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ABSTRACT

Background: Globally, the prevalence of mental distress (anxiety and depression) is high in the
general population. However, the prevalence of anxiety and depressive symptoms is even higher
among university students, especially in low- and middle-income countries (LMICs). However,
the majority (90%) of people experiencing distress, including university students in LMICs, do
not sufficiently receive evidence-based psychological interventions, because of stigma,
instrumental and attitudinal related barriers. There is limited evidence on perceived need and
barriers to receiving mental healthcare. Barriers to mental health services are also associated with
the explanatory models individuals have with regard to their mental distress. Socio-culturally
determined processes account for how individuals assign belief and attribute meaning to health,
illness and suffering, which results in causal attributions and expectations of suitable treatment
and related outcome. Little is known about how university students in Ethiopia conceptualize
their mental distress, perceive their symptoms and their causes, or how they understand the
severity, onset, treatment preference, impacts and coping strategies for their distress. The lack of
published evidence on the feasibility and acceptability of psychological interventions for
students with mental distress provides an opportunity to explore culturally adapted psychological
therapy for university students in LMICs who have high levels mental distress and
accompanying dysfunction.

Objectives: The purpose of this study is to first assess the prevalence of mental distress, the need
for professional mental healthcare, and barriers to the delivery of services to affected students.
Second, to explore the explanatory models for mental distress and third, to evaluate the
feasibility of Interpersonal Psychotherapy adapted for Ethiopia (IPT-E) among undergraduate
students in Wolaita Sodo University.

Methods: Explanatory sequential design was used for this dissertation thesis. In study one: A
cross-sectional research design with multi-stage sampling technique was used to recruit 1135
undergraduate students. Symptoms of mental distress were screened using the Self-Reporting
Questionnaire (SRQ) and a score of eight and above was used to identify positive cases. The
perceived need for professional mental healthcare was assessed using the ‘Yes or No’ response

item, and barriers to receiving mental healthcare were assessed using Barriers to Access to Care

Vi



Evaluation (BACE). Descriptive statistics (percentage, frequency, mean and standard deviation)
were employed to summarize the demographic characteristics of the participants and to identify
commonly reported barriers to receive mental health services. Pearson chi-square test was used
to examine the association between the demographic variables with mental healthcare need. It
was also used to investigate the association between the demographic variables with the five
most commonly reported barriers to receive mental health services. The association of
demographic variables with the total mean scores of BACE-III sub-scales was modeled using
multiple linear regression. Besides, the association between demographic factors and mental
distress was analyzed using logistic regression. In study two: A phenomenological research
design was employed and data were collected from 21 participants using locally adapted Short
Explanatory Model Interview. Frame-work analysis was used with the assistance of open code
software 4.02. Conducting studies one and two using these methods provided inputs for the
interventional study three; since there was no prior feasibility study of Ethiopian Interpersonal

Psychotherapy (IPT-E) for students in Ethiopia.

Study three: A quasi-experimental single-group pre-post-test study design was used for 24
participants. Client Satisfaction Questionnaire was used to measure the acceptability of the IPT-
E. World Health Organization Disability Assessment Scale and SRQ tools were used to assess
functional impairment and mental distress, respectively. As indicators of the feasibility of IPT-E,
consent, treatment completion, the mean number of sessions attended, and attrition were
analyzed, whereas the treatment satisfaction was an indicator of acceptability of IPT-E.
Descriptive statistics were used to summarize the demographic variables, feasibility and
acceptability of IPT-E. Changes from pre- to post-tests of mental distress and functioning were
analyzed using paired t-test and Wilcoxon signed-rank tests. The quantitative data were analyzed
using Statistical Packages for the Social Sciences version 20, whereas the qualitative data

analysis was assisted by open code software 4.02.

Results: The prevalence of mental distress was 34.6%. Most of the students experienced their
mental distress as mixed symptoms and they labeled them as anxiety or stress. The onset of
mental distress ranged from six months to four years during their University stay. The most
commonly reported causal explanations were psychosocial factors. Students perceived that their

psychological distress was severe so that it mainly affected their mind, which in turn negatively
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impacted their interactions with others, their academic result, their emotions, and their
motivation to study. Almost all of the students received care from alternative sources, although
they wanted to receive care from mental health professionals. The need for professional mental
health service was 70.5%. The top five reported barriers to receiving this service were: (a)
thinking the problem would get better with no intervention, (b) being unsure where to go to get
professional help, (c) wanting to solve the problem without intervention, (d) denying a mental
health problem existed and (e) preferring to get alternative forms of mental care. IPT-E was
feasible, where rates of consent accounted for 100%, completion rate 92.31%, attrition rate
7.69% and the mean number of sessions attended was 8. The total mean score of treatment
satisfaction was 27.83. After the delivery of IPT-E, symptoms of mental distress had
significantly decreased (M = 14, SD =4 to M = 3, SD = 3, P = 0.001) and functioning had
improved (M =34, SD =11to M =23, SD =8, P =0.001).

Conclusions: The high prevalence of mental distress, the paucity of professional mental
healthcare and the report of barriers to access it among undergraduate students is a call to address
this disparity. IPT-E was feasible and acceptable and it showed promising results in decreasing
symptoms of mental distress and improving functioning among university students. Therefore,
scaling-up this intervention at the national level and implementing it in higher education
institutions in Ethiopia is an important consideration. This would take into account the
explanatory models of students with regard to their psychological distress and potentially address
the burden of mental distress and reduce the mental health treatment gap among university

students.

Recommendations: Based on the study findings, these are the recommendations:

% The prevalence of mental distress and mental health treatment gap are alarmingly high in
the university settings; therefore, policy makers and higher officials in the universities
should reconsider the access to psychological services for students with mental distress.

% Mental health providers in universities should ensure mental health services are
accessible to students and advertise these services for better utilization.

« Developing preventive mental health education strategies that enhance mental health

literacy and knowledge is essential to address the high prevalence of mental distress
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along with creating conducive environment that promote and sustain positive mental

health for every university student.

X/
°e

Exploring the explanatory models for mental distress among university students is an
important part of understanding the students’ needs for mental healthcare and the
successful implemention of locally feasible and acceptable evidence-based mental health

interventions.

X/
°e

Future randomized controlled trial of IPT-E along with longer follow-up period would
secure the promising mental health outcomes of IPT-E to further scale-up the service in

similar settings.

Keywords: Mental distress, need, barrier, professional mental healthcare, explanatory models,

feasibility, acceptability, Interpersonal Psychotherapy adapted for Ethiopia, university students



1. INTRODUCTION

1.1. Background

Mental distress commonly accompanies mixed strong emotions such as feeling sad, worried,
tense or angry that do not conform to criteria for a single psychiatric disorder (1), but can
accompany anxiety, depression, and somatic symptom disorders collectively called Common
Mental Disorders (CMDs). They are highly prevalent across the world. For example, according
to the World Health Organization [WHOQ] report, over 300 million (4.4%) and 264 million
(3.6%) of the total world population are estimated to suffer from anxiety and depression,
respectively (2). The prevalence of these disorders is higher among university students as
compared with the general population and has increased over the past few years (3). Anxiety and
depression are prevalent among students both in high-income and low- and middle-income
countries (LMICs). Systematic reviews reported that the prevalence of depression symptoms
among university students in the United States was 22% (4), 28.4% in China (5) and 24.4% in
LMICs (6). Furthermore, a study in China reported that the prevalence of depression and anxiety
was 68.5% and 54.4%, respectively (7). A recent study from North Thailand University reported
that the prevalence of CMDs among students was 82% (8). Similarly, studies from Ethiopian
universities reported that the prevalence of mental distress is substantially high. For example, the

pooled prevalence of mental distress among university students is 37.73%.

University students face difficulty to conceptualize symptoms of mental distress as a mental
illness (9). Particularly, students find difficult to recognize symptoms of anxiety as a mental
illness compared to depression, which they more readily concede as distressing. Students
perceive symptoms of anxiety such as feeling nervous and apprehension as normal and to be
expected in day-to-day activities (10). However, they recognize symptoms of depression such as
sleeping difficulties, aggression, headaches, poor concentration, feeling sad, feeling down or
lonely, and hopeless as different to symptoms of anxiety (10-13). This can be associated with the

explanatory models of mental distress students have.

Explanatory models describe the way students with mental distress conceptualize their distress,
explanations they give for perceived causes, the modes of expression of distress, and how they
rate the severity of the problem, its onset, accessing help, how they cope, their treatment



preferences and the adverse consequences of their distress (14). The explanatory models of
mental distress vary from culture to culture, because culture determines the way people perceive
and interpret their world (15). Previous study has found that students world-wide do not
conceptualize mental distress based on biomedical models, rather cultural beliefs and social
contexts have a great role in the subjective experiences of mental distress (16). Hence, the
complex cultural explanations available to students are inevitable and influence how they

understand mental distress and its causes (16).

Previous studies have identified factors associated with mental distress among university
students. These factors include: exposure to the new environment; academic pressure; financial
difficulties (17); no religious affiliation (3); being female; low social support; conflict with
friends and instructors; family history of mental illness; lack of interest to the field of study;
substance use (18); interpersonal difficulty with family (19); persistent grief due to the death of a
close person (20); negative life events (21); decreased grade results (22) and worrying about
future career (19, 23).

Despite the increasing number of universities and a growing number of students enrolled in
LMICs, the provision of mental health services remains underdeveloped, largely because there
are insufficiently trained therapists/counselors (24). As a result, the majority of the students in
LMICs universities do not receive professional mental healthcare (25). However, a significant
number of these students in need do receive support from informal sources such as friends,
family, traditional healers, and religious leaders (25). In so far, as the prevalence and burden of
mental distress are rapidly increasing among students, universities are advised to ensure adequate
student counseling services to prevent and treat students for distress associated with mental
health problems (26). There are several barriers that hinder students with mental distress from
receiving professional mental health services. Among these: (a) receiving help from friends or
family; (b) preferring to manage mental illness by self; (c) normalizing mental distress; (d)
thinking that mental illness would get better by itself; (e) being unaware of the existence of
professional mental health services; (f) fear of stigma and skepticism about treatment

effectiveness; and (g) concerns about privacy and denying mental illness (25, 27-29).

Increased severity of mental distress with lack of access to professional mental healthcare is

associated with an adverse effect on students’ academic achievement, physical health, emotions,
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self-esteem, social relationships, cognitive performance, and their overall quality of life.
Evidence showed that students with mental distress who did not receive timely mental healthcare
experienced low academic performance (30), suicidal thoughts and attempts (31). A previous
study has reported that college students who experienced depression and sleep disturbance in
America had a high burden of comorbid anxiety and poor mental and physical functioning (32).
The burden and functional impairment of mental distress are more severe in LMICs university

students (17), where the accessibility of psychological interventions is limited.

Psychological interventions that are recommended by the WHO mental health gap action
program (MhGAP) intervention guide are effective in treating mental distress in LMICs. For
example, evidence has shown that psychological interventions delivered by non-specialists (no
prior mental health training) have moderate to strong effects in reducing the burden of mental
distress with low cost (33). This review also reported that half of the psychological treatments
delivered in the community or school settings are for less than ten sessions and individual-based
treatment that lasted for 2-3 months. Psychological therapies result in fewer relapses and
premature treatment termination compared to pharmacotherapy for students with depression
(34). Of the potential talk therapies, Interpersonal Psychotherapy (IPT) is effective in resolving
symptoms of mental distress and improving functioning and has been used in primary health
centers in LMICs, including Kenya (35), South Africa (36), Egypt (37), and Ethiopia (38). IPT is
an evidence-based brief, structured, present focused manualized therapy used to treat individuals
with mental distress associated with current interpersonal dispute/conflict, role transitions/life
changes, prolonged grief and social isolation/loneliness (39). A systematic review and meta-
analysis reported that IPT was effective in reducing adolescents’ symptoms of depression in
LMICs (40). Similarly, another study from Kenya reported that IPT delivered by trained non-
specialists was effective in treating women with mental distress (35). IPT has four focal areas

explained in the following paragraphs.

Interpersonal conflict is defined as “a situation in which the client and at least one significant
other person have non-reciprocal expectations about their relationship” (39). It is informally
understood as disagreements, arguments and disputes. During their time at university, students
who experience conflict with their friends and family have an increased likelihood of developing

mental distress (19, 41). Interpersonal conflict is chosen as an IPT focus area when worsening



symptoms are connected to disagreements and arguments with a significant other. Role
transitions is a focal area of IPT defined as an individual who is unable to adapt to new life
changes (both positive and negative) that may include moving away from family, sudden
changes in finances, separation or rejection by a lover, developing a serious illness, or getting
married (39). All university students face role transitions despite its degree varies. This focal area
is chosen as an IPT target when the worsening symptoms are linked to significant life changes

with challenges to adapt to new circumstances.

Grief is the third IPT focal area that is invoked when a student loses a significant person by death
(20). Grief reactions such as sadness, feelings of discomfort, guilt and anger are inevitable for
most people across the world, but if these reactions fail to resolve within a reasonable time
dictated by local cultural expectations, it increases the risk for developing CMDs and negatively
affects students’ academic performance and quality of life (20, 42, 43). Beyond this, prolonged
grief impairs participation in social or enjoyable activities, persistent low mood and is associated
with denial of the death of the closed person (44). The fourth IPT focus area is interpersonal
deficits or more usually called interpersonal sensitivities recognized as social isolation which is

not linked to a specific interpersonal event unlike the other three IPT foci (39).

The feasibility and acceptability of IPT have not been well studied in LMICs university settings,
where most students’ mental distress is mainly associated with role transitions, interpersonal
conflicts and grief. At the global level, some studies show the feasibility and acceptability of IPT
among adolescents. For example, a quasi-experimental study conducted in the United States
reported that brief IPT was feasible and acceptable in reducing mild to moderate symptoms of
depression and improving social functioning among adolescent students (45). Systematic review
and meta-analysis also reported that IPT was an effective therapy to treat adolescents with
symptoms of depression (46, 47). An experimental study conducted among Iranian university
students reported that students who received brief group IPT showed a significant reduction in
depressive symptoms compared to the control group (48). Furthermore, a study from Australia
reported that individual IPT was more effective than group IPT for treating depressed
adolescents in a school setting (49), which could be associated with the majority (95%) of the

college students preferred individual psychotherapy to group counseling (27).



Mental distress and its predictors are common among university students globally, as well as the
barriers to receiving mental healthcare; however, it is possible that there is a higher prevalence,
more complex stressors, fewer professional mental healthcare seeking behaviors and a wider
treatment gap in LMICs compared with high-income countries (17). This is a call to implement
culturally appropriate evidence-supported practicable psychological interventions. Early
recognition and feasible psychological interventions are needed in LMICs universities to combat
the negative impacts of mental distress on students’ education performance, social interactions,

health, and function.

So far, to the best of this researcher’s knowledge, there is no published evidence from Ethiopia
on the feasibility and acceptability of IPT for university students with mental distress. This study
is designed to fill this critical knowledge gap and is aimed to investigate the feasibility and
acceptability of Interpersonal Psychotherapy adapted for Ethiopia (IPT-E) for students with
mental distress at Wolaita Sodo University (WSU). It has also aimed to address the prevalence of
mental distress, perceived needs and barriers to receiving mental healthcare and explore local

explanatory models for mental distress.

1.2. Statement of the problem

At the global level, the enrolment of university students is increasing (46). Most students are
young adults, a developmental stage that determines much of their choices and success in life
and will in turn affect the host country’s economic and technological developments (3). The
students contribute importantly to the future workforce in LMICs, where the largest number of
youth is found (6). Getting the chance of a university education is an exciting experience for the
student. Each will pass through a period of transition from high school life to the more
autonomous university environment, moving from adolescence to adulthood. University life
provides rich opportunities for self-development, independent living, engaging in a social life
and building relationships; however, it is also challenging and stressful in many ways (17). The
challenges are associated with being new to the university environment, the economic burden of
university life, difficulties in learning, issues associated with social relationships, conflicts and
loss of a significant person (3, 46). Hence, many of the experiences of university life relate to life
transitions, interpersonal conflicts and may include the loss of a significant person, all of which

can cause mental distress among university students. Most psychiatric disorders accounting for
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50%-75%, including anxiety and depression can have their first onset during a young person’s
life (3).

As noted, mental distress is prevalent world-wide, even though the magnitude of the prevalence
may differ from place to place. Its prevalence is high among university students in LMICs. For
instance, a systematic and meta-analysis reported that the pooled prevalence rate of depression
symptoms among university students was 24.4% (6). Other studies from Brazil reported that the
prevalence of anxiety and depression among undergraduate students was 37.75% and 28.51%,
respectively (50) and also the prevalence of mental distress was 45.2% (51). Similarly, in India,
the pooled prevalence rate of depression and anxiety among university students was 39.2% and
34.5%, respectively (52).The same prevalence trend was found in Ethiopian universities. For
example, the pooled prevalence of mental distress among university students in Ethiopia reached
to 35% (18).

Despite the high prevalence of mental distress among university students in Ethiopia, the
majority in need of assistance do not receive professional mental health services. The main
reasons for this treatment gap may be associated with stigma (53), instrumental and attitudinal
related barriers (54). However, the majority (83.8%) of students receive help from informal
sources such as friends, families and religious leaders (25). There is no recently published study

that quantifies the mental health treatment gap among university students in LMICs.

The high prevalence of mental distress and the large treatment gap together have significant
adverse impacts on students’ health, continuation of their education (9), quality of life (55),
communication with others, self-esteem and social, emotional skills (56) and on their human
rights (57). Furthermore, untreated mental distress is associated with students’ low academic
performance, low motivation and poor work performance after graduation (58). Hence, unless
early mental health interventions have been provided to these students, the long-term impacts of
this problem on students’ health and productivity in the adulthood stage will be impaired (6). So,
to combat the high prevalence and burden of mental distress among university students, early
screening and accessing mental health services in LMICs are crucial. Because mental health
interventions can boost students’ positive mental health, productivity in the future, social-

wellbeing, interactions with people, emotions, coping strategies and academic result (3).



Psychological interventions have shown promising effects in decreasing symptoms of mental
distress among university students (59). However, the accessibility of these interventions through
the counseling offices of the higher education institutions in LMICs is poor in terms of quantity
and quality services. As the evidence show, most university counseling centers in LMICs are not
able to meet students’ mental health needs (60, 61), because they are ill-equipped in terms of
staff, with few trained counsellors leading to limited resources and the delivery of quality
services (17, 62). Besides this, there is a lack of dissemination of information about the existing
counseling services, so students are unaware of their availability (61, 62).

To date, studies from Ethiopian universities only reported the prevalence and associated risk
factors of mental distress noting the need to implement psychological interventions. However,
they did not quantify this, or identify barriers to accessing mental health services, explore local
explanatory models of mental distress or feasibility of psychological intervention for students
suffering from mental distress. Apart from teaching, universities are expected to cultivate
students’ mental health through taking preventive and remedial psychological therapies by their
counseling offices (61). The present high prevalence of mental distress and large treatment gap
together may result in poor health consequences, psychological disabilities and impaired
functioning. It is a call for implementing culturally appropriate evidence-based intervention in

university settings to support and optimize the health of students.

1.3. Rationale and significance of the study

The scientific justifications concerning the importance of this study include the fact that most
mental health studies conducted in Ethiopian universities focus on reporting the prevalence of
mental distress; less attention has been given to identifying the possible barriers to receiving
professional mental health services. There is also a literature gap with regard to identifying the
perceived need for professional mental healthcare and assessing the association of demographic
factors with the need and barriers to receiving mental health services among university students
in Ethiopia. To the best of the researcher’s knowledge, there is no published study that explores
the subjective experiences of mental distress among university students in Ethiopia. Taking into
account the explanatory models of mental distress among university students in LMICs is a pre-
condition to sustainably tackling the burden of the problem through feasible and acceptable

psychological intervention (17). Conducting this study will fill these literature gaps.
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The high prevalence of mental distress and the challenges encountered by university students in
LMICs are a call for the provision of culturally adapted psychological therapy in higher
education institutions. Previous studies recommended the need for feasible evidence-based
psychological interventions for university students with mental distress. But, none of them has
published evidence in Ethiopia on the feasibility and acceptability of IPT for these students,
where most students’ mental distress is associated with role transitions, interpersonal conflicts
and grief that are the focal areas of IPT. As a result, these mentally distressed students
experienced a greater number of negative interpersonal life events, lower levels of social skill,
lower social competence and a poorer quality of relationship with parents compared to non-

distressed students (63). Thus, these facts led to conduct evidence-based interventional study.

The mhGAP intervention guide recommends IPT as a treatment option for mental distress at
healthcare centers by supervised non-specialized staff (57). There is a clear research gap in
conducting interventional research in higher education institutions in Ethiopia, where more than
45 public universities exist that host large number of students in which the prevalence level of
mental distress and the mental health treatment gap are high. Evidence has shown that more than
one third of university students in Ethiopia are suffering from mental distress (18), where the
provision of professional mental health services are very limited (61). Although the policies and
guidelines of higher education institutions and the Ministry of Health in Ethiopia encourage the
importance of psychological counseling service for students, the reality on the ground regarding
the provision of this service is almost non-existent. So, all these evidence together enabled the
researcher to conclude that professional mental healthcare is almost non-existent and
psychological intervention studies, including IPT among university students in LMICs are very
limited, despite the focus areas of IPT are highly prevalent among these students. Besides this,
there is lack of IPT study evidence on young population in LMICs.

Carrying out a study that pilots the feasibility and acceptability of IPT-E on distressed university
students can have fundamental and practical significance in addressing students’ suffering and
functional impairments, whilst empowering students as they recover and manage these problems.
The intervention given to the students can improve their communication skills or help them to
readjust expectations, enabling them to build or utilize their social support networks and increase

their problem-solving skills during crises. Distressed students who were treated through IPT-E



experienced a decrease in symptoms and improved functioning. They became better able to see
their own potentials, manage their distress, solve their current problems and became equipped

with the skills to solve inter-personal problems.

The present study results will provide important information for policy makers and health service
planners to be responsive to the mental health needs of university students and facilitate the
development of culturally attuned mental health services. Currently, WSU counseling office
personnel are using the skills, knowledge, and materials of IPT-E transferred through the present
study. The results of this research will serve as a potential stepping stone to establish IPT-E
centers in different Ethiopian universities. This IPT-E study is the first in its kind in Ethiopia and
may contribute to further research studying the effectiveness of culturally adapted IPT-E for
mental health distress and other disorders using a randomized controlled trial (RCT).
Furthermore, this study provides information for mental health workers and policy makers to
tackle the types of barriers to receiving professional mental healthcare to provide mental health

intervention for students with mental distress.



2. LITERATURE REVIEW

Under this section, published literature related to the study title of mental distress, perceived
need and barriers to receiving professional mental healthcare, explanatory models for mental
distress and feasibility and acceptability of IPT were extracted from three databases and hand
searching. The literature that fit with the study objectives was organized section by section. A
PRISMA diagram was drawn and the selected articles were reviewed based on data extraction

format. The elements included in the searching strategy process are described below.

2.1. Review methods

2.1.1. Review questions

The review aimed to answer the following four questions.
1. What is the prevalence of mental distress among university students?
2. What are the barriers that hinder university students to receiving professional mental
healthcare?
3. IsIPT feasible and acceptable to treat adolescents with mental distress?
4. Does IPT show a promising effect in reducing symptoms of mental distress and

improving function?
2.1. 2. Eligibility criteria

The eligibility criteria and their descriptions were summarized in the following table below.

Table 1: Eligibility criteria for including articles in the review

No. Eligibility criteria Descriptions
1 Language English
2 Setting/context The studies were not geographically restricted to high or LMIC

countries. However, for the first two review questions, the
setting was bounded to universities, because there are
sufficient studies conducted on university populations. For the
last two review questions, because there is a lack of IPT
studies in university setting, the researcher decided to include
studies conducted on a young population in primary
healthcare, hospital, schools and community healthcare.

3 Year of publication In this review, articles published from 2011-2021 years were
included, because they are most likely to be relevant to the
present study.

4 Study design The review was not limited to a specific study design; rather all
types of study designs were accepted.
5 Study population For the first two review questions, study populations were

10



limited to university students, but for the remaining two
guestions, study populations were restricted to young
populations in any setting.

6 Age > 18 years for the first two review questions; however, for the
last two review questions, the age of the studies participants
was limited to 12-30 years.

7 Type of data Both qualitative and quantitative data.

8 Outcomes Mental distress, barriers to treatment, feasibility and
acceptability of IPT and mental health outcomes of IPT.

9 Intervention IPT

10 Intervention comparison group Interventional studies with or without control group were
reviewed.

11 Article type Peer reviewed

2.1.3. Search strategy

2.1.3.1. Databases

Electronic databases such as Pub-Med, Global Index Medicus and CINAHL were used to search
the articles. The search was done from the inception of the study to March 3, 2021. Besides this,
potential eligible articles missed by the electronic databases were hand-searched with Google
scholar and the reference lists of all eligible articles.

2.1.3.2. Search terms

The same Medical Subject Heading search terms were used for all databases. An example of the

search terms from the Pub-med were attached in the Appendix P.

2.1.4. Study selection

First, the identified references lists from the three databases were downloaded onto the reference
management software (Endnote X7.0) for further screening. Second, the imported references’
titles and abstracts were screened based on the eligibility criteria predetermined after identifying
the duplicated references. Third, the references that passed the eligibility criteria were
downloaded as full-text articles for further screening and reviewing. Finally, those articles which
perfectly met the eligibility criteria were selected for review of their full-texts. For a detailed
understanding, see the PRISMA diagram (Figure 1) below that shows all the review processes
undertaken.
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= Total articles identified through three databases
= (n = 16557)
8 Pub-Med (n = 6289) Articles identified through hand
‘é CINAHL (n = 1465) search
3 Global Index Medicus (n = 8803) (n = 48)
p—1 Duplicated articles (n = 673)
Y
(o))
= . ) _
= Articles after duplicates removed (n = 15,932) Total articles excluded (n = 15851)
@ -Articles excluded based on title (n = 15805)
3 -Articles excluded on abstract (n = 46)
3P| _The excluded articles were not relevant to
mental distress, barriers to receiving mental
- \ 4 healthcare or feasibility of IPT
E Full text articles assessed for eligibility (n = 81)
(=)
w
Full text articles excluded (n = 21) because
r—1  they were not matched with the target group (n
3 v = 12) or lack methodological clarity (n = 9)
E
E Reviewed articles (n = 60)

Figure 1: PRISMA flow chart of the progression of studies through the review

2.1.5. Data extraction

The researcher extracted the required data from the eligible articles using the data extraction
method that was developed for this literature review. The data extracted included: author and the
year of publication, country, study design, sample, sampling technique, measures, total sessions,
length of session, intervention provider, intervention format, results and limitations. The

extracted data were summarized in table form and finally narrated their characteristics.

2.1.6. Quality appraisal

The quality of the eligible articles was assessed using mixed methods appraisal tool (64), which
was used to assess the quality of primary researches in a review that included quantitative,
qualitative, RCT, non-randomized and mixed-method studies. This tool has five questions for
each study type with two common screening questions for all types of study design. Each
question has three response options ‘Yes’, ‘No’ and ‘Can’t tell’. "Yes' means that the criterion is

met, 'No' means that the criterion is not met. The ‘Can’t tell” response implies the paper does not
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report appropriate information to answer ‘Yes’ or ‘No’, or that it reports information that is not
clearly related to the criterion. Scoring ‘No’ or ‘Can’t tell’ for the first one or two screening
questions enabled the article to be discarded from the review, indicating that the paper is not an
empirical study. The authors of this tool discourage adding the overall score together; rather they
advised to provide a more detailed descriptions of the ratings of each criterion to better

inform the quality of the included studies (64).

2.2. Review results

2.2.1. Included studies

As can be seen in figure 1 above, the total number of articles from the electronic databases and
hand searching were 16,605. Of these, 673 articles were duplicated and 15,932 remained for
screening based on title and abstract. Then, 15,851 articles were excluded based on title and
abstract and 81 studies remained for further screening. Finally, after removing 21 articles, 60

studies met all the eligibility criteria and were reviewed.

2.2.2. Characteristics of the included studies

Of the 37 articles concerning the prevalence of mental distress, most of them were published
from LMICs, including Ethiopia. Except for one study, all of them were cross-sectional study
design. Concerning barriers to receiving professional mental healthcare, of the 14 articles, the
majority of them were published from high-income countries. Except for two studies, all of them
employed cross-sectional study design. Coming to the feasibility and acceptability of IPT, except
for one study, the remaining studies were published from high-income countries, including

America, Finland and Australia. In terms of design, the majority of the studies employed RCT.

2.2.3. Quality of the included studies

The present quality assessment process consisted of 47 cross-sectional studies, two in each
qualitative, non-randomized and mixed-method studies and seven RCT. Of the cross-sectional
studies, 39 studies fulfilled all the five criteria of mixed methods appraisal tool; all the qualitative
studies met all the five criteria; and six studies in the RCT category were met all the five criteria

listed in the mixed methods appraisal tool. For further information, see Appendix Q.
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2.3. Definition of mental distress

Scholars use terms interchangeably such as mental distress, psychological distress, common
mental health problems and CMDs in their studies to report the prevalence of anxiety, depression
and somatic symptoms. Mental distress is the most common type of mental health problem
characterized by a mixture of different complaints (feeling sad, worried, tense, or angry) that
stays for a short duration and is caused by difficulties in one’s life (e.g. loss of a loved one) (1).
Similarly, other scholars have defined mental distress as “a state of emotional suffering typically
characterized by symptoms of anxiety (e.g., restlessness; feeling tense), depression (e.g., lost
interest; sadness; hopelessness) and somatic symptoms (e.g., insomnia; headaches; lack of
energy)” (65, 66). However, some studies have reported that there is a tendency for students not
to consider mental distress as a mental health problem; rather they perceive it as a normal or
transient mood change resulted from struggling day-to-day life activities (10, 28). In the present
research, mental distress is operationalized as a combination of mixed complaints associated
with anxiety, depression and somatic symptoms that can interfere significantly with the life of

the student, and can be mitigated by early mental health interventions.

2.4. Prevalence of mental distress among university students

The prevalence of mental distress is high among university students in high and LMIC countries
(67). This has been confirmed by previous findings. For instance, Bruffaerts et al (30) has
reported that one in three college freshmen students suffer from any type of mental health
problem. Of these problems, the most common are anxiety and depression disorders. Systematic
review and meta-analyses studies reported the prevalence of anxiety and depression symptoms
among university students across the world is 33.8% and 27.2%, respectively (68, 69). Similarly,
studies in the United States and Vietnam have shown that the prevalence of depression
symptoms among university students is 22% and 15.2%, respectively (4, 70). Likewise, a meta-
analysis from Pakistan has reported the prevalence of depression symptoms among University
students is 42.66% (71). Another meta-analysis of individuals in several LMICs reported that the
pooled prevalence rate of depression symptoms among university students is 24.4% (6). This
trend is also similar in Ethiopian university students, where the pooled prevalence of mental

distress among university students reached up to 35% (18).
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To summarize the prevalence of mental distress, the researcher reviewed eligible articles and
summarized them in table form (table 2). In this table, 37 articles were reviewed with regard to
authors, year of publication, study country, research design, sample, sampling technique,
measures, outcomes and limitations. The studies were from high and LMIC countries, where the
number of studies from LMICs exceeds than studies from high-income countries. Except for one
research paper (72), the remaining studies employed a cross-sectional study design, which does
not show causality or the temporal relationship between of variables. Sample size ranged from
171 (73) to 4760 (74) participants selected by using probability and non-probability sampling
techniques. The majority of the studies used screening tools to identify the prevalence of mental
distress that ranged from 9.3% (75) to 88.4% (76). All the studies were conducted at the
university setting that best fit with the present study population.
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Table 2: Summary of studies on the prevalence of mental distress among university students

Author Country Study Sample Sampling Measures Result Limitations
design
Haile et al.,, 2017 Ethiopia Cross- 422 Stratified K-10 63.1% CMDs Recall and socially desirability
(77) sectional sampling bias
The study design did not shows
relationship between variables
Kelemu et al., Ethiopia Cross- 422 Random SRQ-20 53.2% mental The absence of using diagnostic
2020 (78) sectional sampling distress tool
The study design did not shows
relationship between variables
Recalling bias
Bedaso et al., Ethiopia Cross- 309 Random SRQ-20 34% mental distress The study design did not shows
2020 (79) sectional sampling relationship between variables
Reporting bias
The absence of wusing a
diagnostic tool
Gebreegziabher et Ethiopia Cross- 760 Multi-stage K-10 58.4% CMDs Using self-reported tools which
al., 2019 (25) sectional sampling are prone recall and social
desirability biases
Time of the study was not
appropriate and which might
inflated the prevalence of mental
distress
The study design did not shows
relationship between variables
Tesfahunegn and Ethiopia Cross- 919 All volunteer SRQ-20 39.6% mental Selection, recall and social
Gebremariam sectional students distress desirability biases
2019 (41) Lack of representative sample
Reta et al., 2020 Ethiopia Cross- 394 Random SRQ-20 28.7% mental Lack of generalizability, the
(80) sectional sampling distress design did not shows causality
and diagnostic instrument was
not used
Kebede et al., Ethiopia Cross- 273 Systematic HADS 51.3% depression Recall bias and  socially
2019 (81) sectional random 30.1% anxiety desirability biases due to using
sampling self-reported tool and small
sample
Melese et al., Ethiopia Cross- 240 Stratified SRQ-20 30%) mental Small sample size, recall bias,
2016 (82) sectional random distress and diagnostic tool was not used
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sampling

Dachew et al., Ethiopia Cross- 836 Stratified SRQ-20 40.9% mental The study design did not shows
2015 (83) sectional multistage distress relationship between variables,
sampling recall, socially desirability biases,
and diagnostic tool was not used
Dessie et al., 2013 Ethiopia Cross- 413 Random SRQ-20 21.6% mental Recall and social desirability
(84) sectional sampling distress biases
Birhanu and Ethiopia Cross- 410 Random CES-D-10 32.2% depression The study did not use locally
Hassein 2016 (85) sectional sampling validated tool
Weak discussion about the
findings and recall bias
Mboya et al., 2020 Tanzania Cross- 410 Random SRQ-20 14% mental distress Recall and social desirability
(22) sectional sampling biases
Lugata et al., 2020 Tanzania Cross- 1047 Random PHQ-9 21.3% depression Recall and social desirability
(86) sectional sampling SRQ-20 biases
Absence of the wuse of a
diagnostic tool
Banties et al., South Cross- 1402 All volunteer CIDI 38.5% life time Recall and social desirability
2019 (87) Africa sectional students CMDs biases, lack of generalizability
31.5% 12-months and participant selection bias
Amarasuriya et SriLanka  Cross- 4304 All volunteer PHQ-9 9.3% major The study was prone to
al.,2015 (75) sectional students depression selection, recall and social
13.5% other desirability biases and did not
depression use a diagnostic tool
Shao et al.,, 2020 China Cross- 2057 All volunteer Zung SDS 57.5% depression Recall and socially desirability
(88) sectional students Zung SAS 30.8% anxiety biases
The study design did not shows
relationship between variables
Costa et al.,, 2014 Brazil Cross- 172 Availability SRQ-20 33.7% CMDs The design did not shows
(89) sectional sampling causality
Small sample size
Lack of external validity
Lu etal.,, 2015 (90) China Cross- 1048 Random PHQ-9 65.55% depression  No clinical diagnoses
sectional sampling GAD-7 46.85% anxiety Recall and social desirability
biases
Asante and Ghana Cross- 270 Convenient CES-D-10 39.2% depression Lack of external validity
Andoh-Arthur sectional sampling Sampling bias
2015 (91)
Othieno et al., Kenya Cross- 923 Random CES-D-10 35.7% depression No clinical diagnoses
2014 (92) sectional sampling The study design did not shows
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2.5. Explanatory models of mental distress

The explanatory models of illness are a concept first coined by Kleinman in 1978. He defined it
as the subjective symptoms experience, its perceived cause and consequences, help-seeking
behaviors and the preferences and coping strategies people use to address mental illness. The
explanatory models of mental illness are not static and differ from culture to culture (16, 104).
Cultural values and norms shape the idea of mental distress or illness, and these terms are
themselves Western designations that may make little sense to other cultures and contexts. What
counts as psychological distress or mental illness is socially constructed and depends on the
cultural explanations, social context and the experiences of the individual (105). Evidence has
shown that the prevalence, idioms of distress, help-seeking intention and behavior, understanding

and recovery from mental distress and coping mechanisms vary from culture to culture (16).

