depression, 
mild anxiety and medically unexplained physical symp-
toms, seem to affect significant number of people in any 
community. Such disorders are reported to be highly 
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prevalent and has a huge impact at the individual, fam-
ily and community levels [1] at large, causing significant 
burden in a country’s healthcare system [2, 3].

It is repeatedly articulated that no one is immune 
from mental illness. This means anyone in every corner 
of the globe is vulnerable to any form of mental health 
problems in their life time. This fact led to the recog-
nition that mental health conditions truly have public 
importance [4, 5]. According to a report from WHO, 
25% of the world population will develop at least one 
type of mental illness in their life time [6]. Due to the 
high rate of relapse and related complications, almost 
one out of the ten global burden of diseases is repre-
sented by CMD [7, 8]. According to WHO, unipolar 
disorder is the fourth leading cause of morbidity and 
premature death. Additionally, depression, on top of 
being the most common disorder contributing to sui-
cide, it is also associated with high levels of morbid-
ity and mortality [7, 9]. And with approximately 6% of 
total disability, it is projected that depression will be 
the leading cause of disease burden globally by the year 
2030 [10].

In developing countries like Ethiopia, there are many 
barriers which affect mental health care [11]. Ethio-
pia’s health service delivery arrangement is structured 
into three tiers providing primary, secondary and ter-
tiary level healthcare. However, contrary to its national 
health policy which prioritizes care delivery at primary 
health-care units, which intern are composed of various 
health posts, health centres and primary hospitals, there 
is a huge treatment gap among CMD patients who visit 
these settings. Mental health problems such as CMDs are 
not well-recognized within these settings. Help-seeking 
for such disorders is most often limited to the family or 
local community, and as a result, those who are living 
with these disorders usually remain undetected in the 
health system. This leads to ineffective treatment options 
that usually creates a missed opportunity for suicide 
prevention.

Studies in the field of mental health report various 
findings with respect to specific mental health issues 
in general and CMDs in particular. For example, sur-
veys from Australia and the US community reported a 
twelve-month prevalence estimates of mood and anxi-
ety disorders to range from 6.6% to 18.1% [12].. In South 
American countries like Brazil, Santiago and Chile, the 
prevalence of CMDs was reported to be 29.9% and 25% 
respectively [1, 13]. In Britain, the estimated prevalence 
of CMDs is reported to be 24.6% [14] and yet another 
finding in Britain with different study setting reported a 
prevalence estimate of 24.2% [15]. In the European coun-
tries of Greece and Sweden, the magnitude of CMDs was 
reported to be high, ranging from 14-17.2 %, while in 

eastern Asia, the prevalence was reported to be around 
8.8 % [16–18].

In Africa, various studies revealed different CMD prev-
alence results in population-based surveys. In Kenya and 
South Africa for example, the prevalence of CMDs was 
reported to be 10.8% and 34.9% respectively. In another 
study conducted in Nigeria, the life time prevalence of 
CMDs was found to be 12.1% and a twelve-month preva-
lence was reported to be 5.8% [19–21].

In Ethiopia, the various community-based studies con-
ducted in different parts of the country reported that the 
prevalence of CMDs range from 11.2% to 33.4% [22–28].

Concerning the factors associated with common men-
tal disorders, female sex, low educational status, older 
age, unemployment, family history of mental illness, 
chronic physical health problems and substance use were 
found to be the strong predicators of CMDs in different 
literatures [23, 29–31].

This study is designed to assess the prevalence and the 
corresponding associated factors for CMDs among peo-
ple living in Addis Ababa. Addis is Ethiopia’s capital city 
where most people from different corners of the country 
migrate in from time to time for better job, education 
and training opportunities. Although such influx from 
rural areas into such urban settings is a common feature, 
it also has its cost in terms of the long term mental health 
effects of such inhabitants [32]. Various studies [33] have 
reported the correlation between increased urbaniza-
tion and its deleterious consequences on mental health 
attributing factors such as the influence of increased 
stressors; adjustment difficulties; adverse life events such 
as overcrowding, polluted environments, poverty and 
dependence on cash economy; high levels of violence and 
reduced social support for the stated impacts.

