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SUMMARY 

2000 subjects from two woredas of a rural section of 

Ethiopia were interviewed to determine how many were suffering 

from mental disorder and what determinants are related to the 

disorder. A WHO Self-Reporting Questionnaire was used to assess 

mental illness. The questionnaire has been used before in 

Ethiopia and measures neurotic, psychotic, and psychosomatic 

illness in terms of symptoms. 344 cases were found, indicating 

an overall frequency of 17.2% . The great majority of cases were 

suffering from neurotic and psychosomatic illnesses. Psychiatric 

morbidity was higher in women, in divorced/separated/widowed 

groups, and in the age group 35-44. However, the level of social 

stress experienced in the past year was most predict i ve of mental 

illness; the higher a person's stress level, the higher the 

mental symptom score. Family history of mental illness was the 

second best predictor. 

iv 
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INTRODUCTION 

The WHO speaks of health i n br oad terms as the presence of 

physical, mental and social we ll-be ing. Research attention has 

been given to physical hea l th ; howeve r, me nta l he a lth problems 

exist worldwide and a re increasing bot h 1n develop ing and 

developed countries (1). 

The term mental well-being includes man y components. The 

mentally healthy adult shows behavior which confirms an awareness 

of self or personal identity coupled with a life purpose, a sense 

of personal autonomy and willingness to perceive reality and cope 

with pro blems. The healthy adult has a capacity to live with 

people, to understand their needs, to achieve a mutually 

satisfactory heterosexual relationship, to be active and 

productive with ev idence of persistence and endurance in pursuing 

tasks to their accomplishment, to respond fle xi bly in the face of 

stress, to receive pleasure f rom a variety of sources and to 

accept one's limitations realistically (2). Although this 

description is somewhat idealistic and reflects a level of 

maturity not present in many people, mental illness could be said 

to represent the extreme absence of most of these qualities 

leading to maladaptive personal reactions to life and its 

circumstances (3). A mental disorder may be defined as a 

recogn ized, medically diagnosable illness that results in the 

signi ficant impairment of an individual's cognitive, affective, 

or relationa l abil ities (4) . The presence of character 

limitations, the appearance of symptoms, the loss or impairment 



of functions, the recurrence of 

distortion or impoverishment of 

evidence of illness (2). 

2 

regressive behavior, and the 

affect provide the c linical 

In the field of mental health, much emphasis has been placed 

on the treatment of mental disorders and insufficient attention 

given to the prevention of these problems. A recent report on 

this matter estimated that as much as 50% of mental problems can 

be prevented through appropriate public health action. This 

might include help to destitute mothers with children and a 

general reduction of stress in people's lives (5). 

Mental health programs are still neglected in most African 

countries. This can be attributed to severa l factors : 

1. absence of scales appropriate for African countries to measure 

and identify mental illness, 

2. poor training fo r health workers in the area of mental health, 

3. indifference or negative attitude to mental health problems, 

4. preference for treatment by traditional healers. 

As a result, the infrastructure i n the African region, regarding 

both services and research for mental illness is still very weak 

( 5 ) . 

There are, on the other hand, significant resources 

available for mental health programs in the African region . In 

many countries of the region, strong social support networks 

exist. For example during times of family crisis such as death 

or illness, relatives and neighbors stay with the family and 

bring food. Many cultures of Africa contain beliefs and ways of 



dealing with life 

adversity. For 

association that 

events which he lp 

examp 1 e, the " i d i r" 

looks after their 

cope 

is a 

members 

with 

type 

when 

3 

stress and 

of family 

they have 

problems. Similarly, the Zar cult provides a surrogate family 

along with security and recognition for those wh o have either 

mental or social problems. According to Messing, the Zar doctor 

gives a type of group therapy to his/her devotees (6). Such 

family and community s upports provide a firm basis for programs 

devoted to the enhancement of psychological well-being and 

development. The absence of rigid, highly institutionalized 

health care systems in itse lf may prove to be a n asset for the 

development of an appropriate, effective , and affordable se rvice 

system (5). 

The impact of mental illness on the s oc ial and econom i c life 

of a country can be profound. It 

psychosomatic ailments, lack of 

inability t o work, and inadequate 

results in morbid ity such as 

energy and interest in life, 

socia li zation of child ren . 

This in turn leads to a decrease in the productive forces of the 

community and the economy of the country (7). 

Before programs for prevention and treatment are formulated, 

one must know the prevalence and social determinants of the most 

common forms of mental illness . At present very littl e is known 

about the prevalence of mental illness in Ethiopia and almost 

nothing about its determinants. The two mental hospitals in the 

country, one in Addis Ababa and the other in Asmara are filled to 

capacity with psychotic patients. Reports from treatment centers 
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such as these provide information only on the more severe types 

of menta l illness. Other research on prevalence comes from 

outpatient clinics. However, no l arge sca l e ep idemi o logical 

study has been conducted in Ethiopia to provide more systematic 

information on the preva lence of neurotic and psychotic i ll nesses 

and thei r determinants. 

The aim of th i s study is to determine the overall prevalence 

and social determinants of men ta l illness in a sect ion of rural 

Ethiopia. Such information would be valuab l e fo r the planning 

of mental health facilities and priorities in a soc iety where 

often even the concept of mental illness does not ex ist and where 

the majority of patients will be seen and treat ed by dressers and 

nurses with littl e psychiatric training. 
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LITERATURE REVIEW 

For years the major obstacle to research on the prevalence 

of mental illness was its measurement. In the early 1900s a very 

crude measure was taken of mental illness by the Census Bureau in 

the United States. In 1917 the American Medicopsychological 

Association (which in 1921 became the American Psychiatric 

Association) took an active part in the collection and analysis 

of statistical data and urged that all mental hospitals adopt a 

uniform reporting system. This improved the measurement of the 

prevalence of types of mental disorders within hospitals, but 

contributed nothing to measurement of disorders among the 

population outside hospitals . The basic character of psychiatric 

epidemiology was shaped in the 1920s by social scientists who 

examined mental illness in relation to sociodemographic factors 

such as age, sex, race, occupation, education, place of 

residence, and ethnicity. The relevance of such categories for 

an understanding of the nature and etiology of mental illness was 

unclear for two reasons, firstly because no comparison was made 

with the nonhospitalized community and secondly because 

correlation can not be equated with causality. Yet such 

demographic data about the institutionalized mentally ill was 

useful to policy officials concerned with present and future 

trends and planning. However, only when epidemiologists began to 

measure mental illness in terms of symptoms or symptom patterns 

rather than etiology were they able to conduct studies in the 

community (8). 

J 
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Several techniques are used to assess mental health status 

in industrialized countries, for example the general health 

questionnaire (GHQ) used origina ll y by Goldberg in England, the 

present state examination, the 

Inventory (MMPI) constructed by 

Minnesota Multiphasic Personality 

Hathaway and McKinley in 1939, 

and the DSM III classification (Diagnostic and Statistical Manual 

of Mental Disorders) prepared by the American Psychiatric 

Association (3). The problem with these measurements is that 

they require 

interview or 

time, money 

to interpret 

and 

the 

a psychi atr ist to perform the 

scores. Consequently, these 

techniques are not appropriate for community surveys in 

developing countr ies (9,10). A more appropriate test, but one 

still too long for a community based study, is the 90-item 

Symptom Check List (SCL-90) developed by Derogatis. It is a 

self-report symptom inventory designed to reflect psychological 

symptom patterns of psychiatric patients (11). 

More recently, a Sel f -Report Questionnaire (SRQ) was 

developed by a WHO team of specialists from different countries 

to measure mental illness cross-culturally (12). The original 

set of items were se lected from four instruments used in a 

variety of cultural settings. A r ev iew of the four instruments 

produced a list of 

similar in meaning. 

were selected on the 

32 items which were either identical or very 

From these, 20 items to measure neuroses 

basis of ease of translation and cultural 

relevance. The 4 additional items, designed to detect psychotic 

conditions, were based on the Fould's symptom sign inventory 
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which has been shown to be effective in detecting psychotic 

illness. 

Published research using the SRQ point to a number of 

strengths of this measure: 

1. applicable for use in PHC settings in communities, 

2. validated in 7 developing countries (12), 

3. use of simple questions and a dichotomous yes-no response 

which makes it easy to administer by local health auxiliaries or 

research assistants with limited education, 

4. se lf-report questionnaires are more clear and acceptable to 

respondents (11), 

5. short, inexpe nsi ve and easy to score. 

Because of its many advantages, the SRQ has been used in 

several countries around the world. Reports have come from rural 

settings in Colombia, India, the Phillipines, Sudan a nd Brazil 

(12). The wide variety of cut-off point val ues used to indicate 

potential psychiatric cases in different cu ltures is remarkable; 

it varies between 3/4 in Sudan and 10/11 in Colombia. This means 

that a respondent in Sudan who answers ·'yes" four times becomes a 

potential psychiatric case, whereas someone from Colombia 

answering "yes" twice as often is classified as healthy (13). 

