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ABSTRACT 

Background: Common mental disorders are disorders like depression, anxiety and somatic 

manifestations in addition to non-psychotic symptoms like fatigue, memory problem a major 

public health concern in low and middle income countries, including Ethiopia. However, limited 

evidence exists on their prevalence and associated factors among general outpatient patients in 

local health facilities. 

Objective: To assess the prevalence of common mental disorders and associated factors among 

patients attending public health facilities in Bishoftu, Ethiopia. 

Methods: A facility-based cross-sectional study was carried out between June 1 and July 24, 

2024, in one general hospital and seven health centers located in Bishoftu.. A total of 560 patients 

aged >15 years excluding those with known psychiatric illness were selected using simple 

random sampling. Data were collected through a structured interviewer-administered 

questionnaire, including the Self-Reporting Questionnaire (SRQ-20) to screen for CMDs. 

Multivariable logistic regression analysis was used to identify factors associated with CMDs, with 

statistical significance set at p<0.05. 

Results: The prevalence of common mental disorders among the study participants was 40.4%, 

which is higher than some national and regional estimates. Statistically significant associated 

factors included monthly income ≤1000 ETB (AOR=2.645, 95% CI: 1.032–3.779), diabetes 

(AOR=3.219, 95% CI: 1.595–8.029), hypertension (AOR=3.219, 95% CI: 1.595–8.029), cardiac 

illness (AOR=2.524, 95% CI: 1.163–5.477), moderate social support (AOR=3.415, 95% CI: 

1.792–6.507), and poor social support (AOR=21.980, 95% CI: 11.590–41.685). 

Conclusion: This study found a high burden of common mental disorders in Bishoftu, exceeding 

regional and national averages. Chronic medical conditions, low income, and inadequate social 

support networks were strong predictors of CMDs. The findings underscore the need for 

integrating mental health services into primary care and tailoring interventions to local contexts. 

Keywords:Common mental disorders, SRQ-20 
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1. Introduction 

1.2 Background 

Common Mental Disorders (CMDs), encompassing symptoms of depression, anxiety, and 

somatic complaints, are a major and growing public health concern worldwide, particularly in 

low- and middle-income countries (LMICs)(1). These conditions are characterized by their high 

prevalence, chronic nature, and significant impact on individual functioning, productivity, and 

quality of life (2,3). CMDs often go undetected and untreated, especially in primary care settings, 

contributing to a cycle of disability, social exclusion, poverty, and diminished economic 

participation (4).In the context of global health priorities, CMDs are increasingly recognized as 

significant contributors to the overall disease burden, making their identification and management 

essential for achieving broader health system goals(5). 

Globally, hundreds of millions of people are affected by CMDs, with the burden 

disproportionately affecting LMICs(6).CMDs impair individuals‘ capacity to maintain 

relationships, perform occupational roles, and manage daily life stressors, while also increasing 

vulnerability to chronic physical diseases (7). Despite their high burden, they are frequently 

underdiagnosed due to limited awareness, stigma, inadequate screening, and insufficient 

integration of mental health into general health care (8). Many health systems in developing 

countries prioritize infectious and acute physical illnesses over mental health, leaving CMDs 

largely neglected (9). This lack of attention compromises the wellbeing of affected individuals 

and weakens the efficiency and responsiveness of health care systems, especially in primary care 

settings. In sub-Saharan Africa and Ethiopia in particular, CMDs have emerged as a public health 

priority (10)yet their true burden and determinants remain underexplored in health facility-based 

contexts (11). 

In Ethiopia, studies show that CMDs are common among both the general population and patients 

with various physical illnesses. However, many cases go unrecognized due to inadequate training 

of health professionals, resource limitations, and the absence of structured screening protocols 

(12). As a result, patients often experience worsening symptoms and long-term socioeconomic 

consequences(13).Several socio-demographic, clinical, and psychosocial variables have been 
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associated with CMDs. Socioeconomic hardship including low income, limited education, 

unemployment, and gender-related vulnerabilities has been consistently linked to higher CMD 

prevalence (14). Similarly, individuals with chronic conditions like diabetes, hypertension, or 

cardiovascular diseases are at increased risk due to the bi-directional relationship between mental 

and physical health(15). Psychosocial risk factors such as weak social support, major life 

stressors, family disruption, and high occupational stress further amplify CMD risk (14). 

Emerging research also highlights the roles ofhealth literacyandself-care behavior in moderating 

CMD risk. Limited health literacy may hinder individuals from recognizing early symptoms, 

understanding treatment options, or adhering to medical advice, thus exacerbating mental health 

problems. Meanwhile, poor self-care behaviors such as non-adherence to medication, neglect of 

physical health, or limited stress-coping skills can further worsen mental health conditions. 

Despite their relevance, these factors remain underexplored in the Ethiopian context and are 

rarely integrated into routine mental health assessment in public facilities. 

Bishoftu, a rapidly urbanizing town in Ethiopia‘s Oromia Region, represents a unique context for 

examining CMDs. The town‘s proximity to the capital, Addis Ababa, and its dynamic socio-

economic transformation have created a population exposed to diverse stressors such as urban 

poverty, chronic illness, unemployment, and migration-related challenges all of which may 

elevate CMD vulnerability(16–18).Although some community-based studies have assessed 

CMDs, there is a notable gap in facility-based researchtargeting individuals actively seeking 

health care services(11).Such investigations are critical for integrating mental health screening 

into routine care and enabling early detection and intervention. 

Therefore, this study aims to assess the prevalence of CMDs and identify associated factors such 

as socio-demographics, chronic illness, psychosocial stressors, substance use, health literacy, and 

self-care behavior among patients attending public health facilities in Bishoftu. The findings will 

support evidence-based strategies to improve early recognition and management of CMDs in 

primary care and inform health system strengthening at local and national levels(19). 

1. What is the prevalence of CMDs? Among patients attending health facilities in Bishoftu 

Ethiopia  

2. What are the socio demographic, clinical, substance use and psycho-social factors affect with 

CMDs.in health facilities Bishoftu, Ethiopia. 
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2.1 Statement of problem 

Despite the increasing recognition of CMDs as a major contributor to the global burden of 

disease, they remain under-diagnosed and undertreated in many low- and middle-income 

countries, including Ethiopia. CMDs have a profound impact not only on individual health and 

functionality but also on families, communities, and health systems (20). The overlap of CMDs 

with chronic physical illnesses often complicates diagnosis and treatment, leading to poor health 

outcomes, increased healthcare  utilization, and economic strain on already limited resources(5). 

In Ethiopia, existing studies have revealed a high prevalence of CMDs in both community and 

clinical populations(21). However, most of these studies have been conducted in urban centers or 

focused on specific population groups, such as women or the elderly, leaving significant gaps in 

understanding the burden of CMDs in diverse and growing towns like Bishoftu. There is limited 

empirical data on the magnitude of CMDs and their associated factors among patients attending 

public health facilities in this context. Moreover, primary care settings in Ethiopia often lack the 

necessary tools and trained personnel to effectively identify and manage CMDs, resulting in a 

significant proportion of patients remaining undiagnosed and untreated(22). 

Given the rapid urbanization and socio-economic transitions occurring in Bishoftu, the population 

is increasingly exposed to multiple stressors, including unemployment, housing insecurity, 

chronic diseases, and limited social support all of which are known risk factors for CMDs (23). 

Yet, no comprehensive facility-based study has been conducted in Bishoftu to estimate the 

prevalence of CMDs and to explore the contributing demographic, clinical, and psychosocial 

determinants. Without such data, it is challenging to design context specific strategies for early 

detection, prevention, and management of CMDs within the public healthcare system. 

Therefore, there is a need to assess the burden of CMDs and identify the factors influencing their 

occurrence among patients in health facilities in Bishoftu. Addressing this knowledge gap will 

inform the integration of CMD screening into routine primary care and support the development 

of locally tailored mental health interventions that are feasible, sustainable, and culturally 

appropriate 
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 1.3. Significance of the study 

The results of this study will contribute to the limited body of research on mental health in 

Ethiopia, particularly in urban and semi-urban areas like Bishoftu. By identifying the prevalence 

and contributing factors of CMDs, the findings will help policymakers and healthcare providers: 

 Recognize the hidden burden of mental disorders among general health facility attendees; 

 Develop mental health screening tools suitable for primary healthcare settings; 

 Allocate resources for mental health services at the local level; 

 Plan for integration of mental health into existing health systems; 

 Reduce stigma and increase awareness of mental health issues. 