Thus, this study will provide significant evidence on 
the magnitude of the problem in the city emphasizing 
on the need for appropriate and timely intervention with 
respect to the integration of the country’s mental health 
service provision across its primary health care units for 
the purpose of managing various mental health condi-
tions at large and CMDs in particular.

Objectives
The aim of this study was to assess the magnitude of 
CMDs and associated factors among people living in 
Addis Ababa, Ethiopia.

Materials and methods
Study setting and period
This study was conducted from November 1 to Novem-
ber 30, 2018 in Addis Ababa, Ethiopia. Addis Ababa is the 
capital city of Ethiopia with an estimated population of 
2,738,248 inhabitants [34] the country’s third population 
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and housing censes report, of which 52.36% are women. 
It has an annual population growth rate of 2.1%, and an 
estimated population density of 5165.1 people per square 
kilo meter. Addis has an elevation of 2,355 meters above 
sea level and is located in the geographic centre of the 
country being surrounded by chains of hills and moun-
tains. Administratively, the city is structured in 10 sub 
cities and 99 woredas.

Addis Ababa was selected as the study area for vari-
ous reasons. First and for most, Ethiopia, as a country, is 
undergoing a fast economic growth that is also changing 
its urban landscape. Its rural suburban areas have found 
themselves in the middle of cities and towns and conur-
bation is taking place in some of its urban centres, mak-
ing Addis a metropolis that hosts increasing number of 
migrants each year [34]. As the city is the political, eco-
nomic and social hub of the country, almost one out of 
five of its dwellers live there while many people migrate 
from their hometown to the city every year, of which 
57% account for rural migrants [35]. All of the ethnic 
groups in the country are represented in the city, with 
the Amhara, Gurage, Oromo, Tigre, Somali and SNNP 
(Southern Nations, Nationalities and Peoples) account 
for 90% of its inhabitants [34].

Study design, population and sampling
A community-based cross-sectional study was con-
ducted and multistage sampling technique was used 
to select 755 participants. Initially, 3 sub-cities were 
selected from the 10 administrative sub-cities using sim-
ple random sampling technique. The selected 3 sub-cities 
are comprised of 10 woredas each, making a sample pool 
of 30 woredas, and from these 30 woredas, 8 Woredas 
were again selected using the same simple random sam-
pling technique. In order to ensure representativeness 
of the sample, the principle of proportional allocation 
was followed in the selection of the woredas located in 
each sub-city. Then, the same lottery method was again 
used to select possible households from each woredas. 
The main breadwinner of the household, be it a man or 
a woman, was taken as a representative of the household 
and thus was taken as the study unit. During the inter-
view process, when the selected study unit becomes una-
vailable, the interviewers had to revisit the household on 
the following day and other three consecutive days, and 
if the subject was still unavailable during those visits, the 
next in-line household was considered for the interview. 
The lottery method was again used to select between in-
line households if they happen to be more than one. The 
study included all adults residing in Addis Ababa who 
were >18 years of age who also were available at the time 
of data collection. Despite their availability, however, 

Subjects who were seriously ill and who were unable to 
communicate were excluded from the study.

Sample size determination
The minimum number of sample size required for this 
study was determined using single population proportion 
formula considering the following assumptions : [36]

Where
n = minimum sample size required for the study
Z= Standard normal distribution with confidence 

interval of 95%, Z=1.96
P= Proportion of the prevalence of CMDs conducted 

in Jimma town in 2015 which was (33.6%)
[28], ; hence, P= 33.6 % (0.336) was used
d= Absolute precision or tolerable margin of error (d) 

=5%=0.05
g=design effect (D=2) was used, because of multistage 

sampling technique : [37]

Then adding 10% (686 x 0.1 = 68.6 ≈ 69) of non-
respondents, the total sample size for this study was 
686+69 = 755.