The explanatory models of mental distress students have influenced their understanding of their
problem, causal attributions (biological, psychosocial and spiritual) and professional help-
seeking need and behavior. A degree of mental distress can be as normal as it relates external
stressors. For example, prior studies have reported that university students who experienced
mental distress recognized their problem as a response to as day-to-day life challenge/normal,
rather than perceiving it as mental health problem (10, 28). Worldwide mental distress frequently
presents in the form of somatic symptoms, but these are usually in the form of symptoms that are
recognized culturally as a response to stressors. However, the physical nature of the symptoms
influence treatment preference and help-seeking behavior, for instance, psychotherapy may seem
irrelevant and medication a more salient treatment (16). The elements of explanatory models for

mental distress are discussed section by section below.

2.5.1. Conceptualization of mental distress among university students

Although most mental health problems first appear at the age of university life (3), the majority
of students are not well aware of the symptoms of mental distress (9). This is related to the
understanding level of students have toward psychiatric problems. Conceptualization of mental
distress refers to the way students understand or interpret their symptoms of distress and give
names to the perceived symptoms. The meaning formation, expression and reaction of mental

distress given by the students vary with the cultural values where they grew up (104), so that
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they develop subjective explanations to their psychological symptoms. Diagnostic and Statistical
Manual for Mental Disorders (DSM-5) (106) has also recognized the influence of culture on the
experiences, causes, idioms, severity, coping, help-seeking preference and understandings of
psychological distress. Prior studies from LMICs have reported that most people express mental
distress in terms of somatic complaints and they labelled these symptoms as a psychological
construct of tension or worry and they did not consider these constructs as mental health
problem, normal (107, 108). Thinking too much is the most commonly reported symptom of
mental distress in the general population that could be considered as a non-stigmatized way of
expressing distress (109). However, published evidence of how university students express their

perceived symptoms of mental distress in LMICs is not sufficiently studied.

University students repeatedly reported symptoms of mental distress, such as hopelessness, being
overwhelmed, being sad, suicidal ideation (110), gastrointestinal complaints, pain/aches, the
difficulty of concentration, fatigue, headaches, nervousness/anxiety and mood swings (111) as
the expression of anxiety or depression. Concerning the prevalence of these symptoms, Nyer et
al (112) reported that 87% of college students experienced at least mild fatigue. This study has
also found that students with moderate or severe fatigue had experienced higher depression than
students with mild or no fatigue; similarly, students with severe fatigue experienced greater
anxiety compared to those with mild or no fatigue that led to functional impairment. Another
study has found that the prevalence of somatic symptoms among university students ranged from
15%-61% (111). These somatic complaints strongly affected students’ functioning and quality of
life (113). In terms of gender variation, female students manifested more somatic symptoms than

their counterpart male students (114).

With regard to labeling symptoms of mental distress, previous studies have shown inconsistent
findings. For example, a study from Vietnam found that the majority (68%) of the university
students did not accurately recognize symptoms of depression mentioned in the case vignette,
where most of them labeled symptoms of depression as stress (115). This might be associated
with having poor mental health literacy. On the contrary to this finding, a study from Greece
reported that 80.2% of undergraduate psychology students correctly recognized major depression
from the given case vignette (116) that could be their field of study helped them to know the

name of the psychiatric problem. Research in Ethiopia has reported that compared to
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schizophrenia and depression, anxiety is the list recognized psychiatric problem by university
students (117). Similarly, a study from Australia has found that university students faced
difficulty to correctly define and conceptualize anxiety disorder compared to depression and
severe psychiatric disorders (10). This is probably because of most of the time students
experience symptoms of anxiety such as being anxious, nervous and apprehension in their
routine activities, so that they normalized it (10, 28); it is also associated with the mental health
literacy they have toward anxiety. Mental health literacy refers to knowledge of differentiating
symptoms of mental distress from normal stress, knowledge about the importance of professional
mental healthcare, knowledge of how to prevent mental distress, knowledge of positive coping

styles from mental distress and beliefs about mental distress and its associated risk factors (118).

Prior study has shown that university students in Indonesia had poor mental health literacy (9).
The same study has found that gender (female students), level of study (fourth-year students),
study field (health students) and willingness to join mental health program significantly
associated with mental health literacy. On the contrary, a study from a high-income country
reported that college students with mental distress had good knowledge and attitude about mental
illness that could not hinder them to receive professional mental health services (28). On the
other hand, Gebreegziabher et al (25) have reported that 42% of the university students in
Ethiopia had no idea about mental illness that significantly affected their professional mental
healthcare-seeking behaviors. In general, understanding the perceived experiences of mental
distress from the perspective of the students along with the counselor’s view may have positive
impacts on treatment need, treatment outcome, mental health literacy and reduce treatment
barriers (104). This is crucial to provide feasible and culturally acceptable psychological

intervention for university students.

2.5.2. Factors associated with mental distress among university students

University is an institution where students from different backgrounds enrolled in different
departments come to learn, develop and share skills, knowledge, culture and language. However,
it is also a challenging environment, where students experience distress from time to time, and
some may experience CMDs in the university (90). Several researchers have found bio-psycho-
social-spiritual factors are associated with these disorders. These risk factors include: (a)

interpersonal conflicts with family, friends, instructors, boy or girl friends (3, 18, 19, 41, 75, 83,
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84, 88, 119, 120); (b) experiencing death of close person (20, 75, 121); lack of social supports
(41, 80, 81, 83, 91); (c) economic hardship (19, 41, 72, 80, 83, 88); (d) academic related factors
(41, 72, 75, 83, 92); (e) parental separation, (f) negative thoughts and emotions, (g) difficulty of
finding good friends and difficulties of overcoming life transitions (121); (h) family history of
mental illness (18, 41, 83, 84); (i) being dissatisfied with university culture (122); and (j)
insecure attachment with others (123). Furthermore, previous studies have shown that students
who reported harmful use substances such as drinking alcohol or chewing khat (19, 77, 79, 83,
84, 91, 92) and not attend the religious program and a religion that has no significant impact on

life were significantly associated with mental distress (3, 77, 83, 91).

There are some inconsistent reports regarding the field of study of students as a risk factor for
experiencing distress. For example, prior studies have shown that students who had a lack of
interest in the field of study were significantly more likely to experience mental distress (41, 80,
83). However, another study found there was no significant association between symptoms of
mental distress and the field of study among university students (73). Concerning marital status,
previous studies reported dissimilar results. For example, Yarmohammadi et al (124) reported
that single university students were more likely to develop mental distress than married students,
whereas Othieno et al (92) found the opposite. Two further studies found that there was no
significant relationship between mental distress and marital status (73, 125). Similarly, regarding

age, studies were inconclusive (73, 75, 81).

Some studies reported that living on or off campus predict mental distress. For instance, students
who were residing in the university developed more mental distress when compared with those
residing off-campus (22). However, another study found that students who were living outside
the university encountered more anxiety and depression compared to students living in the
university (92). Another study reported that there was no significant association between mental
distress and place of residence (73). Many researchers have reported that being female is a risk
factor for mental distress compared to their male counter parts (19, 41, 78, 80, 81, 83). However,
other studies have shown that there was no significant gender difference in reporting symptoms
of mental distress (73, 75, 82, 92). With regard to the number of years studying in university,
being a freshman student was associated with higher mental distress compared to other study

years (41, 81, 92, 97). This could be associated with the loss of school friends, the need to form
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new relationships, moving away from home, living with new college roommates, dealing with
different methods of learning and the expectation of increased autonomy in life and studies
(126).

2.5.3. Impacts of mental distress on university students

Globally, the prevalence of anxiety and depression is high and their burden in terms of disabling
health conditions and devastating economic growth are also high (33). The same is true for
university students, where these disorders interfere with their ability to achieve the goals of
higher education and learning. Several researchers have investigated the impacts of mental
distress on university students’ academic performance, physical and psychological well beings.
Among these studies, one research study reported that depressed university students had poorer
academic performances and increased vulnerability for experiencing additional mental health
symptoms, including anxiety, thoughts of suicide, lack of motivation, low self-esteem, substance
abuse and sleep disturbances (127). In addition, other studies have found that mental distress had
a negative impact on students’ educational outcomes (22, 30, 73, 92), relationship with their
friends and motivation to participate in social activities (128). Contrary to these findings, two
studies have identified that there was no significant association between mental distress and

students’ academic result (73, 77).

As has been mentioned, freshman students experience more mental distress compared to students
from other years. As a result, the role impairments related to personal relationships and social
life among first-year students are higher than junior and senior students (129). Experiencing
mental distress can also negatively affect the relationship students have with their parents. For
instance, O'Shea et al (63) reported that parents of depressed adolescents perceived more
negative parental attitudes and behaviors towards their depressed adolescents than parents with

non-depressed adolescents.

2.5.4. Mental distress coping strategies among university students

University students seek informal treatments from others when they are distressed as well many
use a variety of coping mechanisms (130). Coping strategies refer to cognitive, emotional and
behavioral actions taken by students to manage, reduce or tolerate their mental distress (88).
These coping styles can be broadly categorized as positive or negative (131). The positive coping
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strategies are constructive actions or problem solving behaviors that are used to alleviate the
student’s mental distress without adverse consequences (132). Conversely, the negative coping
mechanisms refer to passive actions taken by students to deal with their mental health problems
that may cause adverse consequences on their health, social relationship and finances (132). The
use of positive coping mechanisms positively linked to managing mental distress, whereas

negative coping styles might increase the likelihood of elevating mental distress (88).

Previous studies have reported that the majority of college students used healthy coping
mechanisms to overcome mental distress (133). Such as meeting with friends, being optimistic
(130), seeking support from others, problem-solving (134), listening to music, recreational
activities (72), prayer (120, 135), reading religious books, taking enough rest, doing physical
exercise, watching movies and listening spiritual songs (133). The use of these healthy coping
strategies is positively associated with resilience that enables the individual to cope with
different mental health-related challenges (136). The same study has found that female students

used more healthy coping styles than male students.

Conversely, there are students who use negative coping styles to manage mental distress. Among
these maladaptive coping strategies, students use substances like alcohol, tobacco and cannabis
(72), they social isolate themselves (134), eating more food, denial of mental distress (72, 132),
sleeping less, procrastination and increased use of internet to deal with mental distress (135).
Besides, students use avoidance, rumination, wishful thinking (132) and self blame (120) as
coping mechanisms. However, the use of these coping strategies has adverse impacts on their
health, academic performance and social relationships (72). Therefore, accessing professional

mental health intervention can play a role in avoiding the use of negative coping mechanisms.

2.5.5. Mental health help-seeking behaviors among university students

Help-seeking behavior is defined as the remedial actions received mentally by distressed students
to manage their mental distress. University students could receive care from informal sources
and mental health professionals. The professional source of treatments represent receiving
mental health services from mental health professionals, such as psychologists, psychiatrist or
from other related professionals, while the informal sources imply receiving help from friends,

family, relatives, religious leaders and traditional healers. In this regard, the majority of
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university students with mental distress do not receive professional mental healthcare. Evidence
has shown that receiving professional mental healthcare among university students with mental
distress was almost non-existent, where only 3.3%-5% of them sought help from mental health
professionals (137, 138).

According to Auerbach et al (139), one-fifth, which accounts for 20.3% of higher education
institution students worldwide experience any type of psychiatric disorder; however, only 16%
of them accessed mental health services. The same evidence has been reported from Ethiopia,
where only 16.2% of university students with CMDs received mental healthcare from
professionals (25). Similarly, a study from Turkey has reported that where the prevalence of
mental distress reached 27-41%, only 13-15% of university students had obtained psychotherapy
(27). The same study reported that 49% of the students solved their mental distress by talking to
their family and friends. A qualitative study has reported that only 33.2% of students with
psychiatric problems received professional mental healthcare (140). Rodriguez et al (141) and
Cage et al (53) have found that 42.1% and 55% of students accessed mental healthcare from
professionals, respectively. Besides this, Arria et al (142) found that students with a history of
suicide ideation received support 87% from family and friends, 73% from psychiatrists and
psychologists and 61% from both sources (142).

In LMICs, the professional mental health treatment gap is large, where the majority of university
students receive help from informal sources. For instance, evidence showed that 83.8% of the
university students with mental distress had received help from friends, parents and religious
leaders (25). A study from South Africa reported that only 18.1% of first-year university students
with mental disorders received mental health services in the past one year (143). The need to
receive help from informal sources is not limited to LMICs university students, but is also
common in high-income countries. For example, a survey monkey study from Ireland addressed
that the majority of mentally distressed freshman students accessed care from friends, parents
and partners (138). The inability of students to receiving professional mental health services is
associated with an increase in the severity of mental distress, withdrawal from the university,
substance use, self-harm and suicide, low self-esteem, isolation, and poor academic functioning
(30, 127). Generally, in this review, the major gap that the researcher observed was professional

mental healthcare is almost non-existent among university students in LMICs.

26



2.5.6. Professional mental healthcare need among university students

Perceived need for professional mental healthcare implies the number of students with mental
distress who need mental health services (from psychiatrists, counselors, or other mental health
professionals) but have not received the services. Regarding this, studies have reported two types
of results: university students who have a positive attitude toward receiving professional mental
healthcare (117, 121, 144) and those who have a negative attitude toward seeking mental health
treatments (140).

Whether or not the studies have reported positive or negative student attitudes to obtaining
mental healthcare, the majority of them are not receiving professional mental health services
from their respective universities. For example, Rodriguez et al (141) found that more than one
in ten university students would not seek professional mental health service even if needed so
that their mental health-seeking intention is low (145). Due to this, the gap between students
receiving informal and professional mental health services is large, particularly in low-income
countries, where more than 90% of people with mental disorders do not receive any basic mental
healthcare (146). A web-based survey showed that 65% of students with mental distress did not
receive mental health treatment, where 42% of them needed the service and 23% did not (28).
Rodriguez et al (141) have found that among the students who reported mental distress, 57.9%
did not receive professional mental healthcare (141). Similarly, a study from Turkey University
reported that 66.8% of the students with mental distress had not sought any mental health

services (140).

The mental health service need of students might be influenced by the causal beliefs they have
toward their distress. For example, a prior study reported that the tendency to seek professional
mental healthcare is more positively associated with the attributions of mental distress toward
psychosocial factors (147). On the other hand, participants who attributed mental health
problems to supernatural forces are more likely to prefer help from informal sources, such as
religious leaders and traditional healers than seeking professional mental health services (148,
149). Furthermore, the belief of causal attributions to mental distress is also associated with some
socio-demographic factors. For instance, with regard to age, younger students attributed their
mental distress more to psychosocial factors and male students were significantly less likely to

be psychologically open to seeking professional mental services for their mental distress (147).
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In addition, perceived severity of mental distress has also determined the need to receive
professional mental health services. Most people in LMICs in general and in Ethiopia in
particular, visit modern mental health treatment services as a last resort after they tried
alternative sources of treatments (150).

It can be observed from a reviewed of the literature that the prevalence of anxiety and depression
among students is high and impairs their health and functional capacity. Similarly, the high
mental health treatment gap among these mentally distressed young adults is linked with school
dropout, teenage pregnancy, suicide attempts, and substance abuse (66). Understanding students’
unmet need for mental health treatment and accessing counseling services will improve efforts to
prevent and treat mental distress which will improve mental health, the student’s social life,
functioning and academic results (151). Otherwise, the lack of professional mental health
services means that students with mental distress will suffer longer possibly leading to more
entrenched and complex mental health problems. Hence, accessing appropriate psychological
interventions that are both feasible and acceptable will optimize the distressed student’s mental

health, relationships and academic performance (152).

2.5.6.1. Sociodemographic predictors to receiving professional mental healthcare need

among university students

The need to receiving professional mental healthcare is associated with the sociodemographic
determinants of the students. Evidence have shown that female students have more positive
attitude to the utilization of mental health services compared to male students; the possible
explanations could be that they experience more mental distress and they give more value for the
support received from professionals (143, 153-155). On the contrary, another study reported that
male students perceived more intention to seek professional mental health services than female
students (53). However, one study found that there is no significant difference between male and

female university students seeking professional mental healthcare (145).

With regard to age, older students are more likely to have a positive attitude toward seeking
professional mental healthcare than younger students; this is possibly associated with the past
mental healthcare received (154-157) and as age increases, the likelihood of gaining mental

health knowledge may also similarly increases. Sociodemographic determinants, such as the
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number of years in university, family history of mental illness and substance use are also
reported as predictors of receiving professional mental healthcare. For instance, first and fourth-
year students were less likely to use mental health services compared to second and third-year
students (141). Regarding the area of origin, a study has reported that there was no difference in
seeking mental healthcare based on rural-urban backgrounds among students (158). Students
who had had personal contact with someone with a history of mental illness were significantly
less likely to seek mental health help; this might be due to the negative experience they had with
the person who had a mental illness (159). Besides this, individuals with severe depressive
symptoms and problematic substance use were correlated with decreased professional help-
seeking intention (53, 160).

2.5.6.2. Treatment barriers to receiving professional mental healthcare among university
students

As has been mentioned in the above paragraphs, the number of students who need professional
mental health services is high and the majority of them did not receive the service they needed.
This could be related to numerous barriers students face to access mental health treatment in the
university. Treatment barriers are obstacles that hinder or delay university students from
receiving professional mental health services. They can be categorized as sigma, attitudinal and
instrumental related barriers (161). Treatment stigma is defined as barriers resulted from fear of
being stigmatized and discriminated against upon receiving professional mental healthcare (161).
Attitudinal barriers are associated with beliefs students have toward accessing mental healthcare
(29) and instrumental barriers imply structural barriers linked with lack of knowledge about the

available mental health services, financial constraints, and lack of transportation (162).

With regard to stigma-related barriers, many studies have reported perceived self and public
stigma, such as (a) embarrassment; (b) not wanting to be labeled crazy; (c) believing that
symptoms of mental distress is a sign of weakness; (d) concern about confidentiality issues; and
(e) perception of what other students would think that hinder university students to get mental
healthcare (29, 53, 141, 154, 163). Conversely, two studies have reported that mentally
distressed college students did not consider stigma as a major barrier to receiving professional

mental health services (27, 28).
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Treatment barriers students encounter when they need treatment can also be associated with their
mental attitude (164), including (a) wanting to receive help from informal sources (friend,
relatives, or family) (27, 164, 165); (b) preferring to self-medicate (28, 164); (c) denial of mental
distress (27); (d) fear of unwanted intervention (163); and (e) not accepting the services (166).
Similarly, a barrier was the perception that therapy was financially costly, concern that the

counselors were not competent and that receiving counseling was not helpful (140).

The last category of treatment barriers reported was linked to instrumental or structural issues,
such as lack of awareness that free counseling service is available in the university (25, 154,
163), the inconvenient location of the counseling offices (166), and lack of time (28, 141).
However, findings with regard to these barriers are inconsistent, for example, Topkaya and
Nursel (155) found that students who had previous experience of mental health services reported
fewer treatment barriers than those who did not receive.Whereas, another study showed that
university students who had previous experience of mental health service reported significantly

higher barriers to treatment than students who did not receive intervention previously (29).

Students who experienced the above-mentioned barriers to treatment were more mentally
distressed (27) which puts the onus on university services to actively reach out to distressed
students. lIdentifying effective ways to disseminate information about available counseling
services and designing effective strategies to raise students’ mental health literacy, may address
the attitudinal, instrumental, and stigma based treatment barriers (167). For further, information
see table 3 below. In this table, 14 articles were reviewed and all of them were conducted in the
university setting. Most of them were cross-sectional designs, where the sample size ranged from
37 (110) to 13,984 (164) participants. Majority of the studies were conducted in high-income
countries, indicating that there is a lack of literature from LMICs, which assures the importance

of the present study as a contribution to this literature gap.
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Table 3: Summary of studies on barriers to receiving professional mental healthcare among university students

Author Country Study design Sample  Sampling Measures Result Limitations
Cage et al., United Cross-sectional 376 Not ASS Self-stigma  was a Lack of generalizability
2018 (53) Kingdom mentioned SSSHS major barrier to Males were
receive mental underrepresented
healthcare Sampling technique did
not mention
Ebert et al., Australia, Cross-sectional 13,984 All Self-reported  Preferring to handle the Selection and recall
2019 (164) Belgium, students questionnaire  problem alone biases
Germany, Receiving support from Predictors of intention to
Mexico, friends or relatives and seek treatment were not
Northern, Being too embarrassed  examined
Ireland, South The design did not show
Africa, Spain, causality of the variables
and United
States
Burlaka et Ukraine Sequential mixed 40 Purposive  Open-ended Lack of availability of Small sample size that
al., 2014 design questions services, inconvenient limit the generalizability
(166) Focused location and hours, of the result
group stigma, acceptance and Male students were
discussion trust issues underrepresented
Selection bias
Stewart et America Cross-sectional 1272  Convenient Self-reported Lack of information Selection bias
al., 2019 sampling measure about the availability of associated with  the
(154) free counseling service sampling technique,
Confidentiality issue recall  bias, socially
Stigma related barriers desirable responses and
the design did not infer
causality
Vidourek et America Cross-sectional 682 Convenient Barriers to Embarrassment, denial, Social desirable
al., 2014 (29) sampling help-seeking and not wanting to be responses
labeled as crazy Lack of generalizability
Participants selection
bias
Rodriguez et  America Cross-sectional 463 Not Adapted Lack of time, lack of Selection bias (43.6%
al., 2017 mentioned  Likert scale convenience, and response rate)
(141) concerns about what Generalizability of the

supervisors and other
students would think.

result is limited
The design did not show
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Menon et al.,
2015 (163)

Bilican 2013
(27)

Eisenberg et
al., 2012 (28)

Low et al.,
2016 (168)

Arnaez et al.,
2020 (169)

Kasam et al.,
2020 (170)

Calloway et
al., 2012
(110)

El Kahi et al.,
2012 (137)

India

Turk

America

Malaysia

America

India

America

Lebanon

Cross-sectional 461

Cross-sectional 115

Cross-sectional 2,350
Cross-sectional 527
Cross-sectional 2551
Cross-sectional 240
Phenomenological 37
Cross-sectional 521

All
students

Convenient
sampling

Random

sampling

Convenient

sampling

Purposive

Convenient

sampling

Purposive

All
students

BHSQ

PCL-C

Questionnaire

BASH-R

PDDS
BCC

BACE

Semi-
structured
interviews

Self-reported
questionnaire

Stigma, confidentiality,
lack of awareness about
where to seek help and
fear of unwanted
intervention

Seeking  help  from
informal sources and
denial of mental health
problem
Self-medication, time
constraints and
Considering the problem
as normal

Perceiving the problem
as not serious

Self-reliance, skeptical,
time, financial
constraints,

stigmatization or denial
Internalized stigma was
a major barrier to
receive treatment
Stigmatizing beliefs, not
to be open, preference
for self-reliance, and
difficulty in accessing
help

Stigma, confidentiality,
self-reliance, treatment
concerns and lack of
awareness of services
Lack of confidentiality,

embarrassment, being
skeptical about
counseling service,
information gap,

transportation problem,
difficulties in  making
contact and cost

causality

Recall and
desirability biases
The design did not show
causality of the variables

social

Recall and social
desirability biases and
lack of generalizability

The design did not show
causality of the variables
Social desirability bias

Social and selection bias
The design did not show
causality

Social and selection bias
The design did not show
causality

Small sample size,
selection bias due to
convenient sampling and
recall bias

Small sample size
Sample selection bias
associated with  the
sampling technique

The design did not show
causality

Recall bias
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2.5.6.3. Sociodemographic predictors to barriers to receiving professional mental

healthcare

Barriers to receiving professional mental healthcare are associated with some demographic
factors that exacerbate the level of student mental distress. For instance, EI Kahi et al (137)
found that treatment barriers such as confidentiality and embarrassment issues are associated
with increased student age and those from urban areas. Another study has found that freshman
students perceived more mental health treatment barriers compared to junior and senior students
(29). The same study also found that there was no significant association between sex, residence,

and family history of mental illness with regard to perceived barriers to mental health service.

2.6. Psychological intervention for university students

Mental health problems associated with anxiety and depression among higher education
institutions students are a growing public policy concern across the world that benefits from
evidence-based psychological interventions (171). Universities have access to psychological
interventions through counseling offices and evidence from high high-income countries shows
that the provision of psychological interventions was effective in reducing depression outcomes
(26). The most commonly implemented interventions in high-income country universities were:
mindfulness, cognitive-behavioral, internet-based therapy, psychoeducation, recreational
programs, and relaxation (172). In addition to these treatments, the mhGAP intervention guide
also recommends brief IPT, behavioral activation, and problem-solving counseling as
psychological treatments for depression (57). However, there was no reported evidence about the
applicability of IPT in higher education institutions, although it is recommended by WHO for
treating people with mental distress, particularly for depression.

Although some psychological therapies, including IPT, have been used their effectiveness in
reducing symptoms of anxiety and depression in LMICs (173), and their applicability within the
university setting has not yet been well studied. A recent study in the general population has
shown even the psychological intervention given by non-specialist health workers in LMICs was
feasible and acceptable (174). But, these evidence-based psychological interventions have not
been scaled up in an organized way to the university students in LMICs. The reason for the

selection of IPT as an intervention option for the present dissertation work was it is adapted in
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the Ethiopian context previously and it good fits with the main risk factors for mental distress
reported by researchers in university students. Furthermore, the mhGAP intervention guide also

recommends IPT as a treatment option for depression and anxiety.

2.6. 1. Cornerstone theories of Interpersonal Psychotherapy

Several theories have been provided explanations about the etiologies of mental distress, its
consequences and possible solutions. Among these, three theories are more aligned with the
premise that guides IPT. Psychiatric and interpersonal difficulties are associated with a
combination of interpersonal, social, biological, psychological, cultural and spiritual factors
(175). The three theories are: (a) Attachment theory states that mental distress is the result of
insecure attachment in the childhood of students have with the surrounding individuals (unmet
attachment needs); (b) Interpersonal theory describes maladaptive ways of communication with
others lead students to face relational difficulties that in turn result in mental distress; and (c)
Social theory, which implies students who have inadequate social support are more likely to
experience mental distress (175). These theories are explained in detail below.

2.6.1.1. Attachment theory

Attachment theory was first coined by John Bowlby in 1969. He argued that affectional bonds
are necessary for all human beings to survive; human beings have an innate tendency to seek
attachments (66). The disruptions of the attachment bond lead individual to develop
psychological problems (175, 176). Insecure attachment can be categorized as attachment
anxiety and attachment avoidance, where both of them are associated with a higher prevalence of
depression among young adults than people who have secure attachment (177). Every child
benefits from a secure attachment to a caregiver/s from infancy through childhood and beyond,
and the capacity to mentalize is the advantageous outcome of a secure attachment. Mentalizing is
the ability to imagine motivation and perspective in our own and others’ minds gained from the
experience of being accurately understood and reflected back as a child, conferring “a capacity to
learn from social experience enabling a person to respond effectively to adversity and challenge”
and be resilient in the face of stress (178). Mentalizing is argued to be central to mental health, at
the heart of human relatedness and the social systems in which we live including all

psychotherapeutic interactions that create opportunities for personal narrative to be accurately
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recognised, marked and reflected back (179). Although not invoked formally in IPT treatment it

is the underpinning of all effective IPT (and other) therapists.

In the IPT context, the disruptions of emotional bonds can be correlated with interpersonal
events such as grief, role transitions and interpersonal conflicts (66). IPT suggests that the
therapist is sensitive and reflective, striving to understand with the client their suffering and
difficulties with regard to others. Therapist and client work together to explore more successful
ways of the client relating to others, so the client can build and maintain positive relationships
which will diminish their symptoms and distress (123). The early adulthood developmental
stage, where most university students are found is a time where their early attachments become
declined and they struggle to begin new attachments. This transition period is difficult and can
cause depression or anxiety among them (175). As a result, they may conflict with their family in
the process of new identity formation and relationships formation (175). Stuart and Robertson
(175) stated that individuals with maladaptive attachment styles are more likely to develop
psychological distress when they encounter the death of a loved one including their parents. This
is compatible with the hypothesis of IPT that describes clients who experience social disruptions
face an increased risk for mental distress, which in turn has impacts on mental health service-

seeking behavior, intention and can reduce social support (66).

2.6.1.2. Interpersonal theory

The development of the interpersonal theory was related to two scholars Harry Stack Sullivan in
1953 and Kiesler in 1979. This theory interrelates with the attachment theory with the
assumption that “poor attachment styles lead to maladaptive interpersonal communication
patterns that may lead to difficulties in current relationships” (175). Poor communication
problem in two or more individual relationships is associated with the development of mental
distress. Interpersonal theory recognizes the IPT principle that having sound communication skill
with others optimizes interpersonal relationships that in turn decrease functional disability and
mental distress (175). The quality of the relationships students have with peers, family, dorm

mates, classmates and family will influence their mental stability.

In interpersonal theory, interpersonal communication is understood to depend on three specific

aspects of relationships called meta-communications that determine the quality of relationships
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between or among individuals. They are: (a) affiliation: indicates the degree of feelings that two
or more individuals have toward one another. The degree of feelings could be positive (high
affiliation) or negative (low affiliation); (b) status: refers to the degree of power between the
individuals in the relationship (dominant versus submissive); and (c) inclusion: implies the extent
to which the relationship stands as important to each individual (high versus low inclusion)
(175). According to this theory, maladaptive interpersonal communication tends client to

develop mental distress.

2.6.1.3. Social theory

Social theory is also a pillar for IPT as are the two theories mentioned above. The fundamental
basis for this theory is that current interpersonal stressors lead to mental health problems (175). It
stresses the importance of having social support (emotional, instrumental, informational and
appraisal) in recovering from mental distress and maintaining psychological well-being.
According to this theory, mental distress is associated with social context, where a deficiency in
both quality and number of social relationships affect mental well-being (175). Evidence has
supported the idea from this theory that having weak or no social support is a risk factor for
mental distress (41, 91), whereas having a positive social network is a protective factor. Social
theory assumes that psychological intervention, which helps clients to develop good social
relationships with others will lead to improved functioning (175). This theory is compatible with
IPT sharing the assumption that socially networking and supportive organizations will minimize

or avoid the severity of mental distress and increases functioning (66).