Furthermore, this study will support the Ethiopian Ministry of Health‘s strategic goals to 

decentralize and integrate mental health services within the primary care system. 
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2. LITERATURE REVIEW 

2.1. Common mental disorder 

Literature Review 

1. Introduction to Common Mental Disorders:. 

Common Mental Disorders (CMDs), typically comprising depression, anxiety, and somatoform 

disorders, are among the leading causes of disability worldwide, contributing significantly to the 

global burden of disease. CMDs affect individuals across all demographic categories, but they are 

more prevalent in low- and middle-income countries where healthcare systems face multiple 

challenges, including resource limitations and inadequate mental health integration into primary 

care services(24). The World Health Organization (WHO) has consistently reported that CMDs 

represent a major public health concern in both community and facility settings, particularly due 

to their high prevalence, that continues for long time, and high degree of correlation with 

socioeconomic hardship and poor health outcomes (25). 

Prevalence of CMDs. 

Globally, CMDs are responsible for a large proportion of years lived with disability (YLDs), with 

depression alone contributing to 4.3% of the global burden of disease(26). Studies have shown 

that CMDs affect not only psychological functioning but also physical health, leading to poor 

treatment adherence, increased comorbidity with chronic diseases, and higher mortality(27). 

Moreover, CMDs are known to impair individuals‘ occupational and social functioning, reduce 

economic productivity, and strain familial and community relationships(28). The relationship 

between CMDs and poverty is bidirectional: while poverty increases the risk of CMDs, these 

disorders can further deepen poverty through reduced work capacity and increased health 

expenditures(29). 

In Africa, particularly in sub-Saharan regions, CMDs are increasingly recognized as a growing 

burden. Studies from countries such as Nigeria, Kenya, and Uganda report prevalence rates of 

CMDs ranging from 20% to 35% among adults in general populations and even higher among 

those seeking healthcare(30). These elevated rates are often attributed to sociopolitical instability, 

chronic poverty, communicable diseases (e.g., HIV/AIDS), and limited access to mental health 
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services. The lack of trained personnel and appropriate screening tools in primary care settings 

often leads to CMDs being misdiagnosed or ignored(31). 

In Ethiopia, available evidence suggests that CMDs are widespread in both urban and rural 

settings, yet often underreported and undertreated. According to the study, CMD prevalence was 

found on community-based study in the South Gondar Zone reported a CMD prevalence was 

29.7% among residents(2). People Living with HIV/AIDS (PLWHA) a systematic review and 

meta-analysis encompassing eleven studies revealed a pooled CMD prevalence of 26.1%(32)An 

institution-based cross-sectional study found that 39.2% of outpatient depending on the 

population studied the prevalence rates vary depending on the specific population studied and the 

assessment tools employed(33) A community-based study in Jimma reported that nearly 33.6% of 

the adult population screened positive for CMDs using the Self-Reporting Questionnaire (SRQ-

20) with higher rates among women and individuals with chronic illnesses(34), adult patients 

attending HIV follow up service in Harar 28.1% (35),Cancer Patients at Black Lion Specialized 

Hospital, Addis Ababa 70.3%(36)A study focusing on patients with chronic non-communicable 

diseases at Jimma Medical Center found a 29.9% prevalence of anxiety being female and having 

co-morbid illnesses were significantly associated with higher anxiety levels(37). Another study 

from Addis Ababa showed that CMDs were common among outpatients in general hospitals, 

where physical symptoms often masked underlying psychological issues, leading to poor health 

outcomes and repeated consultations(21). 

 Factors affecting CMDs 

Multiple socio-demographic and clinical factors have been linked to CMDs in the Ethiopian 

context. Low educational attainment, female gender, unemployment, and low income are 

consistently reported as major socio-demographic predictors(38). Chronic non-communicable 

diseases, such as diabetes mellitus, hypertension, and cardiac conditions, have also been strongly 

associated with CMDs due to the psychological stress involved in managing such lifelong 

illnesses(5). Furthermore, insufficient social support(5,32,36) exposure to recent stressful life 

events, and the pressures associated with urban living are widely acknowledged as key 

psychosocial factors contributing to the onset of common mental disorders (CMDs). These 

conditions can diminish individuals' resilience, limit their ability to cope effectively, and heighten 

emotional strain, thereby increasing the risk of developing CMDs in both urban and rural settings 
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in Ethiopia(39). Despite these findings, CMDs remain poorly addressed in routine health services, 

largely due to limited integration of mental health care into the general healthcare framework, 

lack of awareness among clinicians, and cultural stigma(40).Bishoftu, a rapidly expanding town 

in the Oromia region of Ethiopia, presents a unique context for examining the burden of common 

mental disorders (CMDs). The town‘s growing demographic and socioeconomic diversity, 

coupled with accelerating urbanization, increases the vulnerability of its residents to mental health 

problems. Urban environments in Ethiopia have been associated with higher rates of CMDs due 

to stressors such as unemployment, social isolation, and economic hardship(23). Despite these 

risks, no facility-based study has systematically investigated the prevalence of CMDs and their 

associated factors in Bishoftu. Given the local population‘s heightened exposure to determinants 

such as chronic illness, poverty, displacement, and limited mental health services, generating 

context-specific evidence is essential for targeted intervention and policy development(40). 

While national strategies exist to improve mental health integration, including the Mental Health 

Gap Action Programmed (mhGAP), implementation remains slow and inconsistent, particularly 

in secondary towns (41). 

To address these gaps, this study focuses on patients attending public health facilities in Bishoftu, 

where the healthcare system provides an opportunity to identify CMDs at the primary care level. 

By assessing the prevalence and factor affecting of CMDs in this specific setting, the study seeks 

to inform evidence-based interventions and support the integration of mental health screening into 

general health services. Such data are essential for planning training, resource allocation, and 

community awareness campaigns that target both healthcare providers and patients. 
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2.3. CONCEPTUAL FRAMEWORK 

Conceptual framework for this study is developed based on the review of relevant literature 

concerning the prevalence and factor affecting of common mental disorder. The variables 

affecting problems under study were identified and then the association between dependent and 

independent variables are predicted as follow 

Conceptual frame work 

 

Figure 1Figu 1Conceptual framework based on literature review 
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3. OBJECTIVES 

3.1. General objective 

To assess the prevalence and factor affecting  of common mental disorders among patients of 

Bishoftu General Hospital and Health Centers for other medical conditions. 

3.2. Specific objectives 
1.  To assess the prevalence of common mental disorders among patients of at health 

facilities in Bishoftu town. 

2. To identify associated factor (socio-demographic, clinical, psychosocial and behavioral) 

CMDs in the study population. 
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4. METHODS 

4.1. Study setting 

The research was conducted at public health facilities from June1 to July 24 2024.Bishoftu is 

placed 45 km south east of Addis Ababa, the capital city of Ethiopia. In 2020 the total population 

of the Bishoftu town and its neighbor Villages was 100,114 people of which men constitute 

47,938 (47.8%) and women constitute 52,176 (52.2%). It lies 90N latitude and 400 E longitude at 

an altitude of 1950 m above sea level. The town is divided into three sub cities, 9 administrative 

Kebeles with one General Hospital and seven Health Centers providing health services to 

community. These health facilities houses Bishoftu General Hospital, Keta Health Center (KHC), 

Bishoftu Health Center (BHC), Ququra Health Center(QHC), Cheleleqa Health Center(CHC), 

Dukem Health Center (DHC), Kilio Health Center and Babogaya Health Center, These health 

facilities serves hundreds of patients per day(43). 

4.2. Study design 

An institutional- based cross-sectional study was conducted to assess the prevalence and identify 

the associated factor of common mental disorder among attendees of health facilities. 
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4.3. Population 

4.3.1. Source Population 

The target population for this study comprised all patients who visit Bishoftu General Hospital 

and health centers seeking healthcare service during the study period. The public health facilities 

were chosen for this study was due to type of patients who visits the health facilities are both high 

and low income align with the study primary focus on assessing CMD. 

4.3.2. Study Population 

The study participants were all patients above 15 years encountered at Bishoftu public health 

facilities during the data collection period selected from the source population and included 

systematic random sampling selected patients who visit health facilities in Bishoftu General 

Hospital and health centers for medical conditions other than mental illness. 

4.4. Eligibility criteria 

4.4.1. Inclusion criteria 

Patients who were all OPD registered and attending follow up health facilities for other medical 

conditions other than for mental illness were included in the study. 

4.4.2. Exclusion criteria 

Critically ill patients and patients under 15 years old were excluded   

4.5. Sample size determination and sampling procedure 

4.5.1. Sample size determination 

For this study the sample size were calculated by using single population proportion formulae 

considering the following parameters; 

Single population proportion formula was used to calculate the sample size:  
    (   )

  
 

Where, n= estimated sample size, Z= Z-score reliability coefficient for the desire confidence 

interval 95% = 1.96, P= prevalence rate of CMD 33.6% from a study on residents of Jimma 

Town, Southwest Ethiopia, d= acceptable margin of error for proportion being estimated = 0.05 

Therefore, the sample size was calculated based on a prior study conducted in Jimma(34).        