Data collection technique
To ensure the quality of data, the SRQ items were 
adopted accordingly. The items were initially translated 
into Amaharic language and then translated back to the 
English language. Reliability test was conducted and the 
yielded internal consistency score was 0.84 [38]. Pre-
test was done one week prior to the actual data collec-
tion on a population of 5% of the determined sample 
size who were residents of other sub-cities that were not 
included in the main survey. Data collectors were trained 
by the principal investigators for 5 consecutive days on 
the topics of Introduction to Common Mental Disorders, 
Research Methods, Interviewing Skills, Sampling, Par-
ticipant Recruitment, Consent Solicitation and Research 
Ethics. Data were collected by sixteen nurses who hold a 
BSc degree in Clinical Nursing and work as health exten-
sion workers at various primary health care units in the 
city. They are recruited as data collectors on an electronic 
advertisement posted on social media. During the data 
collection process, they were regularly supervised by 
four senior psychiatry professionals who hold a Master’s 
degree in ICCMH (Integrated Clinical and Community 
Mental Health) and has a significant research back-
ground. These supervisors were referred for this project 
on a snowball basis. The collected data were reviewed 

n =

(Zα/2)2p (l-p)

d2

n =
g(Zα∕2)2p(l = p)

d2
=

(2)x(1.96)2 × 0.336(1-0.336)

(0.05)2
= 686

=
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and checked for completeness, consistency and relevance 
jointly by these supervisors and one of the assigned prin-
cipal investigators for that day.

Study variables and measures
Variables:

Dependent variable  Common Mental Disorder (Yes/ 
No) : CMD was measured using 20 items SRQ using a 
cut of point of > 7. Subjects who score less than 7 were 
considered to have no CMD and those who score greater 
than or equal to7 were considered as having a CMD.

Independent variables include  Socio-demographic Fac-
tors (Age, Sex, Marital Status, Religion, Educational Sta-
tus, Occupation, Gross Family Monthly Income) ; Clini-
cal Factors (History of Chronic Medical Illness, Previous 
History of Mental Illness and Family History of Mental 
Illness) and Current Substance Use.

Operational definitions

Primary healthcare units (PHCU)  These are health care 
settings comprised of health posts, health centres and 
primary hospitals. Health Posts provide various preven-
tive and health promotion services for a rural population 
load of 3000-5000 people. Health Centres provide both 
preventive and curative services for both semi-urban 
and urban population load of 15,000-25,000 people. They 
also serve as referral centres and practical training sites 
for HEWs. Primary Hospitals offer various inpatient and 
ambulatory services for a population of 60,000-100,000 
people. They also provide emergency surgery services 
(including caesarean sections and blood transfusions)

Health extension workers (HEWs)  are professional clini-
cal nurses who work at the primary healthcare units (the 
health posts in the context of rural areas and the health 
centres in the context of urban areas). They are assigned 
to directly work in the community by making house to 
house visits and are responsible for treating cases such as 
malaria, pneumonia, scabies, trachoma, and other mild 
illnesses. They also give health education, first aids and 
client referrals to health centres for services requiring 
higher-level care.

Measurements
Data was collected in a face-to-face interview using 
structured questionnaires. Data on magnitude of CMDs 
was collected using Self-Reported Questionnaire 

(SRQ-20) which was developed by the WHO. It was 
used to assess the presence and also the prevalence 
of CMDs and neurotic symptoms of anxiety, depres-
sion, and medically unexplained somatic complains. 
Though the SRQ was originally designed as a self-
administered scale, it also was reported to be suitable 
for being administered by an interviewer due to the low 
literacy rate in developing countries [19]. It is scored 
using nominal scales of 0 or 1. A score of 1 indicates 
the presence of symptoms in the past one month and a 
score of 0 indicates no symptoms at all. The total score 
is obtained by summing the individual scores from each 
20 items. Higher score indicates the probable existence 
of CMD, while lower score indicates non-existence 
of CMD. A cut of point score of > 7 was used in this 
study [22]. The SRQ had previously been translated into 
Amharic and validated in Ethiopia, and it has been used 
for community surveys [39].