Therefore, one major limitation of this instrument is the issue 

of how to choose a cut-off point for identifying a person with 

mental illness. This point must be empirically determined for 

different cultures, and for different populations. For example, 

Kortman used two different cut-off points, a lower one for OPO 
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attenders and a higher one for a community survey in Addis Ababa 

(13). The select i on of cut-off po ints was based on the score 

whi c h y ielded opti mal sensitiv ity and specificity when sco res on 

the SRQ were compared with the diagnosis made by a psychiatrist 

in an interv iew. For the Addis Ababa urban community, a cut-off 

point of 3/4 produced sensitivity of 100% an d specificity of 71%. 

In another WHO study in seven developing countries (Colombia, 

India, Sudan, Phillipines , Braz il, Senegal and Egypt) , different 

cut-off points were se t for the 20-item "non-psychotic" part of 

the test, but the same cut-off point for the 4 psychotic items 

(12,14). The authors stated that the considerable va riation in 

the optimal cut-off point (varyin g between 5/6 and 10/11 in 

different areas ) " resu lts from substantial variation in response 

rates" (1 2) . The most l ike l y explanation f o r this difference is 

the varyi ng socia-cultural characte ristics of the population 

studied (10). Some groups, for example OPO attenders are very 

sensitive to their mental and physical complaints, whereas others 

tend to deny or minimi ze their symptoms in o rder to continue 

their dail y acti vi t ies . Likewise certain cu ltural groups are 

freer than others in expressing their pain and suffering. That is 

some e xpect a n extravagan t d isplay of emotionality in response to 

distres s; others va lue stoicism, restraint and denial of their 

symptoms (15). 

PREVALENCE IN OUTPATIE NT CLINICS 

Little i s known a bout prevalence rates of me ntal illness in 

deve loping countri es. What i s known comes mostly from studies in 

j 
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hospital s and out-pati ent c lin ics. 

A re port f rom Nigeria stated that of 1460 new patients 

attending a general clinic over a period of 3 months, 15% of the 

patients were di a gnose d as having a psychiatric d i so rde r (14). 

Another study from rural Kenya reported that of 140 OPD patients, 

20.7% were found to have a psychiatric disorder ; the measure they 

used is not desc ribed in the rev iew article ( 14). In a general 

medical clinic 

30, they found 

morbidity (16). 

at a teaching hos pital i n Ni ge ria using the GHQ

that 69% of t hei r pat ients had psychiatric 

Giel and van Luijk (17) carried out seve ral studies in 

Ethiopian cities, towns, an d r ura l areas. They used Kessel's 

four-point class if icat i on of psycho l ogica l disorders: 

1. those who explicitly comp lain of being anxious, irritable, 

depressed, ne rvous, etc. 

2. those present ing somatic symptoms not ex pl a i ned adequately by 

physical illness, such as burning sensations in the skin or in 

the head , tight feelings, blur r ed vision, mov ing sensations in 

the abdomen, etc. 

3. those with indisputable physical illness but with a 

psychologica l reaction to it that i s i n some way abnormal, 

4. those di sp lay ing a personality disorder , without direct 

relationship to their current i llness . 

They reported that 18.5% of general outpatients attending a 

teaching hospital in Addis Ababa were primarily suffering from 

psychiatric conditions ( 17). Another study of Giel a nd van Luijk 
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was conducted in a hea lth ce nter in Bonga town. Out of 500 

attenders, they found a psychiatri c mor bi d i ty of 19% ( 18) . In 

their studies, half of t he cas es wer e psychoneurot i c s . 

In another study Jacobson f ound that in 465 patients seen 

at a general hos pita l in western Ethiopia, 18% had psychiatric 

morbidity using Kessel's c l assif i cat i on. The great majority of 

cases had neurotic condi t i ons often with a somati c shading (19). 

In a study done by Kortman using the SRQ in one of the hospitals 

in Addis Ababa, a prevalence of 27% was found among OPO attenders 

(13). Also ln Eth iopia Dorma r et a l. ( 17) found a psychiatric 

morbidity of 16.2% in a police hosp i tal and 6 . 8% in a rural 

general hospital outpat ient clientele. 

Thus it would appear that in a re lative l y unselected 

popul ation of attenders at general outpat i en t clinics in Africa, 

approximately 20% are primarily psych iatr ical l y disordered. 

PREVALENCE IN COMMUNITY 

Only a f ew community based s t udi es have determined the 

prevalence of mental illness in Africa. In weste rn Nigeria, a 

study was conducted on the urban and r ural population around the 

city of Abeokuta ( 14). In t his stud y, 21% of the respondents in 

the v illages and 31% of those in the city showed the symptoms of 

psych iatri c morbidity. Here the assessment was in terms of the 

pers istence of s pecified psych i atric symptoms rather than in 

terms of diagnost ic gro ups or syndromes. 

A study done in rural Uganda interviewed people in two 

v illages us in g the Present State Examination (PSE) and standard 

J 
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method of case ide ntif icati on . They f ound that 25.3% of the 

populati on showed evidence of ps ychiatric distress (14) . Using 

Kessel's method of classification, Gi el and van Luijk found an 

8.6% prevalence in a househo l d s urvey in 80nga town ( 18). The 

majorit y of these were psyc honeuroses and personality disorders 

Kortman did an urban commun ity stud y in Addis Ababa and found a 

pr evalence of 12% using t he 24-item WHO Self-Report Questionnaire 

( 1 3 ) • 

In summary , acco rdin g to rates reported in studies conducted 

in the community, the estimated freq ue ncy of men tal illness in 

Afri can communities is in the range of 8% to 25% . 

DETERMINANTS 

Practi cal l y 

determinants of 

no systematic study 

mental illness in Afr ica. 

has investigated the 

Most of the published 

research comes f rom the developed coun t ries . 

Epide miologic studies of p reva l ence rates of patients in 

mental hospita l s in the united States in 1950 exami ned the risk 

factor s of ma ri tal status and age. They reported that point 

preval ence for widowed persons was s ubstant iall y higher than for 

the other marital status groups (20). Simi l ar ly, Jacobson (19) 

found that in a general western Ethiopia hospital, married people 

had the l owest freque ncy of psychi atric morbidity and di vorced 

women the highest. I n hi s s tud y there was a tendency for women 

to display more psychiatric morb idity than men. 

Giel et a1. in a small Eth iopian town (Bonga) found 

significantl y more psych iatric i llness among those around the age 
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of 40 (18). 

Stress has been hypothesized to be a determinant o f many 

types of bo th phys i cal and mental illness (1 1 ). Researchers have 

used a variety of comp rehensive lists of s tressful life events 

with which to collect a rec o r d 

events of their s ubjects. 

of 

The 

the recen t stressful life 

pioneers of the Socia l 

Readjus tment Scal e, Holmes and Rahe proposed that major changes 

in a person's life were stressful beca use they required a great 

deal of readjustment . Setting marriage a t an arbitrary stress 

value of 50, t hey asked respondents to esti mate t he readjustment 

required for a number of personal a nd socia l life changes. The 

mean value ass igned t o e ach event cons tituted i ts stress va lue. 

These investigators then atte mpted to quant i fy the amount of 

stress experi enced by a person by noting the number o f changes in 

a person' s li f e over a years 

change. After deve l o p ing 

time and the stress va lue of each 

and Rahe then 

correlated 

h istories. 

increased, 

this 

the individual's 

The y f ound t ha t 

1 ife 

as 

the probabili ty of 

increased (11). 

scale, Ho lmes 

cha nge scores with me d ical 

the 

the 

number 

occurrence 

of life changes 

of diseases 

There are some genetic s tudi es done to assess the impact of 

famil y hi s tory of mental illness on the prevalence of mental 

illness. These genetic stud ies establish that some peop le have a 

specific vulnerab ility to affective di so rder , which is most 

stri king in the case of bipolar (ma jo r depression) patients. 

However, this vulne r ability i s onl y a disposition towa rd i llness. 

J 
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Cl early env ironmental facto rs must also playa role . In the 

study since only about half the identi cal twins of pat ients with 

severe depressi on de velop the same diso rder, abnormal genes alone 

are insufficient to cause the disease. However, t he risk of 

developing psychosis may be even more strongly related to a 

family history of mental illness in that it is highest among 

those whose parents are schizophrenics (11). Of course, this does 

not rule out the effe c ts of environmental s tress resulting from 

having a schizophrenic parent. 

According t o this review of the literature, stress , gender, 

mar i tal status, age, and fami l y h istory of menta l illness were 

found to be determ i nants of mental illness. 

j 
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OBJECTIVES 

GENERAL OBJECTIVE 

To determine the overa ll prevalence of mental illness among 

the Awraja adult population 15 to 55 years of age and factors 

associated with it. 