  
    (   )

  
 =   

(    )      (       )

(   ) 
 = 344 
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The minimum calculated sample size was 344. On the calculated sample size 10 % were added to 

compensate for non-response rate 34 giving a total of 378 study participants.To account for the 

use of a multistage sampling design and the clustering effect, a design effect of 1.5 was applied, 

increasing the sample to 567. After adjusting for non-responses and logistical feasibility, the final 

sample size was set at 560 participants. 

4.5.2. Sampling Procedure 

We used a systematic random sampling procedure to select respondent and to ensure random 

selection and representativeness our sample we were calculating the sample interval by dividing 

the total daily average of patients by the calculated sample size. Some patients were not volunteer 

to participate on the study so we replaced them with other volunteer individuals with the same 

random selection process. This approach maintained the randomness and representativeness of 

our sample. 

The sample size of 560 was distributed across each health facility based on the serving 

proportionate population size. Each health facility share was calculated by dividingthe 

maximumexpected sample size =560 to total daily average of patients=1145 to then multiplying 

number of daily visit patient on each health facility. The study units were all public health 

facilities. This sampling procedure is illustrated schematically in figure 2. 
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4.5.3. Schematic presentation (proportionally allocated by) 

Prevalence of Common Mental Disorders and Associated Factors among Patients in Health 

Facilities in Bishoftu, Ethiopia 

1. Total Health Facilities (8): 

   - 7 Health Centers 

   - 1 General Hospital 

↓ 

2. Collect Average Monthly Outpatient Flow (OPD) Data for Each Facility 

↓ 

3. Proportional Allocation of Total Sample Size (n = 560) Based on OPD Flow 

↓ 

4. Systematic Random Sampling at Each Health Facility 

↓ 

5. Sampling Interval (K) = Total Patients During Study ÷ Allocated Sample Size 

↓ 

6. Select Every K
th

Eligible Patient at Each Facility 

↓ 

7. Final Sample Size = 560 Participants 

 

Figure 2.schematic presentation 
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4.6. Variables of the study 

4.6.1. Independent variable 

Socio- demographic: Age, Sex, Marital status, Religion, Residence, education, Occupation, 

monthly income  

Clinical factor: Family member with mental illness, chronic physical illness (like diabetes, 

Hypertension, Cardiac, Asthma, Arthritis, other chronic and Non-chronic) 

Behavior/substance use: Alcohol, Kaht, Cigarettes, Cannabis 

Psycho-social: Social support 

4.6.2. Dependent variable 

Common Mental Disorders (CMDs.) which refer to the most prevalent conditions of mental 

illness classified under depressive episode, anxiety and somatic symptoms(30). 

4.7. Measurement and Instruments 
The questioner was structured in to four sections. Socio-demographic information, Clinical factor, 

Behavior and Psychosocial.The questioner was adopted from a study title ―Prevalence of common 

mental disorders and associated factors among adults living in Harari regional state‖(25). The 

original study reported a cronbach‘s alpha of 0.86 indicating very good reliability. Given that the 

participants were both literate and illiterate to the terms so the questioner was administered both 

in Amharic Affaan Oromo and English. 

A  Self-reporting  questionnaire  (SRQ-20) was  used  to  classify  whether  a  common  mental  

disorder  was present or not. Each of the 20 items scored 0 or 1. A score of 1 indicates  the 

presence  of  symptoms,  and  0  indicates  the absence  of  symptoms  during  the  last  month.  

The maximum score is, therefore, 20(30). A score  above  the  cut-off  point seven  indicates  the  

existence  of  a Common mental  disorder and subjects who score less than 7 is considered to have 

no CMD. 

The  Oslo-3  Social  Support Scale  (OSS-3)  was  used  to  collect  social  support characteristics.  

The scale consists of three items. The sum score ranges from 3 to 14. By adding the three items,  

those with 3–8 values were considered to  have poor social support, while  those  with  9–11 

intermediate, and 12–14 values were considered  to have strong social support (30). 
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4.8. Operational definition 

Common mental disorders: (CMDs): In this study, CMDs refer to a group of mental health 

conditions characterized primarily by symptoms of depression, anxiety, and somatic complaints 

that are commonly encountered in primary healthcare settings. CMDs are measured using the 

Self-Reporting Questionnaire-20 (SRQ-20), a validated screening tool. A cutoff score of ≥7 on 

the SRQ-20 indicates the presence of CMD symptoms, based on prior studies conducted in 

similar contexts (30).  

 Chronic illness: individuals who have at least one chronic disease (HIV/AIDS, 

hypertension, diabetes, any cancer, asthma, and heart disease etc.) ―Presence of chronic 

diseases‖. 

 Social support is defined as the perceived availability and quality of emotional, instrumental, 

informational, and appraisal support received from family, friends, and the community. It is 

measured using the Oslo 3-item Social Support Scale (OSS-3). Scores are categorized as 

poor (3–8), moderate (9–11), or strong (12–14) social support(30).   

 "Income categories were defined based on prior Ethiopian health studies and adjusted to 

reflect the local economic context of Bishoftu. Monthly income was classified as: low 

(<1000 ETB), middle (1000–2500 ETB), (2500-5000) and high ( 5000 ETB), in 

alignment with regional socioeconomic standards and World Bank poverty lines relevant 

to Ethiopia. 

 Substance Use: Substance use is operationalized as the current or past consumption of 

alcohol, tobacco, khat, or other psychoactive substances. Assessment is based on self-

reported use within the last 12 months. 
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4.9. Data collection procedure 

Data collection was conducted from June 1 to July 24, 2024, by three trained nurses and one 

psychiatrist clinical supervisor. The questionnaire was administered through face-to-face 

interviews in Amharic, Afaan Oromo or English, depending on the participant‘s preference. A 

pre-test (5% of the sample) was conducted in a nearby health center to ensure clarity and 

reliability. We employed 3 registered nurses and one BSc clinical psychiatrist as data collectors 

and supervisor respectively. The data collectors were trained over one day for research purposes, 

the content of the data collection tools, ethical issues and how to deal with study participants. 

Supervisor has been trained to oversee participant recruitment, data collection and data quality 

review and control.  

4.10. Quality assurance 
Data quality was ensured by employing standardize and reliable data collection tool and 

technique. A previously validated questioner whose factor structured had been established 

through exploratory factor analysis in earlier research was utilized(25). Furthermore to uphold 

methodological rigor there was cross checking of the data for completeness and for missing value 

every day among the data collectors and the supervisor. The data-collection process was regularly 

and supportively followed up by the principal investigator. The principal investigator reviewed all 

collected data for completeness and consistency. Data entry was performed using excel then 

transported to SPSS data view. Prior to analysis, the principal investigator conduct checks for 

missing value and outlier to further ensure data quality and reliability. 

4.11. Data management and analysis 

Data were collected using paper-based questionnaires, coded, and entered into Microsoft Excel. 

The dataset was subsequently exported to the Statistical Package for Social Sciences (SPSS) 

version 25 for statistical analysis. Descriptive statistics, including frequencies and percentages, 

were used to summarize the socio-demographic and other relevant characteristics of study 

participants and presented in tables. Assumption testing was conducted using crosstabulations and 

the Chi-square test. Binary logistic regression analysis was used to explore the association 

between each independent variable and the outcome variable common mental disorder (CMD). In 

the bivariate analysis, each independent variable was entered into the model separately. Variables 

with a p-value less than 0.25 in the bivariate analysis were selected for inclusion in the 
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multivariable logistic regression model. In the final model, variables with a p-value less than 0.05 

were considered statistically significant. The strength of association was assessed using adjusted 

odds ratios (AOR) with corresponding 95% confidence intervals (CI). Model fitness was assessed 

using the Hosmer-Lemeshow goodness-of-fit test, with a p-value of 0.12, indicating that the 

model adequately fit the data. 

Regarding social support, responses were measured using a four- to five-point Likert scale 

ranging from "very difficult" to "very easy." Responses of ―very difficult‖ and ―difficult‖ were 

grouped as poor social support, while the remaining responses were categorized as moderate and 

strong social support levels (30).     

4.12. Ethical consideration 

Prior to filling out the questionnaire participants were informed of the study‘s purpose via a one 

page information sheet and written informed consent. The face to face self-administered 

questionnaire had not include any question about personal identifiers that could potential reveal 

participants‘ identities and questionnaires were collected in such a way that no third party or even 

the researchers could link specific respondents to completed questionnaires in order to ensure 

complete anonymity. The research ethics committee of the institution had issued ethical clearance 

prior to data collection with reference number SPH/454/2024.As detailed in the accompanying 

information sheet, participants were informed that no incentives or direct benefits were provided 

for their participation and respondents had the right to withdrawn from interviewing in 

completing the questioner at any time they wish without giving a reason. While we interviewed 

individuals who were between the ages 15-17 we were ensured the ethical standard of 

Institutional Review Board of college of Health Sciences Addis Ababa University informed 

consent is obtained from their  care takers (44).  