Data on Socio-demographic factors (Age, Sex, Mari-
tal Status, Religion, Educational Status, Occupation, 
Gross Family Monthly Income) was collected using 
techniques derived from different literatures. The Clini-
cal Variables are composed of three entities; History of 
Chronic Medical Illness such as (Tuberculosis, HIV/
AIDS, Diabetics, Cardiovascular diseases, Asthma, 
Hypertension and Cancer) , Family History of Mental 
Illness and assessment of Current Substance Use that 
assesses usage of addictive substances of khat, alcohol, 
tobacco, and cannabis within the last three months.

Data processing and analysis
Initially, the data was checked for completeness, rele-
vance and consistency. It then was coded and entered 
into the computer using Epi Info version 3.5.1 and 
analysed using SPSS version 20 softwares. Descriptive 
statistic was used to explain the study participants in 
relation to the study variables. Binary logistic regres-
sion was fitted to the data and Hosmer-Lemeshow 
goodness with the (Chi- square 11.76 and p-value 
0.157) and maximum likelihood were checked and P 
value less than 0.05 was considered as a statistically 
significant point. Bivariate and Multivariate binary 
logistic regression was conducted to determine the 
presence of statistically significant association between 
the explanatory variables and the outcome variables. 
Variables with P-value less than 0.2 during the bivariate 
logistic regression were selected for further analysis in 
the Multivariate logistic regression. The strength of the 
association was presented by odds ratio with 95% C.I. 
Multicolliniarity was tested using tolerance and vari-
ance inflation factors.
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Ethical approval and consent to participate
Ethical Clearance was obtained from Amanuel Mental 
Specialized Hospital’s ethical review committee. A for-
mal letter of permission was obtained from the hospital. 
Written informed consent was obtained from each study 
participants after explaining the purpose and benefit of 
the study. This study was conducted in accordance with 
the Declaration of Helsinki. Which states that participa-
tion is voluntary, and that clients have the right to with-
draw from completing the questionnaires at any given 
time they wish without giving a reason. Participants 
were also priorly informed that there were no associated 
expectations, additional treatments, associated benefits 
and/or risks of any kind to be rendered or acquired as a 
result of their participation in the study. Those partici-
pants who were found to have CMDs during the study 
were further assessed by the ICCMH Supervisors for 
their conditions and were then linked to a nearby Health 
Centre’s Psychiatric Clinic for a more comprehensive 
treatment and follow-up options.

Result
Socio‑ demographic characteristics
A total of 723 study subjects participated in this study, 
making a response rate of95.7%. More than half of the 
participants (56.7%) were females; half of them (50.8%) 
were married ; more than one-third of them (35.4%) were 
from the Amhara ethnic group ; more than half of them 
(63.2%) belong to the Orthodox Christian religion ; nearly 
one-third of them (28.5%) completed a secondary school 
education ; more than one-third of them (37.3%) were 
within the age group of 25-34 ; more than one-fourth of 
them (25.9%) work as daily labourers and more than one-
third of the participants (40.8%) earn a monthly income 
ranging from 100-800 ETB. (Table 1).

Clinical variables and substance use of respondents
Of the total participants, 170 (16.2%) had a history 
chronic medical illness while 94 (15.1%) had family his-
tory of mental illness. (Table 2). Regarding substance use, 
from the total study participants, 160 (22.1%) reported 
history of drinking alcohol within the last three months 
whereas 34 (4.7%) were using tobacco products. 54 of 
them (7.5%) used khat and 16 (2.2%) used cannabis.