SPECIFIC OBJECTIVES 

1. To determine the prevalence of menta l illness among the 

Awraja adult population 15 t o 55 as measured by t he WHO self

r eporting questionnaire (SRQ), and the separate prevalence of the 

three maj or sub-categories namely neurot i c, psychotic a nd 

psychosomatic. 

2. To determine the association between mental i llness, 

separated into neuroses, psychoses and psychosomatic, a nd certai n 

de mographic factors such as age, sex, ethnic group, marital 

status, education, family resources. 

3. To examine the predictive value of psychosocal factors 

such as family history of mental illness, chronic illnesses and 

life stress on the three s ubcategories of mental illness. 

In addition to the above menti oned objectives of t hi s 

investigation, the following predictions are made: 

1. The prevalence of mental illness is higher in females 

than in males. 

2. The prevalence of mental illness i s higher ln those who 
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lost a spouse through separation, divorce or death than in single 

or married people. 

3. The prevalence of menta l illness is higher in those 

under high life stress. 

4. The prevalence of mental illness is higher in those with 

a family history of mental illness. 
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MATERIALS AND METHODS 

STUDY DESIGN 

The stud y is a cross-sect i onal descr ipti ve study of the 

prevalence of men t al illness and concu rrent or hi s t or i ca l social, 

demographi c , and health characteristics. 

STUDY DOMAIN 

Kembata/Hadiya Awraja is found in Shoa Administrati ve 

region, in the centra l part of Ethi opia . According to the 

Cent r al Statis t ics Offi ce (CSO ), the population of the Awraja was 

1 ,382,428 in 1987 with a sex rati o of 100 males t o 101 females. 

The c r owding index of the Awraj a is 6 persons per house hold on 

average (21). 

STUDY POPULATI ON 

There are two main ethnic gr oups, Hadi ya and Kembata, 

comprising 43% and 34% of the popul ation, respectively. The 

remaining 23% cons ist of othe r e thni c groups in the Awraja s uch 

as Amhara, Gurage i , Azernet, Wolaita. In order to examine t he 

ethni c variation in the preva l e nce of mental ill ness, two of the 

eight woredas, Timbaro a nd Angacha, whi c h are inhabited mainly by 

Hadiyas a nd Kembata s r espectively were chosen for t he study . 

Sample Size Est imati on 

In determi ni ng the 

calculated on the basis 

sample size for the s tud y, it was 

of the prediction t hat among subjects 

with mental illness, p1 o r . 60 wi ll have high stress, and among 

those without mental illness, p2 o r . 40 will hav e high stress. 

The following values were estimated to ca l c ul ate the sampl e size . 



p1=.60 a l pha= . 01 Z a l pha=2 . 57 delta =.2 

. p2=. 40 beta=. 10 Z beta=1. 64 

n = [z oo, .,'200 

( 1:P; i + z G iP;-rr:p':-r .+ -pi1°_-~~ ) 1 : 

{.).I.. 

n=Sample size 

Z alpha= upper percent point of the normal distribution 

Z beta= lower percent point of the normal distribution 

p1= proportion of mentally ill with high stress 

p2= proportion of normal with high stress 

1 7 

The calculation shows that the size of the mentally ill 

group should be 193. Taking an estimate of 10% as the prevalence 

of mental illness in Ethiopia, a sample of 1930 was necessary. 

For the sake of greater precision we took a sample of 2000. 

Sampling Frame 

From the two woredas, 10 peasant associations (5 from each 

woreda) were randomly se l ected. Households were systematica lly 

selected using a 1:2 ratio. A 11 res i dents between 15 and 55 

years living in these households were interviewed until 2000 had 

been included (see figure 1 for sampling frame). 

MEASUREMENT 

Outcome Measurement 

The Self-Reporting Questionnaire (SRQ) developed by WHO was 

used as the measure of men t al illness (11). This questionnaire 

consists of 20 neurotic items and 4 psychotic items. In 
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2 woredas 

(R) 

10 PAs ( 5 PAs in each) 

Systematic sampling of households in 1:2 ratio 

2000 respon dent (1000 in eac h woreda) 

Figure 1. Sampling f rame for selection of respondents. 

J 
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addition to these, 3 other items on anger and hostility and 2 on 

psychosomatic symptoms were added (see Appendix A). The 

psychosomatic symptoms were added because psychiatrists indicated 

that many neurotic patients express their distress in terms of 

certain somatic symptoms, which were not included in the SRQ. 

Also, no anger/hostility items were pr esent in t he SRQ. 

Pretesting on these additional items was done in Jimma with both 

psychiatric and OPD patients . All the symptoms were presented in 

the form of questions to which the respondent gave a yes-no 

answer. 

Exposure Measurement 

A checklist of s t ressful life events from the Holmes and 

Rahe Social Readjustment Scale was included after the symptom 

checklist to measure the level of stress experienced in the past 

year. Some i tems from the s ca le were omitted and others added to 

make it relevant for the study population. Because the stress 

value of these events is not known for an Ethiopian population , 

only t he number of events exper i enced in the past year was 

recorded (see Appendix A). 

Socio-demographic characteristics such as gender, marital 

status, and age were included in the questionnaire. Also the 

presence of chronic illness and a family history of mental 

illness were recorded. Economic status was determined by asking 

the number of oxen owned by t he family. The Amharic version of 

the questionnaire (19) was used and admini stered in the native 

language (see Appendix A) . 
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DATA CO LLECTION AND MANAGEMENT 

Twelve interviewers wi th a grade 12 ed ucat i on were 

recruited. All of the inte r viewer e spoke t he local lang uages 

Kembata and Hadi ya, as well as Amharic. An inte ns ive tra in ing of 

7 days ' duration was g iven on how to administer the 

questionnaire. The following issues we re dealt with at length: 

language, culture, and sensitivity to mental health problems. 

The interviewers worked in two groups of six, each with its own 

co-ordinator. Instructions provided interviewers during the data 

collection are f ound in Appendi x B. 

The purpose of the s tud y was communicated to the study areas 

through the Awraja and Woreda mass organizations and 

administrations. Chairmen of the 10 study peasant associations 

were contacted in person by the co-ordinators of the research 

work and the residents were informed about the study during mass 

organization meetings before data collection. Then the study 

households were selected and marked. 

The questionnaire was pretested and amendments were made to 

deal with issues of misinterpretation of symptoms. For examp l e, 

in Kortman's study the question "Do you cry more than usual?" was 

interpreted by many of the respondents to be asking whether they 

had recently attended more funerals than normal, rather than 

inquir ing about f ee lings of depression. 

to facilitate understanding between 

respondents . 

These amendments helped 

the interviewer and the 

Data for the final study was collected during a 4-week 

j 



period. 
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Every completed questionnaire was c hecked t hat night 

f or errors and mi ssing data. The interviewer returned two times 

if the questionnaire was not completed proper l y or i f the 

r esponden t was absent during the fir st visit . 

METHOD OF ANALYSES 

Data were processed by computer using the SPSS- PC + 

stati s tical package. 

The neuroti c sco re was computed by summing the number of 

symptoms experienced by the res pondent from the first 20 items . 

The psyc hotic score was computed by summing up the number of 

symptoms e xpe rienced by the respondents from i tems 21 - 24. The 

same procedu r e was used to de ri ve the anger /host ility and somatic 

scores . For the somatic sco re, res ponses to seven items from the 

first 20 neurot i c ones plus the t wo add it iona l somatic items were 

used to compute the score. The s tress score was t he number of 

events reported to be experienced i n the past year. A cut-off 

poi nt of 3/ 4 was used t o make i t comparab l e to the score of 150 

used in prev ious s tudi es whe r e the mid-scal e va lue was 50 . Those 

with stress scores over 3 were considered to have experienced 

high stress. 

Descr ipt ive statistics were calcu l ated including preva l ence 

of mental i llness as well as the separate prevalence of neuroses, 

psyc hoses, and psychosomatic i l lnesses . To examine factors 

associated with neuros i s, psychosis and psychosomatic il lness, 

bivari a t e a nal yses were performed including factors such as 

stress, family h i s t ory of menta l i llness and demographic factors. 



Finally, to 

be important 

separate the 

causes of 
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effects of three f actor s considered to 

menta 1 i i 1 ness and determi ne thei r 

relative impor tance , a multipl e regression was run on the three 

scores of mental illness . 

RESULTS 

SUBJECT CHARACTERISTICS 

A total of 200 0 subjects were enro ll ed in the study, with 

60% male and 40% female. 986 (49.3%) were Hadiyas and 1013 

(50.7%) were Kembatas. The mean age of the study popu lation was 

35.9 years. Concerning marital status, 161 8 (80.9%) were 

married, 268 ( 13 .4%) were si ngl e , 24 (1.2 %) were divorced and 89 

(4.5%) were sepa r ated . 

people and illiterates 

Compar ed to the awraja population, si ngle 

were overep resented in the study 

populati on . Otherwise the sample appeared to be representative 

of the Awraja as a whole (Table 1). 

households (59.4%) had 4-8 family members. 