2.6.2. Interpersonal psychotherapy

Historically, IPT was developed by Gerald L Klerman and Myrna M Weissman in the 1970s for
the treatment of depression in the United States (180). IPT is a brief, manualized, structured,
time-limited and relationally focused treatment (66). It is a non-pharmacologic intervention or
a talk therapy given by trained persons for clients (individual or groups) with mental health
problems. According to IPT, the sources of mental distress are best conceptualized using a bio-
psycho-social-spiritual-cultural model (175). It has two guiding principles, namely: (a)
depression is considered as a treatable medical condition and not the client’s fault; (b)

depression and interpersonal relationships have a reciprocal relationships (181). This therapy
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is primarily designed to treat mental health problems and improve interpersonal functioning
associated with unresolved grief, conflicts, role transitions and interpersonal sensitives
(175), where it addresses one or a maximum of two focal areas for an individual in

treatment. The four IPT focus areas are described in the following paragraphs.

Grief is defined as “a complex set of cognitive, emotional and social difficulties that follow
the death of a loved one.” (42). Although there is variation in experiencing grief, it is not
uncommon to experience sadness, guilty feeling, confusion, sleep disturbance, anger, and
anxiety by most people. However, if these symptoms stay for a prolonged time and resulted
functional impairment, they may be identified as a mental health problem. DSM-5 (106)
also recognizes the impacts of prolonged grief. IPT recognizes prolonged or complicated
grief is associated with major depression that is caused by the death of someone close to the
client (66).

During their time in university, many university students may experience the death of a
family member that can cause complicated grief due to factors associated with close
relationships, cause of the death/unnatural and being younger in the age of the deceased
person (182). Previous studies have reported that the majority of the university students who lost
a significant person by death experienced moderate perceived social support from family,
friends and significant others (183, 184). Students with the highest prolonged grief disorders
were least supported and most depressed (183).

Interpersonal conflict is inevitable between or among human beings especially the
occurrence of this problem is common among university students, where they may have
conflicts with classmates, instructors, friends and family. A study previously noted has
reported major sources of conflict among university students include weak communication
skills, lack of cooperation, unreturned greetings, refusal to perform chores, making too much
noise in their room, gossiping about roommate and using roommate’s property without
permission (185). Another study from Bahir Dar University in Ethiopia studied interpersonal
conflicts and ways of managing conflicts and reported that the major sources of conflicts
were associated with ethnic differences, political motives, theft and borrowing money or
materials (186).
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Interpersonal conflict has three stages. These are: (a) renegotiation, which implies the client
still trying to resolve the disagreement through discussion, but the client needs help from the
IPT counselor to manage this problem; (b) impasse, at this stage the client feels stuck and
he/she think nothing will works to solve the conflict, because discussion between the two
parties has stopped; the counselor encourages the client to try one more time to find new
ways of handling the problem; and (c) dissolution, this stage indicates the relationship
between the client and the other person is terminated, so that one or other or both parties
actively want to end-up the relationship. The IPT counselor tries to assess if there is any
possible chance to save the relationship, because dissolution is usually the last resort (66).
The goal of IPT in this focal area depends upon, identifying the stages of conflict and

helping the client to resolve the conflict using counseling techniques.

Role transition is a common IPT focus among university students who are challenged by
starting university life (187). Role transition has been defined as ‘the capability to navigate
change’ (188). University students leave home for the first time, having left high school and
their friends for the rigors of academic life, they need to establish new friends a key
requirement for good mental health and success (187). Interpersonal deficit, also known as
interpersonal sensitivity is the forth focal area of IPT. People with this focus are socially
isolated and depressed but this is seemingly unrelated to a relational precursor, and they
have little or no goal or plan to increase their interpersonal relationships (189). This is not

considered to be a major problem in Ethiopia, where people live collectively.

IPT has three phases, namely: beginning, middle and termination phases, through which
healing activities are accomplished step by step. IPT uses techniques specific for each focus
and techniques that can be used for all IPT foci. These are initially psycho-education, and
throughout therapy role-play, communication analysis, brainstorming, the use of
clarification, problem solving and homework (175) may be used. In the beginning stage of
IPT, psycho-education involves the counselor validating the client’s suffering, associating
the perceived causal factors with the worsening symptoms of mental distress, noting how
the symptoms affect the client’s relationships and functioning, support the client to have

hope and confidence that he/she can recover from his/her mental distress, identify the
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client’s expectation from the intervention and encourage the client to speak of what he/she

thinks and feels.

Role-playing: this is a technique in which both client and the counselor demonstrate the
intended skill to examine the client’s communication style, intention, expectation and mood
to better communicate with another person. The main goals of using role-playing in IPT are:
(a) to gather detailed information about the client’s communication style; (b) to help the
client to develop new insight into his/her interpersonal relationship; (c) to help the client to
understand the reactions of others to his communications; and (d) to help the client practice

new interpersonal communication skills (175).

Communication analysis: Is the central technique of IPT for examining and identifying
problems in communication. It is important for the client to reflect on how they are
interacting with another person (66) and to consider the interpersonal impact and resultant
behavior and explore more adaptive alternatives to lessen mental distress by improving
interpersonal communication skills (190). It has the following procedures: (a) explore the
details of at recent specific conversation that was emotionally upsetting for the client; (b)
link the upsetting conversation with the client’s distress; (c) explore emotions, needs,
expectations and interpersonal impacts; and (d) brainstorm or role-play to generate ideas for
future conversation with revised expectations, empathy and clearer expression. This

technique is very common for treating clients with interpersonal conflict.

Brainstorming: Is implemented with assumption that clients have the potential to generate
alternative solutions to optimize good relational communication. These alternative can be
explored in the therapy session and tried out in other relational settings, encouraging new
solutions for relational difficulties (175). Brainstorming is commonly used in the IPT focus
area of role transitions. Clarification: Is the most frequently used technique in IPT, where
the counselor asks questions to better understand client’s experiences, needs and
expectations (175). In IPT, clarification consisted of direct questioning, emphatic listening,

reflective listening and encouragement of spontaneous disclosure.

Problem-solving technique: Is likened to the proverb ‘Give a person a fish and it will feed

them for a day; teach a person to fish and it will feed them for a lifetime.” Problem solving
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has five basic components: (a) a detailed examination of the existence and risk factors of
mental distress; (b) brainstorming; (c) selecting a course of action; (d) monitoring and
refining the solution; and (e) implementing the action (175). Homework: Is an interpersonal
assignment given to the client to do before the next session that aims to increase the
likelihood of the client engaging in communication or social activity. For instance, the

homework maybe to contact three people in their class to have coffee with.

2.7. Feasibility and acceptability of Interpersonal Psychotherapy among adolescents

IPT has been adapted for different age groups in high-income countries and LMICs,
including in Ethiopia for people with mental distress. Its adaptation and implementation
increased over time for different psychiatric problems. For example, a scoping review
reported that IPT is effective in treating depression and anxiety (191). Similarly, a meta-
analysis reported that the pooled results of IPT indicated that adolescents who have received the
intervention have shown a significant reduction of mental distress, improved functioning,
improved social adjustment and an increased sense of self-efficacy (192). It also reported that the
attrition rate was low (7%) indicating IPT was acceptable by adolescents. Another study reported
that 73% of depressed adolescents met the eligibility criteria for IPT, 87.5% consented to
participate, 93% completed the IPT intervention and the post-test result showed depression was

significantly decreased (193).

Another study conducted on adolescents at the facility level reported that IPT was feasible and
acceptable, where 90% of the participants completed the intervention and they were very
satisfied with the treatment given (45). The same study has reported that IPT showed promising
results in significantly decreasing symptoms of depression and improving social functioning.
Similarly, a study from Finland reported that IPT was effective in reducing symptoms of
depression and improving functioning and psychological well-being (194). This study has also
found that 89% of the participants completed the treatment and the fidelity of the intervention
was good. Furthermore, two meta-analysis studies reported that IPT was effective in reducing
symptoms of depression, improving functioning and preventing relapse of depression (192, 195).

The researcher reviewed and summarized the result of 9 articles in table 4 below. Except for one

study (48), all studies were conducted in high-income countries, indicating that there is
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insufficient information with regard to LMICs. The majority of the studies employed a RCT
design. The age range of participants ranged from 12-20 years, the sample size ranged between
10 (45)-186 (196), three studies were conducted at secondary schools, one study was conducted
in a university setting and four studies used individual counseling. The intervention was between
6-24 sessions delivered weekly talking 45°-90° minutes per session. IPT showed significant
mental health outcomes changes. The major gaps that the researcher observed were: (a) IPT was
not sufficiently implemented in university setting both in high-income countries and LMICs,
despite the focus areas of IPT being highly prevalent among students and (b) there are a lack of
IPT studies in LMICs.

41



Table 4: Summary of studies on feasibility and acceptability of Interpersonal psychotherapy
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2.8. Interpersonal Psychotherapy adapted for Ethiopia

IPT has been adapted to the Ethiopian context in collaboration with Toronto Addis Ababa
Psychiatry Project (TAAPP) and the Biaber Project and named as IPT-E (38). The TAAPP was
founded in 2003 to assist build sustained capacity for psychiatry residency training and mental
health services in Ethiopia. Since the inception of the first Ethiopian psychiatry program in 2003,
the number of psychiatrists in Ethiopia has increased (199). Then, IPT is included in the TAAPP
curriculum and its’ training courses given for psychiatry residents. The train-the-trainers
workshops have been given for psychiatrists, where the majority of the country’s psychiatrists
participated in this training. Clinical field test spanned for six years and focus groups with 25
key informant Ethiopian psychiatrists who practice both urban and rural settings provided

feedback to improve treatment validity, acceptability, and relevance (38).

Through the Biaber project that aimed to scale up IPT in Ethiopia, training materials were
prepared to disseminate the knowledge and skills of IPT-E for midlevel mental health specialists
and front-line primary health workers to treat clients with CMDs (38). As a result, the Biaber
project has provided IPT-E training many times for these health workers throughout Ethiopia.
The Biaber project has a slogan of “Der biaber anbessa yaser” which is an Amharic saying that
translates into English as, “fogether we will weave a spider web to tie a /ion.” This expression

evokes the intentions of “The Biaber Project,” to tame the lion of untreated mental illness (38).

The IPT-E, which is culturally adapted talk therapy is a brief manualized evidence supported
intervention used to treat clients with CMDs associated with loss, life transitions/role changes,
and interpersonal conflicts (38). The IPT-E manual has eight modules, four that contains a basic
and interactive orientation to mental health in Ethiopia, including mental health service delivery,
mental health risks and resilience, the therapy relationship, safety issues, mental health screening
and four modules on the IPT-E beginning phase, middle phase, termination phase, using relevant
cases and includes an evaluation of IPT-E training outcomes. In addition, the manual has

Ambharic language case-based training videos and action note (Appendix W).

IPT-E has counseling techniques used for all clients receiving IPT-E independent of the specific
focus of therapy, namely: role play, brainstorming, communication analysis and recruiting

psychosocial supports. The first three techniques were discussed in the literature part of this
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dissertation. Psychosocial support: Is a counseling technique in which the client with mental
health problem receives support (emotional, economic, or social) from the surrounding people or
organization/s through creating a social network system, which is very common in the collective
society, like Ethiopia. When university students experience mental distress, they need to recruit
and receive support from others to better cope with their mental distress. Receiving support from
others enables these students to decrease their loneliness, sadness, or shame and increases the
self-esteem and resilience. The sources of social support are friends, instructors, families,
relatives, religious leaders, the experience of church, the mosque and other student or community
based organizations. In IPT-E, the identification of individuals or organizations to support clients

was done using interpersonal inventory or closeness circle.

The interpersonal inventory (closeness circle) serves to identify the people and relationships in
the client’s life, those who are supportive and those who are not. It also identifies which
relationships are stressful and should be revisited in greater depth. Practically, this can be done
by drawing three concentric circles on a sheet of paper, placing the client with an ‘X’ in the
center. The client is encouraged to identify the people in their life, the counselor asks the client
to describe each individual and relationship and mark in one of the circles the sense of closeness
they feel toward the person described. If there is an important relationship that is placed in a
distant circle (far from the ‘X’), or omitted such as a friend or close family member, then the
counselor asks about this relationship. The counselor asks about the expectations that the client
has toward each relationship; the positive and negative aspects of the relationship; their view of
problems between them and how they imagine things might change (Appendix O 1).

IPT-E has three counseling phases. The IPT-E beginning phase includes screening a client for
mental distress; how to select cases appropriate for IPT-E; ensuring consent to participate in the
treatment; and screening for client safety such as suicide, domestic violence, harming others and
substance use. The counselors understand clients’ problems, symptoms, functioning and
explanatory models using a Treatment Tracking Form. They also conduct an interpersonal
inventory and provide tailored psycho-education for the client. Finally, the counselors formulate
one or maximum two IPT-E focus area/s for the next middle phase.
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The middle phase of IPT-E is the heart of the intervention, where general techniques such as role
play, psychosocial supports, brainstorming, and communication analysis were practically
implemented on the selected IPT-E focus area/s. This occurred in combination with several
techniques to address the focus area specifically. In this phase, symptoms and functioning are
tracked at each session using the TTF of IPT-E. In the termination phase, the counselors review
the client’s efforts, progress, therapeutic achievements and changes made in the beginning and
middle phases. For further information, see table 5 below.

Table 5: Tasks included in the Interpersonal Psychotherapy adapted for Ethiopia phases

Tasks Phases of IPT-E
Beginning phase Middle Termination
(1-2 sessions) phase (3-6 phase (7-8
sessions) sessions)

Establish therapeutic alliance
Screen client for mental distress
Select cases appropriate for IPT treatment
Consents to participate in treatment
Screen for client safety
Learn about the client’s problem
Interpersonal inventory/closeness circle
Psycho-education
Choose the IPT-E problem area/s

v Grief

v Interpersonal conflict

v" Role transitions
Treat the problem wusing therapeutic X
techniques for each focal area

v" Psycho-social support

v/ Brainstorming

v/ Communication analysis

v" Role play
Identify people in the client’s life X
Review client’s effort and progress X
Terminating the intervention X
Evaluating the change after termination

v' Change in symptoms of mental X

distress

v' Change in functioning
Develop contingency plan if symptoms X
worsen

X XXX XX XXX

Throughout treatment the counselor has an IPT-E treatment checklist to note the various IPT-E
activities used in the counseling process. The IPT-E was conducted on a weekly basis and lasted
for 40-60 minutes per session. The number of sessions attended in the IPT-E ranged from 4-8.
IPT-E has a screening tool which consists of 6-items used to identify participants with mental

distress. Both the screening and treatment were given by four counselors under the close
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supervision of the researcher in their own counseling offices, which were well furnished,

ventilated and attractive.

All the counseling offices are situated in the same building as the student’s clinic, which
promoted a robust referral system and avoided stigma of student clients having separate mental
health services. The sessions were not audio recorded, because clients were not comfortable with
this. The delivery of the IPT-E manual in every session was documented by the counselors using
the IPT-E treatment checklist. All counselors had their clients’ cell phone numbers to remind
them the time of their appointment. Clients who had to miss a session due to unexpected events
agreed in advance to communicate with his/her counselor via cell phone and rebook for the next

appropriate day. The researcher supervised the counselors’ work every week.
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2.9. Conceptual framework of the study

The researcher built the conceptual framework based on the previous literature findings. This
framework connected different variables that link with the present study. The challenges that
cause mental distress among university students are associated with bio-psycho-social-spiritual-
cultural model (3, 17, 18, 23, 41, 83, 123, 200). The biomedical model states that anxiety or
depression is resulted from chemical imbalance in the brain, brain injury or due to hereditery
predisposition. Thus, the biomedical factors associated with mental distress among university
students are: sex (19, 41, 78, 80, 81, 83), age (75, 81), substance use (19, 77, 79, 83, 84, 91, 92)
and family history of mental illness (18, 41, 83). Biomedical model cannot fully address the
occurrence of mental distress. Psychological well-being plays a great role in optimizing the
mental health of university students which in turn increases their academic achievement. Easily
adapting to the new environment, avoiding excessive worry or thinking too much and
experiencing normal grief at the time of losing a close person are common psychological
phenomena among most university students. However, studies have reported that when
university students experience prolonged grief, when they are unable to adapt to university
culture and experience excessive worry or thinking too much about their existing and future

situations, they encounter mental distress (20, 75, 121).

Social factors, including interpersonal conflicts (3, 18, 19, 41, 75, 83, 84, 88, 119, 120), poor
social support (41, 80, 81, 83, 91), academic problems (41, 72, 75, 83, 92), death of relatives (20,
75, 121) and economic hardship (19, 41, 72, 80, 83, 88) are also the most frequently reported risk
factors for experiencing mental distress among university students. Solving or adapting to these
problems has positive impacts on their mental health outcomes. For example, a recent study
reported that university students who had a good relationship with their family and friends had
positive self-esteem and high resilience, respectively (8). The same study has reported that the
good relationship students have with their family is significantly associated with high
psychological self-care that in turn improved their mental health outcomes. On the contrary,
another study found that participants who reported they did not have a very close relationship
with their family were at a three-fold increase in the risk of developing depression than
participants who had a very close relationship with their family members (201).
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Similarly, spiritual factors are also associated with mental distress either positively or negatively.
Spiritual connectedness helps people strengthen their resilience to mental distress. For example,
Hovey et al (202) reported that high religiosity and spirituality are associated with a reduction in
depressive symptoms. Other studies have reported that lack of religiosity or not following a
religion has significant impact on developing mental distress (3, 77, 83, 91). So, through creating
a social support network, it is possible to help individuals get relief from their mental distress,
and acquire emotional and material support from others (203). Evidence shows that people with
a high quality of social support manifest less emotional distress and depression (203, 204). In
IPT, by helping the client improve their social supports, it is possible to help those students who
are distanced from their church or mosque by connecting with religious leaders and friends who
regularly attend church or mosque. Doing this initiates these students to use positive religious
coping styles that are used to decrease their mental distress. The finding indicated that students
who used positive religious coping styles showed more symptoms reduction in mental distress,
whereas those students who used negative religious coping styles tended to have increased

symptoms of anxiety and depression (205).

The perceived bio-psycho-social-spiritual-cultural factors that university students have toward
their mental distress have an impact on the types of mental health services they prefer, although
this is not the concern of the present study. For instance, prior studies have identified that most
people who believed mental distress has resulted from spiritual and cultural factors, tend to
prefer informal treatment sources, such as religious leaders and traditional healers (148, 149).
Whereas, those who attributed mental distress to biomedical factors preferred to contact a
physician for medical treatment (206, 207). Individuals who attributed mental distress to
psychosocial factors tend to prefer professional mental health intervention, including
psychotherapy (147, 208).

School-based IPT studies have shown promising results in solving the above-mentioned factors
through communication analysis, creating a social support network, brainstorming, problem-
solving and role-play techniques among adolescents (48, 49, 194, 196). The degree to which
adolescents receive support from others, including from teachers and other students within their
school environment plays a great role in coping with stressful situations. For instance, studies

have reported that receiving adequate social support from parents, classmates and close friends
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enabled students to significantly reduce their levels of depressive symptoms (209, 210). Having
enough social support contributes to better mental health and functioning outcomes (211). As
well, receiving adequate support from teachers and other students served as a protective factor
from experiencing mental distress and in maintaining emotional intelligence in the school setting
(212-214). Longitudinal studies have shown that having good interpersonal relationships with
teachers and peers decreased the risk of depressive symptoms, fostered a felt sense of
connectedness and thoughts of and suicidal attempts among adolescents (215-217). The IPT
studies also showed that most adolescents had significantly decreased symptoms of mental

distress and improved functioning after receiving the intervention (45, 194).

The explanatory models of mental distress shaped by culture determine the need to receiving
professional mental healthcare; determine the value of care received (175) and the type of help to
seek. They determine the preferred type of support system and the types of coping styles to
manage mental distress (218). For example, in some cultures seeking professional mental health
services for psychiatric disorders are considered as a sign of weakness so that people preferred to
seek support from family and religious leaders (218). The explanatory models of mental distress
people have associated with symptoms severity of mental distress and barriers to receiving
professional mental health treatment (148, 201). For instance, previous studies have reported that
university students considered mental distress as a normal (10, 28) and even they deny their

existing mental health problems (27).

Positive coping strategies, such as support seeking from others, problem-solving, listening to
music songs, reading books, doing physical exercise, fasting, listening to religious songs, reading
religious books, watching movies, and prayer are used to get relief from mental distress among
university students (72, 120, 133-135, 205). However, negative coping styles, including
substance use, social isolation, denial, sleeping less, procrastination, and self-blaming escalate
the severity of mental distress among university students (72, 132, 134, 135). Hence, in the
provision of mental health interventions, considering the explanatory models the students have
toward their mental distress are vital to bringing sustainable mental health outcomes. As the
evidence shows mental health interventions which are culturally tailored are four times more
effective in improving mental health outcomes, because they decrease barriers to receiving
treatment (219).
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The causal attribution beliefs of mental distress are also linked with more treatment barriers that
block or delay receiving mental healthcare (29, 137). The existence of treatment barriers in the
university exacerbates the severity of mental distress that widens the mental health treatment gap
(27, 164). However, accessing feasible, acceptable, and culturally sensitive IPT addresses these
treatment barriers, decreased symptoms of mental distress, fulfill mental health treatment need,
change explanatory models of mental distress, and lead to improve outcomes, functioning,
improved education achievement, social activities, interpersonal relationship, and motivation to
work (45, 49, 151, 192-194, 196, 198). Whereas, the inabilitiy to fulfill students’ professional
mental health needs may lead to increasing severity of mental distress and related outcomes such
as withdrawal from the university, poor interpersonal relationships, poor academic functioning,
teenage pregnancy, suicide attempts and substance use (30, 66, 127). For further information, see

figure 2 below.
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Figure 2: Conceptual framework of the study
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3. OBJECTIVES OF THE STUDY

3.1. Research objectives
3.1.1. General objective

The general objective of the present study was to examine the implementation of IPT-E for

students with mental distress.

3.1.2. Specific objectives

This study addressed four specific objectives.

1. To assess the prevalence of mental distress, need and barriers to mental health treatment
for mental distress among undergraduate students in WSU (Study One).

2. To explore explanatory models of mental distress among undergraduate students in WSU
(Study Two).

3. To evaluate the feasibility and acceptability of IPT-E among undergraduate students in
WSU (Study Three).

4. To examine the preliminary outcomes of IPT-E with regard to symptoms and function

among undergraduate students in WSU (Part of study three).
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4. RESEARCH METHODS AND MATERIALS

4.1. Study setting and context

The present study is carried out at WSU, which is one of the public Ethiopian universities
located in Wolaita Sodo town of Wolaita zone, Southern Nations, Nationalities and People
Regional State (SNNPR). The zone has received zonal status in 2000, since then it has shown
rapid development, especially the capital town where an ethnic diversity of people live
harmoniously together. The societies in this zone are composed of 200 clans, where similar clans
do not marry each other (220). It is the most densely populated area in Ethiopia that covers a
total area of 4541-kilometers square with an estimated population of 1,527,908, of whom
752,668 are males and 775,240 are females (221).

Wolaita zone has 12 districts (namely: Sodo Zuria, Humbo, Offa, Kindo Didaye, Kindo
Koyesha, Damota Sore, Damota Gale, Damota Woyde, Damota Pulasa, Duguna Fango, Boloso
Sore and Boloso Bombe) and three towns (namely: Areka, Boditi and Wolaita Sodo) that are
structured for administrative purpose. Wolaita Sodo is the capital town and economic and
political center of the zone located 320-kilometers south of Addis Ababa through Butajira to the
Alaba road. The main source of livelihood for the majority of the city dwellers is trade, whereas
agriculture (crop production, such as Enset also known as false banana) followed by small-scale
animal husbandry are the main economic sources for the rural people that account for 89% of the
total population. The average annual rainfall in this zone is estimated to 956 millimeters in the
rainy season from June to September and the mean annual average temperature is 12.6°C (222).
The majority of people in this area are Protestant Christians, followed by Orthodox Christians
and Muslims. The most widely spoken language is Wolaitigna and the official working language
is Amharic language, the official language of Ethiopia. The following figure 3 shows the
geographical location of the present research study area.

52



~100030 0030 TR0 1230080
361000 361500 3GZ000 362500 4 1 [ [
L L 1 L

v e ETHIOPLA,

755500

T
A000F -*lw 240003 20D 543000
i i i i i

Wolaita Sodo University

755000
L

754500
|

T T T
160000 uumu# IEA00G
1 i i

T T T T
361000 361500 362000 362500

0 0102 0.4 0.6 0.8 Legend
——— Kim ]:' Wiholalta Sodo University

Figure 3: Geographical location of the study area

Wolaita Sodo zone has one non-profit public university, the WSU. The University was
established in the 2007 Gregorian calendar and began with an intake of 801 students (609 male
and 192 female) in four faculties and sixteen departments in the undergraduate program. It has
now, undergraduate and graduate programs in six colleges and five schools with more than 1300
academic staff and 2500 support staff. At the time of data collection for the current study, the
number of total students in all programs was 28,789, where 7321 male and 4707 female
registered as undergraduate students. Dedicated to provide quality education, WSU is fully

engaged in conducting research and delivering community services.

The University has health service facilities, including four full-time counselors (psychologists at
Master’s and Bachelor degree level) with four counseling offices (one conseling office was
established in 2007 and the remaining three were established in 2020) to provide free counseling
services for students with mental health and psychosocial problems. Three of the counselors are
male and one is female. The University has also established a new center called “the mental
health and psychosocial support for university students” designed to help students with Corona-
virus related issues. Apart from this, WSU has a referral teaching hospital (named the Otona

hospital) that provides health care services, including outpatient and inpatient psychiatric care for
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the surrounding community and the students. The University has a students’ clinic that provides
healthcare services for students and closely works with the students’ counseling offices. This
clinic has a referral system with the Otona hospital for students with severe physical and mental

illnesses.

4.1.1. Context of mental health in Ethiopia

Ethiopia is the second most populous country in Africa, where the total population is
approximately 109 million, where 67% of the population is under 30 years of age and 80% of the
population live in rural areas (223). As in other low-icome countries, the prevalence and burden
of anxiety and depression in Ethiopia is high. For example, a systematic review and meta-
analysis study reported that the pooled prevalence of these disorders among the general
population is 22% (224), which is associated with risk factors such as food insecurity (225),
poverty, violence, migration and substance use (226).

The burden of depression alone contributes to about 6.5% of the burden of diseases (226),
however, very few people are able to receive professional mental health services. Evidence
showed that the pooled prevalence of help-seeking behaviors of people with depression is 38% in
which majority of people with mental illness first contact non-professional care providers such as
religious leaders and herbalists (227). Because there are as yet few professional mental health
treatment services available in the country, seeking help from mental health professionals is the
last resort for many people in Ethiopia i.e. if the client remains affected, he/she will go to trained
psychiatric care providers, the majority of which are concentrated in the capital city of Ethiopia,
Addis Ababa (228). People struggling with mental health issues can experience stigma,
discrimination and violations of their rights in various ways, although the vision of the National
Mental Health Strategy is to value, protect and promote mental health and protect the rights of

people with mental illness in Ethiopia (229).

To scale-up the limited mental health services across the country, the government of Ethiopia has
planned to expand 100% of mental healthcare by 2020 (230). The National Mental Health
Strategy was developed in 2012 by the Federal Ministry of Health aimed to decentralize and
integrate mental health services at the primary healthcare level (228). Now, this strategy is

revised for the second time and aimed to promote mental health, prevent mental disorders,
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provide care and enhance recovery of persons with mental health conditions and psychosocial
disability starting from 2020-2025 (229). In the second edition of the National Essential Health
Services package prepared in 2019, CMDs, including depression are given due attention and
psychosocial interventions are identified to be implemented for these disorders (223).

Currently, the number of universities and students enrolled in Ethiopian universities are
increasing. For example, the country has more than 45 public universities, where more than
392,788 (255,657 male and 137,131female) undergraduate students are enrolled and more than a
hundred thousand students are graduating from universities every year. These students are young
adults, economically dependent on their family and full-time learner; they came from rural-urban
backgrounds, from different cultures and ethnicity, speaking a variety of languages. At the
university level, mental health services have been established to support students with mental
health problems, although the quality of the service provided is under question. As a result, the
treatment gap is high among Ethiopian university students, where majority of the students
receive treatment from informal sources such as family, friends, relatives and religious leaders
(25).

4.2. Study design

In the present study, a mixed-method design called explanatory sequential design was used,
where first quantitative data was collected and analyzed, followed by a qualitative approach to
get detailed information on the topic of the study (231). The rationale for using this design is that
the quantitative data addressed the prevalence of mental distress, need and barriers to receiving
professional mental health services that need further elaboration with regard to how the students
conceptualize mental distress. How they perceived its causes, symptoms, onset, severity and
impacts and what help-seeking behaviors and coping mechanisms they utilize. The quantitative
results of study one guide the selection of the qualitative data sources and data collection of
study two and the qualitative findings of the study play a crucial role in interpreting the
quantitative findings of study one (64). The findings of studies one and two associated with the
existence of high prevalence of mental distress, the need to receiving professional mental
healthcare, treatment preference (brief, individual format, duration of a session and frequency of
the sessions), and the report of perceived causes of mental distress that fit with the IPT-E focal

areas led to conduct study three. Study three used a pre-post quasi-experimental design to
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evaluate the feasibility and acceptability of the psychological intervention, IPT-E. The specific
design used for each study is noted in table 6 below.

Table 6: Summary of the study designs used in each phase of the study

Study Title Design Data collection
number time
Study one Mental distress, need and barriers to receiving Cross-sectional December 2017
professional mental healthcare  among to January 2018
university students in Ethiopia
Study two Explanatory models for mental distress among Phenomenological December 2017
university students in Ethiopia to January 2018
Study three  Feasibility and acceptability of brief individual A single group December 2019
interpersonal psychotherapy among university pre-post-test to February 2020
students with mental distress in Ethiopia quasi-
experimental
design

4.3. Study one: Mental distress, need and barriers to receiving professional mental

healthcare among university students in Ethiopia

The objective of this study was to assess the prevalence of mental distress, perceived need and
barriers to receiving professional mental healthcare. The data were collected from December
2017 to January 2018.

4.3.1. Sample size

A sample size of 1135 was estimated with an assumed prevalence rate of mental distress 40.9%
among undergraduate students in Gondar University (83), precision of + 3%, 95% confidence
interval and 10% non-response rate are considered. The sample size was calculated using a single
proportion formula n = z%pg/w? with 95% confidence interval, a standard normal value of (Z) =
1.96, margin of error (W) = 3%, p = 0.49 and q = 1-p. For the other two objectives (perceived
need and barriers to receiving mental healthcare) separate sample sizes were not estimated. All
the participants who were screened positive for mental distress (> 8) were used as the
denominator to estimate the proportion of students having a perceived need for professional
mental healthcare. Those participants who had mental distress symptoms and who did not
receive mental health services from professionals in the past three months were eligible to be
part of the study.
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4.3.2. Sampling technique and procedures

A stratified multi-stage sampling technique was used to recruit study participants. A list of
students’ names from first to fifth years was obtained from the registrar office of WSU. The first
participant’s name was selected randomly; the remaining participants were selected using
systematic random sampling. The first step was stratifying undergraduate students by their
schools/colleges (six colleges and five schools). For the second step, the total sample size was
allocated into the 11 strata using probability proportional to the number of the students as a
measure of size. The third step was selecting participants from each school and college based on
the proportion of the size of each department. The fourth step was selecting participants from
first to fifth-years based on the proportion to each year. Then, the final step was randomly
selecting the first participant and systematically selecting the rest participants from each level
and section of the study year.

4.3.3. Data collection instruments

The survey questionnaire consisted of four parts: Demographic Characteristic Questionnaire:
used to document variables including participants’ sex, age, religion, ethnicity, marital status,
current place of living, origin, year in university, substance use and family history of mental

illness.

Self-Reported Questionnaire (SRQ-20): Is a screening tool for mental distress developed by
WHO (232). SRQ-20 is a self-report instrument with 20 binary responses (Yes/No) questions. It
has the potential to detect cases and non-cases with sensitivity ranging from 63-90 and
specificity ranging from 44-95 (233). WHO recommends SRQ-20 as a reliable and valid
instrument to detect general CMDs (233). It was developed specifically for use in LMICs (232).
SRQ-20 has been previously translated into Amharic language in Ethiopia, locally validated
(234, 235), and used in different community (236-238) and institution-based surveys (83, 84,
239, 240) with cut-off points > 4 (240), > 7 (239), > 8 (83) and > 11 (84). SRQ-20 has good
psychometric properties (i.e. sensitivity 86% and specificity 84%) for detecting individuals with
mental distress in the Ethiopian population with an optimal cut-off point at > 8 (241). To identify
cases in the current study, a cut-off point of > 8 was used based on a previous validation study of
SRQ-20 in Ethiopia that resulted in good sensitivity and specificity using a cut-off point of 8
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(241). The pilot data collected from 38 undergraduate students in a similar population but in a

different setting to the current study showed that the internal consistency of SRQ-20 was 0.77.

The Perceived Need for Professional Mental HealthCare Questionnaire: Used to assess the
perceived need for professional mental health services in the past three months. It has been used
in the previous studies (28, 242). The question is phrased as follows: ‘Was there a time when you
thought you should see a doctor, counselor or other health professionals for your mental distress,
but you did not go in the past three months?’ with the response options of Yes/No. “Yes”
response implies the perceived need for professional mental healthcare but that was not received
in the past three months, whereas “No” response implies no perceived need for professional
mental healthcare for mental distress. Therefore, the perceived need for professional mental
healthcare in this study implies the number of students who reported “Yes” option. In line with
this instrument, some questions were incorporated to measure students’ treatment preference,
treatment modality, the total number of sessions, duration of a session, frequency of sessions, the

preferable place for counseling, and help-seeking behaviors.