Prevalence of common mental disorders and distribution 
of symptoms
The overall prevalence of CMDs in this study was found 
to be 178 (24.7%), with [95% CI; 21.6– 27.7] Among 
the participants, 62.9% of them were females and 
37.1% of them were males. (Fig 1). The majority of the 
study participants reported that out of the total twenty 

Table 1  Distribution of socio demographic and economic 
characteristics of study participants in Addis Ababa, Ethiopia, 
2018 (n=723)

Note aDivorce, Widowed and Separated. b Catholic and Jehovah witness. c 
Hadiya and Welayita. d Pensioners and house servant

 Variables Frequency Percentage

Age 18-24 75 10.4

25-34 270 37.3

35-44 190 26.3

>45 188 26.0

Sex Male 313 43.3

Female 410 56.7

Marital status Married 367 50.8

Single 297 41.1

Othersa 59 8.2

Religion Orthodox 457 63.2

Protestant 116 16.0

Muslim 128 17.7

Othersb 22 3.0

Ethnicity Amahara 256 35.4

Oromo 186 25.7

Tigre 74 10.2

Gurage 147 20.3

Othersc 60 8.3

Educational
status

Unable to read and 
write

80 11.1

Primary school 131 18.1

High school 206 28.5

Diploma 187 25.9

Degree and above 119 16.5

Occupational
status

Private employed 178 24.6

Government 
employed

172 23.8

Daily laborer 187 25.9

Unemployed 98 13.6

Othersd 88 12.2

Gross family monthly 100-800 295 40.8

801-1500 127 17.6

Income(ETB) 1501-3000 156 21.6

>3000 145 20.1

Table 2  Distribution of clinical factors of study participants in 
Addis Ababa, Ethiopia, 2018 (n=723)

Variables Frequency Percentage

Previous history of mental illness Yes 117 16.2

No 606 83.8

Family history of mental illness Yes 94 13.0

No 629 87
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symptoms listed in the SRQ, headache, being easily 
tired, Sleeping badly, feeling nervousness, tightness or 
worried and Feeling tired all the time during the last 
30 days were the most commonly reported symptoms 
(Table 3).

Factors associated with common mental disorders
Multivariate logistic regression was carried out in rela-
tion to a number of variables which could likely be 
expected to influence CMDs (Table 4).

Females were 2.1 times more likely to develop CMDs 
than males (AOR=2.1; 95% CI; 1.39- 3.23). Those who 
are Divorced/Widowed were 2.55 times more likely to 
develop CMDs than the singles (AOR=2.55; 95% CI; 1.16- 
5.59). Working as a daily labourer as a form of ones occu-
pation increases the chance of developing CMDs by 2.52 
times than working on government jobs. (AOR=2.52; 
95% CI; 1.3- 4.88). It was also found that those who have 
a prior history of chronic medical illness were 4.5 times 
more likely to develop CMDs than those who have no 
history of medical illness at all (AOR=4.5; 95% CI; 2.46- 
8.24). Regarding Educational Status, the odds of develop-
ing CMDs among those who completed their primary 
education, secondary education and diploma-level ter-
tiary education were decreased by 61%, 66% and 65% 
when compared to those degree holders (AOR=0.39 ; 
95% CI; 0.18-0.83), (AOR=0.34; 95% CI; 0.17-0.66) and 
(AOR=0.35 ; 95% CI; 0.19-0.67) respectively.