The majority of the 

Large households were 

over represented because they had more adults to be interviewed. 

1292 (64.6%) of the respondents were illiterate, 123 (6.2% ) were 

l iterate (literacy campaign) and 584 (29.2%) had attended regular 

school. 

28.7%. 

The ownership rate for at least one pair of oxen was 

The chronic illnesses reported were as f o ll ows: 124 (6.2%) 

had hypertension, 351 ( 1 . 8% ) had diabetes mellitus, 136 (6.8%) 

had epil epsy , and 44 (2 . 2%) had chroni c l iver d i sease (CLD). 

j 



Table 1. 

Compari son of Subject Characte,istics of the Study Popu l at ion 

with the Awraja Popul~tion 

Characteristi c Study Sample Awraja Population 

Gender: 

Male 60% 49.8% 

Female 40 % 50.2% 

Age : 

15 - 24 20.8% 28.9% 

25 - 34 26. 3% 22.4% 

35 - 44 27.8% 18. 4% 

45+ 21.2% 29.6% 

Marital Status: 

Married 80.9% 68.0% 

Si ngl e 13 .4% 25.4% 

Divorce/widow/sep 5.7% 6.6% 

Ethn ic Group : 

Hadi ya 49.3% 55.8% 

Kembata 50.7% 44.2% 

Educat i on: 

Illiterate 64.6% 40% 

Li terate 35 .4% 60% 

23 



'PREVALENCE OF MENTAL ILLNESS 

A factor analys i s was 

items (24 from the SRQ and 5 

24 

run on responses to the 29-symptom 

additional ones) to see whether 

there was any internal consistency to the items said to reflect 

each of the disorders, in other words whether there was any 

empirical basis to the composite scores of neurosis, psychosis, 

and psychosomatic disorde r. The resu lts of the anal ys is indicate 

that items considered to be neurotic loaded highly on two f actors 

(one representing cognitive aspects of neurosis and the second 

representing anx iety and depression), the psychotic items on 

another factor except the item "B i gshot" (lf22) , and the 

psychosomat i c items on a third factor. The items included in 

these composites not only have conceptua l meaning in common, but 

also tend to cluster together empirically.Thus it makes sense to 

view the items as falling into 3 classifications of neurotic, 

psychotic, and psychosomatic. 

Problems with some of the items can be seen in Appendix c. 

For example, the item tapping grandiose delusions about oneself 

(bigshot) does not l oad highly on the same f actor as the other 

psychotic items, suggesting that it does not measure psychosis 

sufficiently in our culture. Because of the inappropriateness of 

this item for measuring psychosis, it was considered preferable 

to use a higher cut-off point to identify psychosis. Sim ila rly, 

items of anger and hostility cl ustered mo r e with the psychotic 

than neurotic items in the analysis. Thus, no further analyses 

were conducted on the anger/hostility items . Generally, it would 
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seem that the psychotic and anger/hostil i ty items need more 

extensive research in Et h iopia to determine t heir underlying 

mean ing. 

Two cut-off po ints were used to ident ify potential neurotic 

and psychotic cases . The first was the score selected by Kortman 

for his Addis Ababa popu l ation because it had yielded high 

sensitivity and specificity; namely 3/4 for the 20 neurotic items 

and 0/1 for the 4 psychotic items (13). However because his 

study was done in an urban setting his cut-off point may be 

inappropriate fo r a rural setting with mainly uneducated people. 

Thus, a second set of higher cut-off points were used namely 

10/11 for neuroses and 2/3 for psychoses. A cut-off of 3/4 was 

used to identify psychosomatic disorders. Figures 2 and 3 

graphicall y present the cumulative frequencies for scores on the 

items tapping neurosis, psy c hosi s and psychosomatic illness. 

Taking the lower cut-off points we found 1117 cases of 

mental illness in the sample which yields a prevalence of 55%. 

Using the higher cut-off points we found 344 cases of mental 

illness in the sample which is 17.2%. The prevalence of neuroses 

was 11.2% and the prevalence of psychoses was 6.0%. That is, 61% 

of those with mental illness were psychoneurotic and 39% were 

cons idered psychotic. (Those who were high on both neurotic and 

ps ychot ic sca l es 

cut-off of 3/4 

psychosomatic. 

were put into the psychotic category.) Using a 

on the 9 somatic items, 927 (46%) were 
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DETERMINANTS OF MENTAL I LLNESS 

Since the prevalence found usi ng t he h igher cut-off points 

is more reasonable an d is consistent with the d i fferent studies 

don e in Africa and Ethiopia, fu rther analyses will be presented 

only for these hi gher c ut-off po ints. The analysis of risk 

factors turned out to be similar for both c ut-off points. For 

comparison of the association of var iab les with the higher cut

off points and those with lower cut-off points, one can refer to 

the results of the lower c ut off points in Appendices D to F. 

The variables of age, sex, ethnicity, marital status, 

education, famil y size, oxen 

histo ry of mental illness and 

owners h ip, chronic il lness, family 

stress were crosstabulated with 

psychoneuroses. The results are shown in table 2. In summary 

the following results were found. More fema l es were neurotic 

than males and the age group 35 - 44 had the highest frequency. 

Concerning marital status, divorced/separated/widowed people 

showed the highest frequency of neuroses compared to the other 

marital groups. The illiterates had a higher frequency of 

neurosis than the lite rates. Individuals with one of the maj or 

chronic illnesses (hypertension, d iabetes mellitus, chronic liver 

disease, epilepsy) were prone to be neurotic. Those with a 

fam i ly history of mental illness were at greater risk than the 

ones without. Individuals with stressful life events of 4 and 

above had a higher frequency of psychoneuroses. Family size and 

ethnic group had no signi fi cant association with neuroses. 

The same set of risk factors were crosstabulated with 
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psyc hoses and psychosomati c illnesses. The results a r e shown in 

tables 3 a nd 4 respect ivel y. In summary only three fac t ors were 

significantl y related to ps ychosis. The di vorced/separated/ 

widowed had the highest frequen c y of psyc hoses. Individuals with 

a family history of mental illness were more likely to be 

psychotic than those without a family history of mental illness. 

Again those with stressful life events of 4 and above had a 

higher frequency of psychoses than those with less than 4. As to 

the other variables there was no significant association . 

Concerning psychosomatic illnesses, like psychoneuroses, 

females were more affected than males and the age group 35-44 had 

the highest frequenc y of somatic complaints. Here again, 

divorced/separated/widowed had mo r e somatic complaints than the 

other marita l groups. 

above and indi v iduals with 

(hypertension, d iabetes 

epilepsy ) had more somatic 

Individuals with ~amily size of 9 and 

one of the main chronic diseases 

mell i tus, ch r onic 

complaints . Those 

liver 

with 

disease, 

a family 

history of mental illness were more affected than those without a 

family history of mental illness. Again those with stressful 

life events of 4 and above had a higher frequency psychosomatic 

illnesses. Ethnic group, education and economic status had no 

significant association with ps ychosomatic illnesses. 



Table 2. 

Fr e que ncy o f psy c honeu r oses us i ng cut- off of 10 / 11 
for sign i fi cant r i sk facto r s 

Factors 

GENDER 
Male 

AGE 

Female 

15 - 24 
25 - 34 
35 - 44 

45+ 

MARITAL STATUS 
Married 
Single 
Divorce / wid. 

FAMILY SIZE 
1 - 3 
4 - 6 
7 - 8 

9+ 

EDUCATION 
Illiterate 
Literate 

CHRONIC ILLNESS 
HPN,DM, CLD 
None 

FAMILY HISTORY 
No 
Yes 

STRESS 
0-3 

4+ 

No Neuroses 

1075(89.4%) 

641(80.3%) 

397(94.9%) 
446(84.6%) 
457( 82.3%) 
419(83.3%) 

1407(87.0%) 
249(92.9%) 

60(53.1%) 

346(86.7%) 
627(88.1%) 
438(83.9%) 
305 (83.1%) 

1093(84.6%) 
623(88.1%) 

261(77.0%) 
1455(87.8%) 

1421 (87.8%) 
295(77 .4%) 

944(91.5%) 
772 ( 79 . 8%) 

* p<. 05, ** p<.Ol, ***p<.OOl 

Neuroses 

127( 10.6%) 

157 ( 19.7%) 

21( 5.1%) 
81 ( 15.4%) 
98(17.7%) 
84(16.7%) 

21 1 ( 1 3 . 0% ) 
19( 7.1%) 
53(46.9%) 

53(13.3%) 
85( 11.9%) 
84 ( 16. 1 %) 
62(16.9%) 

199(15.4%) 
84 ( 11 .9%) 

78(23.0%) 
206( 12.4%) 

198(12.2%) 
86(22.6%) 

88( 8.5%) 
196( 20.2%) 

Chi-square 

*** 
31 .91 

*** 
37.07 

*** 
112.38 

* 6.98 

* 4.38 

RR 

.48 

2.08 

. 27 
1 . 14 
1.50 
1.30 

.64 

.42 
6.40 

.90 

.74 
1.23 
1.30 

1 .35 
.7 4 

*** 2. 13 
25.13 .47 

*** .48 
26.24 2.08 

*** .37 
55.36 2.70 

30 

(95% CI) 

.37,.62 

1.62,2.68 

.17, .42 

.86,1.50 
1.15,1.97 

.98,1.71 

.48, .86 

.26, .67 
4.50,9.9 

.65,1.23 

.55,1.00 

.91,1.66 
.95,1.77 

1.02,1.77 
.56, .97 

1.59,2.85 
.35, .63 

.36, .64 
1.57,2.76 

.28, .48 
2.06,3.53 

NOTE . HPN=H ype rtens ion DM=Diabetes mellitus CLD =C hronic Liver Disease 



Factors 

MARITAL STATUS 
Married 
Sing l e 
Di vo r ce/W id . 