Barriers to Access to Care Evaluation (BACE-II1): BACE was originally developed to identify
barriers to receiving professional mental health service for people with mental health problems
(161). It has 30 items to be completed by the participant (self-complete measure). This
instrument has good psychometric properties (i.e. validity, reliability, and acceptability) (161).
BACE-III has three dimensions of potential barriers of stigma (12 items), attitudinal (10 items)
and instrumental (8 items) related. This instrument asks about a range of issues that have ever
stopped, delayed or discouraged an individual from receiving professional care for a mental
health problem in the past three months. The response scale ranges from 0 (not at all) to 3 (a lot);
the higher score indicating a greater barrier. Five of the thirty items contain a fifth option: “Not
applicable”. Findings for each barrier are presented in three ways: mean score for the item,
barrier to any degree (the percentage of answering 1, 2 or 3) or major barrier (the percentage of

answering 3) based on BACE-I1I manual for researchers.

For the current study, BACE-IIlI was translated into the Amharic language by two Amharic
language experts whose first language is Amharic and their second language English. One expert

who knows the subject matter translated the instrument based on the BACE-I11I translation guide.
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The masked back-translation was made by two English language experts and one mental health
expert. The back-translated instrument was compared with the original version of BACE-III and
the consistency of the translation was agreed upon. The translated BACE-III was piloted on 40
undergraduate students in a similar population but in a different area of the current study setting.

Its internal consistency was 0.85.

After the pilot study, the researcher examined the applicability of each question in the university
set-up and noticed that item number 27 and 28 need some modifications. Discussion was made
with a mental health expert who has experience of adapting mental health instruments. Then,
question number 27 which says ‘difficulty taking time off work’ was modified as ‘difficulty
taking time off education’ and question number 28 which says ‘concern about what people at
work might think, say or do’, was modified as ‘concern about what students might think, say or
do’. The final version of the instrument was administered to students who scored > 8 on the
SRQ-20 and who had a perceived need (those who answered “Yes”) for professional mental
healthcare in the past three months of the study period. The internal consistency of the overall
BACE-III scale after the revision was 0.85, whereas for stigma sub-scale = 0.83; attitudinal sub-
scale = 0.67 and instrumental sub-scale = 0.60. Those participants who answered “No” for the
perceived need for mental healthcare measuring questionnaire were asked ‘In the past three
months, did you receive help from a psychologist, doctors, friends, family, religious leaders or

traditional healers?’ by skipping the BACE-III questionnaire.

4.3.4. Training of data collectors and data collection procedures

Classroom representatives served as data collectors. A half day training was given by the
principal investigator to data collectors about the aim of the research, the contents of data
collection tools, how to approach participants, ethical issues and responsibility to minimize
missing data. The classroom representatives both males and females were contacted by the
researcher through the help of their department heads, because they had cell phone numbers of
each classroom representative. Then, with the assistance of the classroom representatives, the
student participants came to the selected lecture halls and classrooms and the data collectors
explained the aim of the study. Finally, after verbal agreement was received, the data collectors
started to collect the data by explaining the instructions of all questionnaires with the close
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supervision of the principal investigator. To protect the confidentiality of the participants,

personal identifiers were not included in the questionnaires; instead, a code was applied.

The data collection was carried out well before approaching the students’ final examination to
avoid an inflation of the prevalence of mental distress. Those who scored > 8 on SRQ-20 were
asked to answer the questions about the perceived need for professional mental healthcare and
then answer questions in the BACE-III questionnaire. Participants who answered “No” the
question about the perceived need for professional mental healthcare skipped the BACE-III and
answered why they did not need mental healthcare in the past three months. Finally, after the
participants completed the self-administered questionnaires, the data collectors immediately
checked the existence of incomplete and missed information before the participants left the

room.

4.3.5. Data analysis

Data cleaning and cross-checking were done before analysis using Statistical Packages for the
Social Sciences (SPSS version 20). Descriptive statistical measures (i.e. percentage, frequency,
mean, and standard deviation) were employed to summarize demographic characteristics of the
participants and to identify barriers to mental health care services. Pearson chi-square test was
used to examine the association between demographic variables with mental health care seeking
intention and with the five most commonly reported barriers to receiving mental health services.
Furthermore, multiple linear regression was used to model the association between demographic
variables with a mean score of BACE-I1II sub-scales. Univariate regression analysis was used to
identify potential candidate variables for multivariable linear regression with a p-value of < 0.2
by referring to previous published articles (243, 244). Then, further analysis was carried out
using multivariable linear regression. Similarly, the association between demographic factors and
mental distress was analyzed using logistic regression; univariate logistic regression was used to
identify potential candidate variables for the multivariable model. Only those variables their p-
values < 0.2 (41, 79) were modeled in multivariable logistic regression. Odds ratios are used to
determine the strength of associations in the selected variables with a 95% confidence interval
(CI). The result was reported as being statistically significant whenever the p-value is less than
0.05.
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4.4. Study two: Explanatory models of mental distress among university students

This qualitative study aimed to explore the explanatory models for mental distress used by
undergraduate students in WSU. The phenomenological research design was employed to
explore the meaning of the lived experiences of students concerning conceptualization, perceived
symptoms and causes, help-seeking behavior, severity, onset pattern, coping mechanisms, and
impacts of mental distress (245). Constructivism philosophical perspective that favors the
“emic”or insider (as opposed to the “etic” or outsider observation) approach was used to guide
this study based on the idea that mentally distressed students have their understanding of their
mental distress (246) that was derived from perceptions, experiences and actions concerning

social contexts and driven by their cultural explanations (105).

4.4.1. Participants and procedures

The study participants were recruited from study one that aimed to assess the prevalence of
mental distress, perceived need for professional mental health services and barriers to receiving
the service among university students. In this screening phase of the prevalence study,
participants were informed that if they experience any symptom of mental distress and volunteer
to receive professional psychological support, they can write their phone number on the middle
page of SRQ-20 or they can contact in person the researcher. In this process, 29 volunteer
students wrote their cell phone number (all of them scored > 8 points on the SRQ-20 total score
scale). Of these, 21 (72.4%) students were contacted using their cell phone and following written
informed consent, they voluntarily participated in the interview and received counseling services.
The eligibility criteria for this study were: being undergraduate student; scoring 8 or more on
SRQ-20; willingness to participate in the study; and 18 years or older. A referral system to the
Otona hospital was available for any student with a risk of self-harming or with severe mental
illness. The remaining eight students did not answer their phones when they are called for
interview repeatedly. Redundancy of answers to the Short Explanatory Model Interview [SEMI]
was an indicator of information saturation, which indicated the maximum number of participants

was sufficient to the present qualitative study (247).
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4.4.2. Data collection instruments

Demographic information of the participants included sex, age, religion, ethnicity, marital status,
current place of living, origin, university year and monthly pocket money were collected. Mental
distress was assessed using SRQ-20 with a cut-off point of > 8 (described in study one).The
explanatory models for mental distress were explored using SEMI, which was developed from
Kleinman’s original concept. This instrument has been translated into different languages to
explore the “emic” perspective of distress using semi-structured open-ended questions. SEMI is
a simple brief instrument. Furthermore, it consists of non-technical words, easily translated, and
any interviewer from any background can administer it after receiving training to use it.
According to Azale et al (248), SEMI was adapted to an Ethiopian context by an expert
consensus meeting involving mental health professionals and qualitative researchers. It has seven
sections that cover perceived symptoms, conceptualization, perceived causes, perceived severity,
impacts, help-seeking behaviors and coping mechanisms of mental distress. The face-to-face
interview was conducted in Amharic language in the private counseling room of WSU. The
participants were encouraged to talk openly about their experiences. Probing was done to further
elicit and explore ideas of mental distress. The interviews were audio-recorded with consent. The

average duration of the 21 interviews was 42 minute ranging from 21-118 minute.

4.4.3. Data Analysis

The audio taped interviews were transcribed into Amharic. The transcribed data were translated
into the English language. Framework analysis was chosen over the other qualitative analysis
methods (249). This analysis method emphasizes how both prior issues and emergent data-driven
themes should guide the development of the analytic framework (250). This approach fit better
with the aim of the current study. The predetermined themes in the SEMI are designed to explore
the lived experiences of university students with mental distress and the researcher was open to
discover new emerging theme/s. The other justification for the use of framework analysis is that
it is suitable for the analysis the present data generated based on the basic research question,
“what are university students’ explanatory models for mental distress?”” and compatible with the

phenomenological research design.
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In the process of using framework analysis, the researcher followed five sequential steps. These
steps were: immersing one’s self with the audio recorded interviews (listening carefully) and
transcribing the data by reading again and again (familiarization), identifying a framework,
indexing (coding), charting (summarizing), and interpreting the result (250). Great attention was
given during coding the data because the coded information should capture the meaning of what
the participants exactly said. To ensure this, five translated interviews were coded by the
researcher and another experienced qualitative researcher independently to check inter-rater
coding reliability that resulted in almost similar codes. The researcher then coded all the
remaining interviews alone. Predetermined themes were identified. Free open code version 4.02

(251) was used to facilitate the analysis that enabled to manage data.

4.4.4. Trustworthiness

Rigor in a qualitative research is highly related with trustworthiness of the work done in a
specific study that includes credibility, dependability, conformability, and transferability (252).
To ensure the credibility of the research, the following works have done: (a) the data collection
instrument was carefully designed to elicit and generate data; (b) prolonged familiarization with
the data was passed through steps of interviewing, transcribing and translation; and (c) five
randomly selected translations were coded by the researcher and one expert who knew the
subject matter of the study to ensure the accuracy of the codes (intercoder agreement). The whole
process and the tasks performed in the present study were supervised and reviewed by
supervisors to confirm dependability and conformability of the study. All the necessary files are
available and the study setting was well described that indicate the transferability of the study
findings to other settings. However, the researcher did not deny that his role in the study and his
experience or knowledge of analyzing qualitative data might influence the interpretation of this

qualitative study.

4.5. Study three: Feasibility and acceptability of brief individual Interpersonal
Psychotherapy adapted for Ethiopia among university students with mental distress

The primary aim of this study was to evaluate the feasibility and acceptability of brief individual
IPT-E among WSU students. The secondary objective was to evaluate the preliminary

effectiveness of IPT-E in reducing symptoms of mental distress and improving functioning. A
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single group pre-post-test quasi-experimental research design was employed that used to

evaluate the impact of the intervention on purposefully selected participants (253).

4.5.1. Study participants and their recruitment procedures

The source population was undergraduate students in WSU. The researcher posted flyers in
target areas, including: the students’ dormitories and cafeteria, the main gate of the university,
the library and student’s health clinic. In addition, three banners were prepared in collaboration
with the WSU student’s Dean and counseling offices. These banners were posted in the same
strategic areas as the flyers. The flyers and banners were written in Amharic, the official
language of Ethiopia, which most students speak. The flyers and banners encouraged those
students who experienced symptoms of psychological distress to come to student services for
IPT-E. The flyers and banners included the names, addresses and contact data of the counselors
as well as their time of availability. The following images (figure 4) are those of the posted flyer

and banner.
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Figure 4: Sample of posted flyer and banner

The counselors registered students that came to the counseling offices requesting assistance
following the distribution of the flyers and erection of the banners, and screened them based on
eligible criteria for IPT-E. The eligibility criteria were: being undergraduate student; score > 8 on
SRQ-20; 18 years or older; willing to attend at least 4 IPT-E sessions and able to speak the
Ambharic, Wolaitigna or Afan Oromo language. The exclusion criteria were: students with
serious physical and mental illnesses; acute suicidality; problematic substance use; and already

receiving psychiatric medication or psychological treatment. The counselors used some questions
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to identify these exclusion criteria. Twenty six eligible students were recruited and participated in

the IPT-E sessions. See figure 5 below.

Total students registered to the counseling offices = 28

Students met exclusion criteria = 2 H

A 4

Students met inclusion criteria and consented to participate = 26

Students withdrew from the IPT-E = 2
Student completed one session =1
Student completed three sessions = 1

\ 4
Students completed 8 sessions of the IPT-E = 24

Figure 5: Flow of study participants

4.5.2. Interpersonal Psychotherapy adapted for Ethiopia training for counselors

The intensive IPT-E training was given for four consecutive days and included practical sessions
on the clinical skills required. Initially, five counselors participated in the training, but four of
them completed the training. The two women counselors had a Bachelor degree in Public Health,
one male counselor had a Master’s degree in Public Health and the other had a Master’s degree
in Counseling Psychology. Three of them could speak both Amharic and Wolaitigna languages
fluently and one counselor could speak both Afan Oromo and Amharic fluently. The training
was given by the researcher who has a Bachelor’s degree in Psychology, a Master’s degree in
Counseling psychology, has two years counseling experience in WSU counseling office and has
attended the theoretical and practical training of IPT-E given by the manual adaptors (Appendix
V). The following pictures (figure 6) depict counselors attending IPT-E training.

Figure 6: Photos captured during the Interpersonal psychotherapy adapted for Ethiopia training
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To evaluate the outcome of the training, the trainer administered pre- and post-tests prepared
from the IPT-E manual and a training satisfaction feedback measuring tool. All counselors
showed a significant change (above the median point) in the post-test result compared to the pre-
test indicating that the counselors received the necessary knowledge to implement IPT-E in the
practical session. The practical sessions also helped them to acquire the clinical skills necessary
to implement IPT-E. Besides this, all (100%) the counselors rated the training as excellent and
reported that the standard quality of the training was high and fulfilled their expectations. They
reported that they had received practical knowledge that enabled them to treat students with

mental distress.

4.5.3. Data collection instruments

Five instruments were used to collect the demographic and outcome data. The IPT-E screening
tool and TTF were used together to collect data including participants’ age, sex, marital status,
perceived cause of the problem, treatment received, onset of the problem, concurrent problems,
medication, substance use, experience of gender based violence, suicide ideas, plan and past
attempts and thoughts and past attempts of harming others. The second instrument was the IPT-E
feasibility measuring tool, which was used to evaluate the number of students who attended the
intervention session, consent rate, completion rate, attrition rate, the duration of the intervention

session attended and the mean and modal number of sessions completed over 8-weeks.

The third instrument was the Client Satisfaction Questionnaire-8 items (CSQ), which was used to
measure acceptability of IPT-E. The 8-items were rated on a Likert scale ranging from 1 to 4 that
yield a minimum total score of 8 and a maximum total score of 32, higher score indicates higher
satisfaction (254). Mental health professionals have carefully translated this instrument for this
study. In addition to this, a semi-structured interview was conducted with 10 clients to explore
further their satisfaction received from the intervention. Redundancy of clients’ response to the
open ended questions framed from the CSQ indicated the saturation of the data. The qualitative
data were audiotaped. Fidelity to the IPT-E treatment included intervention adherence and the
number of session attended (255). This treatment adherence was assessed by the IPT-E
counselors self-report treatment checklist, which was coded as “Yes” or “No” (“Yes” indicates

the accomplishment of the expected key tasks within each session and “No” represents a failure
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to accomplish the expected key activities in each counseling session). The counselors completed

the checklist for every session of the IPT-E.

The fifth tool was the World Health Organization Disability Assessment (WHODAS-2.0) (256).
This instrument is a self-administered 12-item scale designed to measure functional difficulties
caused by mental distress in the past 30 days. It has six functional domains which are:
understanding and communicating, getting around, self-care, getting along with people, life
activities and participation in society with a Likert scale ranging from 1 [none] to 5
(extreme/cannot do). Scores are computed either by adding the response of items in each domain
separately or by adding all the responses together to get a global score. A higher score indicates
greater functional impairment. WHODAS-2.0 has been adapted and validated in Ethiopia for
people with severe mental illness (257). The sixth instrument was SRQ-20 that is used to assess
mental distress with a cut-off point of > 8 (described in study one). See table 7 below.

Table 7: Summary of outcomes and measures

Outcomes Measures
Sociodemographic factors v" IPT-E screening tool
v" IPT-E Treatment Tracking Form
v" Number of participants agree to participate
Feasibility v" Number of participants complete the IPT-E
v" Number of participants withdraw from the IPT-E
Primary v Mean and mode of the sessions
outcome v CSQ-8 items
Acceptability v' Open-ended questions framed from CSQ-8
v'IPT-E checklist
Fidelity e Yes/No
Secondary v" SRQ-20
outcome Mental distress v' IPT-E screening tool
Functioning v' WHODAS-12 items

4.5.4. Data analyses

In the present study, data were collected at baseline and at eight-weeks after the start of
treatment. The data collected using SRQ-20 and WHODAS-2.0 were measured twice, whereas
the remaining data measured by CSQ, IPT-E feasibility measuring tool and in-depth interviews
were collected at eight weeks. The data were analyzed using Statistical Packages for the Social
Sciences version 20 after cleaning the data, checking the missing values, outliers and normality
of the distribution of the data. The demographic variables, feasibility and acceptability of IPT-E

were summarized using percentage, frequency, mean and standard deviation.
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The preliminary effectiveness of IPT-E measured by SRQ-20 at pre-post-tests was analyzed
using paired t-test and the functioning data measured by WHODAS-2.0 at baseline and post-
assessment were analyzed by Wilcoxon signed-rank test. Furthermore, independent samples t-
test and one-way ANOVA tests were used to assess the mean score difference of the socio-
demographic variables for continuous outcomes at baseline and/or at eight weeks. Statistical
significance was reported whenever p-value was less than 0.05. The audiotaped qualitative data
of the acceptability of IPT-E were transcribed verbatim and translated and then analyzed using
thematic analysis supported with a qualitative software, open code 4.02 (251).

4.6. Data management and processing

The quantitative data collected by trained data collectors under the close supervision of the
researcher were first imported into data analyzing software. Then, the data cleaning was done
before starting the analysis. After checking the neatness of the imported data (detecting missed
data, unusual values and normal distribution of the data), the researcher analyzed the data using
SPSS version 20. The audio recorded qualitative data elicited by the in-depth interview were
transcribed into Amharic in written form and translated to English. Then, inductive coding was
conducted. To ensure the accuracy of the codes, some of the translations were first coded by the
researcher and by one expert who knew the subject matter of the study. Then, after checking the
inter-rater coding similarity, the researcher coded the remaining translations. Finally, the
translated data was analyzed with the assist of open code version 4.02. All the collected and
audio recorded data were kept anonymized and confidential throughout the whole study process
using a locked computer using a password known only by the researcher. The data documented

on the hard copies were kept in a locked box of the researcher’s house.

4.7. Data quality assurance

In any scientific study, the data quality assurance is uncompromised, because contamination of
the data dismisses the whole study results. Therefore, having this in mind, the quality of the data
has been given significantly emphasis starting from the selection of data collection instruments.
The data collection instruments have good psychometric properties (validity and reliability) and
were validated in the Ethiopian context. The instruments that were not adapted for Ethiopia

previously were translated following the procedures mentioned in the guideline and piloted to
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check their validity and reliability. After doing this, half-day training been was given for the data
collectors which was focused on how to administer the instruments and explaining the aim of the

study to the research participants to optimize the quality of the data.

During the data collection and the IPT-E intervention, the researcher closely supervised the
overall process. The researcher randomly selected a sample of the completed data collection
form then checked for accuracy, incompleteness, and inconsistency. The collected data were
reviewed and checked for completeness before the data entry. A data entry format was produced
and programmed. Then, the researcher entered the data into SPSS. The data collection,
transcriptions and translations of the qualitative study by the researcher also increased the quality
of the qualitative data along with the random selection and coding of the five translations by the
researcher and expert on the area. Furthermore, the counselors who participated in the
intervention study were well qualified and had a Bachelor’s or Master’s degrees in public health

and psychology that contributed to the quality of services delivered to the students.

4.8. Ethical considerations

All the ethical considerations and the methodological credibility of this study were done
according to Addis Ababa University College of Health Sciences Institutional Review Board
guideline. Ethical clearance was obtained from the Institutional Review Board of Addis Ababa
University College of Health Sciences with a protocol number of 045/17/Psy. Before starting the
interviews of the clients, the objectives of the study were clearly explained and a copy of
information sheet written in the Amharic language was distributed to the study participants;
volunteer students participated in the study after obtaining their informed consent (oral informed
consent for study one and written for studies two and three). Personal identifiers were not
included in the questionnaires or recorded; rather codes only known by the researcher were used
for the prevalence and qualitative studies. However, in the IPT-E intervention study, in the
screening tool did include a personal identifier related to participants’ cell phone numbers. Care
was taken to keep this information private. The need to have participants’ cell phone numbers

was required to remind them of the counseling sessions, to prevent missed sessions.

To reduce potential risks to study participants, the following precautions were taken: (a)

informed consent was obtained; (b) respecting clients’ needs; (c) counseling took place in a
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private room; (d) confidentiality was respected; (e) the participant was assured of their right to
ask questions and (f) clients had the right to withdraw from the study at any time if they were not
comfortable participating in the study, without prejudice. The potential benefits clients might
gain from the present study included receiving counseling services and facilitating a referral
system to the psychiatric clinic for severe mental problems if required. For instance, there was a
referral system through the students’ clinic to the Otona hospital for those students who met the
exclusion criteria of the intervention (IPT-E) study. As a result, two students who were
previously diagnosed with severe mental illness and who were taking psychotropic medications

were referred to the Otona hospital for further psychiatric care.

All participants who participated in the qualitative study received counseling services and the
participants who participated in study one were also informed of the availability of free
counseling services in the university. Apart from this, there was no transport payment for the
participants, because they all were living within the WSU compound during the study period.
Concerning confidentiality, the collected data were kept anonymized and confidential throughout
the whole study process by locking the computer and using a password known only by the
researcher. The data documented on the hard copies were kept in a locked box in the researcher’s
house.

4.9. Brief summary of the dissertation

The above-mentioned studies were briefly summarized in table 8. The table includes the type of
design employed in each study, the number of participants involved, sampling techniques, data
collection instruments and statistical tools used to analyze the data.

Table 8: Summary of the three studies’ methods incorporated in the dissertation

Number Study design Study Sample Sampling Data Data Analysis
of study population size technique collection tool
1 Cross-sectional  Undergraduate 980 Multistage SRQ-20 Descriptive statistics
university sampling BACE-III (percentage,
students Perceived frequency, mean,
need and standard

guestionnaire  deviation)
Pearson chi-square
test
Linear regression
Logistic regression
2 Phenomenology Mentally 21 Purposive  SEMI Framework analysis
distressed sampling
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Single-group
pre-post-test
design

university
students
Mentally
distressed
university
students

24

Purposive
sampling

SRQ-20
WHODAS-12
CSsQ-8

Semi-
structured
interviews

Descriptive statistics

(percentage,
frequency, mean,
and standard
deviation)

T-test, Wilcoxon
signed-rank test and
one way-ANOVA

Qualitative analysis
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5. RESULTS

This section of the study presents the three study objectives findings sequentially. It begins with
presenting the cross-sectional study results that aimed to assess the prevalence of mental distress,
perceived need and barriers to receiving professional mental healthcare. Followed by the
qualitative study findings which aimed to explore the explanatory models for mental distress and
conclude with the third interventional study findings that focused on the feasibility and

acceptability of IPT-E for students with mental distress.

5.1. Study one: Mental distress, need and barriers to receiving professional mental

healthcare among university students

This cross-sectional study was aimed to identify the magnitude of mental distress, mental
healthcare need and barriers to receiving professional mental health services that served as a
springboard for the remaining two consecutive studies. The detail of this study’s findings is

presented in the following way.

5.1.1. Demographic characteristics of the study participants

A total of 980 undergraduate students completed the screening phase survey from the sample of
1135 students approached, yielding 86.34% response rate. One third (34.6%) of the participants
had scored > 8 on SRQ-20. The majority (60.5%) were male. The age of the participants ranged
from 17 to 38 years with a mean age of 21.53 years (SD = 2.42). The participants were from
diverse ethnic groups, the largest proportion were from Amhara (34.6%) and Wolaita (20.9%)
ethnic groups. Regarding marital status, 82.8% were single and 95.3% were living in the campus.
Over half (54.7%) were from urban backgrounds. First-year, second-year, and third-year
undergraduate students comprised 27.7%, 26.6%, and 25.9% of the sample, respectively (see
table 9).

Table 9: Demographic characteristics of the study sample

Variables Total Sample  Screened positive Participants with mental distress
(n) % N (980) for mental distress  who have not received
(n) % N (339) professional mental healthcare %
N (239)
Sex
Male 593 (60.5) 176 (51.9) 127 (53.1)
Female 387 (39.5) 163 (48.1) 112 (46.9)
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Age

Mean 21.53 21.21 21.22
SD 2.42 1.95 1.82
Minimum 17 18 18
Maximum 38 30 28
Religion

Christian Orthodox 543 (55.4) 241 (71.1) 164 (68.6)
Christian Protestant 330 (33.7) 50 (17.7) 46 (19.2)
Islam 80 (8.2) 30 (8.8) 22 (9.2)
Christian Catholic 8 (0.8) 2 (0.6) 2(0.8)
No religion 8 (0.8) 4(1.2) 3(1.3)
Others 11 (1.2) 2 (0.6) 2(0.8)
Ethnicity

Amhara 339 (34.6) 164 (48.4) 110 (46.0)
Oromo 155 (15.8) 58 (17.1) 41 (17.2)
Wolaita 205 (20.9) 44 (13) 35 (14.6)
Gurage 80 (8.2) 24 (7.1) 15 (6.3)
Tigre 24 (2.4) 11 (3.2) 8(3.3)
Sidama 58 (5.9) 9(2.7) 7(2.9)
Hadiya 32(3.3) 8(2.4) 6 (2.5)
Gamogofa 30(3.1) 8(2.4) 6 (2.5)
Others 57 (5.7) 13 (3.9) 11 (4.6)
Marital status

Single 811 (82.8) 268 (79.1) 194 (81.2)
In a relation 114 (11.6) 50 (14.7) 31 (13.0)
Married but not living together 35 (3.6) 11 (3.2) 9 (3.8)
Divorced 14 (1.4) 7(2.1) 3(1.3)
Married and living together 6 (0.6) 3 (0.9 2(0.2)
Residence

In Campus 934 (95.3) 320 (94.4) 223 (93.3)
Off Campus 20 [2] 8(2.4) 7(2.9)
Both 26 (2.7) 11 (3.2) 9(3.8)
Area of growing

Urban 536 (54.7) 176 (51.9) 127 (53.1)
Rural 444 (45.3) 163 (48.1) 112 (46.9)
University year

First-year 271 (27.7) 117 (34.5) 81 (33.9)
Second-year 261 (26.6) 85 (25.1) 58 (24.3)
Third-year 254 (25.9) 84 (24.8 67 (28.0)
Fourth-year 96 (9.8) 28 (8.3) 18 (7.5)
Fifth-year 98 (10.0) 25 (7.4) 15 (6.3)
Family history of mental

illness

Yes 67 (6.8) 34 (10.0) 22 (9.2)
No 913 (93.2) 305 (90.0) 217 (90.8)
Substance use

Yes 58 (5.9) 39 (11.5) 31 (13.0)
No 922 (94.1) 300 (88.5) 208 (87)

5.1.2. Prevalence of mental distress

The prevalence of mental distress was 34.6%, indicated by 339 participants with SRQ-20 scored
higher than 7. It was slightly higher (51.9%) among male students. The item-based response of
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the study participants to the SRQ-20 is summarized in figure 7. The top three frequently reported
symptoms were: loss of interest in things (37.60%), being tired (36.90), and thought of ending
one’s life (36.80%). The least reported symptom was handshaking/hand trembling (19.7%).

Mental distress positive cases with cut-off point >7 -m

Are you easily tired? -m

Do you have uncomfortable feelings in your stomach? -m
Do you feel tired all the time? m

Has the thought of ending your life been on your mind? ™35 800%
Do you feel that you are a worthless person? m

Have you lost interest in things? 57600

Are you unable to play a useful part in life? 1 93300

Is your daily work suffering? -m

Do you find it difficult to make decisions? -m
Do you find it difficult to enjoy your daily activities? -m =No

Do you cry more than usual? m Yes

Do you feel unhappy? [™360%

Do you have trouble thinking clearly? -m

Is your digestion poor? m

Do you feel nervous, tense or worried? [*357200%%

Do your hands shake? ™9G770%

Are you easily frightened? 33309

Do you sleep badly? m

Is your appetite poor? =755
Do you often have headaches? 3367

0% 20% 40% 60% 80% 100%

Figure 7: Prevalence of mental distress and its distribution of specific symptom of Self-Reported
Questionnaire

5.1.3. Demographic factors associated with mental distress

Both univariate and multivariable logistic regression results were presented in table 10. As it can
be shown in table 10 below, being female (COR = 1.72, 95% CI = 1.32, 2.25), being in age
category of 18-19 years (COR = 2.39, 95% CI = 1.10, 5.21) and 20-25 years (COR = 2.10, 95%
Cl =1.03, 4.26) and being first-year student (COR = 2.22, 95% CI = 1.33, 3.71) were positively
and significantly associated with mental distress in the univariate model. In the multivariable
model, female students were two times more likely to experience mental distress than male
students (AOR = 2.06, 95% CI = 1.54, 2.75). First-year students had two times risk of
developing mental distress compared to fifth-year students (AOR = 2.30, 95% CI = 1.31, 4.02).
Students who reported a family history of mental illness were two times higher for developing
mental distress than students with no family history of mental illness (AOR = 1.99, 95% CI =
1.17, 3.39). Furthermore, students who reported a history of substance use were six times more
likely to experience mental distress than students who reported no history of substance use (AOR
=5.93, 95% CI = 3.26, 10.78).
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Table 10: Demographic factors associated with mental distress

Variables Mental distress OR with 95% CI
Yes No Crude Adjusted
N (%) N (%) (COR) (AOR)
Sex
Female 163 (42.1%) 224 (57.9%) 1.72(1.32,2.25) 2.06(1.54, 2.75)
Male 176 (29.7%) 417 (70.3%) 1 1
Age
18-19 years 49 (38%) 80 (62%) 2.39 (1.10,5.21) 1.59 (0.66, 3.84)
20-25 years 280 (35%) 521 (65%) 2.10(1.03,4.26) 1.97 (0.91, 4.24)
> 26 years 10 (20.4%) 39 (79.6%) 1 1

Area of growing

Rural 163 (36.7%) 281 (63.3%) 1.19(0.91, 1.55) 1.32(0.99, 1.76)
Urban 176 (32.8%) 360 (67.2%) 1 1

University year
First-year 117 (43.2%) 154 (56.8%) 2.22(1.33,3.71) 2.30(1.31, 4.02)
Second-year 85 (32.6%) 176 (67.4%) 1.41(0.84,2.38) 1.29(0.74, 2.23)
Third-year 84 (33.1%) 170 (66.9%) 1.44(0.85,2.44) 1.26(0.72,2.18)
Fourth-year 28 (29.2%) 68 (70.8%) 1.20 (0.64, 2.26) 1.02 (0.52, 1.99)
Fifth-year 25 (25.5%) 73 (74.5%) 1 1

Family history of

mental illness
Yes 33 (49.3%) 34 (50.7%) 0.49 (0.30,0.80) 1.99(1.17, 3.39)
No 305 (33.4%) 608 (66.8%) 1 1

Substance use
Yes 39 (67.2%) 19 (32.8%) 0.24 (0.13, 0.41) 5.93(3.26, 10.78)
No 300 (32.5%) 622 (67.5%) 1 1

5.1.4. Need for professional mental healthcare

Of 339 participants with elevated symptoms of mental distress, 70.5% (n = 239) reported a
perceived need for professional mental healthcare in the past three months. The remaining 29.5%
did not report a need for professional mental health treatment, because they received help from
informal sources (25.5% from religious leaders, friends, family, and traditional healers) and
formal sources (4% from doctors and psychologists). The majority (86.4%) of mentally
distressed participants preferred individual psychological counseling; 34.8% preferred to be
counseled in a university counseling office, followed by preferring counseling in a hospital
(28.6%); 44.8% and 14.2% preferred four and eight total counseling sessions, respectively.
Forty-seven percent needed one session per week and followed by 30.7% two sessions per week;
37.8% and 34.2% wanted the duration of a single session to range 20-30 minutes and 40-60
minutes, respectively. There was no significant gender difference among students seeking mental
health service, ¥2 [1] = 0.48, p = 0.49. Likewise, there were no significant differences among the
remaining demographic variables in those seeking mental health services. See table 11 below.

75



Table 11: Demographic factors associated with need for professional mental healthcare

Variables Need for professional mental X 2 P-value
healthcare
Yes (n) No (n)
Sex
Female 112 51
Male 127 49 0.48 0.49
Religious background
Orthodox 164 77
Protestant 46 14 3.02 0.39
Muslim 22 8
Others 7 1
Ethnicity
Amhara 111 53
Oromo 41 17
Wolaita 35 9
Gurage 15 9 3.77 0.88
Hadiya 6 2
Tigre 8 3
Sidama 7 2
Gamogofa 6 2
Others 10 3
Marital status
Single 193 75
In a relationship 31 19
Married but no living together 2 1 6.83 0.15
Divorced 10 1
Married and living together 3 4
Residence
In campus 223 97
Off campus 7 1 1.89 0.39
Both 9 2
Origin
Rural 112 51
Urban 127 49 0.48 0.49
University year
First-year 81 36
Second-year 58 27
Third-year 67 17 5.61 0.23
Fourth-year 18 10
Fifth-year 15 10
Family history of mental illness
No 217 88
Yes 22 12 0.61 0.44
Substance use
No 208 92
Yes 31 8 1.71 0.19

5.1.5. Barriers to receiving professional mental healthcare for mental distress

Of the 339 participants who screened positive for mental distress, 239 (127 male and 112 female)

had not received mental health services in the past three months, because of the barriers to
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receiving the treatment, despite desiring mental health care as indicated in table 12. This table
shows the mean scores of an individual item, standard deviation, percentage to any degree, and
major barriers to receiving mental healthcare. There were top five barriers to receiving mental
healthcare the reported percentage was greater than 60% to any degree (sum of responses of a

little, quite a lot, and a lot).