4.13. Dissemination plan 

Result of this study will be disseminated to Addis Ababa University (AAU), College of Health 

Sciences (CHS), School of Public Health (SPH), Bishoftu Health Bureau and Bishoftu General 

Hospital, Health centers and will be published on scientific journal. 
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5. Results 

5.1. Socio-demographic characteristics of respondents 

All the initially planned (560) were participated in the study with 100% of response rate. Of these, 

(53% n = 297) were female and (47% n = 263) were male. The age distribution showed that the 

largest proportion of participants were between 15 and 24 years (30.7%, n = 172), followed by 

those aged 35–44 years (28.4%, n = 159), 25–34 years (26.1%, n = 146), 45–54 years (8.0%, n = 

45), and over 55 years (6.8%, n = 38). In terms of marital status, nearly half of the participants 

were single (47.1%, n = 264), while (42.7% n = 239) were married. Divorced and widowed 

individuals comprised ( 6.8% n = 38) and (3.4% n = 19), respectively. Regarding religion, half of 

the respondents identified as Orthodox Christian, followed by one third were Protestant, and less 

than one fourth were Muslim, and other religions were less than two percent. Occupation-wise, 

students represented the largest group (29.1%, n = 163), followed by farmers (16.4%, n = 92), 

unemployed individuals (11.8%, n = 66), housewives (10.9%, n = 61), daily laborers (10.7%, n = 

60), merchants (10.2%, n = 57), government employees (9.3%, n = 52), and retired individuals 

(1.6%, n = 9).With regard to educational status, (45.0% n = 256) had attained secondary 

education (grades 9–12), (27.5% n = 152) had completed primary education (grades 1–8), (19.3% 

n = 107) had a diploma or higher education, and (8.2% n = 45) were unable to read or write. 

Concerning monthly income, more than half of the participants (51.6%, n = 289) reported earning 

≤1000 Ethiopian birr. Other income brackets included 1001–2500 birr (18.9%, n = 106), 2501–

5000 birr (16.3%, n = 91), and ≥5000 birr (13.2%, n = 74). 

Finally, the majority of the respondents resided in urban areas (72.3%, n = 405), while (27.7% n = 

155) lived in rural settings (see table 1) 

.  
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Table 1Table 1. Socio-demographic and economic distributions of study participants in Bishoftu ,Oromia Ethiopia (n 

= 560) 

 

Variable Categories Frequency Percent 

Sex Male 263 47 

Female 297 53 

Total 560 100 

Age 15-24 172 30.7 

25-34 146 26.1 

35-44 159 28.4 

45-54 45 8.0 

>55 38 6.8 

Total 560 100 

Marital status Single 264 47.1 

Married 239 42.7 

Divorced 38 6.8 

Widow 19 3.4 

Total  560 100 

Religion  

 

Orthodox 280 50 

Protestant 172 30.7 

Muslim 98 17.5 

Other 10 1.8 

Total                                      560   100                            

Occupation Farmer 92 16.4 

governmental worker 52 9.3 

daily laborer 60 10.7 

Merchant 57 10.2 

house wife 61 10.9 

Unemployed 66 11.8 

Student 163 29.1 

Retired 9 1.6 

Total  560 100 

Educational status unable to read 45 8.2 

primary 1-8 152 27.5 

secondary9-12 256 45.0 

diploma and above 107 19.3 

Total  560 100 

≤ 1000 289 51.6 

1001-2500 106 18.9 

2501-5000 91 16.3 

≥ 5000 74 13.2 

Total  560 100 

Urban 405 72.3 

Rural 155 27.7 

Total 560 100 
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5.2. Clinical, Substance use and psychosocial factors of study participants 

Among the total 560 study participants, various chronic medical conditions were reported. 

Diabetes mellitus and hypertension were each present in (18.4% n = 103) of participants. Cardiac 

illness and asthma were both reported by (11.4% n = 64), while (10.2% n = 57) had arthritis. 

Additionally, 8.9% (n = 50) had other forms of chronic illnesses, and (21.3% n = 119) reported 

having no chronic diseases. A family history of mental illness was reported by (18.7% n = 105) of 

the respondents, while the majority (81.3%, n = 455) had no known family history of mental 

illness. Regarding substance use, current cannabis use was low, reported by only (2.9% n = 16) of 

the participants. Current alcohol consumption of three bottles per day was reported by (17.1% n = 

96), while the remaining (82.9% n = 464) did not report this level of alcohol use. Similarly, 

(13.6% n = 76) reported smoking half a packet of cigarettes per day, whereas (86.4% n = 484) did 

not smoke. Khat use was reported by (18.7% n = 105) of respondents, while (81.3% n = 455) 

denied current khat use. In terms of perceived social support, (42.8% n = 240) of participants 

reported having poor social support, (28.8% n = 161) had moderate support, and (28.4% n = 159) 

reported strong social support. (See table 2) 
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Table 2 .Distribution of clinical, substance use and psychosocial factors of study participants in 

Bishoftu health facilities Bishoftu Ethiopia, 2018 (n=560) 

Variable Categories frequency Percent (%) 

Chronic medical illness 

Diabetics 103 18.4 

Hypertension 103 18.4 

cardiac illness 64 11.4 

Asthma 64 11.4 

Arthritis 57 10.2 

Other chronic disease 50 8.9 

Non  chronic diseases 119 21.3 

family history of mental illness 

 

No 455 81.3 

Yes 105 18.7 

Current cannabis use 

 

No 544 97.1 

Yes 16 2.9 

Current alcohol use three bottle per 

day 

 

No 464 82.9 

Yes 96 17.1 

current cigarette smoking half 

packet perday 

 

No 484 86.4 

Yes 76 13.6 

current khat use  

 

No 455 81.3 

Yes 105 18.7 

Social support 

Poor  240 42.8 

Moderate 161 28.8 

Strong  159 28.4 

Total  560 100 
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5.3. Prevalence of common mental disorder 

The prevalence of common mental disorders among health facility patients in Bishoftu town using 

the cutoff point ≥ 7and above was found to be 226 (40.4%) with 95% of CI (35.70–45.0%).The 

Self-Reporting Questionnaire (SRQ-20) was used to assess symptoms of common mental 

disorders among the 560 study participants. The most frequently reported symptom was feeling 

easily tired, noted by (33.6% n = 188) of participants. Headache and daily work suffering were 

both reported by (38.6% n = 215 and n = 216, respectively), followed by feelings of unhappiness 

(31.1%, n = 174) and loss of interest in things (26.1%, n = 146). Persistent tiredness was reported 

by (23.8% n = 133), while (21.1% n = 124) reported discomfort in the stomach. Symptoms such 

as poor appetite (18.7%, n = 105), difficulty in decision-making (18.6%, n = 104), and thoughts of 

ending life (18.6%, n = 104) were also notable. Additionally, (17.5% n = 98) of participants 

reported feeling nervous or tense, as well as experiencing poor digestion. Other symptoms 

included crying (17.3%, n = 97), feeling unable to sleep or oversleeping (16.4%, n = 90), feeling 

easily frightened (15.5%, n = 87), and trouble in thinking (15.5%, n = 87). A total of (14.5% n = 

87) reported difficulty enjoying daily activities, and (16.8% n = 94) felt unable to play a useful 

part in life. less frequently reported symptoms included feeling like a worthless person (13.8%, n 

= 77), involuntary hand shaking (13.2%, n = 74). Overall, the SRQ responses indicated that a 

considerable proportion of participants experienced symptoms suggestive of psychological 

distress, warranting further assessment and possible intervention. 