FAM I LY HISTORY 
No 
Yes 

STR ESS 
o - 3 
4+ 

Table 3 . 

Freq uency of psychoses using a cut-off of 2/3 
for significant risk factors 

No Psychoses Psychoses Chi-square RR 

1524 (9 4.2%) 94(5.8%) *** 0.53 
250(93.3%) 18(6.7%) 3 1 .51 1 . 0 

91(80 . 5%) 22(19.5%) 3.85 

1525(994.2%) 94(5 . 8%) ** .5 3 
341(89.5%) 40(10.5%) 10 . 13 1.89 

978(94.8%) 54(5.2%) ** .63 
888(91.7%) 80(8.3%) 6.87 1. 69 

**p< .G1, ***p <.0 01 

3 1 

(95% C. I) 

.36, .78 

.60,1.67 
2 . 32, 6.37 

.36, .78 
1. 28,2.79 

. 44, .90 
1.18, 2.42 
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Tab l e 4. 

Frequency of psychosomat i c illness using a 
cut-off of 5/6 fo r sign i ficant ri sk factors 

Factors No Psych o soma Psychosoma Chi-square RR (95% C.I) 

GENDER 
Male 948(78.9%) 245(2 1 . 1%) *** . 7 .56, .86 
Femal e 574(71.9%) 224 (28 .1 %) 12 . 32 1 .43 1 . 16 , 1 .76 

AGE 
15 - 24 355(85 .5%) 60(14.5%) *** .5 .37, . 6 7 
25 - 34 407(77 .2%) 120(22.8%) 35 . 20 . 9 .71 , 1 . 14 
35 - 44 385(69.4%) 17 0(30.6%) 1 .7 

45+ 375(74.6%) 128(25 .4%) 1 . 12 .89, 1 .41 

MARITAL STATU S 
Married 1229(76.0%) 389(24.0%) *** 1.05 . 8 1 , 1. 37 
Single 232(86 . 6%) 36(13.4% ) 46.60 . 45 .31 , .65 
Divorce / wid . 6 1 (54.0%) 52(46.0%) 11 .00 7.48, 1 6 . 48 

FAMILY SIZE 
1 - 3 328(822.2%) 7 1 ( 1 7 . 8% ) ** . 63 .48, .S? 
4 - 6 547( 76.8%) 165(23 . 2%) 14.20 .94 .76, 1 . 1 7 
7 - 8 384( 73.6% ) 138( 26 . 4%) 1. 20 .95, 1. 51 

9+ 263 ( 71. 7%) 104 (28.3% ) 1 . 33 1.03, 1 .72 

CHRONI C ILLNESS 
HPN , DM, CLD 2 1 7 ( 64.0%) 122(36 .0% *** 2.06 1 . 57, 2 . 70 
None 1305( 78.6% ) 356 ( 2 1 . 4%) 32 .00 .49 .37, .64 

FAMILY HISTORY 
No 1283(79.2%) 336(20.8% ) *** .44 .35, .56 
Yes 239(62.7%) 142(37.3%) 45 . 36 2.27 1 .8, 2.90 

STRESS 
o - 3 8 49(82.3%) 183( 17. 7%) *** .50 .41, .62 

4+ 6 73(69.5%) 275(30.5%) 43.90 2 .00 1 .62, 2.47 

* * p <. 01 , ***p < . 000 1 

• 
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In o rder to determine whether stres s can account for the 

relation between certai n demograph i c variables and mental 

ill ness, an analysis was co nducted to examine demographic 

differences in s tress score . The results are shown in table 5. 

In summary, the me a n stress is higher for females t han for males 

but only in the s eparated, divorced and widowed categor ies; 

otherwise males have more stress. Thus stress may expl ain why 

females have a higher prevalence of mental illness but only for 

these three categories of mar ita l status. Also stress 

differences may e xp lain mental illness differences for education 

and age. The illiterates have more stress than the literates and 

the age group 35-44 has the highest mean stress. These two 

groups also had hig her rates of mental ill ness. Also those with 

chronic illness and oxen ownership have higher stress levels, but 

the stress explains menta l 

illness . 

illness differences only for chronic 

To determine which of the several risk factors was more 

predicti ve of mental illness, a multiple regression was 

performed. In these analyses, the variation in neurotic, 

psychotic, and psychosomatic scores (dependent variables) was 

examined as a function of three significant risk factors 

(independent var iables) , namely stress , family history, and 

chronic illness. We took these three variables because they are 

considered to be causal while the other demographic factors are 

simply associated with mental illness and can often be explained 

by differing stress leve l s . 
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Tabl e 5. 

Mean Stress Scores associated with Ris k Factors 

Factor Stress t or F sco re p 

Gender: male 3 .64 2.03 p <.05 

femal e 3 .45 

Education:illiterate 3.72 4.42 pC 001 

1 iterate 3 . 30 

Oxen: none 3.22 - 12.54 p<.001 

yes 4.44 

Chronic illness: yes 3 . 73 1.42 p<.05 

none 3.54 

Age: 15 - 24 2.48 55 .16 p < .001 

25 - 34 3.85 

35 - 44 4.06 

45 + 3 . 36 

Gender b y marital status: 3.89 p <. 02 

male - married 3.86 

- single 2.26 

- Di v /sep/wid. 4.16 

female - married 3 . 60 

- si ngle 1.52 • 

- Div/Sep/Wid. 4. 76 
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The an a lysi s of psychoneu r oses wi t h stress, fam ily history 

of mental illness a nd chroni c il l ness produced a multip le 

correlati on of 0 . 35 which indicates that 12 . 5% of the va riance in 

neurotic scores was ex pl a ined by t he s e three risk f ac t ors . Th is 

is a significant amount of the var i ance (£=95 . 26, Q<.OOOl). 

Based on the beta value, stress was the best predictor with a 

beta of 0.30 ( ~= 14 .206, 2 <.0001) . Family history of mental 

illness was the second best predictor with a beta of 0.14 (~= 

with a beta of -0.05 (~=-6.887, Q<.OOOl) . Chronic illness 

2.534, Q<.Ol) was the least predictive. All three variab les are 

positively related to the neurosis s core ( c hronic i llness has a 

negative valence because the presence of an illness was scored as 

1 and its absence as 2). 

In the multiple regressi on analysis with psychoses as the 

dependen t variab l e, a multiple cor r elation of 0.19 was produced 

indicating that 3.6% of the variance i n psychotic sco res was 

explained by the three risk factors. This is a significant 

amount of the variance (£=37.62, 2 <.000 1). According to the beta 

values, stress was again the best predictor with a beta of 0.17 

(t= 7.810, 2 <.0001). Family hi story of mental illness was the 

second best predictor with a beta of 0.06 (~= 2.756, 2 (.01) , and 

chronic illness was not significantl y predictive. 

neurosis, stress and family history were the best 

psychosi s. 

Thus, as with 

predictors of 

In the 

illnesses as 

multiple regression analysis with psychosomatic 

the dependent variable, a multiple cor relation of 

I 
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0.35 was found ind i cating that 12% of the var iance in the somatic 

items was exp l ained by the th ree ri sk facto rs. Th i s is a 

signi fi cant a moun t of the var iance (E=93.71, Q <.0 01 ) . According 

to the beta va l ues, stress was the best predictor with a beta of 

0.30 (~= 14 . 159, Q < .0001 ). Family histo ry of mental illne ss was 

the second best with a beta of 0.14 (1= 6.77 2, Q <.0001). 

Chronic illness was the l east important predi c tor with a beta of 

0.05 (1= -2 .310, Q <. 05) . 

From the multiple regression analyses one can c o nc l ude that 

stress i s the strongest predictor o f mental illness and family 

history of mental illness is the second st r ongest. 