The first barrier to seeking mental health care was ‘thinking the problem would get better by
itself” reported by 74.4% to any degree and 37% thought that it would act as a major barrier to
receiving mental health services. The second was ‘being unsure where to go to get professional
care’ which accounted for 71.6% to any degree and 21% reported as a major barrier. The third
was ‘wanting to solve the problem on their own’, whereby 71% of the participants reported this
as a barrier to any degree and 28% thought that it would act as a major barrier to receiving
mental healthcare. The fourth was ‘denying a mental health problem’, where 67.4% of the
participants reported this as a barrier to any degree and 38% reported it as a major barrier. The
fifth was ‘preferring to get alternative forms of care’ reported as any degree of the barrier by
67%, while 34% of the participants reported it as a major barrier to receiving mental health
service.

Table 12: Barriers to receiving mental healthcare among students with mental distress (n = 239)

Barriers to receiving mental healthcare Mental distress who did not Total Item mean
receive professional mental (N)
health treatment (N = 239)

Barrier to Major barrier

any degree % (n)

% (n)

Stigma related barriers
Concern about what my family might think, say, do  48.1 (115) 18.4 (44) 239 0.98(1.18)
or feel
Concern that | might be seen as weak for having a 38.9 (93) 14.2 (34) 239 0.76 (1.10)
mental health problem
Feeling embarrassed or ashamed 29.8 (71) 10.9 [26] 239 0.58(1.01)
Concern that | might be seen as ‘crazy’ 31.9[76] 10.5 (25) 239 0.61(1.02)
Not wanting a mental health problem to be on my 26.0 (62) 8.4 (20) 239 0.50 (0.95)
medical records
Concern that people might not take me seriously if 28.0 [67] 7.1(17) 239 0.51(0.93)
they found out | was having professional care
Concern that people | know might find out 28.4 (68) 6.7 [16] 239  0.47(0.87)
Concern about what my friends might think, say or 33.5(80) 6.7 [16] 239  0.56 (0.92)
do
Concern about what students might think, say or do 31.4 (75) 6.3 (15) 239  0.53(0.90)
Attitudinal related barriers

Thinking I did not have a problem 67.4 (161) 38.1(91) 239 1.59 (1.29)

Thinking the problem would get better by itself 74.4 (178) 36.8 (88) 239  1.65(1.22)
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Preferring to get alternative forms of care
Wanting to solve the problem on my own
Preferring to get help from family or friends
Dislike of talking about my feelings, emotions or
thoughts
Concerns about the treatments available (e.g.
medication side effects)
Thinking that professional care probably would not
help
Fear of being put in hospital against my will
Having had previous bad experiences with
professional care for mental health

Instrumental related barriers
Not being able to afford the financial costs involved
Having no one who could help me get professional
care
Being unsure where to go to get professional
care
Difficulty taking time off education
Problems with transport or travelling to
appointments
Being too unwell to ask for help
Professionals from my own ethnic or cultural group
not being available

66.5 (159)
71.1 (170)
58.6 (140)
38.0 (91)
36.8 (88)
30.9 (74)
21.4 (51)
16.7 (40)
56.0 (134)
59.8 (143)
71.6 (171)

55.2 (132)
44.4 (106)

51.9 (124)
26.4 [63]

34.3 (82)
28.0 [67]
22.2 (53)
9.6 (23)
9.6 (23)
7.5 (18)
7.1 (17)
4.6 (11)
25.5 (61)
24.7 (59)
21.0 (51)

17.6 (42)
17.6 (42)

14.6 (35)
6.7 [16]

239
239
239
239
239
239
239
239
239
239
239

239
239

239
239

1.51 (1.27)
1.50 (1.18)
1.20 (1.20)
0.69 (1.02)
0.65 (1.01)
0.54 (0.93)
0.41 (0.89)
0.30 (0.76)
1.23 (1.25)
1.26 (1.22)
1.36 (1.11)

1.10 (1.16)
0.92 (1.18)

0.96 (1.11)
0.47 (0.89)

Note: Question number 5, 14, 24, and 29 in the BACE-III were not included in this table, because more than 97% of
the participants responded “Not applicable” option for each item. Barriers reported percentage greater than 60% to

any degree were indicated in bold color.

Of the top five barriers, the top four were attitudinal related barriers to receiving professional

mental health services. The fifth, ‘being unsure of where to get professional care’ was an

instrumental related sub-scale of BACE-IIl. As a result, the mean score of attitudinal related
barriers sub-scale of BACE-IIl (M = 1.26, SD = 0.68) was the highest when compared with

instrumental related barriers sub-scale (M = 0.78, SD = 0.43) and stigma related barriers sub-
scale (M = 0.61, SD = 0.65) of BACE-IIIl. Of all the demographic variables, only a family
history of mental illness had a significant association, X [3] = 14.48 =, p = 0.01 with ‘denying

mental health problem’ of the top five barriers. See table 13.

Table 13: The association between demographic variables with common barriers to receiving

mental healthcare
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Variables

Sex

Female

Male

Religious background
Orthodox
Protestant
Muslim

Others
Ethnicity
Ambhara

Oromo

Wolaita

Gurage

Hadiya

Tigre

Sidama

Others

Marital status
Single

In a relationship
Married but not living together
Divorced
Married and living together
Residence

In campus

Off campus
Both

Origin

Rural

Urban
University year
First-year
Second-year
Third-year
Fourth-year
Fifth-year
Family history of mental ill ness
No

Yes

Substance use
No

Yes

Common barriers to receiving mental health care

Thinking the problem
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5.1.6. Associated factors of attitudinal related barriers to receiving professional mental
healthcare

In univariate regression analysis (table 14), fourth-year students perceived significantly more
attitudinal related barriers (B = 0.27; 95%CI = 0.24, 1.16; p = 0.003) than the fifth-year students.
Multivariable analysis also showed that only fourth-year students perceived significantly more

attitudinal related barriers (f = 0.27; 95% CI = 0.21, 1.14; p = 0.01) than the fifth-year students.

Table 14: Associated factors of attitudinal barriers to receiving mental healthcare (n = 239)

Attitudinal related barriers

Variables Univariate Multivariable
Beta 95% ClI P Beta 95% ClI P
Age .09 -.02, .08 .18 .01 -.05, .06 .91
University year First-year .01 -.36, .38 .97 01 -41, .42 .97
Second-year .03 -.33, .43 .80 .03 -.35, .46 .81
Third-year A1 -.20, .54 37 A2 -.21, .57 37
Fourth-year 27 .24, 1.16 .003 .26 21, .004
1.14
Fifth-year (Ref.) - .80, 1.48 <0.01
Family mental illness No (Ref.) - 1.14,1.32 <0.01
history Yes 12 -.01, .59 .06 11 -.04,.56 .09
R2 0.08

Note. Reference category results for multivariable were: f = 1.05; 95% CI: -.29, 2.40; P = 0.12. Ref. = Reference
category for univariate regression analysis; CI = Confidence Interval for § and P = P-Value.

5.1.7. Associated factors of instrumental related barriers to receiving professional mental
healthcare

In univariate regression analysis (table 15), female students perceived significantly fewer
instrumental related barriers (B = -.15; 95%CI = -.24, -.02; p = 0.02) than male students. Students
from rural background perceived significantly more instrumental related barriers (B = 0.18;
95%CI = 0.04, 0.26; p = 0.01) than students from urban background. Fourth-year students
perceived significantly more instrumental related barriers (B = 0.28; 95%CI = 0.17, 0.76; p =
0.002) than the fifth-year students. Students who reported a family history of mental illness
perceived significantly more instrumental related barriers (B = 0.16; 95%CI = 0.05, 0.43; p =
0.01) than students who reported no family history of mental illness. Students who reported
substance use perceived significantly more instrumental related barriers (B = 0.15; 95%CI =
0.03, 0.36; p = 0.02) than students who reported no substance use. A one year increase in age
was associated with 0.19 unit increased in instrumental related barriers to receiving mental health
services (f = 0.19; 95%CI = 0.02, 0.07; p = 0.004). In multivariable analysis, students from rural
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background perceived significantly more instrumental related barriers (p = 0.16; 95%CI = 0.03,
0.25; p = 0.01) than students from urban background. Besides this, second-year (p = 0.27;
95%CI = 0.02, 0.52; p = 0.03) and fourth-year students (B = 0.29; 95%CI = 0.19, 0.77; p =
0.001) perceived significantly more instrumental related barriers than the fifth-year students.

Table 15: Associated factors of instrumental barriers to receiving mental healthcare (n = 239)

Instrumental related barriers

Variables Univariate Multivariable
Beta 95% Cl P Beta 95% ClI P
Sex Male (Ref.) - 77,.92 <0.01
Female -.15 -.24,-.02 .02 -.10 -.20, .02 A2
Age 19 .02, .07 .004 A3 -.01, .07 .09
Origin Urban (Ref.) .64,.78 <0.01 .
Rural .18 .04, .26 .01 .16 .03, .25 .01
University year First-year A1 -.13, .34 .39 .23 -.05, .47 A1
Second-year 14 -.10, .39 .25 27 .02, .52 .03
Third-year 14 -.10, .37 27 .23 -.02, .47 .07
Fourth-year .28 17, .76 .002 .29 A9, .77 .001
Fifth-year (Ref.) 42,.86  <0.01
Family mental No (Ref.) .70, .82 <0.01
iliness history Yes 16 .05, .43 .01 .09 -05,.32 .15
Substance use No (Ref.) .70, .82 <0.01
Yes .15 .03, .36 .02 .09 -.05, .28 A7
R2 0.14

Note. Reference category for multivariable: § = -.16; 95% CI = -1.02, 0.70 p = .72. Ref. refers to reference
category for univariate regression analysis; CI = Confidence Interval for § and P = P-Value.

5.1.8. Associated factors of stigma related barriers to receiving professional mental
healthcare

Univariate regression analysis showed that students from rural background perceived
significantly more stigma related barriers (f = 0.13; 95%CI = 0.00, 0.33; p = 0.05) than students
from urban background. Students who reported a history of mental illness in the family
perceived significantly more stigma related barriers (p = 0.13; 95%CI = 0.01, 0.57; p = 0.05)
than students who reported no family history of mental illness. Students who reported substance
use perceived significantly more stigma related barriers (f = 0.13; 95%CI = 0.00, 0.49; p = 0.05)
than students who reported no substance use. A one year increase in age was associated 0.17 unit
increased in stigma-related barriers to mental health services (p = 0.17; 95%CI = 0.02, 0.10; p =
0.01). In multivariable model, only fourth-year students perceived significantly more stigma
related barriers (B = 0.24; 95%CI = 0.14, 1.01; p = 0.01) than the fifth-year students. See table
16.
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Table 16: Associated factors of stigma barriers to receiving mental healthcare (n = 239)

Stigma related barriers

Variables Univariate Multivariable
Beta 95% Cl P Beta 95% Cl P
Age A7 .01, .10 .01 .10 -.02, .09 19
Origin Urban (Ref.) 42, .65 <0.01
Rural 13 .00, .33 .05 A2 -.02,.32 .08
University year First-year .02 -.32, .37 .89 A1 -.25, .54 A7
Second-year -.002 -.36, .36 .99 .08 -.26, .50 .54
Third-year 13 -.18, .54 .32 .18 -.11, .63 .16
Fourth-year .24 .14, 1.01 .01 24 14, .01
1.02
Fifth-year (Ref.) - .19, .83 <0.01
Family mental No (Ref.) - .50, .67 <0.01
iliness history Yes 13 .01, .57 .05 .09 -.09, - 19
.48
Substance use No (Ref.) 49, .67 <0.01
Yes 13 .00, .49 .05 .07 -.12,.39 31
R2 0.10

Note. Reference category for multivariable: B: -.45; 95% CI = -1.72 to .83; p = 0.49. Ref. refers to reference
category for univariate regression analysis; CI = Confidence Interval for f and P = P-Value.

5.2. Study two: Explanatory models of mental distress among university students

This phenomenological qualitative study was nested in the above-mentioned quantitative study
(study one) to trace students who were mental distressed and explore their explanatory models of
mental distress. The findings of this study were presented in the following sub-sections.

5.2.1. Demographic characteristics of the study participants

Information collected from 21 study participants was analyzed and the key findings were
elaborated under seven themes that include: (a) perceived symptoms, (b) conceptualization of
mental distress, (c) perceived causes, (d) perceived severity, (e) impacts, (f) help-seeking
behaviors and (g) coping mechanisms from mental distress. The participants were composed of
five female and sixteen male students with a mean age of 21 years (SD = 1.71; range = 19-25
years). The majority of the participants were Orthodox Christian by religion, from the Amhara
ethnic group and single. All participants lived in the University residence. More than half of the
participants were from an urban background and were first-year students. The average monthly
pocket money received from their family was 501 Ethiopian Birr (ETB) (range = 50-1000 ETB).
All students scored positive for mental distress with a mean SRQ-20 score of 13.38 (SD = 2.78;
range = 8-20). See table 17.
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Table 17: Demographic characteristics of the participants with their Self-Reported Questionnaire

score (n =21)

Characteristics

Number of participants

Sex

Age

Religious background

Ethnicity

Marital status

Residency
Origin

University year

Monthly pocket money

SRQ-20

Male
Female
18-25 years
Orthodox
Protestant
Muslim
Ambhara
Oromo
Gurage
Wolaita
Other
Single

In relationship
Divorced

In campus
Rural
Urban

|

Il

1]

\Y

50-500 Birr
501-1000 Birr
> 8 score

16
5
21
16

N g 2 PR o N = =
RoGrroBEQoRrwQwrrobgrow

1 US Dollar = 37.08 ETB on October 15, 2020

5.2.2. Perceived symptoms of mental distress

Most participants experienced mixed symptoms of anxiety, depression and somatic distress

(table 18). The most commonly reported complaints were: being anxious, physically fatigued,

headache, and feeling of hopeless. The following three illustrative quotes captured these chief

complaints.

“Yeah, immediately when I sat in the classroom, I became anxious. I did not know that it

was because of anxiety. When | go to church, I cannot stay until the church ceremony is
finished, because of the headache. When | start to read, | become mentally unstable and
then, | cannot open my two eyes, but after a few minutes my eyes become open; then
after | started to read for a few minutes again my eyes become closed and A letter seems
to me B. I feel tired, my body gets feeling of burning, and I also get joint pain... When
my gastric get start, I cannot eat food and | feel pain in the stomach. I try to sleep but I
cannot sleep due to the serious headache.” (A 22-year-old female, in a relationship)

Other participants explained that:

“I feel extreme hopelessness. I cannot properly concentrate on my education because of
lack of motivation | have. I consider life as meaningless.” (A 20-year-old female, single)
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“Psychological problem cannot bring any problem, so I said to you, I am very happy to
see the end of this world by being a mad person. Previously I had a hope to long live and
had fear of death. But now, | know that if | am a mad person, | can survive so that why
should I worry?” (A 20-year-old male, in a relationship)

Table 18: Types and frequency of chief complaints reported by study participants

Types of symptoms Number of participants
Anxiety symptoms
Being anxious 18
Being angry 12
Lack of sleep 11
Depression symptoms
Hopelessness 13
Lack of motivation to read 11
Lack of concentration 8
Somatic symptoms
Physical fatigue 15
Headache 14
Gastric pain 6

5.2.3. Conceptualization of mental distress

Eight and four participants labeled their problem as anxiety and stress, respectively. The
interviewer also asked the participants how long the problem had lasted. Five students were
suffering for a year; four students had their problem for three years and another five students
reported that their distress started six months ago. Five students reported that their distress
started two and four years ago. The remaining two students reported their problem had been with
them since elementary school.

“I think this case is related with mental abnormality, specifically it is anxiety. It (my
problem) started before six months.” (A 25-year-old male, single)

Another student explained that:

“I don’t know; it is difficult for me to give a name. But, I guess stress can express it. |
started to experience the problem three years ago.” (A 22-year-old male, single)

One student named her problem as evil spirit.

“As to me, the name of my problem is @274,N (bad spirit); it is the one who enforce me
to conflict with my friends without having any reason and it is he (bad spirit) who
changes my behavior and mood within a short period of time. When | was in elementary
school, I have been experiencing this problem.” (A 22-year-old female, in a relationship)

5.2.4. Perceived causes for mental distress

When participants asked about how their psychological distress began, they commonly reported

mixed causes related to social causes: such as education difficulties and workload (14/21),
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economic problems (8/21), family related issues such as conflict and loss (6/21), conflict with
friends (3/21), psychological causes such as “thinking too much” (7/21), adjustment to the new
environment (life changes) (4/21), mismatch of expectations (4/21), and love related issue (3/21).

“Yeah, the main reasons for my illness are: thinking too much about what to do after
graduation, because | am not equipped with the necessary knowledge and skills. Second,
as | have told you before, my mother and father were died and the only source of support
by this time is only my sister. She is not economically strong enough (hand to mouth) and
she is uneducated. So, | always think about how I can change her life. She sacrificed a lot
for my life starting from early childhood; she expects more from me after graduation.
You know, when | face a shortage of money, | do not want to ask her, because | know her
economic capacity. The third is difficulty of education. While |1 am thinking all about
these issues, | become anxious and | start to think I am living meaningless life.
Internally, I have a lot of unresolved issues.” (A 22-year-old male, single)

5.2.5. Perceived severity of mental distress

More than half (12/21) of the participants perceived that their distress was very severe and they
feared that their distress would become yet more severe. The remaining respondents rated their
problem as mild (6/21) and moderate (3/21).

“It (the distress) is very severe problem, even by this time | dislike learning. Can you
believe that in our dorm, there are 32 freshman students and in every night they sing a
song; when you inform them to stop disturbing, their response is do you want to control
us while we are living more than 30 students together in a single class? When you think
all these things, you prefer to leave the campus, but what can you do when your families
are poor and live in rural area.” (A 20-year-old male, single)

5.2.6. Impacts of mental distress

Participants were asked an open ended question concerning the difficulties that the distress
caused them. Most of them replied that their distress adversely affected the interaction with other
people (causing conflict with family and friends), reduced academic achievement, caused them
to feel sad and angry and reduced their motivation to study (table 19).

Table 19: Consequences of experiencing mental distress

Impacts Total lllustrative quotes
Difficulty of interacting 17 “When | become anxious, | hit the door; | fight with my friends. | was
with other people fighting with my family both physically (during break time) and via

phone. They (family) did not give me the amount of birr | need. You
know, farmers prefer to give you half quintal of cereal to 10 birr. Our
family assumes that if one student entered to university, every cost of
the student is covered by the government. | do not pick their cell-
phone when they call me, because personally | do not like to give
mercy for other people.” (A 20-year-old male, single)
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Poor academic result 15 “Yes, | did nothing in terms of my education; | scored low grade. The
instructors knew that | did not attentively follow them and they said
you are not here, body present mind absent. | sat in the classroom
and | went back to the dormitory when the time is out.” (A 22-year-old
female, in a relationship)

Emotional difficulties 15 “The problem caused me to feel sad, isolated, angry, and thinking life
is meaningless.” (A 20-year-old female, single)

Lack of motivation to 11 “...l disliked learning. Then, | decided to withdraw and asked the head

study of the department. He advised me to continue my education so that |

completed that semester in that way. Still | am not motivated to
read/careless and lack attention.” (A 20-year-old male, single)
Mind, the most 16 “The problem is totally affected my mind, because always | feel pain
affected body part in mind.” (A 20-year-old male, single)

5.2.7. Help-seeking behaviors and intention to seek professional mental health treatment

Most of the participants received care from multiple informal sources such as friends (12/21,
advice) and religious leaders (4/21, holy water, fasting, and praying) and family (4/21, advice).
Only three students received professional mental healthcare. However, all participants intended
to receive mental healthcare from professionals, because they were afraid their distress would
worsen with time.

“Yes, I have received advice from religious leaders. The religious leaders understood that
the problem is related with bad spirit and they ordered me not to be far from the church
and to drink and sprinkle holy water, fast, and prayer. The religious leaders also advised
me not to give-up, worry, anxious. Moreover, my friends advised me not to worry that
nothing will happen on me and to go to church regularly. I need help if the problem has a
solution, because | have fear. From the things that | fear all the time, I may not be with
my friends all the time. One day | may go somewhere alone and at that time, | cannot
properly manage myself so that the problem can throw me into abysm or burrow.” (A 22-
year-old female, in a relationship)

5.2.8. Coping strategies

Under this theme, there were two sub-themes; positive and maladaptive coping strategies that
students used to manage their mental distress. Attending church, discussing with friends,
listening music and watching films were the most commonly reported positive coping strategies.
On the other hand, sleeping too much was amongst the most commonly reported negative coping
strategy. See table 20 below.

Table 20: Coping strategies to manage mental distress

Coping strategies Number of lllustrative quotes
participants

Positive coping strategies
Receiving support from friends 8 “I consulted my friend and he advised me to be planned,
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Attending church

Listening music and watching
films

Negative coping strategies
Sleeping too much

Drinking alcohol

10

be cool, not to worry and use time effectively.” (A 20-year-
old male, single)

“When | become anxious, | go to church alone and sit
silently, even sometimes | dislike to prayer, because of
being tired...” (A 22-year-old male, single)

“| tried not to be anxious by watching films and listening
music.” (A 20-year-old female, single)

“To forget the problem, | sleep for a long time, even some
times until missing my class/education.” (A 20-year-old
female, single)

“l tried to manage the problem by things making me
happy. For instance, drinking alcohol.” (A 20-year-old
male, single)

Based on the qualitative findings, a conceptual framework of explanatory models for mental

distress was developed. The model shows the link among explored constructs. As it can be

observed in figure 8, the psychosocial factors caused students to experience mental distress that

was mainly manifested by psychological and somatic symptoms. This mental distress impacted

students’ emotions, motivation, relationships with others and educational outcomes. The impact

of mental distress was the fear that it could become more severe in future, which led the students

to need professional mental health services, despite using coping strategies and receiving support

from informal sources to manage the problem.

( Social factors

Difficulty with education

Workload

Economic problems

Conflict with others
Psychological factors

Thinking too much

Life changes

Mismatch of expectation

\Love related issues

(

Being anxious and angry
Lack of sleep, hopelessness,
Lack of motivation to read
Lack of concentration
Physical fatigue

Headache

Gastric pain

Perceived symptoms \

g
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Impacts

Psychiatric problems
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Stress

Interpersonal problems
Academic impairment

Feeling sad and angry

Low motivation to work

Fear of more severe problems
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Figure 8: Conceptual framework of explanatory models of mental distress
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5.3. Study three: Feasibility and acceptability of brief individual Interpersonal
Psychotherapy adapted for Ethiopia among university students

This study was associated with the above-mentioned quantitative and qualitative studies. In the
above mentioned two studies (study one and two), the researcher identified the prevalence of
mental distress, professional mental healthcare need along with barriers, preferred treatment
modality, the total number of intervention sessions and frequency of the session per week,
preferred counseling place, duration of a single session and explanatory models of mental
distress. All these findings were linked with study three that aimed to evaluate the feasibility,
acceptability, and mental health outcomes of culturally adapted psychological intervention,

IPTE. The details of the findings are presented below.

5.3.1. Demographic characteristics of the study participants

As can be seen from table 21 below, the proportion of male-female participants was equivalent
(50%) and 79.2% were single. Their age ranged from 18 to 23 years with a mean age of 21years
(SD = 1.49). The majority (75%) perceived that the causes for their mental distress were
disagreement (conflicts with family, friends and dorm mates) and life changes (the problem of
adapting to university life, separation or rejection by a lover and loss of support that caused
economic hardship). None of the participants were receiving treatment from traditional healers or
from other sources throughout the study period and 50% reported that their distress started two
years prior to this study. All participants reported that they did not have concurrent medical
conditions such as HIV, TB, malaria, diabetes and heart disease and substance use. They were
not taking any medication during the intervention period; they reported no previous experience
of gender-based violence and no past attempts of suicide and harming others. Nine students
(37.5%) had thoughts of suicide and one student (4.2%) had a plan to commit suicide. Six
students (25.0%) had thoughts of harming others in the past month. Students who had suicidal
thoughts, a suicide plan and thoughts of harming others received regular follow-up from their
counselors in each counseling session, although their thoughts of suicide, suicide plan and
thoughts of harming others were not acute and did not hinder them from getting benefits from the
IPT-E intervention.

Table 21: Demographic characteristics of the participants (n = 24)

Variable Number Percent
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Marital status Single 19 79.2

Married 2 8.3
In relationship 3 125
Age Mean 20.67 (1.49)
Perceived cause of mental distress Grief 3 12.5
Conflict 9 37.5
Life changef/role 9 375
transition
Conflict and life change 2 8.3
Loss and life change 1 4.2
Did not received treatment from 100 100
traditional healer during the study period
Problem has been present continuously Yes 12 50
for 2 or more years
Had ideas of suicide in the past month Yes 9 37.5
Had plan of suicide in the past month Yes 1 4.2
Had thoughts of harming others in the Yes 6 25.0
past month
Is the client appropriate for IPT-E? Yes 24 100

5.3.2. Feasibility of Interpersonal Psychotherapy adapted for Ethiopia

All participants provided written consent to participate in the IPT-E. Of the 26 eligible
participants who initially participated in the intervention, 24 completed the full eight-session
treatment that resulted a completion rate of 92.31%. The remaining two withdrew from the
intervention (one participant attended session one and the other attended three-sessions), which
yielded in the attrition rate of 7.69%. The mean number of the intervention sessions attended was
8. All the counseling sessions were conducted in the Amharic language, because all the clients

were able to speak the Amharic language.
5.3.3. Acceptability of Interpersonal Psychotherapy adapted for Ethiopia

The total mean score of client satisfaction received for IPT-E was 27.83 (SD = 4.47; range = 12-
32). The majority (66.7%) rated the quality of the intervention they received being excellent and
their qualitative expression also strength this evidence as follows:

“As to me, I’m very happy, even when | saw the poster, | assumed that | got my solution

and considered as A72+£ AN (healed). Then, | came here and discussed with the
counselor; the service he gave me was comforting and very nice. The treatment | received
was interesting and excellent.” (A 20-year-old male, single)

Forty-six percent of the study participants reported that they definitely received the kind of the
services they expected and almost all of their needs were met. Despite this, most students
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reported the treatment they received was beyond their expectations and that it fully addressed
their mental healthcare needs.

“Normally, when I came to this office, it was because of my friend’s advice. I was not

expecting to get such kind of service; | just came to tell my @AM NN+ (translated as
internal turmoil) if somebody is ready to listen to me; however, what | was thinking was
completely different from what I received. It is beyond my expectation.” (A 21-year-old
female, single)

The majority (75.0%) of the participants reported that they would definitely recommend the
intervention received to their friends in need of similar care. Over half (54.20%) reported that
they were very satisfied with the intervention they received. They all reported being satisfied by
the treatment given and they would recommend it to their friends with mental distress who were
in need of similar mental healthcare.

“I received important care that not only helps me, but also enables me to advise someone
else; now, | can advise another person who has similar feelings of distress. | can refer or
bring here students with such problems.” (A 22-year-old male, single)

Most (70.80%) participants reported that the mental health service they received helped them to
deal effectively with their problem and half (50%) of them rated their overall treatment
satisfaction as mostly satisfied or very satisfied.

“My face speaks; | am very happy today; my previous happiness has returned again. | did
not know the name of the students in our class; | entered to the class before anyone and
sat at the back, then I left the class at the end when all students went out. But now, | play
and communicate with the students; we go together to the dormitory. | have a good
relationship with dorm mates; there is a student who disturbs me in the dormitory; I
tolerate him very well; if | were in my previous mental state, | would conflict with him.”
(A 23-year-old male, single)

Most (62.5%) participants reported that they would definitely return to the counseling office if

they need care again.

“T hope I would not have to face the problem, but if it occurs again, I will come back.” (A
23-year-old male, in a relationship)

5.3.4. Fidelity of Interpersonal Psychotherapy adapted for Ethiopia
The majority of the participants attended 8 IPT-E sessions. Each session lasted 40 to 60 minutes
as is recommended by the IPT-E guidelines. In addition to the provision of training for the

counselors and regular supervision of the delivery of IPT-E counseling service, the

accomplishment of the key activities to be done in each session were immediately evaluated. All

90



counselors ticked “Yes” for all activities, indicating that the necessary tasks were done in each of
the IPT-E session (table 22).

Table 22: Treatment adherence and dose

Items

Session 1

~|Session 3
> |Session 4
> [Session 5
> [Session 6
=|Session 7
~|Session 8

<
]

s No No

Did you administer </
IPT-E screening tool
and TTF?

Did you discuss
psycho-social
stressors which
occurred around the
same time as the
symptoms started or
worsened?

Did you ask about v v

people in the patient’s

life who may be

helpful to them now?

Did you discuss the v V4

goal of treatment?

Did you discuss v v v v v
details of

communication

interactions or social

role expectations in

close relationships?

Did you use open v v v v v V4 v
guestions and

reflective, empathic

statements to improve

the patient’s

experience of feeling

understood by you?

Did you discuss ways v v v v v

to find or use people

as social supports?

For grief, did you v v v v v
explore the events of

the death, the

relationship with the

dead person, or ways

to cope with the loss?

For role transitions did v v v v v

you explore the

challenges of the

patient’'s new social

role & what’s

changed?

A K §lsession2
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For disputes, did you v Vv v v v

explore the

relationship with the

disputed other; the

issues in the

disagreement; and

identify problems and

alternative ways to

resolve

misunderstandings?

Did you review the J
patient’s experience of

treatment?

Did you discuss v
contingency plan in

which  the  patient

returns to the

counseling office if

they experience a

relapse?

Did you ask if the v
patient have any

worries or feelings

about concluding

treatment?

5.3.5. Outcome evaluation

The IPT-E showed preliminary effectiveness in decreasing symptoms of mental distress and
improving function among students. There was a statistically significant decrease (p-value =
0.001) in mean symptoms score of mental distress from baseline (M = 14.13, SD = 3.70) to eight
weeks post assessment (M = 3.21, SD = 3.12). At the post-assessment, four participants (16.6%)
scored above the cut-off 8 on SRQ-20 (2 participants scored 10 points and another 2 participants

scored 14), even though they showed symptoms reduction in mental distress from the baseline.

The data collected through the Treatment Tracking Form showed a reduction of mental distress
in each session. Likewise, there was a reduction in the frequency of mental distress symptoms
from pre-to-post assessment over two months. During the pre-test a large proportion of the
participants reported that they experienced symptoms such as being sad, miserable or hopeless
(46%); had little pleasure in doing things (54%); felt anxious (67%); and experienced a lack of
energy on several days in the past one month (50%). Of all participants, 29% felt restlessness and
38% had trouble concentrating on conversations or reading nearly every-day in the past month.
Of all participants, 33% felt bad about themselves and unable to control worrying several days or

nearly every-day in the past one month and 42% had trouble sleeping nearly every-day in the last
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month. Furthermore, 46% participants felt afraid that something awful might happen without a

reason and 50% experienced more than 5 physical symptoms several days in the past month.

After the two months IPT-E intervention, the majority (75%) of the participants no longer felt
sad, miserable or hopeless and 71% had pleasure in doing things. The majority (75%) reported
they had no symptoms of anxiety and 79% recovered their energy after the intervention. Almost
all (91.70%) of the participants found their restlessness and feeling bad about themselves had
remitted. They no longer had difficulty concentrating on conversations or reading. Most (79%)
participants no longer experienced problems controlling their worrying and 88% were sleeping
well. Finally, the majority (75%) lost their dread of something awful happening without reason
and 83% no longer had 5 or more physical symptoms. For further information see table 23.

Table 23: Pre and post-tests percentage occurrence of metal distress symptoms

Questions Pre-test Post-test
[ > [ >
5 3 S 3
g ° g °
- > T 2 >
g & - § L £ - & 4
g = g S © g S
2 T 5 £ & T 3 £ 3
Felt sad, miserable, down or 458 125 37.5 42 16.7 4.2 4.2 75
hopeless?
Felt little pleasure or interest in 4.2 54.2 8.3 25 8.3 16.7 4.2 8.3 70.8
doing things?
Felt nervous/anxious? 66.7 25 83 125 8.3 4.2 75
Not enough energy, that 4.2 50 20.8 4.2 8.3 8.3 4.2 79.2
everything is an effort?
Felt so restless it is hard to sit 8.3 25 25 29.2 125 4.2 4.2 91.7
still?
Had trouble to concentratingon 4.2 20.8 20.8 375 16.7 8.3 4.2 87.5
conversations/reading?
Felt really bad about yourself, 125 33.3 125 208 208 4.2 4.2 91.7
that you are a failure or that you
have let your family down?
Felt you could not stop or 8.3 33.3 33.3 25 16.7 4.2 79.2
control worrying?
Had trouble sleeping? 83 125 208 417 167 4.2 4.2 87.5
Felt afraid as if something awful 16.7 45.8 20.8 16.7 20.8 4.2 75
might happen without a reason?
How many days have you had 4.2 50 4.2 25 16.7 125 4.2 83.3

more than 5 physical symptoms
(aches and pains, palpitations,
burning/numbness/crawling
sensations)?
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The overall mean score of WHODAS-2 was significantly improved (p-value = 0.001) from
baseline (M = 34.33, SD = 10.70) to post assessment (M = 22.71, SD = 8.34). The mean scores
of WHODAS sub-scales were significantly improved from baseline to eight weeks assessment.
A total number of days suffering from mental distress were reduced following the intervention.
For detail information, see table 24.