 

 

Figure 1: Prevalence of Common Mental Disorder among patients in health facility in Bishoftu town 2024 ( n=560) 

Figure 2 
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Table 2. Table 3 Distribution of SRQ symptoms among the study participants in Bishoftu health 

facilities Bishoftu, Ethiopia (n=560) 

Variable Categories Frequency Percent 

Head ache No 345 61.4 

Yes 215 38.6 

Total 560 100 

Poor appetite No 455 81.3 

Yes 105 18.7 

Total 560 100 

Sleep badly (unable to sleep or sleeping long 

time) 

No  470 83.6 

Yes 90 16.4 

Total 560 100 

Easily frightened No 473 84.5 

Yes 87 15.5 

Total 560 100 

Hand shake(unconscious movement of the 

hand) 

No 486 86.8 

Yes 74 13.2 

Total 560 100 

feel nervous tens or worried No 462 82.5 

Yes 98 17.5 

Total 560 100 

poor  No  462 82.5 

Yes 98 17.5 

Total 560 100 

Trouble in thinking No 473 84.5 

Yes 87 15.5 

Total 560 100 

feel unhappy No 386 68.9 

Yes 174 31.1 

Total 560 100 

Crying No 463 82.7 

Yes 97 17.3 

Total 560 100 
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Variable Categories Frequency Percent 

Difficult  to enjoy No 473 85.5 

Yes 87 14.5 

Total 560 100 

Difficult  in decision making No 456 81.4 

Yes 104 18.6 

Total 560 99.8 

Daily  work suffering No 344 61.4 

Yes 216 38.6 

Total 560 100 

Unable  to play a useful part in life No 466 83.2 

Yes 94 16.8 

Total 560 100 

Lost  interest in things No 414 73.9 

Yes 146 26.1 

Total 560 99.8 

Feel  worthless person No 483 86.2 

Yes 77 13.8 

Total 560 100 

Thought  of ending life No 456 81.4 

Yes 104 18.6 

Total 560 100 

Feel tired all the time No 427 76.2 

Yes 133 23.8 

Total 560 100 

Uncomfortable  feeling in the stomach No 436 78.9 

Yes 124 21.1 

Total 560 100 

Easily tired No 372 66.4 

Yes 188 33.6 
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Distribution of SRQ Symptoms among Study Participants 

The Self-Reporting Questionnaire (SRQ-20) was used to assess symptoms of common mental 

disorders among the 560 study participants. The most frequently reported symptom was feeling 

easily tired, noted by (33.6% n = 188) of participants. Headache and daily work suffering were 

both reported by (38.6% n = 215 and n = 216, respectively), followed by feelings of unhappiness 

(31.1%, n = 174) and loss of interest in things (26.1%, n = 146). Persistent tiredness was reported 

by (23.8% n = 133), while (21.1% n = 124) reported discomfort in the stomach. Symptoms such 

as poor appetite (18.7%, n = 105), difficulty in decision-making (18.6%, n = 104), and thoughts of 

ending life (18.6%, n = 104) were also notable. Additionally, (17.5% n = 98) of participants 

reported feeling nervous or tense, as well as experiencing poor digestion. Other symptoms 

included crying (17.3%, n = 97), feeling unable to sleep or oversleeping (16.4%, n = 90), feeling 

easily frightened (15.5%, n = 87), and trouble in thinking (15.5%, n = 87). A total of (14.5%, n 

=87) reported difficulty enjoying daily activities, and (16.8% n = 94) felt unable to play a useful 

part in life. Less frequently reported symptoms included feeling like a worthless person (13.8%, n 

= 77), involuntary hand shaking (13.2%, n = 74), and feelings of worthlessness or inadequacy. 

Most respondents denied experiencing severe symptoms such as suicidal ideation or loss of 

functional ability, though these symptoms were still present in a significant minority. 

Overall, the SRQ responses indicated that a considerable proportion of participants experienced 

symptoms suggestive of psychological distress, warranting further assessment and possible 

intervention. 
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Figure 3:Distribution of SRQ Symptoms among Study Participants 
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Bivariable Analysis of Factors Associated with Common Mental Disorders 

A bivariable logistic regression analysis was conducted to identify factors associated with 

common mental disorders (CMDs) among health facility patients in Bishoftu. Of the 560 

participants, 226 (40.4%) were found to have CMDs. 

Socio-demographic factors: The prevalence of CMDs was slightly higher among females 

(40.9%) than males (39%), but this difference was not statistically significant (COR = 1.081, 95% 

CI: 0.770–1.517, p = 0.653). Participants aged 35–44 years had significantly higher odds of 

CMDs compared to those aged 15–24 (COR = 0.352, 95% CI: 0.169–0.734, p = 0.005). No 

statistically significant associations were found with marital status, religion, or place of residence 

(p> 0.05). Regarding occupation, being a merchant was significantly associated with increased 

odds of CMDs compared to farmers (COR = 2.034, 95% CI: 1.039–3.981, p = 0.038). Monthly 

income was also a significant factor: participants earning between 1001–2500 ETB had lower 

odds of CMDs compared to those earning ≤1000 ETB (COR = 0.590, 95% CI: 0.366–0.954, p = 

0.031). Educational status was not significantly associated with CMDs. 

Clinical and behavioral factors: Participants with diabetes or hypertension were significantly 

more likely to have CMDs than those without chronic illnesses (COR = 2.645, 95% CI: 1.522–

4.595, p = 0.001 for both conditions). Cardiac illness also showed a trend toward significance 

(COR = 1.751, 95% CI: 0.929–3.301, p = 0.083). There was no significant association between 

CMDs and asthma, arthritis, or other chronic diseases and non-chronic.  

Current alcohol use was significantly associated with CMDs (COR = 0.611, 95% CI: 0.393–

0.951, p = 0.028), indicating lower odds of CMDs among non-users. No significant association 

was found with cannabis use, cigarette smoking, or khat use. 

Psychosocial factors: Social support showed a strong and statistically significant association with 

CMDs. Participants with poor social support had markedly higher odds of CMDs compared to 

those with strong support (COR = 15.918, 95% CI: 9.183–27.591, p< 0.001). Moderate social 

support also increased the odds (COR = 2.730, 95% CI: 1.505–4.949, p< 0.001). 



28 
 

Variables with p-values less than 0.25 in the bivariable analysis—including age, occupation, 

income, chronic illness, alcohol use, and social support—were selected for multivariable logistic 

regression analysis. (see Table 4). 
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Table 4.Bivariable and multi variable Prevalence of common mental disorders and associated factor among health facilities patients 

Bishoftu Ethiopia (n=560) 

Variable Categories 
CMD 

COR (95% CI) P value 
AOR 95% CI P-value 

Yes No 

Sex 
Male 103(39%) 161(61%) 1    

Female 121 (40.9%) 175 (59.1%) 1.081 (.770 -1.517) .653  
 

Age 

15-24 77 (44.7%) 95 (55.3%) 1  
1.167(.351-3.884) 

.801 

25-34 38 (26.0%) 108 (74.0%) .811 (.401- 1.638) .558 
.702(.245-2.009) .509 

35-44 66 (41.5%) 93(58.5%) .352 (.169- .734) .005* 
2.300(.822-6.432) .112 

45-54 24 (53.3%) 21(46.7%) .710 (.349 -1.443) .344 
1.481(.458-4.793) .512 

≥55 19 (50%) 19 (50%) 1.143 (.481 - 2.713) .762 
1  

Marital status 

Single 106 (40.3%) 15 7 (59.7%) 1    

Married 93 (38.6%) 148 (61.4%) .931 (.651-1.331) .694  
 

Divorced 16 (43.2%) 21 (56.8%) 1.128 (.563 -)2.262 .733  
 

Widow 9 (47.4%) 10 (52.6%) 1.333 (.524 -3.391) .546  
 

Religion 

Orthodox 112 (40.1%) 167 (59.9%) 1  
.694(.132-3.694) 

.666 

Protestants 66 (38.2%) 107 (61.8%) .920 9(.623 -1.357) .673 
.701(.132-3.729) .677 

Muslims 40 (40.8%) 58 (59.2%) 1.028 (.644 -1.643) .907 
.734(.133-4.064) .723 

Others 6 (60.0%) 4 (40.0%) 2.237 (.617 - 8.106) .220* 
1  
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Variable categories 
CMD 

COR 95% CI P value AOR 95% CI 
P –Value 

Yes  No  

Occupation 

Farmer 34 (37%) 58 (63%) 1  
.492(.073-3.295) 

.464 

Governmental worker 16 (30.8%) 36 (69.2%) .758 (.367 -1.566) .454 
.251(.036-1.756) .164 

Daily laborer 17 (28.3%) 43 (71.7%) .674 (.334 -1.362) .272 
.327(.042-2.532) .284 

Merchant 31 (54.4%) 26 (45.6%) 2.034 (1.039 - 3.981) .038* 
.417(.059-2.945) .381 

House wife 25 (41%) 36 (59%) 1.185 (.610 -2.299) .616 
.424(.056-3.188)     .404 

Unemployed 24 (36.4%) 42 (63.6%) .975 (.506 -1.879) .939 
.251(.032-1.982) .190 

Student 71(43.6%) 92 (56.4%) 1.316 (.779 -2.224) .304 
.347(.044-2.726) .314 

Retired 6 (66.7%) 3 (33.3%) 3.412 (.801 -14.532) .097* 
1  

Educational status 

Unable to read 16 (34.8%) 30 (63.2%) 1    

Primary school(1-8) 61 (39.6%) 93 (60.4%) 1.230 (.619 -2.445) .555  
 

Secondary school(9 12) 100 (39.7%) 152 (60.3%) 1.234 (.639 -2.380) .531  
 

Diploma and above 47 (43.5%) 61 (56.5%) 1.445 (.706 -2.957) .314  
 

Monthly income 

 

≤ 1000 119(41.2%) 170 (58.8%) 1  
2.645(.236-3.779) 