To determine whether these two facto r s affec t mental ill ness 

separate l y or interactively, an anal ysis of variance was 

conducte d on the s ame three dependent meas ures -- neurotic, 

psychoti c an d somatic scores using st ress and famil y h i s tor y 

of men ta l ill ness as t he two inde pende nt variab l es. The 

interact i on effect was not si gnifican t indicating t hat they hav e 

indepe ndent effects on menta l illness. 
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DISCUSSION 

The prevalence rate of mental illness in this study depends 

on the cut-off points used for t he SRQ. The first point used was 

4/5 for neuroses and 0/1 for psychoses because it was found to be 

the most valid for a community survey in Addis Ababa. Using 

these lower cut-off points the p revalence was 55%. Using the 

higher cut-off points (10/11 and 2/3) the prevalence was 17.2%. 

There are reasons to believe that the lower cut-off points are 

inappropriate for the Kembata/Hadiya rural population and that 

the higher cut-off points are more valid. Without an assessment 

of the specific j ty and sens iti vity for t he higher cut-off, the 

following arguments are presently onl y speculative. No one in 

the Addis Ababa sample said more than 8 yes's to the 20 items. 

In contrast, 20% of the Kembata/Hadiya complained of more than 8 

symptoms. This i s s im ilar t o res ul ts in other developing 

countries (12) . Cross - cultural differences in complaining ~tYle 

is we ll documented in the literatu re; certain c ul tu ral groups 

cope with suffering by overexpressing the i r pain while other 

groups cope by denying pain (15). Also populations with little 

or no education have been found to require a higher cut-off point 

because t hey have higher response rates, i.e. higher false 

positive scores (12). Again, this may be a cu ltural difference 

in coping with symptoms by overexpressing them. Less work has 

been done on cross-cu ltural va li dation of psychotic items. 

Psy~hosomatic prevalence was 40% . 

subscaie , on the SRQ but is considered 

Th i s was not a separate 

an important aspect of 
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mental i l lness in Et h i opia g i ven the reportedly hig h somati zat ion 

style among Ethi op ian patients (19). Valid ity of t h i s s cale i s 

supporte d by t he emp i r i cal clus t e r i ng of responses to t hese items 

in the fa c t or an a l ys i s . Wh e n the i t ems are fo rce d i nto three 

factors, these somati c items c lustere d wi t h the a nxiety items, 

indicating that the y are somatic expressions of anx iety. 

Usin g either set of c ut-off po ints for the SRQ we come up 

wi th a majority of cases being psychoneurot i c which is in c l ose 

agreement with most of the studies done in Africa as well as in 

Eth i op i a (14, 18 , 19 ) . 

Furthe r s upport f o r the robustnes s of the resu lts is that 

both cut-off po in t s produce the s ame set of pre dictors/risk 

factors. The t wo most important de t erminants of all categories of 

mental illness we r e s tres s and f ami l y histo ry of menta l illness. 

They indepe nd e ntl y a ffe cted s co r es on the SRQ. The impact of 

family his t ory of mental ill ness can be explained either through 

heredity or poor parenting. Stress was li nearly related to 

mental illne ss i n that the higher the stress score , t he more 

symptoms the person experienced. Stress by itself was not on ly a 

predictor of men t a l i llness , but explained demographic variat ions 

in the prevalence of mental illness. More demographic factors 

seem to be signifi cantl y associated with neurotic and 

ps ychosomatic sympt oms than with psyc hosis. More women display 

psychoneurot i c and psychosomati c comp l aints than men . There are 

several poss ib l e ex pl a nat ions f or thi s. One is that the 

incidence of di sso l uti on of marr iage i n h igher f o r females than 
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for males -- 9 . 5% for females and 3.6% for males i n t he study 

Awraja (21) - - and wome n usua ll y carry the blame and the s tigma 

when a mar riage is not fertile . Also when divo rce or sepa r ation 

takes pl ace a nd the woma n does not remarry, t he economic , social 

and emotional bu rden of caring for childre n by herself i s great. 

As shown in the analysis of stress scor es, me n have higher stress 

in the married and singles categories whereas women have higher 

stress than men in the divorced, separated an d widowed groups. 

There is a tendenc y for divorced, separated and widowed 

people to displ ay a h i ghe r frequency of psychiatric morbidity 

than t hose who are married or si ngle. Once again stress may 

account for thi s difference in t hat the former group had higher 

mean stress scores. Their psychological pro blems could be the 

cause of divorce/separation, or cou ld be the consequence in that 

these people have extra economi c burdens and socia l isolation. 

This is consistent with other fin d ings in Ethiopia (19). 

Higher levels of s tress can also explain age differences in 

mental illness. The age group 35-44 has a higher prevalence of 

neuros is and psychosomatic il l nesses than other age g ro ups. This 

age group has the highest mean st ress level perhaps because they 

are the most act ive a nd productive with many family 

responsibili t ies . Perhaps for the same reasons, those with 

family size of 8 and a bove had a h igher frequency of neurotic and 

psyc hosomati c morbidity than t hose wi th small e r families. 

Ind i v iduals suffer i ng from one of the main chronic i llnesses 

like hy pertens i on , diabetes mellitus, epilepsy, or CLD are prone 
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to have h igh psychiatric mor bidity especially ne urosis and 

psychosomat i c illnesses. 

with the d isease itse lf 

One ex pl a nati on fo r th i s i s that coping 

is often stressf ul and fru s trating. A 

r ecent report showed that pati ents wi th ch r oni c illnesse s such as 

hypertension and d i abetes mel l itus who had mental treatment along 

side their regular medical treatment showed greater improvement 

and spent less money in the longterm than si milar patients who 

had no mental health t reatment (22). 

Education is a protective factor for neurosis and 

psychosomatic complaints. I lliterates were more affected than 

the literates perhaps because illiterates have a higher res ponse 

rate. Th is may be due to their higher st ress or to more false 

positives among illiterates (10). 

The main l imitation of the study is where to place the cut

off points. Although the cut-off points fo r the Self-Reporting 

Questionnaire (SRQ) have been vali dated with an OPO sample and a 

community sample in Addis Ababa, different cut-off point may be 

requ i red for different cultural and educational groups. The cut

off points need to be val idated usi ng a two-stage procedure which 

utilizes a psychiatric c li nical examination followed in addition 

t o the SRQ questionnaire. Also more work needs to be done on the 

psychotic items, el im inating one s which assess delusions of 

grandeur and perhaps adding ones on hostil ity. 
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CONCLUSIONS AND RECOMMENDATIONS 

The preval ence of mental illness in the community appears to 

be high enough to wa r rant some act i on. Eve n usin g the 10 / 11 cut

off point wh i ch is the highes t used in any developing country, 

t he prevalence of me ntal illness was 17.2%. 

Stress appears to be the most impo r tant determinant of 

mental i llness. The number of major life cha nges e xperienced by 

a person in the past year was high l y assoc i ated with their number 

of symptoms. Stress also explai ned many of the demographic 

differences in mental ill ness ·in that certain groups such as 

di vorced/separated/widowed, the age group 35-44, and women have 

higher stress . 

On the basis of thes e conclus i ons , the following 

recommendations are made: 

First of all there mu s t be agreemen t on a broad positive 

concept of mental he a l th , one t hat encourages a c ti ve involvement 

in mental health i s sues , not onl y by the health an d social 

services netwo r ks, but al so by t he s oc iet y in general. 

Secondl y , those at risk beca us e of their marital status, 

family history of mental i llness, and c h ronic illness can be 

identified and given extra he l p coping with their stress. For 

example, those with chronic i llness can be glven psycho l og i cal 

treatment alongside their regular medical treatment. The 

Mi ni stries of Social We l fare and of Hea lth could both help with 

this activity. 

J 
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APPENDIX A 

Questionnaire 

Awraja __________________ _ Woreda __________________ __ 

1. ID number 

2. Gender 1. Male 2. Fema l e 

3. Age 

4. Marital status 

1 . Married 2. Single 3 . Divorce/Sep 

2. Ke mbata 

4. Wid ow 

5. Ethnic group 1. Hadiya 

6. Familysize 

7. Education 

1. Illiterate 2. Literate 3. Regular school 

8. Pairs of oxen 

9. Chronic i 11 ness in the family 

1 • Hypertension 2. Diabete s mellitus 3. Ep i lepsy 

4. Chronic 1 i ver d isease 5. Minor illnesses 

SELF-REPORTING QUESTIONNAIRE 

1. Do you of te n have headaches? 1 • No 2 . Yes 

2 . Is your appetite poor? 1 • No 2. Yes 

3. Do you s l eep badly? 1 . No 2. Yes 

4. Are you easily frightened? 1 • No 2. Yes 

5 . Do your hands shake? 1 . No 2. Yes 

6 . Do you feel nervous? 1 . No 2. Yes 

7. Is your digestion poor? 1 . No 2. Yes 

8. Do y u have trouble thinking clearly? 1 . No 2. Yes 

9. Do you cry more than usual? 1 . No 2. Yes 

45 
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10. Do you feel unhappy? 1 . No 2 . Yes 

1 1 . Do you find "it difficult to enjoy your daily act i v "it i es? 