Table 24: Functioning at baseline and post-test

Measure Baseline (n = 8-weeks (n = 24)
24)
M SD M SD Z P

WHODAS sub-scales

Understanding and communicating  5.83 2.04 4.00 2.17 -3.28 0.001

Getting around 5.63 2.14 3.88 1.94 -3.34 0.001

Self-care 3.92 2.12 2.83 1.24 -2.37 0.02

Getting along with people 5.67 2.71 3.96 2.03 -2.45 0.01

Life activities 6.42 2.24 3.38 1.35 -3.96 0.001

Participation in society 6.88 1.75 4.67 1.93 -3.80 0.001
Total WHODAS-2 score 34.33 10.70 22.71 8.34 -4.18 0.001

Note: M = Mean; SD = Standard deviation; Z = Z-value; P = P-value
5.3.6. Change in mental distress following the intervention stratified by selected variables

Baseline mean score of SRQ-20 was significantly influenced by gender, duration of depressive
symptoms and reporting thoughts of harming others in the past month. However, at the post-test,
mean score of SRQ-20 was not significantly affected by any of the pre-specified characteristics
of the participants. There was no statistically significant difference in the mean score of SRQ-20
by marital status and perceived causes of mental distress at pre and post-assessments (table 25).

Table 25: Mean score and standard deviation of selected variables at baseline and post-test

Variable SRQ-20 score at baseline SRQ-20score at 8-weeks
M SD TIF P M SD T/IF P
Sex
Male 12.58 3.29 2.00 3.19
Female 15.67 355 221 0.04 442 264 2.02 0.06

Has the problem been present
continuously for 2 or more years?

No 12.25 3.70 358 3.26 0.58

Yes 16.00 2.70 - 0.01 2.83 3.07 0.57
2.84

Ideas of suicide

No 12.87 3.50 3.73 345 1.07

Yes 16.22 3.15 - 0.03 2.33 2.40 0.3
2.36

Thoughts of harming others in the past

month

No 13.28 3.51 278 296 -1.2 0.25

Yes 16.67 3.27 - 0.05 450 351
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Marital Status

Single 14.63
Married 12.50
In relationship 12.00
Perceived cause

Loss 14.33
Disagreement 14.88
Life change 13.11
Disagreement and life change 15.00
Loss and life change 14.00

3.85
0.71
3.46

4.73
3.89
4.08
0.00
0.00

2.08

0.86 0.44

0.26 0.90

3.26
1.50
4.00

3.26
4.33
2.22
0.00
7.00

3.41
0.71
1.73

5.51
2.00
3.07
0.00
0.00

0.38 0.69

157 0.22

5.3.7. Impacts of Interpersonal Psychotherapy adapted for Ethiopia

The qualitative result of the IPT-E indicated that most participants reported they benefited a lot

from the intervention and it enabled them to improve their interpersonal relationships,

confidence, communication skills, hope, happiness and motivation to work. The following

illustrative quotes were good examples that contain what has been said.

“Ok, thank you, eh...the care that I received is like PRLPYT H&E ATLTEMSMD M-

(translated into English as “a dry tree is sprouting™). | received my previous identity; | am
confident, strong, have good communication with my friends (my friends are surprised by

my improvement), and I am also happy.” (A 21-year-old female, single)

Another student stated that:

“I said to you I have no hope previously and | came here to check whether it works or not
because I decided to leave the University, but now I decided to continue my education.”

(A 23-year-old male, single)
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6. DISCUSSION

The present study was aimed to examine three linked objectives. These were: (a) to assess the
prevalence of mental distress, need and barriers to receiving professional mental health services
among undergraduate students, which was institution based cross-sectional study (study one); (b)
to explore explanatory models of mental distress among undergraduate students,
phenomenological research design (study two); and (c) to evaluate the feasibility and
acceptability of IPT-E among undergraduate students (study three), pre-post-test quasi-
experimental design. In this section of the dissertation paper, the main findings of the three
objectives were separately discussed in line with the previous evidence conducted in high-
income and LMIC countries.

6.1. Mental distress, need and barriers to receiving professional mental healthcare

For this objective of the study, the prevalence of mental distress, need for professional mental
healthcare and barriers to receiving mental healthcare were investigated. Furthermore, the
associations between demographic variables with the prevalence of mental distress, with need for
mental healthcare and with treatment barriers to receiving mental health services were assessed.

Hence, these and other related findings are discussed and interpreted with the previous findings.

6.1.1. Prevalence and demographic factors associated with mental distress

The prevalence of mental distress in university students reported in the present study is higher
than that reported in the meta-analysis of the general population studies in Ethiopia (224).
Perhaps this finding is not surprising, because university students are more likely than the
general population to experience mental stress (258). The possible difference between individual
studies reviewed in the meta-analysis (224) and the present study could be partly attributed to the
discrepancy in data collection instrument with cut-off points used, age group, and setting. The
data collection tools used in the most individual article within the meta-analysis study were ICD-
10, PHQ-9, EPDS, K10, HADS etc. with different cut-off points, but the present study used
SRQ-20 that might be one cause for the discrepancy. The other was a difference in age group and
setting, where young person experience higher mental distress compared with adults in the

general population.
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The current prevalence of mental distress is higher than that reported in previous studies
conducted among university students (19, 84). One possible reason for the discrepancy is the
difference in the cut-off values used to define mental distress (19, 84). The other explanation for
the difference is that other studies did not use locally validated instrument (19). Although the
present findings rates of distress is lower than in some reported in previous studies of students in
Ethiopian universities (25, 77). The first possible justification for the difference might be the data
collection tool being used to screen mental distress (25, 77). The second possible reason for the
difference could be the timing of the data collection, where the current data collected well in
advance of the final examinations. The present finding is comparable with a study report
conducted in Jima University (259). This might be resulted from the similarity of the data

collection tool and the cut-off points used to define mental distress.

After controlling for confounding variables, female students were twice more likely to
experience mental distress than male students. This finding is consistent with the previous
evidence reporting that female university students encountered more mental distress than male
students (19, 41, 78, 80, 81, 83). The possible reason for this could be associated with being open
to express symptoms of mental distress, a higher rate of gender-based violence compared to men
and rumination (260). Although some studies found there was no significant difference in the
degree of mental distress between female and male students (73, 75, 82, 92). The present study
has also shown that first-year students had twice the risk of developing mental distress than fifth-
year students, which is similar to previous studies’ reports (41, 81, 82, 92, 97). The high
prevalence of mental distress among first-year students could be associated with (a) loss of one’s
high school friends; (b) the need to form new relationships and groups; (c) moving away from
home and becoming acquainted with new university roommates; (d) dealing with different
methods of learning, and (e) the expectation of increased autonomy in life and studies (126).

In the present study, students who reported a family history of mental illness were twice as likely
to develop mental distress than students with no family history of mental illness, which is
consistent with the prior evidence (18, 41, 83, 84). The possible reason could be the association
of biological factors with the development of mental distress; for instance, students with a family
history of mental illness might be more vulnerable to mental distress. In addition, the present

study has shown that students who reported a history of substance use were six times more likely
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to experience mental distress than students who reported no history of substance use. This
finding is consistent with previous studies that reported university students who experienced
harmful substance use were more likely to encounter mental distress (19, 77, 79, 83, 84, 91, 92).
But, the present finding contradicts finding from a study in Hawassa University that reported a
history of substance use was not a significantly associated risk factor for mental distress (82).
The difference might be due to the sample size variation and the participants were restricted to
medical students (82). The report of a family history of mental illness and substance use were
associated factors for mental distress only in the adjusted model. Such a phenomenon was
probably occurred due to the interaction effects of other controlled variables in the model that

needs further analysis.

6.1.2. Need for professional mental healthcare

The high need for professional mental health services in the current study suggests that most
students with mental distress in WSU remain untreated. This may not be surprising, because
most universities in LMICs are ill-equipped to provide services for students’ mental health issues
(17), although most students have a positive attitude toward receiving counseling service (61). A
previous study reported only a few university students received mental health services for their
mental health problems as a result of lack of appropriate services (261). The present finding is
higher than previously reported in the general population of Ethiopia. For instance, a meta-
analysis study reported that the pooled prevalence of the professional mental healthcare seeking
intention of people with depression in Ethiopia is 42% (227), which is much lower than the
current finding. The possible explanations for the difference could be a difference in mental
health literacy, study population and the data collection instruments being used. The present
finding supports the previous findings that 57.9%-66.8% of university students screened positive
for mental distress but did not receive any professional mental health service (28, 140, 141). The
similarity of the results may be due to using similar data collection tool for a similar age group of
participants. Moreover, the present finding exceeds a study result from India, where 44% of
medical students reported perceived mental healthcare needs (170). The difference might have

resulted from sample size variation, study setting and combination of the participants.

Furthermore, in the present study, 29.5% of students with mental distress did not seek

professional mental health services, which is similar to previous finding, where 26% of
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undergraduate students did not want to receiving professional mental health services despite
feeling the need for it (170). The students reported their unwillingness to access mental health
services was because the majority received support from informal sources, such as from religious
leaders, friends, family and traditional healers. This supports the previous finding, where among
the reasons why most college students did not want professional mental health services were that
they were receiving support from family and friends (27). Besides this, the majority of mentally
distressed students preferred a brief individual psychological intervention in the university
counseling office lasting for 20-60 minutes over eight weeks. As evidence has shown the
majority (95%) of college students preferred individual psychotherapy to group counseling (27)
and most (50-60%) of them preferred brief psychological interventions over long-term therapies
(262).

6.1.3. Barriers to receiving professional mental healthcare

Among the top five reported barriers to students from receiving professional mental health
services, but who recognized a need for care, the first was thinking their mental distress would
get better by itself. This belief may be associated with considering mental health problems less
serious and so they are reluctant to use the available mental health services (263); it may also be
associated with poor mental health literacy (264). The current finding supports a study reporting
that the majority of college students believed that time itself would solve their mental problem
(242).

Lack of knowing where to go to get professional care was reported as the second barrier to
receiving mental health service in the University. However, WSU has four counseling offices
and a teaching referral hospital that aim to provide mental health services for students with
mental health problems. This information gap is probably caused by a lack of a general
awareness of these services. This finding is supported by prior studies, where the majority of
university students had no information about the availability of mental health service in their
university (27, 61, 163, 265). However, the current finding contradicts the previous finding,
where the majority of medical undergraduate students mostly reported lack of time as a major
barrier to receiving mental healthcare among the instrumental barriers (170). The difference
could be associated with sample size variation in the two studies, study setting and combination

of the research participants.
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Wanting to solve mental health problems by oneself was reported as the third common barrier to
receiving mental health service in the present study. This suggests that most students may not
want to share their mental health problems with professionals preferring to handle the problem
by themselves. This is possibly due to perceiving their problem as not serious or transitory (10),
being skeptical about the effectiveness of professional mental health service, fear of stigma, and
privacy issue (28). As a result, they might prefer to manage their mental distress alone perhaps
utilizing both positive and negative strategies such as problem-solving (266), substance uses and
isolation (72) as examples. The present finding is consistent with the past studies reporting that a
major barrier to receive professional mental healthcare among university students with mild to

moderate depression and anxiety was preferring to self-medicate (142, 164, 170, 267).

The fourth barrier identified in the present study was denying mental health problems. Students
may not want to recognize their mental health problems due to lack of knowledge about mental
illness (264) or they may cope by denying their mental health problem by rejecting reality and
not taking appropriate action to get help for their problem (72). This finding supports the prior
finding that the majority of university students deny mental health problems which hindered
them from receiving mental healthcare (29).

The fifth commonly reported barrier to using mental health service was preferring to get support
from informal sources. This suggests that the majority of students receive mental health help
from friends, family, relatives, religious leaders and traditional healers (25), which is also
common practice in the general population of Ethiopia (268). The present finding supports the
previous studies, where informal sources of mental healthcare reported by college students was
cited as a reason for not receiving mental health services at their university (27, 164, 264).
Surprisingly, of the five major barriers reported, except for the information gap about the
availability of counseling services in the university, the remaining four were attitudinal related
barriers. This supports prior findings, where the majority of undergraduate students commonly

reported attitudinal related barriers to receiving mental health services (164, 170).
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6.1.4. Demographic factors associated with barriers and the need to receiving mental

healthcare

Interestingly, the current study found that fourth-year students with mental distress were more
likely than fifth-year students to report attitudinal, instrumental, and stigma related treatment
barriers despite their number being small. Since, the majority of the fourth- and fifth-years
students in the present study were from the engineering department, the possible difference could
be that as the level of study year/age increases, students become more stable and have better
mental health literacy (269, 270). In this sense, fourth-year students might encounter more
barriers to receiving mental health care compared to fifth-year students. However, the present
finding contradicts a study reporting first-year students are more likely than third-year and senior
students to perceive a greater number of barriers to receiving mental healthcare (29). The
difference possibly relates to the difference in the data collection tool, study setting, and sample
size in each level of the study year. Another study found that there was no correlation between
academic year and barriers to receiving professional mental healthcare among medical
undergraduate students (170) contradicting the present finding. This dissimilarity might be
explained by sample size variation, data analysis statistical tool difference, study setting and

combination of the research participants.

The current study also found that students from rural backgrounds were more likely than students
from urban backgrounds to face instrumental related barriers to accessing professional mental
healthcare. This might be because students from rural areas have less knowledge about mental
distress so that they may not have sufficient information about the availability of free mental
health services in the university or consider such services are relevant to their needs (271). The
present finding compare positively with a study conducted in Australia reporting that adolescents
from rural areas have more instrumental related challenges for receiving formal mental
healthcare than adolescents from urban areas (272). The current study also shows that second-
year students reported more instrumental related barriers compared with fifth-year students. This
was probably due to the interaction effects of other controlled variables in the adjusted model
that need further study in the future.
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Furthermore, the present study shows that a family history of mental illness is significantly
associated with the barrier to services caused by the students denying their mental distress. This
could be because students had negative experiences of mental illness in others and denying their
distress worked as a coping mechanism (159). Surprisingly, the present study has found no
association between demographic variables and perceived need for professional mental
healthcare, which is similar to previous findings reporting that there was no difference in mental
healthcare need based by gender (145) and urban/rural place of origin (158). However, it
contradicts with several prior findings that report university students’ need to receiving
professional mental healthcare was associated with sex (53, 143, 154, 155), age (154-157), level
of study year (141) and substance use (160).

6.2. Explanatory models of mental distress among undergraduate students

In this qualitative study, feeling anxious, fatigue, headache, and hopelessness were the most
commonly reported complaints by university students. Most of the participants labeled these
complaints as anxiety or stress. The most commonly reported causal explanations were related to
social and psychological issues. More than half of the participants perceived their mental distress
as a severe problem. Most students reported that the onset of their mental distress ranged from
six months to four years. Their mental health problem mainly affected their head which in turn
had significant negative impacts on their interaction with other people, their academic
achievement, emotions, and motivation to study. Almost all participants received care for their
mental distress from informal sources and all of them had the intention to receive mental
healthcare from professionals, because they feared their distress would worsen with time.
Participants reported that they managed their mental distress by using both positive and negative

coping strategies.

Most of the students conceptualized their mental health problems in terms of psychological and
somatic symptoms. The most frequently reported psychological symptoms were being anxious
and feeling of hopelessness. Even though there is a difference in a context in the present study,
these symptoms have also been previously identified in LMICs and in a high-income country
where most young adults elaborated their distress by feeling of anxiety (273) and lack of hope
(274). Other frequently reported complaints in the current study were physical fatigue and

headaches. Somatization of mental distress is common worldwide, for example, in many African
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countries (275), in Oman (276), in Iran (277), and in India (107) where people with anxiety and
depression express their distress in terms of medically unexplained symptoms. The expression of
mental distress in terms of somatic symptoms is a complex question and might be linked among
other things to fear of public stigma (278) and cultural influences (16).

Most of the students labeled both psychological and somatic symptoms as a manifestation of
anxiety or stress. Although the context is different, a similar result is also found in Vietnam,
where most students labeled depression symptoms as stress or anxiety (115). Being able to give a
specific psychiatric term to the complaints may be because of the students’ educational status
which may have influenced their mental health literacy; the symptoms of anxiety and stress are
very common among university students and considered as normal life challenges (10). Most
students attributed their mental distress to more than one causal factors, similarly in North
Western Ethiopia (279) and Kenya (121) most participants reported psychosocial explanations as
causes for their mental health problem. Of the causal factors, students reported more education
related issues. These academic stressors are heavy academic loads, exam difficulty (280),
difficulty with assignments (72) and the time constraints required by courses (276). Previous
studies also found that most university students’ major stressor for mental health problem was

linked to educational stressors (281, 282).

The next commonly reported social factors were economic problem and interpersonal
difficulties. Most of the students who join university in Ethiopia encounter economic challenges.
This is especially challenging for students from rural background because: (a) their family
assumes that if their student joined in a university, they expect every cost is covered by the
university, but in reality a public university in Ethiopia covers only students’ food, education,
dormitory, and medication costs with a cost-sharing system; (b) almost all undergraduate
students in Ethiopia are economically dependent on their families’ income; and (c) there is
difficulty of accessing bank and telecommunication services for students who come from rural
areas. The inability to receive money from families in a timely way can cause mental distress;
the death of a family member who was the main breadwinner for the family again creates mental
distress for the student involved. Similar findings showed that poverty and conflict within the
family are causal factors for psychological distress (72, 282, 283). In sum, this is not uncommon

for most university students to attribute mental distress to psychosocial causal factors (147).
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In the present qualitative study more than half the students reported that their mental distress was
very severe. This in turn affected their interactions with others, their academic achievement, their
emotional state, and their motivation to work. In prior studies most participants reported their
mental distress was severe (275) and negatively affected their social interaction (284), feeling
(277), education results (11, 276) and appetite to work (285). Students reported different coping
strategies to manage the impacts of their mental distress. Of these, getting social support from
friends, attending church, and listening to music and watching films were among the healthy
coping styles used to recover and get relief from mental distress without causing negative health

effects, which were also reported in the previous studies (11, 72, 281, 282, 286, 287).

On the other hand, the present study found that sleeping too much was reported as unhealthy
coping mechanism that could harm the students’ education outcomes by decreasing their
motivation to study. The use of this maladaptive coping strategy might be caused by feeling
hopelessness (288) or associated with being unable to control their mental distress (289). Apart
from seeking help from alternative sources such as friends, religious leaders, and family, all
students wished to receive mental healthcare because of fear and increasing severity of the
distress. This might indicate the severity of their mental distress because most young adults

perceive help from professionals as a last resort and the sign of weakness (11).

6.3. Feasibility and acceptability of Interpersonal Psychotherapy among university students

Findings of the current study indicated that IPT-E is feasible and acceptable for university
students with mental distress. All eligible students consented to participate in the intervention
and only two failed to complete the 8-session individual IPT-E intervention. Overall, participants
were highly satisfied with the care they received. IPT-E provided a promising preliminary result
in an Ethiopian University to decrease the symptoms of mental distress and improving the

functioning of university students.

Most of the study participants completed the 8 weekly sessions, which is comparable with the
previous feasibility studies where the majority of depressed adolescents completed brief
individual interpersonal counseling (45, 194). The possible justifications for the feasibility of the
IPT-E were: the counselors had received intensive training supported by clinical practice which

helped them to engage the students; close supervision by the reasercher of this study; use of a
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fidelity checklist and the preparedness of the clients to give their counselors advanced notice of
their absence. As well, this study was conducted in a building where the students’ general
medical clinic is located so students are not seen to be attending a mental health clinic. This
potentially minimized stigma and increased the likelihood of attending the IPT-E sessions
regularly (45). In addition, the emphasis on developing a rapport in IPT-E also played a role for
most participants who attended all 8 sessions (290). However, two participants withdrew from
the IPT-E intervention, because one participant was transferred to a university near to his family
and the other was not willing to continue the intervention because he was too busy with school

work.

Study participants reported that they were highly satisfied with the intervention they received,
indicating that IPT-E was acceptable. A previous study reported that adolescents who received
brief IPT were highly satisfied with the care they received (45). Similarly, in another study
adolescents who received 8 sessions of IPT treatment were mostly satisfied/very satisfied with
the care they received (291). The small attrition rate in the present study indicates the
acceptability of the intervention being provided to the students. The present study demonstrated
very good treatment adherence with the majority attending 8 treatment session, which is
comparable to a prior study where the treatment adherence of IPT was reported by the counselors
as good (194). Along with the educational status of the counselors, the didactic training
supported by clinical practice and ongoing clinical supervision enabled the counselors to deliver
the IPT-E intervention effectively, which is likely linked to the participants’ satisfaction with the

rendered counseling service.

The implementation of IPT-E indicates promising results demonstrating a significant decrease of
the symptoms of mental distress and improved functioning of the university students in the
study. This finding is consistent with previous studies, where most adolescents showed
significant improvement in symptoms of depression and social functioning after receiving IPT
intervention (45, 49, 194). Another studies also reported that adolescents who received IPT
showed a reduction of depression symptoms as compared to a control group (292, 293).
Similarly, a study in a higher education institution reported that students who received IPT had
significantly reduced symptoms of depression compared to a control group (48). Other reasons

associated with this preliminary demonstration of effectiveness of IPT-E are the didactic
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practical training and ongoing clinical supervision of the IPT-E counselors (294). As well,
ongoing monitoring of the students’ mental distress symptoms and functioning; and the fact that
good cognitive capacities (295) and high educational level (296) are associated in the literature
with a good response to mental health interventions. Besides, evidence has shown that culturally
adapted psychological intervention is four times more effective in improving mental health
outcomes than adopted psychological intervention. Cultural adaptations fosters clients’ mental
health literacy, decreases barriers to accessing mental healthcare and enables counselors to be
culturally competent (219).

The first onset of most mental health disorders occurs in the age range of 15-25 years (297) and
most undergraduate university students are within this age category. As evidence shows, the
first-onset of mental health problem can be treated better than the recurrent mental health
problem, which might explain why the preliminary effectiveness of IPT-E among the students is
high (26). Other reports note that mild to moderate mental distress among adolescents responds
more easily to IPT as compared to severe mental distress (194, 298). Culturally adapted IPT-E
and the high completion of treatment rates of the participants contributed to the improvement of
the above mentioned clinical outcomes. This accords with result from previous study, where
culturally tailored mental health interventions enhanced the effectiveness of psychological
therapy (299).

The ideal number of a brief counseling session for anxiety and depression ranges from 6 to 8
sessions (300), which fits with the present finding where the mean attendance of IPT-E session
was 8. Of note, the greater number of counseling session attended predicted the success of
mental health intervention (301). The current finding is also similar to the previous result in
which all participants attended a mode of 8 out of 8 sessions of individual IPT intervention
(302). Furthermore, the researcher had taught the counselors during the training and clinical
supervision to deliver the counseling service by establishing a good therapeutic alliance and
rapport that enhanced the preliminary success of IPT-E in remitting symptoms of mental distress
and disability (303).
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7. STRENGTHS AND LIMITATIONS OF THE STUDY

7.1. Strengths of the study

As far as the researcher can establish, this study was the first of its kind that studied the
prevalence of mental distress, needs and barriers to receiving professional mental health services,
explanatory models of mental distress, the feasibility and acceptability of IPT-E together may
serve as a guide to policy makers, clinicians, and researchers to invest and nurture university
students’ mental health services. The following represent this study’s strengths. First, a large
number of students participated in the investigation of the prevalence of mental distress in the
cross-sectional study. Second, the current study used locally adapted instruments such as SRQ-
20, SEMI and WHODAS-2 to identify the prevalence of mental distress, to explore explanatory
models of mental distress and to assess functional disabilities, respectively. Third, there was a
balanced number of male and female counselors that matched the sex ratio of participants in the
feasibility and acceptability of the IPT-E study. Four, the small attrition rate in the IPT-E study
was an important strength of the present study. Fifth, the training of the counselors in IPT-E was
both practical and didactic and all teaching documents were transferred to WSU students’
counseling office and clinic. Six, the close clinical supervision of the counselors so soon after
they trained, and their adherence to the treatment model also promoted the success of the

treatment.

7.2. Limitations of the study

All research has its limitations and the present study is not limitations free. First, the data
collected using self-reported questionnaires might have involved recall bias. Second, the barriers
to receiving mental healthcare and treatment satisfaction measuring instruments were not locally
adapted, although they were properly translated and piloted for the present research purpose.
Third, for the prevalence study (study one), data collectors were classroom representatives and
were in a position to know the participants’ responses to each item while checking missing items
on the questionnaires. Four, the face-to-face interview conducted in the qualitative data (study
two) might be prone to social desirability bias when reporting negative coping strategies. Five,
the cross-sectional study did not pre-specify potential confounders and the variables that would
be included in the multivariable analysis. Six, in the qualitative study (study two), most
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participants were male students and female students’ perceived explanatory models of mental

distress were under-represented.

Seven, the feasibility and acceptability of the IPT-E study (study three) did not include a
comparison group, which reduced the confidence of reporting mental health outcomes changes
after the intervention given. Eight, the small sample size in the feasibility and acceptability of the
IPT-E study may limit the generalizability of the findings so that the interpretation of the clinical
outcomes should be undertaken with caution. Nine, there were no follow-up sessions because of
the disruption caused by the occurrence of COVID-19 in the country, leading to the closure of
the university. Despite this, the counselors were trying to follow their clients’ status by phone,
although it was difficult to collect follow-up data. Follow-up with the clients three and six
months post treatment would be helpful to understand if the benefits of IPT-E lasted longer than
the course of treatment. Ten, the qualitative acceptability of IPT-E data collected by the
researcher might be prone to information bias; it would have been better to collect the data by an
independent individual. Finally, measuring counselors’ competency was not undertaken and
could be a limitation of this study; however, although there was a plan to audio record all the
counseling sessions, the clients were not comfortable with this. In an attempt to compensate for

this, regular supervision was conducted until the end of the IPT-E intervention.
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8. CONCLUSIONS AND RECOMMENDATIONS

8.1. Conclusions

In the present study, the researcher made the following data-driven conclusions for each study
objective. The high prevalence of mental distress, the large mental healthcare need and the report
of barriers to access professional mental healthcare among undergraduate students is a call to
address the disparity. Most students perceived mental distress as anxiety or stress manifested in
terms of psychological and somatic symptoms that were mainly caused by psychosocial factors.
Students perceived that their distress was severe and it significantly affected their education and
social interactions. Therefore, exploring the explanatory models of mental distress among
university students must be part of understanding the students’ needs for mental healthcare and
implementing locally feasible and acceptable evidence-based mental health intervention/s. IPT-E
was feasible, acceptable and it showed promising results in significantly decreasing symptoms of
mental distress and improving functioning among university students in a low-income country
setting. Thus, scaling up this intervention to the national level and implementing it in higher
education institutions in Ethiopia is advised. This must take into account the various explanatory
models of students from different universities and cultural contexts with regard to their
psychological distress. Such an undertaking would potentially address the burden of mental

distress and reduce the large mental health treatment gap among students.

8.2. Recommendations

In this sub-section, the implications of the study are aligned with the practical, policy, and future

research recommendations to unify the recommendations to concerned bodies.

8.2.1. Recommendations for practice

The present study identified the prevalence and associated factors of mental distress, need for
mental healthcare, barriers to receiving mental healthcare, and demographic associated factors
for barriers to receiving mental healthcare. All these points to the students’ need to access mental
health services to alleviate their suffering from mental distress and minimize its impacts on their
academic work, health, general and social functioning. Understanding the explanatory models of

mental distress helps student service counselors to understand and empathize with the students’
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perspective of their distress. Most students attributed their mental health problems to

psychosocial factors, which indicate the psychosocial determinants of mental health must be

explored and taken into account by the counselors for students seeking psychological support.

The training materials used to teach the counselors’ knowledge and skills required for the

delivery of IPT-E were transferred to WSU students’ health clinic and counseling office. The

preliminary mental health outcomes were the practical benefits of the present study, although this

needs further RCT studies. However, the present findings provide useful information and

direction for the provision of university mental health service.

Based on the present findings and their implications, the following recommendations have been

forwarded to the university mental health professionals.

>

Mental health providers, including the counseling offices in the university advised to
ensure mental health services are accessible to the students and advertise these services
for better utilization.

Developing positive mental health strategies by enhancing students’ mental health
literacy and creating conducive environment that promotes and sustain positive mental
health for every student.

Mental health providers and university administrators are encouraged to prepare for the
celebration of mental health day in the university, which can play a role in changing the
major barrier to accessing mental health services, which is the attitude of students
towards mental distress. The agenda for the day may incorporate: (a) creating awareness
about the frequency of mental distress in students and its treatability as with any other
physical illness; (b) encouraging students to consider and work to optimize their mental
health, being ready to recognize their mental distress should it occur; and (c) increasing
students awareness of the benefits of receiving effective, private and empathic mental
healthcare from professionals.

Exploring the explanatory models for mental distress among university students is an
important part of understanding the students’ needs for mental healthcare and the
successful implementation of locally feasible and acceptable evidence-based mental
health interventions such as IPT-E.

IPT-E has been found to effectively address students’ mental health needs. University

mental health professionals can seek training to promote this evidence-based, brief, and
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effective treatment in Ethiopian universities. Doing this will reduce the burden of mental
distress and satisfy the need for receiving mental health service through minimizing

barriers to receiving professional mental health service.

8.2.2. Policy recommendations

In Ethiopia, according to reports from the Ministry of Education, an increasing number of young
adults are found in the universities attending to their education. Cultivating students’ mental
health has a positive impact on their academic and health development. However, as the present
study showed the prevalence of mental distress and mental health treatment gap are alarmingly
high, which is a call to policy makers to use the present findings to design mental health policy
for university students at the national level. Importantly, an understanding of the explanatory
models students have of mental distress has policy implications. To be effective Western
evidence-based treatment models, in this case IPT requires adaptation to be culturally effective,
feasible, and acceptable for university students. IPT was adapted to the Ethiopian context and
named IPT-E.

The following recommendations are forwarded to policy makers.

» Since the prevalence of mental distress and mental health treatment gap are alarmingly
high in the university settings, Ministry of Education and higher officials in the
universities should consider improved access to psychological services for students with
mental distress.

> Policy makers are encouraged to give priority to the mental health of university students,
because poor mental health is a growing public policy concern, it worsens with age and
has systemic effects on economic aspects of society.

» An awareness of the reasons why university students are not receiving professional
mental healthcare, despite having the perceived need can help policy makers encourage
the implementation of mental health interventions in universities. Policy makers can use
the present study finding that identified the major barrier to receiving mental health
services is related to attitudinal barriers.

» Although universities have counseling offices designed to provide mental health services
to students with psychiatric problems, they are not currently providing the services

expected of them. This could be associated with lack of updated trainings on
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psychological interventions that equip them with the necessary knowledge and skills.
Hence, the Ministry of Education and higher officials in the universities can provide
support for the ongoing and updated training of personnel in the students’ clinic and
counseling offices.

» Ministry of Education and higher university officials should encourage studies that focus
on the feasibility and acceptability of psychological interventions to treat university

students with mental distress.

8.2.3. Recommendations for future research

The present study findings have contributed to the body of knowledge by identifying treatment
gaps and barriers, by exploring explanatory models of students’ mental distress and evaluating
the feasibility and acceptability of the psychological intervention, IPT-E among higher education
students. This may serve as a springboard for conducting implementation research and RCT for
future researchers. The promising outcomes of the present interventional study will initiate
researchers in LMICs universities to conduct an evidence-based intervention, where the
prevalence of mental distress and treatment gap are high among students. Based on these facts,
the following recommendations are forwarded to future researchers who have an interest in
conducting similar or topics related to this study.

» Future research is needed to study barriers to receiving professional mental healthcare
among students with mental distress who do not wish to receive formal mental healthcare
preferring to receive help from informal sources. This will enable us to understand
whether they are aware of their needs for professional care or not.

» Explanatory models of mental distress should be an integral part of future adaptation of
psychological interventions for university students to be feasible, acceptable, and
effective.

» RCT of IPT-E along with a longer follow-up period would secure the promising mental
health outcomes of IPT-E to further scale up the service in similar settings.

» Furthermore, future study is needed why fourth-year and students from rural background

perceived significantly more barriers to receiving professional mental healthcare.
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Assegid Negash', Matloch Ahmed Khan, Girmay Medhin, Dawit Wondimagegn and Mesfin Araya

Abstract

Background: There is limited evidence on the extent of the perceived need and barriers to professional mental
health service delivery to university students with mental distress in low- and middle-income countries (LMICs). This
study was designed to assess the prevalence of mental distress, perceived need for professional mental health care
and barriers to the delivery of services to affected undergraduate university students in Ethiopia.

Methods: A multi-stage sampling technique was used to recruit 1135 undergraduate university students. Symptoms of
mental distress were evaluated using the Self-Reported Questionnaire (SRQ-20) and a score of above seven was used
to identify positive cases. The perceived need for professional mental health care was assessed using a single ‘ves or
no' response item and barriers to mental health care were assessed using Barriers to Access to Care Evaluation (BACE-
30) tool. Percentage, frequency, mean, and standard deviation were employed to summarize demographic
characteristics of the participants and to identify common barriers to mental health care service. Mareaver, the
association of demographic variables with total mean scores of BACE-I sub-scales was modeled using multiple linear
regression.