.041* 

1001-2500 31 (29.2%) 75 (70.8%) .590 (.366 -.954) .031* 
.365(.133-.998 .050 

2501-5000 39 (42.9%) 52 (57.1%) 1.071 (.665 -1.726) .777 
1.061(.446-2.528) .893 

≥ 5000 35 (47.3%) 39 (52.7%) 1.282 (.768 -2.141) .342 
1  

Residence 

 

Urban 170 (41.9%) 236 (58.1%) 1  
.853(.503-1.446) 

.555 

Rural 54 (35.1%) 100 (64.9%) .750 (.510 -1.102) .143* 
1  
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Variable Categories  
CMD  

COR 95% CI P value AOR, 9595% CI 
P- Value 

Yes  No  

Chronic illness and 

other non chronic 

illness 

 

Non chronic illness      35(29.4%)      84(70.6%)                  1  1  

diabetics 53(51.5%) 50(48.5%) 2.645 (1.522 -4.595) .001* 3.219(1.595-8.029) .001* 

hypertension 53(51.5%) 50(48.5%)  2.645 (1.522-4.595) .001* 3.219(1.595-8.029) .001* 

cardiac illness 27(42.2%) 37(57.8%)  1.751(.929 -3.301) .083* 2.524(1.163-5.477) .019* 

asthma 24(37.5%) 40 (62.5%) 1.440(.758 -2.735) .265 .979(.455-2.104) .956 

arthritis 20(35.0%)   37(65%) 1.297(.663 -2.540) .448 1.071(.473-2.426) .869 

Other chronic disease 11(22.0%) 39(78.0%) .758(.355 -1.620) .474 .724(.292-1.795) .486 

Family history of 

mental illness 

 

Yes 36 (34.3%) 69 (65.7%) 1  
.838(.464-1.514) 

.558 

No       188 (41.3%)       267 (58.7%) .741 (.475 -1.155) .186* 
1  

Cannabis use 

 

Yes 6 (27.3%) 10 (72.7%) 1    

No 218 (40.1%) 326 (59.9%) .897 (.321 -2.505) .836  
 

Current alcohol 

use 

 

Yes 48 (50.0%) 48 (50.0%) 1  
1.407(.782-2.532) 

.254 

No 176 (38.3%) 283 (61.7%) .611 (.393 -.951) .028* 
1  

Current cigarette 

use 

 

Yes 30 (39.5%) 46 (60.5%) 1    

No 194 (40.1%) 290 (59.9%) .975 (.595 -1.599) .920  
 

Current khat use 

 

Yes 44 (41.9%) 61 (58.1%) 1    

No 180 (39.6%) 275 (60.4%) 1.102 (.716 -1.695) .659  
 

Social support 

networking 

 

Strong 43 (27.0%) 116 (73.0%) 1  
1 

 

Poor 165 (68.8%) 75 (31.2%) 15.918 (9.183 -27.591) 
< 0.001* 21.980(11.590-41.685) < 0.001** 

Moderate 145 (90.0%) 16 (10 %) 2.730 (1.505 - 4.949) 
< 0.001* 3.41591.792-6.507) < 0.001** 

COR- crud odd ratio, variable statistically significant, p value < 0.25 AOR adjusted odd ratio statistically significantly p value < 0.05 
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Multivariable Analysis of Factors Associated with Common Mental Disorders 

A multivariable logistic regression analysis was conducted to identify factors independently 

associated with common mental disorders (CMDs) among 560 patients attending public health 

facilities in Bishoftu. 

Socio-demographic Factors 

Age, religion, and occupation were not significantly associated with CMDs. For example, 

individuals aged 15–24 years had an adjusted odds ratio (AOR) of 1.167 (95% CI: 0.351–3.884), 

and those aged 35–44 had an AOR of 2.300 (95% CI: 0.822–6.432), both of which were not 

statistically significant (p> 0.05). Residence (urban vs. rural) also did not show a significant 

association (AOR = 0.853, 95% CI: 0.503–1.446, p = 0.555). Monthly income was significantly 

associated with CMDs: Participants earning monthly income ≤1000 ETB had 2.6 times higher 

odds of CMDs compared to those earning ≥5000 ETB (AOR = 2.645, 95% CI: 1.236–3.779, p = 

0.041). Those earning 1001–2500 ETB had lower odds of CMDs (AOR = 0.365, 95% CI: 0.133–

0.998, p = 0.050). No significant difference was observed for the 2501–5000 ETB category (p = 

0.893). 

Chronic Medical Illness 

Chronic illnesses showed strong associations with CMDs: participants with Diabetes AOR = 

3.219 (95% CI: 1.595–8.029), p = 0.001, Hypertension AOR = 3.219 (95% CI: 1.595–8.029), p = 

0.001were 2. 219 times more likely to develop CMD and Cardiac illness: AOR = 2.524 (95% CI: 

1.163–5.477), p = 0.019 were 1.524 times more likely to develop CMDs. Other conditions such as 

asthma, arthritis, and other chronic illnesses were not significantly associated with CMDs (p> 

0.05). Neither family history of mental illness (AOR = 0.838, 95% CI: 0.464 –1.514, p = 0.558) 

nor current alcohol use (AOR = 1.407, 95% CI: 0.782–2.532, p = 0.254) showed a statistically 

significant association with CMDs. 
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Social Support 

Social support was a strong and significant predictor of CMDs: Participants with poor social 

support had nearly 22 times higher odds of CMDs compared to those with strong support (AOR = 

21.980, 95% CI: 11.590–41.685, p< 0.001). Those with moderate social support also had 

significantly higher odds (AOR=3.415, 95%CI: 1.792–6.507, (p<0.05) 
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6. DISCUSION 

The prevalence of CMD and its association with other variables were evaluated in this 

investigation. The study revealed that a significant proportion (40.4%) of patients attending public 

health facilities in Bishoftu exhibited symptoms of CMDs. This estimate, with a 95% confidence 

interval (35.7–45.0%), is relatively high. 

Although the same screening tool (SRQ-20) and cutoff point (≥7) were used, the prevalence 

reported in our study is higher than that in Malawi(45) Saudi Arabia, (46), Attenders in Vellore, 

South India(47), Sebeta primary care  (48),Harariamong HIV follow up patients(35) and Jimma 

medical center(37).This variation  might be attributed to differences in sample size demographic 

and clinical setting.In Addis Ababa, a study among glaucoma patients reported a low prevalence 

rate(49), thoughit employed a higher cutoff point (≥11), which may explain the lower estimate 

(50)A 2019 study in Sri Lanka also reported a higher prevalence using a cutoff point of ≥5(51), 

supporting the notion that lower cutoff thresholds elevate CMD detection rates. Similarly, a study 

at the Black Lion Cancer Clinic using SRQ-20 with a cutoff above 8 found a higher prevalence, 

likely due to the psychological burden of cancer (36). n contrast, studies from Gonder 

Comprehensive and FelegeHiwot referral hospitals, which used the same tool but a different 

cutoff point (≥8), reported similar prevalence to ours 

(52). An outpatient-based Ethiopian study using SRQ-20 with a cutoff ≥8 and a smaller sample 

also found comparable results(33), possibly reflecting cultural variations. Sex was not 

significantly associated with CMDs in this study, which contrasts with findings from earlier 

Ethiopian research (33). This could be due to the predominantly younger age group (15–24 

years), who may experience less gender-based psychological stress. 

Age was similarly not a significant factor in this study, diverging from institutional surveys that 

found older age to be associated with CMDs(21)In previous institutional surveys involving a 

representative sample from all Ethiopian regions  participants, older age was linked to CMDs 

(33). 
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This difference may again stem from the sample's youthfulness; the few participants over 55 

likely limited statistical power. However, CMD symptoms were more common in those aged 15–

24 than in the 35–45 group, indicating a need for targeted mental health interventions while 

illiteracy was associated with CMDs in the IlluAbabore study(53), this was not observed here, 

likely because most participants had completed at least secondary school. Likewise, 

unemployment, a significant factor in studies from Addis Ababa (21), was not a strong predictor 

in our population, possibly due to the youthful demographic. 

Marital status, particularly being single, did not increase CMD risk in our study, unlike a study in 

Sebeta where it was linked to depression. This may be attributed to the age of our participants, 

who are less likely to be married. Similarly, family history of mental illness showed no significant 

association with CMDs, in contrast to findings from Harari(11),warranting further study alcohol 

and khat use were not significantly associated with CMDs, differing from studies such as 

Sebeta's, where alcohol was a predictor of depression (48)These discrepancies may be due to 

lower substance use rates among our younger sample or its potential use as a coping strategy. 

Monthly income below 1000 birr was strongly associated with CMDs, consistent with results 

from a cancer clinic study at Black Lion Hospital(36). However, it is challenging to compare 

income-based findings across studies given inflation and differing cost-of-living contexts (54). 