1 • No 2. Yes 

12. Do you find it difficult to make decisions? 1 . No 2 . Yes 

13. I s your dail y work suffering? 1 . No 2 . Yes 

14. Are you unable to play a useful part in 1 ife? 1 . No 2. Yes 

15. Have you lost interest in things? 1 . No 2. Yes 

16. Do you feel you are a worthless person? 1 . No 2. Yes 

17. Has the thought of ending your 1 i fe bee n in your mind? 

1. No 2. Yes 

18. Do you feel tired all the time? 1. No 2. Yes 

19. Do you have uncomfortabl e feelings in yo ur stomach? 

1. No 2. Yes 

20. Are you easily tired? 1. No 2. Yes 

21. Do you fe e l that somebody has been trying to harm you i n some 

way? 1 . No 2. Yes 

22. Are you a much more importan t person than most people think? 

1 . No 2. Yes 

. 23. Have you noticed any interference or anything unusual with 

yo ur thinking? 1. No 2. Yes 

24. Do you ever hear voices without knowing where they come 

from , or which other people can not hear? 1 . No 2. Yes 

ADDITIONAL ITEMS 

25. Do you feel angry at others? 1 . No 2. Yes 

26 . Do you have temper outbursts? 1. No 2 . Yes 

27. Do you feel critical of others? 1. No 2. Yes 

J 
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28. Do you hav e pe i n in you r chea t or back? 1 . No 2. Yes 

29. Do you have burning pa i n i n your stomac h? 1. No 2. Yes 

ITEMS ASS ESSI NG FAM I LY HI STORY AND STRE SS 

39 . Is there mental il l nes s in the family? 1. No 2. Yes 

40. Write the number o f life events in the past one year from the 

following scale. 

SOCIAL READJUSTMENT SCALE 

1. Death of s pouse. 

2. Divorce/separation. 

3. Death of c los e family member. 

4. Personal injury or i llness. 

5. Family me~ber in jury or illness. 

6. Pregnancy/birth. 

7. Sterility. 

8. Marital prob l ems. 

9. Did you e nco unte red death of mother before the age of 5? 

10. Children bel ow the age of 10. 

11 . Minor violations of law. 

12. Marriage. 

13. Family arguments. 

14. Death of a c lose friend. 

15. Lack of adequate water. 

16 . Lack of adeq uate food . 

17. Change of residence . 

18. Major change i n soc ial activities. 

19 . Unabl e to f u l fill ho l iday obligations. 

J 
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~@?~---------------------
alL~ ________________ _ 

1. t;;t 1. all£'. 2. n.t 
2. OM 
3. ~ Jfl), tJ. 'I,t 1. 

4~ HC 1. '1'l..J 
Jlfl 2. 

2. n9"fl.t 

3 . do t 4. ~qo tnt 

5. 
6 . 

~ n t(']fl fl I-j t 

H 9"U Ct £Lll 

~ffiUl- 3 . 
1 . anlJ.lL t t9"UC t J tlffiUl

an£n;; t9"liCt h(j:tI 

7. (llt 'l'09.Q.. nc.. ~n:rt? 

2 . an /t 9"UC t 

8. ntrf{] (]}()'l' ~IH nll;t ~n? 1 . £9" fll-jt 2 . r'lt;JL 3. ~~ 

'l' tI nll,t 4. 1<lt 5. t\1) 

9 . tr'l 9" ;tt flHo 1H Jm ,;J';ttl al£? _ 1. ~ Jm;fi9" 2 . ~:P 

10. 9"lfl ~an '1'ntl (j:1)'M"J ~ Ir'lt>; 1m: al£ ? 1.~££n9" 2 . ~:P 

11. n £ l fl ~ £ t"1P" m £ ? 1 . ~ t>; ()l). 2 . ~ 5' 

1 2 • n '1'1) fr £ £ I I fTj fr? 1 • ~ tI £ I 1 'I' 9" 2 . ~ 5' 

13. ~:Q..5' £ 1 'I'm '1'rljtl? 1. M 1 'I'm '1"1'9" 2 . ~ 3' 
14. ~anld.r'l anffil<l> ~nflt? 1, ~nfl79" 2. ~3' 

15. 9" l fl ~an(j:ffit 'Tfr;t;f £~Olj 1(1). m£? 1. ~££n9" 2 . ~J 

1 6 . nthhtl 0IJrf{] Jr'lflC;r;ttl? 1.~Jr'lflL79" 2. ~;r 

17 . ~iIIHl r'lOllt £(']OIJ;r ;ttl m£ ? 1. M(,]0lj79" 2 . ~:P 

18. 1-19" fln(Jl. fl Ho 1.I-i J M I/M 1. ~ I)Mr'l 9" 2 . ~:r 

19. n ~ '1''10 n~(']Z: '1'(1). I"c'r. 5'f an £(']t Jr'l 'fIC ;r;ttl? 1. ~ Jr'l 'fIL79" 

2 . ~ 5' 

2 . ~:P 20 . 

2 1 • 

22. 

(!).rj 'I ~an m (']1 TIC ~ nfl ;rt ? 1. ~ n fl7 90 

~~()t tlrjC5'l nand./'''' J r'lflC5' ft'!? 1 . 

n ~ ~ rj nS m jO'l. 0'lJ; GD a+ m t J r'l '1'1 C 5';tt'!? 
~ Jr'l 'I'lL 79" 2 . ~ J_ 

1. ~ Jr'l 'I'lL 7 9" 
2. ~ 5' 

23. Ml~l.Q.. IlC r'lOllt 5' ? lr).t\? 1. ~t'! '1'1(']9" 

24. 1'J nil ('](1). 17 fln(l). J9", fr? 1. ~1) 9" 19" 

2;; . ih £ m tl ~Olj'l' H r'lOllt t('] 9" "',S't J(I). ,t'!? 1. 

26 . tJ.t\ 1.I-i £ £ h qo tt'!? 1. ~ £ £ h an 7 9" 2. ~ 5' 
27. c.. 'l.. II< £ L fl7i ;tt'! ? 1. M L flll 9" 2. ~:r 
28. n?t/fr ££h09M 1. M£han'19" 2 . ~:r 

2. ~ 5' 

2. ~:r 

~ J(I).<l>9" 2. ~ 5' 



29. nQ). n L71 OD 11~ 1\,.,\.1' ~qohi eODlitl), ;ttl ? 1. t'1eODIit\")9" 

2 . t'15' 
3 0 • 11 f-j, n )"F h OIJ. 19" 'l>t e n NT' t M n Q). <i~ t? 1 . t'1 e Qtil.WU 2 . l\ ~ 

31. nU r'j 11 5' (J)(]'l' Ht\ ~ l\ Vl l\ I1C n ~lrJ gli flC HtI? 1 . t'1 gli 

'1'1 L ")9" 2. t'1J 
32. !\tiM nJ"f ~0gen09<; h~t n')Q ao ill t'\Cli5' 1M StllJI Q-iJ"~ 

tM' ft S Q). .1'tI ? 1 . t'1 S Q).i» 9" 2 . t'1 5' 

33 . nr\M nJ"f e<;Q ~M 1. t'1t1r,QQ-iJD 2 . t'15' 

34. l\l!l1]ffi?t ~0Ile1'M- ,)'I.t t'1t\{lt? 1 . ~t\{)")9" 2 . t'15' 

35 . r\M') n)'T nUr'j115' emi»r'jM 1. t'1M <l> I19" 2. t'15' 
36. n!!crJ5' me9" Mit5' i)e ih oo9" l\i'\5't? 1 . IW19" 2 . t'15' 

37. ~D1.S:J"l'tI Ii<lllt nffiJ.?.? t'1t\;rt? 1. ~t'\'i9" 2. l\;I' 
38. nn. tn11 (J)(]'l' l'l\n9"C' "fI C st\ n t t'1 i'\? 1. ~M') 2 . t'1)' 

39. ~;t\\'tl OIlunt-ce 1'1C'1' ao "Hl11 rJMQ). l\')~ l\oot 
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2 . q: tI ao n S ~t 
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5. (l t(]{l (l).() l' fl Q J/ nn j 
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7. ao l1\l \t 
8 . I't'lC 'flC 
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1 O. MJl'C fl ao t n j'f 1'If2'f fl n Jt? 
11. ~Jl't.t 

1 2. I'JflJ 'HIM 

1 3. n (l tn fl (l).() l' {]1' fl 1' M' Uj r\ h (\}2'f JC 

14. ? 'l> Cfl J.l2'7 qnt 
15. n '1: (lJ.'I fl n@J,'C 

1 6 . n '1: 9" 1 fl fl t. 1Jl) , ' C 
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1 9 . "lao t n q I'l l OIJ h nC fl nao J(\ 
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APPENDI X B 

Instruc tions to Interviewe r s 

In order to ensure co ns i stency a nd avoid mi si nterpretation 

in the process of data col l ection. inte r v iewer s were advised to 

follow strictly the followin g instructions: 

1. Before starting interviewing make sure the respondent is 

fully co-operative. 