Results: The prevalence of mental distress symptoms was 34.6% and the perceived need for professional mental
health care was 70.5% of those with mental distress. The top five barriers to receiving professional mental health
service were (a) thinking the problem would get better with no interventian, (b) being unsure where to go to get
professional help, (¢) wanting to solve the problem without intervention, (d) denying a mental health problem existed,
and (e) preferring to get alternative forms of mental care. Corning from a rural background, being a second and fourth-
year student, and a family history of mental illness were significantly associated with barriers to receive professional
mental health service.

Conclusion: The high prevalence of mental distress, the paucity of mental health care, and the report of barriers to
access what professional mental health care there is among Ethiopian undergraduate students is a call to address the
disparity.

Keywords: IMental distress, Perceived need, Barrier, Professional mental health care, Ethiopia, Undergraduate students
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Background

Mental distress is among the most common type of ex-
perience that accompanies mental health problem char-
acterized by a mixture of different complaints such as
feeling sad, worried, tense or angry [1]. Common mental
disorders are a collective noun for anxiety, depression,
and somatoform disorders that can adversely affect indi-
viduals across the world [2, 3]. According to the World
Health Organization [4] 2015 report, over 300 million
(4.4%) and 264 million (3.6%) of the total word popula-
tion are estimated to suffer from anxiety and depression,
respectively [5]. In particular, the contribution of these
disorders to the global mental health burden from low-
and middle-income countries (LMICs) is high [6]. How-
ever, the accessibility of mental health service is still very
low, which accounts for the 76-85% treatment gap [7].
This gap has been linked to the lack of skilled human re-
sources, lack of mental health policies, lack of access to
mental health services, poverty, the preference for infor-
mal treatments, a lack of mental health literacy, the fear
of stigma, and a low commitment from funders to access
the services [8—12]. As a result, the majority of people
living with anxiety and depression in LMICs do not re-
ceive professional mental health care [13].

As in any other LMICs, the prevalence and burden of
anxiety and depression in Ethiopia is high. For example,
a systematic review and meta-analysis study reported
that the pooled prevalence of these disorders is 22%
[14], which is associated with risk factors such as food
insecurity [15], poverty, violence, migration, and sub-
stance use [16]. The burden of depression alone contrib-
utes to about 6.5% of the burden of diseases [16],
however, as noted above few people are able to receive
formal mental health services. Evidence showed that the
pooled prevalence of help-seeking behaviors of people
with depression is 38% [17]. In Ethiopia, most people
with mental illness first contact non-professional care
providers such as religious leaders and herbalists [18].
But, if the patient remains affected, he/she will go to
western trained psychiatric care providers [18]. The psy-
chiatric services are mainly concentrated in the capital
city of Ethiopia, Addis Ababa [19].

To scale-up the limited mental health services across
the country, the government of Ethiopia has planned to
expand 100% of mental health care by 2020 [20]. The
National Mental Health Strategy was developed in 2012
by the Federal Ministry of Health aimed to decentralize
and integrate mental health services at the primary
health care level [19]. At the university level, mental
health services have been established to support students
with mental health problems, although the quality of the
service provided is under question. Currently, Ethiopia
has 45 public universities, where 392,788 (255,657 male
and 137,131female) undergraduate students enrolled in
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2017. These students are adolescents, economically
dependent on their family and full-time learner, they
came from rural-urban backgrounds with diversified cul-
tures, languages, and ethnicity.

The prevalence of mental distress is high among univer-
sity students [21]. A cross-cultural web-based survey of
17,348 university students from 23 high-middle-and low-
income countries reported that the average depression
prevalence is 20% [22]. Another study also reported that
the prevalence of depression and anxiety is 68.5 and
54.4%, respectively [23]. Similarly, the prevalence of these
disorders ranges from 21.6-49% among Ethiopian univer-
sity students (24, 25]. This high prevalence is associated
with several factors including: (i) vulnerability of adoles-
cence age for early onset of mental distress [26]; (ii) new
identity formation [27]; (iii) challenges of being away from
home for the first time [28]; and (iv) academic pressure,
substance use [29], and financial difficulties [30]. More-
over, family histories of mental illness, conflicts with
friends, not attending religious services, and being fresh-
man are risk factors for mental distress among university
students in Ethiopia [31, 32]. On the other hand, having
high social support and enough pocket money are protect-
ive factors from mental distress [32].

Mental distress has a negative impact on university
students’ academic performance [29]. Evidence shows
that mentally distressed students scored poor examin-
ation result compared with non-distressed students [33].
Although mental distress has such impact, the treatment
gap remains large ranging from 37 to 84% [34]. This
treatment gap is also high among Ethiopian university
students, where majority of the students receive treat-
ment from informal sources such as family, friends, rela-
tives, and religious leaders [35]. There are several
barriers that hinder students with mental distress from
receiving mental health services. Among these: (i) receiv-
ing help from friends or family; (ii) preferring to manage
mental illness by self; (iii) normalizing mental illness; (iv)
thinking that mental illness would get better by itself
[36]; (v) lack of perceived need; (vi) being unaware of
the existence of professional mental health services; (vii)
fear of stigma, concerns about privacy; (viii) skepticism
about treatment effectiveness; (iv) socio-economic prob-
lem [34]; and (x) denying mental illness [37].

There are associations between demographic variables
and perceived need for mental health care. Female stu-
dents have more positive attitudes to the utilization of
mental health services compared with male students; the
possible explanations could be that women experience
more mental distress and they give more value for sup-
port received from professionals [38]. Conversely, male
students are more likely to seek mental health care com-
pared with female students; this might be caused by the
interaction effect of other demographic variables in the

144



Negash et al. BMC Psychiatry (2020) 20:187

analysis model [39]. Despite this, there is a finding
reporting gender is not a predictor for seeking mental
health care; possibly this is caused by insignificance gen-
der difference in mean scores of depression and self-
esteem [40]. Likewise, there is no gender difference in
reporting barriers to receive mental health care [41].
Older students are more likely to have positive attitudes
toward seeking mental health care than younger stu-
dents; possibly caused by the past mental health care re-
ceived [42]. Adolescents have a more positive attitude to
seek mental health care than adults, because adolescents
had more confidence in and better experience of using
modern mental health care [39). There are also insignifi-
cant difference in reporting barriers to access mental
health care based on age [41].

Class years, family history of mental illness, and sub-
stance use are also reported as predictors to receive
mental health care. For instance, first and fourth-years
students are less likely to use mental health services
compared with second and third-years students [43], al-
though there is no change based on rural-urban back-
grounds [44]. However, students who had personal
contact with someone with a history of mental illness
were significantly associated with decreased help-seeking
intention; this could be possibly due to the negative ex-
periences students had with a person who they know to
have a mental illness [45]. Moreover, students with men-
tal distress use substances to manage feeling of discom-
fort, which might hinder their interest or preparedness
in seeking mental health care [46]. Mental distress, pre-
dictors, and barriers to receiving mental health care
among university students occur globally, however, there
might be higher prevalence, more complex stressors,
lower help-secking behaviors, and a higher treatment
gap in LMICs compared with developed countries [47].
For example, even if the prevalence of mental distress is
high among university students in LMICs, the majority
of them do not receive professional mental health care
(48, 49].

Most studies conducted in Ethiopian universities are
primarily focused on assessing the prevalence of mental
distress rather than looking at the possible barriers to re-
ceiving professional help. Besides of this, there is a litera-
ture gap with regard to identifying the perceived need
for mental health service and demographic factors asso-
ciated with barriers to receive mental health care among
university students in Ethiopia. Therefore, this current
study is aimed to assess the prevalence of mental dis-
tress, perceived need, and identify common barriers to
receive professional mental health care among under-
graduate students in Wolaita Sodo University (WSU).
Our study also investigated the demographic predictors
of the barriers to mental health care. The current study
findings will fill the literature gap on professional help-
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seeking intention, predictors, and barriers to receive
mental health service among undergraduate students in
LMICs. Besides this, our findings inform to adapt and
study feasibility of psychological intervention for stu-
dents with mental distress within Ethiopian universities
with potential implication for other LMICs universities.

Methods

Study setting

The current study is conducted at WSU, a public univer-
sity located in the Sodo town of Wolaita Sodo Zone,
Southern Nations, Nationalities, and Peoples’ Regional
State (SNNPR) of Ethiopia. Sodo town is located 320 km
south of Addis Ababa. WSU was established in 2007 as
a result of the rapid expansion of higher education in
Ethiopia. The university began with an intake of 801 stu-
dents (609 males and 192 females) in four faculties and
sixteen departments. Currently, the university runs
undergraduate and graduate programs in six colleges
and five schools. During the study period, a total of 12,
028 (7321males and 4707 females) undergraduate stu-
dents were registered. These students qualify to join the
university by taking the Grade 12 national entrance
examination prepared by Ministry of Education. WSU
has two counseling offices and two health centers. There
are three psychologists in the counseling offices that
provide counseling services for students with mental
health problems. The two health care centers are the
Ottona hospital and the students’ clinic, both of which
provide health care services. Ottona hospital is a referral
hospital that provides health care services for the com-
munity and for the students with severe mental health
problem by providing medication.

Study design, objectives and study period

An institution-based cross-sectional survey was con-
ducted among WSU undergraduate students from De-
cember 2017 to January 2018. The objective was to
estimate the prevalence of mental health problems, per-
ceived need, and to identify barriers and demographic
predictors to receive professional mental health care.

Sample size

A sample size of 1135 was estimated with an assumed
prevalence rate of mental distress 40.9% [32], precision
of +3, 95% confidence interval, and 10% non-response
considered. For the other two objectives (perceived need
and barriers to receive mental health care) separate sam-
ple sizes were not estimated. All the participants who
were screened positive for mental distress (>7) were
used as the denominator to estimate the proportion of
students having a perceived need for professional mental
health care. Those participants who had mental distress
symptoms and who did not receive mental health
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services from professionals in the past 3 months were
eligible to be part of the study.

Sampling and procedures

A stratified multi-stage sampling technique was used to
recruit study participants. A list of students’ names from
all first to fifth years was obtained from the registrar of-
fice of WSU. The first participant’s name was selected
randomly; the remaining participants were selected using
systematic random sampling. To accomplish, the first
step was stratifying undergraduate students by their
schools/colleges (six colleges and five schools). For the
second step, the total sample size was allocated into the
11 strata using probability proportional to the number
of the students as a measure of size. The third step was
selecting participants from each school and college
based on the proportion of the size of each department.
The fourth step was selecting participants from first to
fifth-years based on the proportion to each year. Then,
the final step was randomly selecting the first participant
and systematically selecting the rest participants from
each level and section of the study year.

Measurements

The survey questionnaire consisted of four parts: Demo-
graphic Characteristic Questionnaire: used to document
variables including participants’ sex, age, religion, ethni-
city, marital status, current place of living, area where
they grew up, level of the study years, family history of
mental illness, and substance use.

Self-Reported Questionnaire (SRQ-20): It is a screen-
ing tool for mental distress developed by WHO [50].
SRQ-20 is a self-report instrument with 20 binary re-
sponses (yes/no) questions. It has the potential of detect-
ing cases and non-cases with sensitivity ranging from 63
to 90 and specificity ranging from 44 to 95 [51]. WHO
recommends SRQ-20 as a reliable and valid instrument
to detect general Common Mental Disorders [51]. It was
developed specifically for use in LMICs [50]. SRQ-20
has been previously translated into Amharic language in
Ethiopia, locally validated [52, 53], and used in different
community [54-56] and institution-based surveys [24,
25, 32, 57] with cut-off points = 4 [57], = 7 [25], = 8 [32]
and = 11 [24]. SRQ-20 has good psychometric properties
(i.e. sensitivity 86% and specificity 84%) for detecting in-
dividuals with mental distress in the Ethiopian popula-
tion with an optimal cut-off point at =8 [58]. To identify
cases in the current study, a cut-off point of >7 was
used based on a previous validation study of SRQ-20 in
Ethiopia that resulted in good sensitivity and specificity
using a cut-off point of 8 [58]. The pilot data collected
from 38 undergraduate students in a similar population
but in a different setting to the current study showed
that the internal consistency of SRQ-20 was 0.77.
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The Perceived Need for Professional Mental Health
Care Questionnaire: Used to assess the perceived need
for professional mental health services in the past 3
months. It has been used in the previous studies [59,
60]. The question is phrased as follows: “Was there a
time when you thought you should see a doctor,
counselor or other health professionals for your mental
distress, but you did not go in the past three months?’
with the response options of Yes/No. “Yes” response im-
plies the perceived need for mental health care but not
received in the past 3 months, whereas “No” response
implies no need for mental health care for mental dis-
tress. Therefore, the perceived need for professional
mental health care in this study implies the number of
students who reported “Yes” option.

Barriers to Access to Care Evaluation (BACE-III):
BACE was originally developed to identify barriers to re-
ceive professional mental health service for people with
mental health problems [61]. It has 30 items to be com-
pleted by the participant (self-complete measure). This
instrument has good psychometric properties (i.e. valid-
ity, reliability, and acceptability) [61]. BACE-III has three
dimensions of potential barriers of stigma (12 items), at-
titudinal (10 items) and instrumental (8 items) related.
This instrument asks about a range of issues that have
ever stopped, delayed or discouraged an individual from
receiving professional care for a mental health problem
in the past 3 months. The response scale ranges from 0
(not at all) to 3 (a lot); the higher score indicating a
greater barrier. Five of the thirty items contain a fifth
option: “Not applicable”, Findings for each barrier are
presented in three ways: mean score for the item, barrier
to any degree (the percentage of answering 1, 2 or 3) or
major barrier (the percentage of answering 3) based on
BACE-III manual for researchers.

For the current study, BACE-III was translated into
the Amharic language by two Ambharic language experts
whose first language is Ambharic and their second lan-
guage is English. One expert who knows the subject
matter translated the instrument based on the BACE-III
translation guide. The masked back-translation was
made by two English language experts and one mental
health expert. The research team compared the back-
translated instrument with the original version of BACE-
III and agreed upon the consistency of the translation.
The translated BACE-III was piloted on 40 undergradu-
ate students in a similar population but in a different
area of the current study setting. Its internal consistency
was 0.85.

After the pilot study, the authors examined the applic-
ability of each question in the university set-up and no-
ticed that item number 27 and 28 need some
modifications. Discussion was made with a mental
health expert who has experience of adapting mental
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health instruments. Then, question number 27 which
says ‘difficulty taking time off work’ was modified as ‘dif-
ficulty taking time off education’ and question number
28 which says ‘concern about what people at work might
think, say or do’, was modified as ‘concern about what
students might think, say or do’. The final version of the
instrument was administered to students who scored >7
on the SRQ-20 and who had a need (those who an-
swered “Yes”) to receive professional mental care in the
past 3 months of the study period. The internal
consistency of the overall BACE-III scale after the revi-
sion was 0.85, whereas for stigma sub-scale = 0.83; attitu-
dinal sub-scale = 0.67 and instrumental sub-scale = 0.60.
Those participants who answered “No” for the perceived
need for mental health care measuring questionnaire
were asked ‘In the past three months, did you receive
help from a psychologist, doctors, friends, family, reli-
gious leaders or traditional healers? by skipping the
BACE-III questionnaire. See supplementary file 1.

Training of data collectors and data collection procedures
Classroom representatives served as data collectors. A
half day training was given by the principal investiga-
tor to data collectors about the aim of the research,
the contents of data collection tools, how to approach
participants, ethical issues, and responsibility of con-
trolling missing data. The classroom representatives
both males and females were contacted by the re-
searcher through the help of their department heads,
because they had cell phone numbers of each class-
room representative. Then, with the assistance of the
classroom representatives, the student participants
came to the selected lecture halls and classrooms and
the data collectors explained the aim of the study. Fi-
nally, after verbal agreement was received, the data
collectors started to collect the data by explaining the
instructions of all questionnaires with the close super-
vision of the principal investigator. To protect the
confidentiality of the participants, personal identifiers
were not included in the questionnaires; instead, a
code was applied.

The data collection was carried out before the stu-
dents’ final examination to control for an inflation of the
prevalence of mental distress. Those who scored >7 on
SRQ-20 were asked to answer the questions about the
perceived need for professional mental health care and
then answer questions in the BACE-III questionnaire.
Participants who answered “No” the question about the
perceived need for professional mental health care
skipped the BACE-III and answered why they did not
need mental health treatment in the past 3 months. Fi-
nally, after the participants completed the self-
administered  questionnaires, the data collectors
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immediately checked the existence of incomplete and
missed information before the participants left the room.

Data analysis

Data cleaning and cross-checking were done before ana-
lysis using Statistical Packages for the Social Sciences
(SPSS version 20). Descriptive statistical measures (i.e.
percentage, frequency, mean, and standard deviation)
were employed to summarize demographic characteris-
tics of the participants and to identify barriers to mental
health care services. Pearson chi-square test was used to
examine the association between demographic variables
with mental health care seeking intention and with the
five most commonly reported barriers to receive mental
health services. Furthermore, multiple linear regression
was also used to model the association between demo-
graphic variables with a mean score of BACE-III sub-
scales. Univariate regression analysis was used to identify
potential candidate variables for multivariable linear re-
gression with a p-value of <0.2 by referring previous
published articles [62, 63]. Then, further analysis was
carried out using multivariable linear regression. The re-
sult was reported as being statistically significant when-
ever the p-value is less than 0.05.

Ethical considerations

Ethical clearance for the conduct of the study was ob-
tained from the Institutional Review Board (IRB) of
Addis Ababa University College of Health Sciences. In-
formation sheet containing details of the research and
rights of the participants was attached to the question-
naire. Oral informed consent was obtained from the par-
ticipants after we explained to them the purpose of the
study, the participation was voluntary, and personal
identifiers were not included in the questionnaires. Fi-
nally, the obtained data were kept anonymous and confi-
dential during all stages of the research.

Results

Demographic characteristics

A total of 980 undergraduate students completed the
screening phase survey from the sample of 1135 students
approached, yielding 86.34% response rate. One third
(34.6%) of the participants had scored >7 on SRQ-20.
The majority (60.5%) were male. The age of the partici-
pants ranged from 17 to 38 years with a mean age of
21.53 years (SD =2.42). The participants were from di-
verse ethnic groups, the majority were from Ambhara
(34.6%) and Wolaita (20.9%) ethnic groups. Regarding
marital status, 82.8% were single and 95.3% were living
in the campus. Over half (54.7%) were from urban back-
grounds. First-year, second-year, and third-year under-
graduate students took 27.7, 26.6, and 25.9% of the
sample, respectively (Table 1).
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Table 1 Demographic characteristics of the study sample
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Wariables Total Sample (n) % N (980) Screened positive for Participants with mental distress who have
mental distress (n) % N (339) not received formal Mental Care % N {239}
Sex
Male 593 (60.5) 176 (51.9) 127 (53.1)
Female 387 (39.5) 163 (48.1) 112 (469)
Age
Mean 21.53 2121 21.22
o 242 195 182
Minimurm 17 18 18
Maximum 38 30 28
Religion
Christian Orthodox 543 (55.4) 241 (71.1) 164 (686)
Christian Protestant 330(33.7) 500177 46 (19.2)
Islam 80 (8.2) 30 (88) 22(58.2)
Christian Catholic 8(08) 2 (06) 2 (0.8)
Mo religion 8 (08) 4(1.2) 3013
Others 11 (1.1) 2{(06) 2(08)
Ethinicity
Amhara 339 (34.8) 164 (484) 110 (46.0)
Oromo 155 (15.8) 58(17.1) 41(17.2)
Wolaita 205 (20.9) 44(13) 35(14.8)
Gurage 80 (8.2) 24(7.1) 15 (6.3)
Tigre 24 (2.4) 11(3.2) 8(33)
Sidama 58 (5.9) 927 729
Hadiya 32(33) 824 6(2.5)
Gamogofa 30(3.1) 3824 6(2.5)
Others 57 (57} 1339 11 (4.6}
Marital status
Single 811 (82.8) 268 (79.1) 194 (81.2)
In a relation 114 (11.6) 50(14.7) 310130
Married but not living together 35 (36) 11(3.2) 9(3.8)
Divorced 14 (1.4) 720 3013
Married and living together 6 (06) 309 2(02)
Residence
In Carnpus 934 (95.3) 320 (94.4) 223 (933)
Off Campus 201(2) 8{24) 71{29)
Both 26 (2.7) 1143.2) 9(3.8)
Area of growing
Urban 536 (54.7) 176 (51.9) 127 (53.1)
Rural 444 (45.3) 163 (48.1) 112 (46.9)
Level of study year
First-year 271 (27.7) 117 (34.5) 81 (339
Second-year 261 (26.6) 85(25.1) 58 (24.3)
Third-year 254 (25.9) 84 (248 67 (28.0)
Fourth-year 96 (9.8) 28 (83) 18 (7.5)
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Table 1 Demographic characteristics of the study sample (Continued)

Variables Total Sample (n) % N (980) Screened positive for Participants with mental distress who have
mental distress (n) % N (339) not received formal Mental Care % N {239}
Fifth-year 98 (10.0) 25 (74) 15 (6.3)
Family history of mental illness
Yes 67 (6.8) 34 (100 22 (9.2)
No 913 (93.2) 305 (90.0) 217 (90.8)
Substance use
Yes 58 (5.9) 39(115) 310130
No 922 (94.1) 300 (88.5) 208 (87)

Mental distress

The prevalence of mental distress was 34.6%, indicated
by 339 participants with SRQ-20 scored higher than 7. Tt
was slightly higher (51.9%) among male students. The
item-based response of the study participants to the
SRQ-20 is summarized in Fig. 1. The top three fre-
quently reported symptoms were: loss of interest in
things (37.60%), being tired (36.90), and thought of end-
ing one’s life (36.80%). The least reported symptom was
handshaking/hand trembling (19.7%).

Perceived need for professional mental health care

Of 339 participants with elevated symptoms of mental
distress, 70.5% (1 =239) reported a perceived need for
professional mental health care in the past 3 months.
The remaining 29.5% did not report a need for profes-
sional mental health treatment, because they have

received the service from informal sources (25.5% from
religious leaders, friends, family, and traditional healers)
and formal sources (4% from doctors and psychologists).
There was no significant gender difference in seeking
mental health service, x2 (1) =048, p=049. Likewise,
there were no significant differences among the
remaining demographic variables in those seeking men-
tal health services (Table 2).

Barriers to receive professional mental health care for
mental distress

Of the 339 participants who screened positive for mental
distress, 239 (127 male and 112 female) had not received
mental health services in the past 3 months, because of
the barriers to receive the treatment, although they de-
sired mental health care as indicated in Table 3. This
table shows mean scores of an individual item, standard

Mental distress positive cases with cut-off point =7
Are you easily tired?

Do you have uncomfortable feelings in your stomach?
Do you feel tired all the time?

Has the thought of ending your life been on your mind?
Do you feel that you are a worthless person?

Have you lost interest in things?

Are you unable to play a useful part in life?

Is your daily work suffering?

Do you find it difficult to make decisions?

P

L

FEEEEEEEE
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Do you find it difficult to enjoy your daily activities?
Do you cry more than usual?

Do you feel unhappy?

Do you have trouble thinking clearly?

Is your digestion poor?

Do you feel nervous, tense or worried?

Do your hands shake? |

Are you easily frightened?

Do you sleep badly?

Is your appetite poor?

Do you often have headaches?
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Fig. 1 Prevalence of mental distress and its distribution of specific symptom
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Table 2 The association between demographic variables and

perceived need for professional mental health care

Variables Need for professional mental  x2 P-
health care value
Yes (n) No (n)
Sex
Female 12 51 048 049
Male 127 49
Religion
Orthodox 164 77 302 039
Protestant 46 14
Muslim 22 8
Others 7 1
Ethnicity
Amhara m 53 377 088
Oromo 41 17
Wolaita 35 9
Gurage 15 9
Hadiya 6 2
Tigre 8 3
Sidama 7 2
Gamogofa 6 2
Others 10 |
Marital status
Single 193 75 683 0.15
In a relationship 3 19
Married but no living together 2 1
Divorced 10 1
Married and living together 3 4
Residence
In campus 223 97 189 039
Off campus 7 1
Both 9 2
Area of growing
Rural 12 51 048 049
Urban 127 49
Level of study year
First-year 81 36 561 023
Second-year 58 27
Third-year 67 17
Fourth-year 18 10
Fifth-year 15 10
Family history of mental illness
No 217 88 061 044
Yes 22 12
Substance use
No 208 92 171 019
Yes 3 8
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deviation, percentage to any degree, and major barriers
to receive mental health care. There were top five bar-
riers to receiving mental health care the reported per-
centage was greater than 60% to any degree (sum of
responses of a little, quite a lot, and a lot).

The first barrier to seeking mental health care was
‘thinking the problem would get better by itself reported
by 74.4% to any degree and 37% thought that it would
act as a major barrier to receive mental health services.
The second was ‘being unsure where to go to get profes-
sional care’ which accounted for 71.6% to any degree
and 21% reported as a major barrier. The third was
‘wanting to solve the problem on their own’, whereby
71% of the participants reported this as a barrier to any
degree and 28% thought that it would act as a major bar-
rier to receiving mental health care. The fourth was
‘denying a mental health problem’, where 67.4% of the
participants reported this as a barrier to any degree and
38% reported it as a major barrier. The fifth was ‘prefer-
ring to get alternative forms of care’ reported as any de-
gree of the barrier by 67%, while 34% of the participants
reported it as a major barrier to receiving mental health
service. Of all the demographic variables, only a family
history of mental illness had a significant association, X*
[3] = 14.48 = p = 0.01 with ‘denying mental health prob-
lem’ of the top five barriers. See supplementary file 2.

Of the top five barriers, the top four were attitudinal
related barriers to receiving professional mental health
services. The fifth, ‘being unsure of where to get profes-
sional care’ was an instrumental-related sub-scale of
BACE-III. As a result of, the mean score of attitudinal
related barriers sub-scale of BACE-III (M =1.26, SD =
0.68) was the highest when compared with instrumental
related barriers sub-scale (M =0.78, SD=043) and
stigma related barriers sub-scale (M = 0.61, SD = 0.65) of
BACE-IIL

Predictors of attitudinal related barriers to receive
professional mental health care

In univariate regression analysis (Table 4), fourth-year
students perceived significantly more attitudinal related
barriers (3 =0.27; 95%CI = 0.24, 1.16; p = 0.003) than the
fifth-year students. Multivariable analysis also showed
that only fourth-year students perceived significantly
more attitudinal related barriers (p = 0.27; 95% CI=0.21,
1.14; p = 0.01) than the fifth-year students.

Predictors of instrumental related barriers to receive
professional mental health care

In univariate regression analysis (Table 5), female stu-
dents perceived significantly fewer instrumental related
barriers (p=-.15 95%CI=-.24, -.02; p=0.02) than
male students. Students from rural background per-
ceived significantly more instrumental related barriers
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(B=0.18; 95%CI=0.04, 0.26; p=0.01) than students
from urban background. Fourth-year students perceived
significantly more instrumental related barriers (p = 0.28;
95%CI =0.17, 0.76; p=0.002) than the fifth-year stu-
dents. Students who reported a family history of mental
illness perceived significantly more instrumental related
barriers (B =0.16; 95%CI = 0.05, 0.43; p = 0.01) than stu-
dents who reported no family history of mental illness.
Students who reported substance use perceived signifi-
cantly more instrumental related barriers (p=0.15;
95%CI = 0.03, 0.36; p =0.02) than students who reported
no substance use. A 1 year increase in age was associ-
ated with 0.19 unit increased in instrumental related
barriers to receiving mental health services (p=0.19;
95%CI = 0.02, 0.07; p=0.004). In multivariable analysis,
students from rural background perceived significantly
more instrumental related barriers (p=0.16; 95%CI =
0.03, 0.25; p=0.01) than students from urban back-
ground. Besides this, second-year (p = 0.27; 95%CI = 0.02,
0.52; p=003) and fourth-year students (p=0.29;
95%CI = 0.19, 0.77; p=0.001) perceived significantly
more instrumental related barriers than the fifth-year
students.

Predictors of stigma related barriers to receive
professional mental health care

Univariate regression analysis showed that students from
rural background perceived significantly more stigma re-
lated barriers (p =0.13; 95%CI = 0.00, 0.33; p = 0.05) than
students from urban background. Students who reported
a history of mental illness in the family perceived signifi-
cantly more stigma related barriers (f=0.13; 95%CI =
0.01, 0.57; p =0.05) than students who reported no fam-
ily history of mental illness. Students who reported sub-
stance use perceived significantly more stigma related
barriers (P =0.13; 95%CI = .00, 0.49; p = 0.05) than stu-
dents who reported no substance use. A 1 year increase
in age was associated 0.17 unit increased in stigma-
related barriers to mental health services (B=0.17;
95%CI =0.02, 0.10; p=0.01). In multivariable analysis,
only fourth-year students perceived significantly more
stigma related barriers (p =0.24; 95%CI =0.14, 1.01; p=
0.01) than the fifth-year students (Table 6).

Discussion

In this study, there is high prevalence of mental distress
and perceived need for professional mental health care
services among university students. The top five fre-
quently reported barriers to receive professional mental
health service were: thinking the problem would get bet-
ter by itself, being unsure where to go to get professional
care, wanting to solve the problem by oneself, denying a
mental health problem, and preferring to get alternative
forms of care. Having a rural background, being a
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second and fourth-year student, and a family history of
mental illness were significantly associated with barriers
to receive professional mental health service.

The prevalence of mental distress which is reported in
the present study is higher than what has been reported
in the meta-analysis of the general population studies in
Ethiopia [14]. Perhaps our finding is not surprising, be-
cause university students are more likely than the gen-
eral population to be exposed to mental stress [21]. The
possible difference between individual studies reviewed
in the meta-analysis [14] and the present study could be
partly attributed to the discrepancy in data collection in-
strument with cut-off points used, age group, and set-
ting. The data collection tools used in the most
individual article within the meta-analysis study were
ICD-10, PHQ-9, EPDS, K10, HADS etc. with different
cut-off points, but in our study we have used SRQ-20
that might be one cause for the discrepancy. The other
was a difference in age group and setting, where young
person experience higher mental distress compared with
adults in the general population.

The current prevalence of mental distress is higher
than that reported in previous studies conducted among
university students [24, 64]. One possible reason for the
discrepancy is the difference in the cut-off values used to
define mental illness [24, 64]. The other explanation for
the difference is other studies did not use locally vali-
dated instrument [64]. On the other hand, the present
finding is lower than what was reported in previous
studies in Ethiopian universities [35, 65]. The first pos-
sible justification for the difference might be data collec-
tion tool being used to screen mental distress [35, 65].
The second possible reason for the difference could be
the timing of the data collection, where our data col-
lected prior to the approaching final examinations. The
present finding is comparable with a study report con-
ducted in Jima University [66]. This might be resulted
from similarity of the data collection tool and the cut-off
points used to define mental distress.