Discussion
The finding from the current study showed that the 
estimated prevalence of CMDs was 24.7%. This finding 
was in line with studies conducted in Britain at different 

Fig 1  Prevalence of Common Mental Disorder among living in Addis Ababa, Ethiopia, 2018

Table 3  Distribution of SRQ symptoms among the study 
participants (n=723) living in Addis Ababa, Ethiopia, 2018

Symptomes Frequency Percent

Headache 352 48.7

Easily tired 219 30.3

Sleep badly 217 30

Feel nervous, tens or worried 197 27.2

Feel tired all the time 185 25.6

Poor appetite 185 25.6

Lost interest in things 184 25.4

Difficult enjoy daily activity 155 21.4

Thought of ending life 155 21.4

Poor digestion 152 21

Difficult in decision making in day to day activity 149 20.6

Feel unhappy 140 19

Daily works suffering 132 18.3

Uncomfortable feeling in the stomach 114 15.8

Feel worthless person 105 14.5

Unable to play a useful part in life 102 14.1

Others 262 36.3
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study settings that reported a prevalence estimate of 
24.6% and 24.2% respectively [14, 15]. It was also in line 
with another study conducted in Ethiopia’s Illubabore 
town which reported a prevalence rate of 27.2% [27]. 
The possible reasons for the similarity might be attrib-
uted to the nature of the instrument (SRQ-20) used in 
all the studies.

Another study conducted in Kenya reported a prev-
alence rate of 10.8% [19] while a study conducted in 

Nigeria reported a prevalence rate of 5.8% [21]. The 
possible reason for the difference in the reported mag-
nitudes might be attributed to the tool (CIS-R, CIDI) 
used in the studies.

This study was found to be lower from a study con-
ducted in South Africa, which reported a magnitude of 
(34.9%) [20]. The possible reasons for such differences in 
the reported estimates might actually be attributed to the 
tool used in the assessment (the CIS-R, CIDI).

Table 4  Bivariate and Multivariate analysis of factors associated with common mental disorders among respondents living in Addis 
Ababa, Ethiopia, 2018

Variables Total (f) CMD COR(95% CI) AOR(95% CI)

No Yes

Sex

Female 410(56.7%) 298 (54.7%) 112(62.9%) 1.41(0.99-1.99) 2.1(1.39-3.23)***
Male 313(43.3%) 247(45.3%) 66(37.1%) 1 1

Age

18-24 75(10.4%) 54(9.9%) 21(11.8%) 1 1

25-34 270(37.3%) 229(42%) 41(23%) 0.46(0.25-084) 0.56(0.28-1.12)

35-44 190(26.3%) 142(26.1%) 48(27%) 0.87(0.48-1.58) 1.19(0.57-2.46)

>45 188(26%) 120(22%) 68(38.2%) 1.45(0.81-2.61) 2.03(0.92-4.48)

Marital status

Single 297(41.1%) 227(41.7%) 70(39.3%) 1 1

Married 367(50.8%) 286(52.5%) 81(45.5%) 0.92(0.64-1.32) 1.12(0.66-1.88)

Divorced/widowed 59(8.2%) 32(5.9%) 27(15.2%) 2.7(1.54-4.88)** 2.55(1.16-5.59)*
Educational status

Unable to read and write 80(11.1%) 48(8.8%) 32(18%) 1.67(0.92-3.03) 0.49(0.2-1.21)

Primary school 131(18.1%) 89(16.3%) 42(23.6%) 1.18(0.69-2.03) 0.39(0.18-0.83)*
High school 206(28.5%) 164(30.1%) 42(23.6%) 0.64(0.38-1.08) 0.34(0.17-0.66)**
Diploma 187(25.9%) 159(29.2%) 28(15.7%) 0.44(0.25-0.78)** 0.35(0.19-0.67)**
Degree and above 119(16.5%) 85(15.6%) 34(19.1%) 1 1
Occupational status

Government employed 172(23.8) 145(26%) 27(15.2%) 1 1

Private employed 178(24.6%) 135(24.8%) 43(24.2%) 1.71(1.0-2.92)* 1.76(0.92-3.35)

Daily labourer 187(25.9%) 127(23.3%) 60(33.7%) 2.54(1.52-4.24)*** 2.52(1.3-4.88)**
Unemployed 98(13.6%)) 74(13.6%) 24(13.5%) 1.74(0.94-3.23) 1.35(0.6-3.01)
Others**** 88(12.2%) 64(11.7%) 24(13.5%) 2.01(1.07-3.76)* 0.45(0.24-0.83)