2. If there i s an ove rt ps ychiatric case do not interview 

him/her. 

3. Do not force a respondent to answer a Question. 

4. Go for the inte rv iewing with the version of the 

Questionnaire translated into the native language . 

5. Use pe ncil to f i l l all answe rs . 

G. Interview individuals above 15 years of age and below 55 

years. 

7. If yo u find a closed house or no respondent, make 2 

more retu rn visits. 

J 
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l..PPENDI X C 

Factor &nalysis of the 29 symptoQs 

FACTOR 1 Fl~CTOR 2 FACTOR 3 F,\.CTOR 4-
HA .00562 . 15893 , 07579 . 575.06 
j,PETITE 254-30 _,051 23 . 014-30 . 67.6~1 

SLEEP .27720 . 21 966 ,14-532 ..4619:0 
FRI GHT . 04-4- 34- .L.!:6263 . 19784- . 34-070' 
HAND . 014-95 .4-::1052 . 02992 .<18106-
NERVOUS . 28861 . 3..§4:3'± . 25579 . ~96.3 
DIGEST . 28273 .15072 . 04-227 . '2-~ 
THINK .5704-5 . 17651 .1 3986 . 22236 
UNHAPPY .25779 , 921:3.3 ,1771 2 . 09606 
CRY . 02533 .§4-5 '2...2 .024-04- . 00058 
WORK . 62737 , 2234-5 . 17164- . 08984-
DECIDE . 65974- ,1731 2 . 22061 . 0374-0 
PERF . 65852 ,11935 , 04-820 . 01:;'33 -WORTH . 54-310 .07223 , 30324- .06767 
I NTEREST .'!-~? .21510 .1 1441 , ?2.200 
WLESS .37387 , ?.11.18 , 20005 . 034-70 
SUICIDE . 24514 ,~20§9 .184-18 . 03398 
TIRED .2584-1 , 2Q29.8 .05222 .30§3.3 
STOMLCH .23229 <4-554-.3 .30238 . 21890 
EliSYTIRE .26226 04.28.6.5 . 07355 .~ 
Pl.RANOID . 24396 . 034-25 ·?~Z9 . 0724-2 
BIGSHOT .18678 , -:l1591 • .?2100 . 06394-
I NTERFER .36862 .10312 -w..? . 02633 
HALLUC .12937 .34-094- .41615 - . .04-583 
ANGRY • 13004- .23670 . 67673 . 07067 
OUTBURST .1 2825 .• 33170 .,?0222 . 134-63 
CRITIC ,00912 .03747 .70255 .11 334-
CHEST . 094-27 013554- . 07326 .52825 
DYSPEP . 00978 .04-569 .10558 . 63014 

Factor 1 - cognitive aspects of neuroses 
Factor 2 - anxiety and depression 
Factor 3 = psychpsis 
Factor 4 = psych~ somatic 
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APPENDIX D 

Frequency of psychoneuroses using a cut-off of 4/5 
on the SRQ f or the di~ferent risk fac to rs 

Factors 

GENDER 
Male 
Female 

AGE 
15 - 24 
25 - 34 
35 - 44 

45 + 

MARITAL STATUS 
Married 
Single 
Divorce /w id. 

FAMILY SIZE 
1 - 3 
4 - 6 
7 - 8 

9+ 

EDUCATION 
Illiterate 
Literate 

ECONOMY 
No oxen 
Oxen 

CHRONIC I LL NESS 
HPN, DM, CLD 
None 

FAMILY HX MENTAL 
ILLNESS 

No 
Ye s 

STRESS 
0-3 

4+ 

**p< .01 , ***p <.001 

No Neuroses 

698(58.1%) 
398(36 . 3% ) 

291(70.1%) 
296(56.2%) 
255(45.9%) 
254(50.5%) 

879(54. %) 
189(70.5% ) 

28(24.8%) 

224(61.2%) 
406 (57 .0%) 
273(52.3%) 
17 3(47 . 1%) 

683 (52 .9%) 
413(58.4%) 

91 2 (6 3.9%) 
317(55.4%) 

183(54 .0%) 
1047(63 . 0%) 

947(58.5%) 
149(39 . 1%) 

644(62.4%) 
452(46.7%) 

.~euroses 

504(41.9% ) 
400(50.1%) 

124(29.9%) 
23 1 (43 .8%) 
300 (54.1% ) 
249(49.5%) 

739(45 .7%) 
79(29.5%) 
85(75.2%) 

155(38.8%) 
306(43.0%) 
249(47.7%) 
19 4(52 . 9%) 

609(47. 1%) 
294(4 1.6%) 

515(36. 1%) 
255(44 . 6%) 

156(46. 0% ) 
614 ( 3 7 .0%) 

672(41 . 5%) 
232 (600 . 9%) 

388(3 7.6%) 
5 16(53 . 3%) 

Chi-square 

*** 
12.67 

*** 
61. 05 

*** 
68 .02 

*** 
17.94 

*** 
5.47 

*** 
12 .07 

*** 
9.36 

*** 
46.01 

*** 
49. 13 

53 
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APPEND I X E 

Fr eque ncy of psychoses using a c ut-off of 0/ 1 
on the SRQ f o r the different r isk factors 

Factors No Psychoses Psychoses Chi-square 

MARITAL STATUS 
Married 1015(62. 7%) 603(37.3%) *** 
Single 174(64.9%) 94(35.1%) 32.72 
Divorced/wid. 41(36. 3%) 72 ( 63.7% ) 

ECONOMY 
No o xen 912(62.9% ) 515( 36.1%) *** 
Oxen 317(55 . 4% ) 255 ( 44.6%) 12 . 0 7 

CHRONIC ILLNESS 
HPN, OM, CLD 183(54.0%) 156( 46.0%) ** 
None 1047(63 .0%) 614(37 . 0%) 9.36 

FAMILY HX MENTAL 
ILLNESS 

No 1016( 62.8%) 603(37.2%) * 
Yes 2 14( 56 .2%) 167(43.8%) 5.38 

STRES S 
o - 3 687(66 . 6%) 345(33.4%) *** 

4+ 543(56. 1%) 425(43.9%) 22 .70 

*p ( .05, **p(. 01 , ***p < . 001 
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APPENDIX F 

Frequency of psychosomat i c ill ne s s using a cut-off of 3/4 
for the different ri s k factors 

Factor 

GENDER 
Male 
Fema l e 

AGE 
15 - 24 
25 - 34 
35 - 44 

45+ 

MARITAL STATUS 
Marri e d 
Sing l e 
Di vorce / wid. 

FAMILY SIZE 
1 - 3 
4 - 6 
7 - 8 

9+ · 

EDUCATION 
Illiterate 
Literat e 

ECONOMY 
No oxe n 
Oxen 

CHRONI C I LLNESS 
HPN, OM, CLD 
Non e 

FAMILY HISTORY 
No 
Ye s 

STRESS 
0 -3 

4+ 

No psychosoma 

683( 56. 8%) 
396 ( 49 .6%) 

2 79 ( 67 . 2%) 
284 ( 53.9%) 
252 (45 . 4%) 
264(52 . 5%) 

860(53.2%) 
182(67.9%) 

37(32.7%) 

244(61.2%) 
404(56.7%) 
262(50. 2% ) 
169 ( 46 .0%) 

666(51.5%) 
413(58.4%) 

800(56.1%) 
278(48.6%) 

142(41 . 9%) 
937(56.4%) 

930(57.4%) 
149 ( 39.1%) 

646(62.6%) 
433(44 . 7%) 

**p < . 01, *** p<.00124/0 5/89 

Psychosoma 

5 19(43 . 2%) 
402(50 .4%) 

136(32.8%) 
243(46 .1 %) 
803(54.6%) 
239(47 . 5%) 

758(46 . 8%) 
86(32.1%) 
76(63.3%) 

155(38.8%) 
308(43.3%) 
260(49 . 8%) 
198(54.0%) 

626(48.5%) 
Z9A( 4J ,--,,%) 

627(43.9%) 
294(51. 4%) 

19 7 (58. 1%) 
72 4 ( 4 3.6%) 

68 9 (42. 6%) 
232 (6 0 .9%) 

386 ( 37 . 4%) 
535(55.3%) 

Chi-square 

** 
9 .71 

*** 
46.20 

*** 
4 1. 89 

*** 
22 .7 5 

** 
8 .40 

** 
8 .85 

*** 
23.3 2 

*** 
40 . 99 

*** 
63 .45 
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