Participants with diabetes mellitus were 2.219 times more likely to develop CMDs compared to 

those without chronic illness. This aligns with findings from CKD patients in Amhara and 

outpatient medical patients in Ethiopia (55,56). Biological mechanisms such as hyperglycemia, 

hormonal imbalances, and oxidative stress have been implicated in the development of 

CMDs(57). Moreover, fasting blood glucose levels have been independently linked to 

anxiety(33). 

Hypertensive patients were also 2.219 times more likely to experience CMDs, supported by 

studies on chronic disease patients(58). Chronic illness can impair daily functioning and quality 

of life, leading to emotional distress (55). Additionally, hypertension may contribute to CMDs via 

mechanisms such as reduced cerebral perfusion, micro-vascular damage, and neurotransmitter 

disruptions (59). 
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Cardiac illness was another independent predictor of CMDs, consistent with systematic reviews 

on ischemic heart disease (60)and studies of heart failure patients (61)Reduced cerebral blood 

flow due to cardiovascular inefficiency may impair brain function, causing lightheadedness and 

cognitive symptoms(62). 

Poor social support was one of the strongest predictors of CMDs in our study, echoing findings 

from Addis Ababa, Amhara, and China (63). Lack of support can diminish quality of life, hinder 

treatment adherence, and exacerbate mental distress (64). It may also alter hypothalamic-

pituitary-adrenal system function, increasing vulnerability to stress (65). 

Poor support can intensify negative emotions and further precipitate CMDs (66). Conversely, 

strong social support enhances resilience and emotional stability by fostering self-efficacy and 

reducing feelings of isolation (67). 

Moderate social support also raised the likelihood of CMDs (AOR = 3.415), supporting the theory 

that individuals with only partial support may feel inadequate or envious compared to peers with 

stronger networks, contributing to psychological distress. 
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The observed graded effect highlights that not only the absence of support but even moderate 

insufficiency in support can have a substantial mental health impact. This underscores the 

importance of early identification of individuals with reduced social support and calls for 

integration of psychosocial assessment tools in routine clinical care. Strengthening family, peer, 

and community support systems should be considered a key strategy in preventing and mitigating 

CMDs in the primary care setting. 

Overall the findings showed that CMDs are significantly associated with socioeconomic hardship 

(low income), clinical vulnerability (presence of chronic illnesses), and psychosocial stressors 

(low or moderate social support). This highlights the necessity of adopting a bio-psychosocial 

approach in primary healthcare settings, wherein medical, psychological, and social dimensions 

are addressed in an integrated manner. 
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7. CONCLUSION and RECOMMENDATION 

7.1. Conclusion 

The finding of this study showed that prevalence of common mental disorders was high in the 

public health facility attendees Bishoftu, Ethiopia. Monthly income, among chronic diseases 

diabetes and hypertension, cardiac illness and poor social support and moderate social support 

weresignificantly associated with common mental disorders. Focusing these identified associated 

factors, and other determinants screening, early identification, and development of a program to 

prevent and provide appropriate institutional and communitybased interventions for common 

mental disorder should be taken attention by all stakeholders. 

7.2. Recommendation 

Based on the findings of this study, the following recommendations are 

proposed: 

1. Integrate Mental Health Services: Mental health screening tools such as the SRQ-20 

should be routinely incorporated into primary healthcare services, particularly for patients 

with chronic illnesses. 

2.  Strengthen Social Support: Community health programs should focus on enhancing social 

support systems, targeting individuals with limited or moderate social support networks. 

3.  Capacity Building: Healthcare professionals at primary care levels should receive training 

in the early identification and basic management of CMDs to ensure timely intervention. 

4. Targeted Interventions for Chronic Illness Patients: Mental health support services should 

be included in the routine care of patients with chronic physical health conditions, such as 

hypertension, diabetes, and, cardiac disease diabetes,  

5. Policy and Resource Allocation: Local and regional health authorities should allocate 

adequate resources and integrate mental health services into existing healthcare programs 

to improve mental health outcomes. 
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7.3. Limitation of the study 

There have some limitations on this study. The cross-sectional study design makes it unfeasible to 

ascertain the causal association. Furthermore, the measurement used to diagnose common mental 

disorders was self-reported, which is subjected to recall and reporting bias. Lastly, the SRQ-20 is 

a screening tool rather than a mental health diagnosis tool. 
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9. APPENDICES 

9.1. Information sheet and consent form 
Title:  Prevalence and factor affecting of Common Mental Disorder among health facility patients 

Bishoftu, Ethiopia: institutional based a cross-sectional survey 
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Name of principal investigator: NegaYifter 

Name of the organization:Bishoftu Public Health Facility 

Name of the sponsor: Addis Ababa University 

Instruction: the investigator develops this information sheet and consent form with the goal of 

studying the prevalence and factor affecting of CMD among patients of public health facilities 

Bishoftu, Ethiopia. The researcher is an MPH student in health service management at Addis 

Ababa University School of Public Health.  

Purpose: the overall objective of this research is to assess the prevalence and factor affecting of 

CMDs among patients of public health facility in Bishoftu Ethiopia.  

Procedure: In order to assess the prevalence and factor affecting  of CMDs I call on your 

cooperation and willingness to participate in this project . If you agree to participate in this project 

,you need to understand and give written consent. Then you will be asked to give your response 

by filling out the to be filled by interviewer. 

Why are you chosen: because you are a health facility attendee 

Confidentiality: we will keep all information you provide us confidential to the best of our 

ability. Please keep in mind that the information gathered in this assessment will be utilized to 

inform health bureau, health facilities Data in aggregate form can be shared through reports, 

website, poster, conference and journal. Only anonymized and aggregated data will be shared. 

Voluntary participation: your participation in this study is entirely voluntary .You have the 

freedom to refuse to participate or to say no. Participation in this study is not a program 

requirement. If you agree to participate, you may change your mind and withdraw at any moment 

and this will not affect your health. 

Possible risk /discomfort: There is no known risk associated with this research. You can skip 

any question you don‘t want to answer, and you can exit the survey at any point if answering any 

of the questions makes you feel uncomfortable. 
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Possible benefits: there is no immediate benefit to taking part in this study. However, the 

information you will share with us, as well as information gathered from other study participants 

may help the health facilities and relevant stake holders in designing heath initiatives related to 

CMDs. 

Compensation: we will not compensate you for participating in this survey. 

Length of survey: Thank you in advance for taking the time to complete the survey. It will take 

you about 20 minutes to complete. 

If you have any concern or question, please contact the following: 

NegaYifter 

AAU-CHS,SPH 

nyifter@gmail.com 

+251913787495 

If you are clear with the information given and willing to participate in this study ,you are kindly 

asked to sign the consent form attached below  

 

 

 

 

 

 

 

9.2.  Table 6:Section 1: Socio-demographic Questionnaire 

Distribution of respondents by socio-demographic characteristics, Clinical, substance use, and 

psychosocial distribution among patients in Bishoftu general hospital, and health center 

BishoftuOromia, Ethiopia, 2023 - 2024. N=560 
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Code № Variable Categories Response Remark 

101 Sex 
Male   

Female   

102 Age 

15-24   

25-34   

35-44   

45-54   

≥55   

103 Marital status 

Married   

Single   

Divorced   

Widow   

104 Religion 

Orthodox   

Muslim   

Protestant   

Others   

105 Occupation 

Farmer   

Government worker   

Daily laborer   

Merchant   

House wife   

Student   

Unemployed   

retired   

106 Educational status 

Unable to read   

Primary 1-8   

Secondary 9-12   

Diploma and above   

107 Monthly income 
<1000   

1000-2500   
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2500-5000   

>5000   

108 Chronic medical illness 

Diabetes    

Hypertension    

Cardiac illness   

Asthma   

arthritis   

Other chronic illness   

Non chronic illness   

109 Residence 
Urban   

Rural   

110 Family history of mental  illness 
Yes   

No   

111 Cannabis use 
Yes   

No   

112 Current alcohol use 
Yes   

No   

113 Current  cigarate use 
Yes   

No   

114 Current khat use 
yes   

No   

115 

How many people are so close to 

you that you can count on them if 

you have great personal problem? 

(number of close confidents) 

‗none‘   

‗1-2‘   

‗3-5‘   

‗5+‘   

116 

How many interest and concern do 

people show in what you do? 

(Sense of concern from other 

people) 

‗none‘   

‗little‘   

‗uncertain‘   

‗some‘   

‗a lot‘   
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117 

How easy is it to get practical help 

from neighbors if you should need 

it? (accessibility of practical help) 

 

‗very difficult‘   

‗difficult‘   

‗possible‘   

‗easy‘   

‗very easy‘   

 

Table 7:Section 2: symptoms of  attendees of health facilities for medical case other  than mental 

disorder in Bishoftu General Hospital  and health centers in Bishoftu, Oromia, Ethiopia, 2023-

2024 n=560  (10). 