Gross family monthly
Income(ETB)

1 1

100-800 295(40.8%) 202(37.1%) 93(52.2%) 1 1

801-1500 127(17.6%) 103(18.9%) 24(13.5%) 0.51(0.31-0.84)* 0.84(0.46-1.55)

1501-3000 156(21.6%) 119(21.8%) 37(20.8%) 0.67(0.43-1.05) 1.31(0.72-2.39)

>3000 145(20.1%) 121(22.2%) 24(13.5%) 0.43(0.26-0.71)** 0.58(0.29-1.16)

Chronic medical illness

Yes 117(16.2%) 69(12.7%) 48(27%) 2.55(1.68-3.86)*** 4.5(2.46-8.24)***
No 606(83.8%) 476(87.3%) 130(73%) 1 1

Family hx of Mental illness

Yes 94(13%) 78(14.3%) 16(9%) 0.59(0.33-1.04) 0.45(0.24-0.83)

No 629(87%) 467(85.7%) 162(91%) 1 1
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Studies conducted in the European countries of Greece 
and Sweden reported a prevalence rate ranging from 
14-17.2% while another study conducted in Eastern 
Asia reported a magnitude of 8.8%. The difference in the 
reported outcomes might be attributed to the cultural 
differences in the countries and the socioeconomic status 
of the populations the studies address.

Other similar studies conducted in the Ethiopian towns 
of Kombolcha reported a rate of 32.4% while a study in 
Jimma reported a magnitude of 33.4 % [26, 28]. The def-
erence might be due to the different cut-off point used for 
the tool (SRQ-20) (The Kombolicha study used a cut-off 
point of >=8). The other possible reason might be a pop-
ulation difference.

This study however reported a rather higher magni-
tude when compared with other studies previously con-
ducted in the different parts of the country. For example, 
a study conducted in Butajira town reported a prevalence 
estimate of 17% ; a similar study conducted in Harar city 
reported a prevalence estimate of 14.9% ; another study 
conducted in Hadiya town reported a prevalence esti-
mate of 11.2% and yet another study conducted in Addis 
Ababa reported a rate of 11.7%. The difference might be 
attributed to the increased urbanization and conurbation 
effect the city witnessed through time. The previous stud-
ies were conducted in the past two decades, and since 
then, there might have been a considerable change in the 
population dynamics and associated concomitant factors 
with a potential to affect the mental health of the inhabit-
ants’ in particular and the community at large.

This study however reported a rather higher magni-
tude when compared with other studies previously con-
ducted in the different parts of the country. For example, 
a study conducted in Butajira town reported a prevalence 
estimate of 17% ; a similar study conducted in Harar city 
reported a prevalence estimate of 14.9% ; another study 
conducted in Hadiya town reported a prevalence esti-
mate of 11.2% and yet another study conducted in Addis 
Ababa reported a rate of 11.7%. The difference might be 
attributed to the increased urbanization and conurbation 
effect the city witnessed through time. The previous stud-
ies were conducted in the past two decades, and since 
then, there might have been a considerable change in the 
population dynamics and associated concomitant factors 
with a potential to affect the mental health of the inhabit-
ants’ in particular and the community at large.

Being Female, being widowed/divorced, working as a 
daily labour and having a chronic medical illness were 
found to be the independent predictors of CMDs while 
educational status (completing primary, secondary and 
diploma-level tertiary education) was found to have a 
positive association with CMDs.

Females were 2.1 times more likely to develop CMDs 
than males. This finding is also supported by studies con-
ducted in Greece, South Africa and even Ethiopia [17, 
20, 23, 27]. The possible reason might have emanated 
from biological cause of hormonal difference [40]. The 
other articulated reason is a social cause where poverty, 
vulnerability and disadvantaged background might have 
played a role. Due to their social structure and low socio-
economic status, the burden of social, familial and house-
hold responsibly usually fall on women. They usually are 
disadvantaged of schooling and are also highly vulnerable 
for various physical, emotional and sexual abuses. These 
cumulated factors might have predisposed them to a 
higher risk for CMDs.

The Divorced/widowed were 2.55 times more likely to 
develop CMDs than the single. This finding is supported 
by other studies conducted in Santiago and Chilly [13]. 
The possible reason could be the extra household respon-
sibilities assumed by these individuals following a change 
in their social status that might have imposed a financial, 
emotional and physical strains.

Daily labourers were 2.52 times more likely to develop 
CMDs than government employees. The possible reason 
could be their low wage scale, insecurity at their jobs, 
and occupational safety. Such factors can lead to stressful 
and unsafe situations that might trigger CMDs. Different 
theories state that low income can be explained in part 
due to poverty. People who experience poverty face sig-
nificant challenges to fulfil their basic needs. It interferes 
with their ability to participate in productive activities, 
which in turn hampers their ability to build and maintain 
sustaining social relationships, and ultimately creating a 
significant stigma and discrimination.

With respect to educational status, the odds of devel-
oping CMDs among those who completed their primary, 
secondary and diploma-level tertiary education was 
decreased by 61%, 66% and 65% respectively when com-
pared to those who completed a degree-level education. 
The possible reason could be explained by the fact that 
having higher education increases access to the most 
professional jobs and enhance social capital, ultimately 
decreasing the feelings of insecurity and vulnerability 
[41].

Those who suffer from a chronic medical illness were 
4.5 times more likely to develop CMDs than those with 
no history of chronic medical illness. This finding is in 
line with studies conducted in Kenya, Taiwan and Brazil 
[1, 16, 19]. The possible reason could be those who are 
living with chronic illness might have limited daily activi-
ties as their illness might interfere with their daily func-
tionality and as a result, might experience dissatisfaction 
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in life, which might as well expose them for emotional 
strains, and ultimately to depression and anxiety.

Strength and limitations of the study
The study was conducted in a short period of time. None-
theless, the consistently stable reliability and construct 
validity of the SRQ scale attained in the current study can 
be used as reference in other subsequent studies.

However, the research design, the study being a cross 
sectional study, has prevented us from asserting possi-
ble causal relationships for the reported associations. In 
addition, social desirability bias might also have occurred 
among the study subjects during interviewing. At last, 
as the results are drawn from probabilistic samples, they 
can only be generalizable to populations with similar 
underlying profiles, that is, the context of a low/middle 
income countries, and not to the high-income countries.

Conclusion and recommendations
In this study, the prevalence of CMDs was found to be 
high. Being Female, Being Divorced/Widowed, Working 
as a Daily Labourer and Living with a Chronic Medical 
Illness were found to be the independent predictors of 
CMDs while Educational status (completing a primary, 
secondary and diploma-level tertiary education) was 
found to be a protective factor.

The authors recommend a longitudinal and follow-up 
studies to be conducted in order to overcome the fore-
seen limitations that emanate from the current design. As 
part of a policy recommendations, the authors would like 
to recommend a strategic intervention that focused on 
addressing mental health issues. The country’s health pol-
icy has a package called urban health extension package 
and the authors would like to recommend a mental health 
section to be included in that package. Furthermore, con-
tinuous and pervasive training should be facilitated for 
the Health Extension Workers (HEWs) on proper mental 
health-focused screening tasks, and it is highly recom-
mended that such screening attempts be supported by 
evidence-based assessment and screening tools which 
will help them in properly identifying possible CMD cases 
during their house to house visits. The authors would also 
like to recommend that possible referral and linkage sys-
tems be established along the country’s three-tier health 
systems that will easily pave a way for early identifica-
tion and proper management of identified cases among 
the community at large and with those special vulnerable 
groups in particular. Further studies are also recommend 
for continuous evidence-based interventions.
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