Code  Variable  Categories  response Remark  

201 Do you often have head ache 
 

Yes     

No    

202  
Is your  poor appetite 
 

Yes     

No    

203  

Do you sleep badly 
 

Yes     

No    

204 Are you easily frightened 
 

Yes     

No    

205  

Do you have shaking hands 
 

Yes     

No    

206  

Do you feel nervous, tense, or worried 
 

Yes     

No    

207 Is your digestion poor  
 

Yes     

No    

208  

Do you have trouble thinking clearly 
 

Yes     

No    

209  

Are you feeling unhappy 
 

Yes     

No    

210 Do you cry more than usual 
 

Yes     

No    
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211 Do you find difficult to enjoy your daily activities 
 
 

Yes     

No    

212  

Do you find it difficult to make decisions 
 

Yes     

No    

213 Is your daily work suffering Yes     

No    

214 Are you unable to play a useful part in life 
 

Yes     

No    

215  

Have you lost interest in things 
 

Yes     

No    

216  

Do you feel as a worthless person 
 

Yes     

No    

217 Has the thought of ending your life been on your 

mind 
 

Yes     

No    

218  

Do you feel tired all the time 
 

Yes     

No    

219  

Do you have uncomfortable feelings in your 

stomach 
 

Yes     

No    

220 Do you feel easily tired Yes     

No    

Other chronic illness: chronic kidney disease, pulmonary disease, cancer  

Thank you for participating in this survey 
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NegaYifterBihon 

BSc in Public Health 

Town:                    Addis Ababa-Ethiopia Sub-City: Yeka 

 Email:                    nyifter@gmail.com 

 Telephone Number: (+251)913787495/942468308 

PERSONAL DETAILS 

Date of Birth:           June 16, 1977 G.C 

Place of Birth:          Adwa (Tigray-Ethiopia) 

Language:                  Tigrigna, Amharic and English 

Sex :                            Male 

Nationality:                 Ethiopian 

Marital Status:           Married 

№ of children              Two 

Health                          Excellent   

KEY COMPETENCE 

A total of about 23 years of experience in head department and teaching at various capacities with the 

following competencies; 

 Recruit as of September 1998at Ethiopian National Defense Force  

 Company Commander as of September 5, 2002 at Ethiopian National Defense Force 

 Battalion Commander as of July 30, 2003at Ethiopian National Defense Force  

 Assistance lecturer and Head Department of Radiology as of December 2008, Defense 

University College of Health Science 

 Head of Department of Public Health as of September 2016, Defense UniversityCollege of 

Health Science  
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 Academic and Technical and Short-Term Trainings Dean and Assistance Lecturer August 

2017- June 2018, Defense University College of Health Science.   

HIGHER EDUCATION 

 2006 - 2008:          Diploma in radiography technology. Defense University, Ethiopia 

2013 - 2016:        Degree of Bachelor of Science in Public Health. Rift Valley University, 

Ethiopia 

EMPLOYMENT RECORED 

WORK EXPERIENCE 

Employer:      Ethiopian National Defense Force 

Duration:      September 1998 – August 2004 

Position:       Pvt. Company commander, battalion commander, at 21
st  

 division Ethiopian 

National Defense Force 

Offering various courses trainings including Military trainings, Short term Human Resource 

Management, Topography 

Employer:      Defense University College of Health Science 

Duration:      December 2008 – July 2012  

Position:       Assistance lecturer and Head Department of Radiology December 2008 - July 2012 

 Teaching diploma students radiological positioning, radiological equipment‘s 

 Participate in different committees in the university. 

 Carrying other extracurricular responsibility in the affair of the University. 

Offering various courses including pedagogy, Human resource management, STI TOT training,  

gender based violence  training (GBV) 

Employer:      Defense University College of Health Science 

Duration:      December 2016 – July 2017   
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Position:       Head of Department of Public Health September 2016 - July 2017 

 Teaching diploma students Health Education, Biostatistics 

 Participate in different committees in the university 

 Carrying other extracurricular responsibility in the affair of the University. 

Offering Courses including case manager tot training, GPS, 

Employer:      Defense University College of Health Science 

Duration:      August 2016 – july 2017   

Position :      Academic and Technical  staff and Short Term Trainings Dean and Assistance 

Lecturer  

 I was responsible and in charge of all activities of the department. 

 Manage, direct and monitor the day to day activity of department.  

 Teaching diploma students Health Education and Biostatistics. 

 Participate in different committees in the university. 

 Carrying other extracurricular responsibility in the affair of the University. 

CERTIFICATE COURSES /TRAININGS: 

In my professional career, I have attended many workshops, meetings experience sharing, courses 

and training in different times and places on various issue including human resource management, 

services as translator of Ethiopian multirole logistic company in UNAMID, disarmament, 

demobilization and reintegration, effective teaching training, SBEM – R Module I, II, III, 2
nd

 

level cultural sport coaching course, sexually transmitted infection TOT, Acupuncture and 

Traditional Chinese medicine, basic case management, HIV care and Treatment, and procurement 

training. However, the certified courses and trainings are listed below;  

2019: Obtain training on Procurement for 5 working days at Ethiopian Trading Business 

Corporation Procurement and Consultancy Service Unit. 

2018: Basic National Comprehensive HIV care and Treatment for 15 working days organized by  

          CDC- Ethiopia.   

2018:Basic Case Management training for 6 working days organized by NDHMD. 
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2017: Acupuncture and Traditional Chinese Medicine course for 30 working days at Second 

Military University Shanghai. 

2017: Sexually Transmitted Infection training (TOT) for 6 working days organized by CDC – 

Ethiopia. 

2016: 2
nd

 Level Cultural Sport Coaching course for 10 working days organized by Ethiopian 

Cultural Sports Federation. 

2014: Standard Based Educational Management – recognition (SBEM-R) I, II, III for 12 working 

days organized by( UCSD – E). 

2011: Effective Teaching Methodology Training for 10 working days organized by UCSD – E 

2010: Disarmament, Demobilization and Reintegration training for 16 working days organized by 

UNAMID.     

SOCIETY MEMBERSHIP: 

 Ethiopian Red Cross Society. 

Reference  

 DUCHS 

 Col. Belachewkahssay MPH –defence university college of health sciences dean 

 Col. AddisalemMesifin head of research department 

 L/col. Belay Girma academic technic staff and short term training dean  
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eRA COMMONS USER NAME (credential, e.g., agency login):  ADIAMNEGA 

II. POSITION TITLE: Assistant Professor 

III. EDUCATION/TRAINING  QUALIFICATION 

Institution and Location DEGREE Completion 

Date 

FIELD OF STUDY 

MM/YYYY                   

Jigjiga University, Ethiopia      BSc. 06/2013 BSc. in Public Health 

Addis Ababa University, 

Ethiopia 

 

MPH 07/2015 Masters of Public Health in Health 

Service Management 

 

World Bank, Ethiopia 

 

Certificate 07/2016 Certificate in flagship course on 

Universal Health Care Financing 

 

Health Policy and Financing 

(HP& F),  

 

Certificate 05/2021 KIT Royal Tropical Institute, 

Amsterdam, Netherland 

 

University of Ibdan Nigeria 

 

Certificate 01/2017 Certificate in Management and 

Leadership 

 

Lund University, Sweden 

 

Certificate 03/2019 Certificate in Pre- PhD course on 

complex intervention 

 

IV. Personal statement 

During my academic career, I have been engaged in research activities, community service, and 

teaching undergraduate and postgraduate students in the field of Health Systems Management and 

Health Policy. Also I have advised numerous undergraduate medical student and 10 Master of 

Public Health (MPH) students. In the department of Health Systems Management and Health 

Policy, I am serving as a secretary, and Academic Promotion Committee (APC). In addition I am 

graduate program coordinator for Health System Management (HSM) track student and I oversee 

the teaching, and research activities.  

Since 2016 I am an active member of Women Health Research Working Group (WHRWG); the 

purpose of the working group is to build capacity of female faculty to conduct high impact and 

quality research and we have published original articles on Ethiopian Journal of Health 

Development as a special issue.  In 2016 and 2017 I was a principle and Co- principal investigator 

for small adaptive problem solving research grants. Besides I am engaged in the area of 

monitoring and evaluation for the AAU-Emory D43 Junior scholars Program. In addition, I have 
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served in the area of evaluation for projects run under the Ethiopian Ministry of Health. Currently 

I am a PhD candidate at the Martin Luther University, Halle, Germany. 

Positions and Honors 

V. Positions and Employment  

2015 -2018      Coordinator for Post Academic Mobility for African Physician Scientists       

                        (PAMAPS) project 

2018- 2023     Lecturer, Department of Health System Management and Policy, School of  Public 

Health, College of Health Sciences, Addis Ababa University. 
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