The high prevalence of perceived need for professional
mental health services in the current study suggests that
most students with mental distress in Wolaita Sodo
University remain untreated. This may not be surprising,
because most universities in LMICs are ill-equipped to
provide services for students’ mental health issues [47].
Previous study also reported only a few university stu-
dents receive mental health services for their mental
health problems as a result of lack of appropriate ser-
vices [67]. Our finding is higher than previously reported
in the general population of Ethiopia. For instance, a
meta-analysis study reported that the pooled prevalence
of the help-seeking intention of people with depression
in Ethiopia is 42% [17], which is much lower than the
current finding. The possible explanations for the
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Table 3 Barriers to receiving professional mental health care among students with mental distress who have not received mental

care in the past three moniths (n = 239)

Barriers to Mental Health Care Mental Distress who did not receive Total  Item Mean
professional mental health treatment (N = 239) (N) and (5D)
Barrier ta any Major barrier
degree % (n) % (n)
Stigma-related barriers
Concern about what my family might think, say, do or feal 48.1(115) 184 (44) 239 098 (1.18)
Concern that | might be seen as weak for having a mental 389 (93) 14.2 (34) 239 076 (1.0
health problerm
Feeling embarrassed or ashamed 298 (71) 108 (26) 239 058 (1.01)
Concern that | might be seen as 'crazy’ 319 (76) 10.5 (25) 239 061 (1.02)
Not wanting a mental health problem to be on my medical records 260 (62) 8.4 (200 239 0.50 (0.95)
Concern that people might not take me seriously if they found 280 (67) 7107 239 051 (0.93)
out | was having professional care
Concern that peaple | know might find out 284 (68) 6.7 (16) 239 047 (0.87)
Cancern about what my friends might think, say or do 335 (80) 6.7 (16) 239 056 (0.92)
Cancern about what students might think, say or do 314 (75) 63 (15) 239 053 (0.90)
Attitudinal-related barriers
Thinking | did not have a problem 67.4 (161) 38.1(91) 239 1.59 (1.29)
Thinking the problem would get better by itself 74.4 (178) 36.8 (88) 239 1.65 (1.22)
Preferring to get alternative forms of care 66.5 (159) 34.3 (82) 239 1.51 (1.27)
Wanting to solve the problem on my own 71.1 (170) 28.0 (67) 239 1.50 (1.18)
Preferring to get help from family or friends 586 (140) 222 (53) 239 1.20 (1.20)
Dislike of talking about my feelings, emations or thoughts 380 (97) 956 (23) 239 069 (1.02)
Concerns about the treatments available (e.g. medication side effects) 36.3 (88) 96 (23) 239 065 (1.01)
Thinking that professional care probably would not help 300 (74) 75(18) 239 054 (0.93)
Fear of being put in hospital against my will 214(51) 21(17) 239 041 (0.89)
Having had previous bad experiences with professional 16.7 (40) 45(11) 239 030 (0.76)
care for mental health
Instrumental-related barriers
Mot being able to afford the financial costs involved 560 (134) 255 (61) 239 1.23 (1.25)
Having no one who could help me get professicnal care 598 (143) 24.7 (59) 239 1.26 (1.22)
Being unsure where to go to get professional care 71.6 (171) 21.0 (51) 239 1.36 (1.11)
Difficulty taking time off education 55.2(132) 176 (42) 239 1.0 (1.16)
Prablerms with transport or travelling to appointments 44.4 (106) 17.6 (42) 239 092 (1.18)
Being too unwell to ask for help 519 (124) 14.6 (35) 239 086 (1.11)
Professionals from my own ethnic or cultural group not being available 264 (63) 6.7 (16) 239 047 (0.89)

Note: Question number 5, 14, 24, and 29 in the BACE-IIl were not included in this table, because more than 97% of the participants responded “MNot applicable”
option for each item. Barriers reported percentage greater than 60% to any degree were indicated in bold color

difference could be a difference in mental health literacy,

study population and the data collection instruments be-
ing used. Moreover, our study supports the previous
web-based survey reporting that 37 to 84% of university
students screened positive to mental distress did not re-
ceive any professional mental health service [34]. The
similarity of the result may be due to using similar data

collection tool and similar age group of participants.

i

Among the top five reported barriers to receive profes-

sional mental health service by the students who recog-
nized a need for care, the first was thinking mental
distress would get better by itself. This indicates that
students perceive mental distress would get better with-
out receiving any treatment, which may be associated
with considering mental health problems as less serious

so they are reluctant to use available mental health
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Table 4 Predictors of attitudinal related barriers to receiving
professional mental health care in univariate and multivariable
linear regression (n = 239)
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Table 6 Fredictors of stigma related barriers to receiving
professional mental health care in univariate and multivariable
linear regression (n = 239)

Variables Attitudinal related barriers Variables Stigma related barriers
Univariate Multivariable Univariate Multivariable
Beta 95% Cl P-value Beta 95% Cl  Pwvalue Beta 95%Cl P-value Beta 95%Cl Pvalue
Age 0% -02,08 a8 0 =05 06 91 Age 17 o0 m 0 =02,00 9
Level of study years Area of growing
First year 01 -.36,38 97 01 —-41, 42 97 Urban (Ref) 42,65 <001
Second year 03 -33 43 80 03 =35 46 81 Rural 13 00,33 05 12 02,32 08
Third Year 11 -20, .54 37 dz2 =2, 57 37 Level of study years
Fourth Year 27 24116 003 26 21,114 004 First year 02 -32, 37 89 mn —25 54 47
Fifth Year (Ref) - 80,148 <001 Second year —-002 —-36 36 99 08 —26 50 54
Family mental illness history Third Year 13 —18, 54 32 18 —=11,63 &
No (Ref) - 114,132 <00 Fourth Year 24 d4,100 0 2414102 0
Yes 12 -01,59 06 b -04, 56 09 Fifth Year (Ref) - 18,83 <001
R2 008 Farnily mental illness history
Note. Reference category results for multivariable were: 8 = 1.05; 95% Cl: —.29, No (Ref} - 50,67 <001
2.40; P=0.12. Ref. = Reference category for univariate regression analysis and
I Confidence Interval for p Yes 130057 08 09 -09 -48 19
Substance use
Table 5 Predictors of instrumental related barriers to receiving No (Fef) 4267 <001
professional mental health care in univariate and multivariable Yes 13 00,49 05 07 1239 3
linear regression (n = 239) R2 0.10

Variables Instrumental related barriers
Univariate Multivariable
Beta 95% Cl P-value Beta 95%Cl P-value

Sex

Male (Ref) - 77, 92 <001

Fernale 15 24, -02 02 0 20,02 a2
Age 19 02,.07 004 13 =01, 07 09
Area of growing

Urban (Ref) 64, .78 <001

Rural 18 04, 26 m 16 03,.25 m
Level of study years

First year 11 =13, 34 39 23 =05 47

Second year 14 -10,.39 25 27 02, .52 03

Third Year a4 =10, .37 27 23 =02, 47 07

Fourth Year 28 17,76 002 29 18,77 001

Fifth Year (Ref) 42, 86 <001
Family mental illness history

No (Ref) 70, .82 <007

Yes 16 05, .43 om 9 -05,.32 5
Substance use

Mo (Ref) 70, 82 <001

Yes 15 03, 36 02 09 0528 a7
R2 0.14

Note. Reference category for multivariable: B=-.16; 95% Cl=-1.02, 0.70
p=.72. Ref. refers to reference category for univariate regression analysis
and d Confidence Interval for B

Mote. Reference category for multivariable: B: —45; 95% Cl=-1.72 to .83; p=
0.49. Ref. refers to reference category for univariate regression analysis and Cf
Confidence Interval for B

services [68] and it may also be associated with having
poor mental health literacy [69]. The current finding
supports a prior study reporting that the majority of col-
lege students believed that time by itself would solve
their mental health problem [59].

Lack of information where to go to get professional
care was reported as the second barrier to receiving
mental health service in the University. However, WSU
has two counseling offices and a teaching referral hos-
pital that aim to provide mental health services for stu-
dents with mental health problems. This information
gap is probably caused by a lack of awareness creation of
these services by the mental health service providers.
QOur finding is supported by prior studies, where the ma-
jority of university students had no information about
the availability of mental health service in their univer-
sity [70, 71].

Wanting to solve mental health problems by oneself is
reported as the third common barrier to receive mental
health service in the present study. This suggests that
most students may not want to share their mental health
problems with professionals preferring to handle the
problem by themselves. This is possibly due to perceiv-
ing their problem as not serious or transitory, being
skeptical about the effectiveness of professional mental

153



Negash et al. BMC Psychiatry (2020) 20:187

health service, fear of stigma, and privacy issue [34]. As
a result, they might prefer to manage their mental health
problem alone perhaps utilizing both positive and nega-
tive strategies such as problem-solving [72], substance
uses, and isolation [73] as examples. The present finding
supports past studies reporting a major barrier to receiv-
ing formal mental health service among university stu-
dents with mild to moderate depression and anxiety is
preferring to self-medicate [74, 75].

The fourth barrier identified in the present study is
denying mental health problems. Students may not want
to recognize their mental health problems due to lack of
knowledge about mental illness [69] or they may deny
their mental health problem as a coping strategy by
rejecting reality and not taking appropriate action to
treat their problem [73]. Our finding support a prior
study finding reporting that the majority of university
students deny mental health problems which hindered
them from receiving mental health care [37]. Further-
more, the present study interestingly showed that a fam-
ily history of mental illness significantly associated with
a student denying mental distress. This could be due to
students had negative experiences by being with individ-
ual with mental illness previously so that they could
deny their illness as a coping mechanism [45].

The fifth commonly reported barrier for using mental
health service is preferring to get mental health service
from informal sources. This suggests that majority of the
students receive mental health help from friends, family,
relatives, religious leaders, and traditional healers [35],
which is also common practice in the general population
of Ethiopia [76]. The present finding is also supported
by previous studies, where informal sources of mental
health care reported by college students was cited as a
reason for not receiving mental health services at their
university [69, 77].

Interestingly, the current study found that fourth-year
students with mental distress are more likely than fifth-
year students to report attitudinal, instrumental, and
stigma related treatment barriers. Since, the majority of
the fourth- and fifth-years students in the present study
were from the engineering department, the possible dif-
ference could be resulted from as the level of study year/
age increases, students become more stable and have
better mental health literacy (78, 79). In this sense,
fourth-year students might encounter more barriers to
receiving mental health care compared to fifth-year stu-
dents. However, our finding contradicts a study finding
first-year students are more likely than their third-year
and senior students to perceive a greater number of bar-
riers to receiving mental health care [37]. The result dif-
ference with the present study possibly due to the
difference in the data collection tool, study setting, and
sample size in each level of the study year. Caution in
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the present study, the number of the fourth-year stu-
dents was small.

Qur study also found that students from rural back-
grounds are more likely than students from urban back-
grounds to face instrumental related barriers to access
professional mental health care. This might be because
of young person from rural areas may not have a know-
ledge of mental illnesses so that they may not have suffi-
cient information about the availability of free mental
health services in the university and they may not be
psychologically open toward professional mental health
services [80]. Our finding compare positively with a
study conducted in Australia reporting that adolescents
from rural areas have more instrumental related chal-
lenges for receiving formal mental health care than ado-
lescents from urban areas [81]. Our study also shows
that second-year students reported more instrumental-
related barriers compared with fifth-year students. This
was probably due to the interaction effects of other con-
trolled variables in the adjusted model. This may need
further study in the future.

The present study implies that mental distress is
prevalent among undergraduate students. Likewise, the
need for mental health services is increasing, even
though the students are not be able to receive the ser-
vice provided in the university. This was because of
attitudinal, instrumental and stigma-related barriers.
Particularly, fourth-year students and students from
rural background were more likely to report these bar-
riers compared with fifth-year and students from urban
backgrounds, respectively. This indicates to a need for
designing practical mental health interventions to treat
students’ mental distress, to alleviate their psychological
suffering and minimize the effect on their academic
work, general and social functioning [29]. Therefore, the
present findings provide useful information and direc-
tions for university mental health service providers to
create awareness about mental health problems and
their service, the benefits of receiving mental health care,
and when and where to seek mental health services by
distributing flyers, preparing training, and mental health
day. All these together enhance to develop active
university-based mental health intervention to reduce
the prevalence of mental distress and to satisfy the need
for receiving mental health service by minimizing the re-
ported major barriers.

Any research has its own limitations; similarly, the
present study is not limitation free. First, data were col-
lected using self-reported questionnaires so that recalling
bias may occur for mental distress symptoms that hap-
pened in the past 1 month and rating the degree of bar-
riers to mental health care may also difficult to
remember. Second, the barriers to the provision of men-
tal health care measuring instrument was not locally
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adapted, although it was properly translated and piloted
for the present research. Third, a screening tool was
used to identify participants positive for mental distress;
it would have been better to use a diagnosis tool. Fourth,
data collectors were classroom representatives, so that
they were in a position to know the participants’ re-
sponse to each item while checking missing on the ques-
tionnaires. Fifth, since the participants were recruited
from a single public university, it is difficult to generalize
the result to all public universities and private colleges
that are found in Ethiopia. Finally, students who received
treatment from the informal sources should have to
complete BACE-III to understand whether they were
aware of their needs for professional care or not, but we
did not do that.

Further, future research is needed to study barriers to
receiving professional mental health care among stu-
dents with mental distress who do not wish to receive
mental health care from professionals as a result of re-
ceiving treatment from informal sources. Additionally,
the present study has also investigated some demo-
graphic predictors of barriers to receive mental health
care, but further study is necessary to examine the asso-
ciations of other variables such as mental health literacy
and academic results with barriers to receive mental
health services. Despite the limitations mentioned above,
the present study has some strengths. First, a large num-
ber of students participated in the prevalence study. Sec-
ond, the study used a locally adapted instrument, SRQ-
20. Third, the research contains findings of the preva-
lence of mental distress, perceived needs, predictors, and
barriers to receive professional mental health services to-
gether; all this information taken together can serve as
input for future feasibility studies of mental health inter-
ventions for mental distress among university students.

Conclusions

There is high prevalence of mental distress and per-
ceived need for professional mental health service
among undergraduate students at Wolaita Sodo Univer-
sity that identify the need for professional mental health
interventions. Mental health providers in the university
should make their services accessible to the students and
promote the service for better utilization. Besides the in-
terventions, developing preventive mental health educa-
tion strategies is essential to address the prevalence of
mental distress with the creation of conducive environ-
ments that promote and sustain positive mental health
for every student. Moreover, preparing for the celebra-
tion of mental health day in the university can play a
role in changing the attitude of students toward mental
health care and improving mental health literacy, be-
cause out of the five major barriers, four of them were
attitudinal related. In this celebration day, creating
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awareness about the treatment of mental distress like
any other physical illness can be emphasized, as well as
the benefits of receiving mental health care from profes-
sionals, recognizing mental distress in the early stages,
and educating students to seek mental health care from
professionals in parallel with receiving treatment from
alternative sources. Therefore, this paper is a call for ac-
tion from university administrations, university mental
health care providers, and the Ministry of Science and
Higher Education for helping undergraduate students
with mental distress and to work to minimizing mental
health distress on campus.
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Background: Socio-culturally determined processes account for how individuals give
meanings o health, illness, causal attributions, expectations from treatment, and related
outcomes. There is limited evidence of explanatory models for mental distress among higher
education institutions in Ethiopia, The objective of this study was to explore the explanatory
maodels for mental distress among Wolaita Sodo University.

Methods: The current study used a phenomenological research approach, and we collected
data from 21 students. The participants were purposively recruited based on eligibility
criteria. Semi-structured interviews were conducted from December 2017 to January 2018
using the Short Explanstory Models Interview, The interviews were audio-recorded, tran-
scribed into the Amhbaric language and translated into English. Data were analyzed using
framework analysis with the assistance of open code software 4.02.

Results: Most students experienced symptoms of being anxious, fatigue, headaches and
feelings of hopelessness, They labeled these symptoms like anxiety or stress, The most
commonly reported causal explanations were psychosocial factors. Students perceived that
their anxiety or stress was severe that mainly affected their mind, which in tumn impacted
their interactions with others, academic result, emotions and motivation to study. Almost all
the students received care from informal sources, although they wanted to receive care from
mental health professionals. They managed their mental distress using positive as well as
negative coping sirategies.

Conclusion: The policy implication of our findings is that mental health interventions in
higher education institutions in Ethiopia should take inte account the explanatory models of
students’ psychological distress.

Keywords: explanatory models, mental distress, university students, Ethiopia

Introduction
University students experience mental distress (anxiety and depression) more fre-
quently as compared with the general population.” This could in part be attributed
to their youth making them more vulnerable to mental distress, academic pressure
within university, the stress and strangencss of being away from home for the first
time, new peer relationships, and lower social support.” ™ However, most of these
students do not access professional mental health services,” perhaps because local
explanatory models of suffering prevail and resonate more strongly than formal
western biomedical understandings of mental distress.™"

Explanatory models describe the way people with mental distress conceptualize
their distress, explanations they give for causes, the modes of expression of distress,

how they rate the severity of the problem, its onset, help-seeking behavior, coping
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mechanisms, treatment preference, and the adverse conse-
quences of their distress.” Explanatory models of mental
distress are not static entities; they are fluid and mulii-
lavered that are caused by cultural and live experiences of
patients.® Students worldwide do not conceptualize mental
distress based on biomedical models® because of cultural
belief and social contexts.” Culture is a lens through which
people perceive and interpret their world.'” Therefore, the
complex cultural explanations available to students are
inevitable form and influence how they understand their
psychological distress and its causes.”""

University students find it difficult to recognize symp-
toms of anxiety as mental distress when compared with
depression, which they more readily concede as distres-
sing. They experience symptoms of anxiety as feeling
nervous, and feeling of apprehension in their day-to-day
activities, as a normal and to be expected. 1> However, they
recognize symptoms of depression like sleeping difficul-
ties, aggression, headaches, poor concentration, feeling
sad, feeling down, feeling lonely, and hopeless.'* "
They attribute their distress to grief, parental divorce,
interactional difficulties, family history of mental illness,
feelings of loneliness and isolation, school work, eco-
nomic problem, time management, parental expectations,
and negative life events."™'™"™ Altogether, these causal
factors can determine the help-secking behavior of stu-
dents and the impacts of mental distress.

Previous studies in Ethiopia have found most students
are interested in using professional mental health care. ™
However, a number of them do not receive mental health
care despite its availability.?' A significant number of
these students receive help from informal sources, such
as family, friends, relatives, herbalists, and religious
leaders.™ As well, the coping styles of students can be
more or less helpful in managing their distress. An
merease in severity of mental distress and lack of access
to professional mental health care are associated with
adverse effect on students” academic achievement, physi-
cal health, emotion, self-esteem, social relationships, cog-
nitive  development, and their overall quality of
life, 13162326

In previous qualitative studies, adolescents used sev-
eral coping strategies to manage mental distress.'*! ™"
These include: support-seeking from others, social isola-
tion, problem-solving, distraction, changing negative
thoughts, acceptance, minimization, redirecting of agpres-
sion into a powerless substitute target, emotional dis-
charge, positive appraisal, trying to forget uncomfortable

feelings and thoughts, leaving a distressing situation, cry-
ing, self-harm behavior, suicide attempts, violence, prayer,
listening to music, and substance use.'™'™** ¥ Students
also use meditation, telling oneself that everything will be
“okay”, doing physical exercise, eating more, sleeping
less, procrastination, and increased use of internet as
a coping mechanisms from mental distress.”™'

Despite the existence of a few studies exploring expla-
natory models for mental distress in the general population,
to the best of our knowledge, there is no published study that
explored the explanatory models for mental distress among
university students in Africa, We believe that taking into
account the explanatory models of mental distress among
university students in low- and middle-income countries
(LMICs) is one pre-condition to sustamably tackle the alarm-
ing increase in anxiety and depression.” Our study aimed to
investigate the explanatory models for mental distress used
by undergraduate students at Wolaita Sodo University,

Materials and Methods
Study Setting and Context

We carried out the curremt study at Wolaita Sodo
University, which is one of the public Ethiopian univer-
sities located in Wolaita Sodo town of Wolaita zone,
Southern Nations, NMationalities and People Regional
State. This zone hosts multi-ethnic people that live har-
moniously together, The societies in this zone are com-
posed of 200 clans, and similar clans do not marry each
other.”” It is the most densely populated area in Ethiopia.
Wolaita zone covers a total arca of 4541 km?® with an
estimated population of 1,527,908, of whom 752,668 are
males and 775,240 are females,™ Wolaita zone has 12
districts and three towns that are structured for adminis-
trative purpose. Wolaita Sodo is the capital town and
economic and political center of the zone located
320 km south of Addis Ababa through Butajira. The
main source of livelihood for the majority of city dwell-
ers is trade, whereas agriculture is the main economic
source for the rural people. The majority of the people
are Evangelical Protestant Christians,

Wolaita Sodo University was established in 2007 G.
C. and began its work with an intake of 801 students (609
male and 192 female) in four faculties and sixteen depart-
ments. It now has undergraduate and graduate programs in
six colleges and five schools with more than 1300 aca-
demic staff and 2500 support staff. At the time of data
collection, the University had 7321 male and 4707 female
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perspective of distress using semi-structured open-ended
questions. ™' SEMI is a simple brief instrument.
Furthermore, it consists of non-technical words, easily
translated, and any interviewer from any background can
administer it after receiving training to use it.*> According
to Azale et al,"” SEMI was adapted to an Ethiopian context
by an expert consensus meeting involving mental health
professionals and qualitative researchers. It has seven sec-
tions that cover perceived symptoms, conceptualization,
perceived causes, perceived severily, impacts, help-
seeking behaviors, and coping mechanisms of mental dis-
The
Ambharic language by the principal author in a privaie
and well-ventilated students’ counseling room of Wolaita
Sodo University. The participants were encouraged to talk
openly about their experiences. Probing was done to
further elicit and explore ideas of mental distress, The
interviews were audio-recorded with consent. The average

tress. face-to-face interview was conducted in

duration of the 21 interviews was 42 minutes ranging from
21 te 118 minuies.

Sampling Procedures

The study participants were recruited from study one that
aimed to assess the prevalence of mental distress among
university  students,”’  which was conducted  from
December 2017 to January 2018, In the screening phase
of the prevalence study, participants were informed that if
they experience any sympioms of mental distress and
volunteer to receive professional psychological support,
they can write their phone number in the middle page of
Self-Reporting Questionnaire (SRQ-20) or they can con-
tact the first author of this article in person. In this process,
29 volunteer students wrote their cell phone number. Of
these, 21 (72.4%) students were contacted using their cell
phone and following written consent; they voluntarily
participated in the interview. The eligibility criteria for

D!
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the current study were: being undergraduate student; scor-
ing 8 or more on SROQ-20; willingness to participate in the
study: and 18 vears or older. The remaining eight students
did not answer their phones when they were called,
Redundancy of answers to the Short Explanatory Model
Interview (SEMI) was an indicator of information satura-
tion, indicating that the maximum number of participants
was sufficient for the present qualitative study.**

Data Analysis

The audio taped interviews were transcribed into Amharic,
The transcribed data were translated into the English lan-
guage by the first author (AN). Framework analysis was
chosen over the other gualitative analysis methods.** This
analysis method emphasizes how both prior issues and
emergent data-driven themes should guide the develop-
ment of the analytic framework_** This approach fits better
with the aim of the current study. The predetermined
themes in the SEMI are designed to explore the lived
experiences of university students with mental distress,
and we were open to discovering new emerging theme/s.
The other justification for the use of framework analysis is
that it is suitable for the analysis of our data generated
based on the basic research question, “what are university
students’ explanatory models for mental distress?” and
compatible  with the interpretive  phenomenological
research design.

In the process of using the framework analysis, we
followed five sequential steps. These steps were as fol-
lows: immersing one’s self with the audio-recorded inter-
views (listening carefully) and transcribing the data by
reading again and again (familiarization), identifying
a framework, indexing (coding), charting (summarizing).
and interpreting the result,™ Great attention was given
during coding of the data because the coded information
should capture the meaning of what the participants
exactly said. To ensure this, five translated interviews
were coded by the first author and another experienced
qualitative researcher independently to check miter-rater
coding reliability that resulted in almost similar codes.
The first author then coded all the remaining interviews
alone. Predetermined themes were identified. We have
used a free open code version 4,027 to facilitate the
analysis that enabled us to manage data.

Trustworthiness
Rigor in a qualitative research is highly related to the
trustworthiness of the work done in a specific study that

includes credibility, dependability, conformability, and
transferability.* To ensure the credibility of our work the
following were done: (a) what we did: the data collection
instrument was carefully designed to elicit and generate
data; (b) prolonged familiarization with the data was
passed through steps ol interviewing, transcribing, and
translation; and {(¢) five randomly selected translations
were coded by the principal author of this article and one
expert who knew the subject matter of the study s0 as to
ensure the accuracy of the codes. The whole process and
the tasks performed in the present study were supervised
and reviewed by senior co-authors of this study (MA, MK,
GM, DW, and CP) to confirm the dependability and con-
formability of the current study. All the necessary files are
available and indicate the transferability of our study find-
ings to other settings,

Results

Information collected from 21 study participants was ana-
lyzed, and the key findings were elaborated under seven
themes that include: (a) perccived symptoms, (b) concep-
tualization of mental distress, (¢) perceived causes, (d)
perceived severity, (e) impacts, (f) help-seeking behaviors
and (g) coping mechanisms from mental distress. The
participants were composed of five female and sixteen
male students with a mean age of 21 years (SD = 1.71;
range = 19-25 years). The majority of the participants
were Orthodox Christian by religion, from the Amhara
ethnic group and single. All participants lived in the
University residence. More than half of the participants
were from an urban background and were first-year stu-
dents. The average monthly pocket money received from
their family was 501 Ethiopian Birr (ETB) {range = 50—
1000 ETB). All students scored positive for mental dis-
tress with a mean SRQ-20 score of 13,38 (SD = 2.78;
range = 8-20). See Table 1 below.

Perceived Symptoms of Mental Distress
Muost participants experienced a mixture of symptoms of
anxiety, depression and somatic disorders (Table 2). The
most commonly reported complaints were: being anxious,
physically fatigued, headache, and feeling of hopeless. The
following two illustrative quotes captured these chiel
complaints,

Yeah, immediately when T sat in the classroom, | became
anxious. | did not know that it was because of anxiety.
When I go tw church, 1 cannot stay until the church
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Table | Demographic Characteristics of the Study Participants
with SRQ-20 Score Above the Cut-off Point (n = 21)

Table 2 Types and Frequency of Chief Complaints

Types of Symptoms

Characteristics MNumber of
Participants (%)
o Sext Male 1& (76.2%)
& Fermale 5 (23.8%)
2
E Age 18-25 years 21 {100%)
5 Religious background | Orthodox 1& {76.2%)
8 Protestant 3 (14.3%)
o Muslim 2 (9.5%)
&
- Ethnicity Amhara 10 (47.6%)
2 Orama 6 (28.6%)
= Gurage I {4.8%)
E Wiokita | {4.83)
g Orther 3(14.3%)
g Marital status Single 17 {81.0%)
3 In 3 {14.3%)
§ o relationship
E H Diverced | (4.8%)
3:‘; % Residency In campus 21 {100%)
Z
€8 | orign Rural 9 (429%)
3 § Urban 12 (57.1%)
L
g University year 1 10 {47.6%)
: [ 6 (28.6%)
g i 4 {19.1%)
2 W | {4.8%)
2
g Manthly pocket 50-500 Birr & (76.2%)
g maney 5011000 5 (23.8%)
§ Birr
% SRQ-20 2 8 score 21 {100%)
8
2
&
S
g
g
a

MNumber of Participants (%)

Anxiery symptoms

ceremony 15 finished, because of the hesdache, When
I start to read, | become mentally unstable and then,
I cannot open my two eves, but afler a few minutes my
eyes become open; then after | started to read for a few
minutes again my eyes become closed and A letter seems
o me B. [ feel tired, my body gets feeling of burning, and
I also get joint pain ... When my gastric get start, | cannot
eat food and | feel pain in the stomach. I try to sleep but
I cannot sleep due to the serious headache. (A 22-vear-old
female, in a relationship)

Orther students explained that:

I feel extreme hopelessness. | cannot properly concentrate
on my education because of lack of motivation [ have,
I consider life as meaningless. (A 20-year-old female,
single)

Psychological problem cannot bring any problem, so I said
to you, | am very happy to see the end of this world by
being a mad person. Previously | had a hope to long live
and had fear of death. But now, I know that if [ am a mad
person, 1 can survive so that why should T worry? (A 20-
vear-old male, single)

Conceptualization of Mental Distress
Eight and four participants labeled their problems as anxi-
ety and stress, respectively. The interviewer also asked the
participants how long the problem had lasted. Five stu-
dents were suffering for a year; four students had their
prablems for three vears and another five students reported
that their distress started six months ago. Five students
reported that their distress started two and four years ago.
The remaining two students reported their problem had
been with them since elementary school.

I think this case is related with mental abnormality, speci-
fically it is anxiety. It {my problem) stamed before six
months. (A 25-year-old male, single)

Being anxious 18 (85.7%)
Being angry 12 (57.1%) Another student explained that:
Lack of sleep I (52.4%)

I don't know; it is difficult for me to give a name. But,
Depression symproms I guess stress can express it. I started to experience the
Hopelessness 13 (61.5%) problem three vears ago. (A 22-year-old male, single)
Lack of motivation to read 11 (52.4%)
Lack of concentration & (38.1%) One student named her problem as evil spirit.

SW'“JT :}'mme" s 714 As to me, the name of my problem is (bad spirit); it is the
i ' i . . N .
x:zh:ww Ii E“?:i En:.who enforce rnc:dl? FD:H“:&:M._ tmy i:;lr:ﬂ:: without
Gastrie pain 6 (28.6%) awng. any reason and it |I5 e spirit) who changes my

behavier and mood within a short period of time. When
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I was in clementary school, I have been experiencing this
problem. (A 22-year-old female, in a relationship)

Causal Factors for Mental Distress

When participants asked about how their psychological
distress began, they commonly reported mixed causes
related to social causes: such as education difficulties and
workload (14/21), economic problems (8/21), family
related issues such as conflict and loss (6/21), conflict
with friends (3/21), psychological causes such as “thinking
too much™ (7/21), adjustment to the new environment (life
changes) (4/21), mismatch of expectations (4/21), and
love-related issue (3/21).

Yeah, the main reasons for my illness are: thinking too
much about what to do after graduation, becawse 1 am
not equipped with the necessary knowledge and skills,
Second, as | have told you before, my mother and father
were died and the only source of support by this time is
only my sister, She is not economically strong enough
(hand to mouth) and she is uneducated. So, 1 always
think about how 1 can change her life. She sacrificed
a lot for my life starting from early childhood; she
expects more from me after graduation. You know
when I face a shortage of money, I do not want to ask
her, because 1 know her economic capacity, The third is
difficulty of education. While | am thinking all about
these 1ssues, | become anxious and [ start to think I am
living meaningless life, Internally, 1 have a lot of unre-
solved issues. (A 22-year-old male. single)

Perceived Severity of Mental Distress
More than half (12/21) of the participants perceived that
their distress was very severe, and they feared that their
distress would become vet more severe. The remaining
respondents rated their problem as mild (6/21) and mod-
erate (3/21).

It (the distress) is very severe problem, even by this time
| dislike learning. Can vou believe that in our dorm, there
are 32 freshman siudents and in every night they sing
a song; when you inform them to stop disturbing, their
response is do you want to control us while we are living
more than 30 students together in a single class? When
you think all these things, you prefer to leave the campus,
but what can you do when your families are poor and live
in rural area. (A 20-year-old male, single)

Impacts of Mental Distress

Participants were asked an open-ended question concern-
ing the difficulties that the distress caused them. Most of
them replied that their distress adversely affected the inter-
action with other people (causing conflict with family and
friends), reduced academic achievement, caused them to
feel sad and angry and reduced their motivation to work
{Table 3).

Help-Seeking Behaviors and Intention to
Seek Professional Mental Health
Treatment

Most of the participanis received care from multiple infor-
mal sources, such as friends (12/21, advice) and religious
leaders (4/21, holy water, fasting, and praying) and family
(4/21, advice). Only three students received professional
mental healthcare. However, all participants intended to
receive mental healthcare from professionals because they
were alraid their distress would worsen with time.

Yes, | have received advice from religious leaders. The
religious leaders undersiood that the problem is related
with bad spirit and they ordered me not to be far from the
church and to drink and sprinkle holy water, fast, and
prayer. The religious leaders also advised me not to give-
up, worry, anxious, Moreover, my friends advised me not
to worry that nothing will happen on me and to go to
church regularly. T need help if the problem has
a solution, because | have fear. From the things that
I fear all the time, | may not be with my friends all the
time. One day [ may go somewhere alone and at that
time, | cannot properly manage myself so that the pro-
blem can throw me into abysm or burrow. (A 22-year-old
female, in a relationship)

Coping Strategies
Under this theme, there were two sub-themes: positive and
maladaptive coping strategies that students used to manage
their mental distress. Attending church, discussing with
friends, listening to music and watching a film were the
mast commanly reported positive coping strategies, On the
other hand, sleeping for a long time was amongst the most
commonly reporied negative coping strategy (Table 4).
Based on the qualitative findings, a conceptual frame-
work for explanatory models of mental distress was devel-
oped. The model shows a link among the explored
constructs, As it can be observed in Figure 2, the psycho-
social factors caused students to experience mental distress
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Table 3 Consequences of Experiencing Mental Distress

Impacts Total (%) llustrative Quotes

Difficulty of interacting 17 (B1L.O%) When | become angry, | hic the door; | fight with my friends. | was fighting with my family both

with ather peaple physically (during break dme) and via phone, They (family) did net gve me the ameunt of birr
I nead, You know, farmers preler w glue you half qulnml of ceraal o 10 bire. Cur famlly ALLUMES
that if ane stedent entered to university, every cost of the stdent is cavered by the government.
I dev net pick their cell-phane when they call me, because persenally | do not like te give mercy for
other people. (A 20-year-ald male, single)

Poor academic result 15 (71.4%) *fes. | did nothing in terms of my education: | scored low grade. The instructors knew that | did
nat attentively follow them and they said you are nat here, body present mind absent. | sat in the
classroom and | weant back to the dormitory when the time is out (A 22-year-old female, in
a relationship)

Ematianal difficulties 15 (71.4%) The problem caused me to feel sad, isolated, angry, and thinking life is meaningless. (A 20-year-ald
female, single)

Lack of metvation to study Il {52.4%) ... | disliked learning, Then, | decided te withdraw and asked the head of the department. He
advised me te continue my education so thar | complered that semester In thar way. Scill | am noet
mativated o read/carelass and lack attention. (A 20-year-old male, single)

Mind. the most affected 16 (T6.2%) The problem is wotally affected my mind. because atways | feel pain in the mind. (A 20-year-old

bady part male, single)

Table 4 Coping Strategies to Manage Mental Distress

Coping Strategies

Number of
Participants (%)

Illustrative Quotes

Pasitive coping

scrategies

Recaiving support from B(38.1%) | consulted my friend and he adwised me to be planned, be cool, not to worry and use time

friends effectively. (A 20-year-old male, single)

Attending church 10 {47.6%) When | become anxious, | go to church alone and sit silently, even sometimes | dislike to prayer,
because of being tred ... (& 22-year-ald male, single)

Listening to music and 5(23.8%) | tried not to be anxious by watching a film and liscening to music. (A 20-year-cld female, single)

warching a film

Megative coping

strategies

Sleeping for a long time 5 (23.8%) Te farget the problem, | sleep for a leng time, even same times until missing my chssfeducation,
(A 20-yearold female, single)

Drrinking alcahal 2 (9.5%) | tried te manage the problem by things making me happy. For instance, drinking alcohel. (A 20-

year-old male. in a relatienship)

that was mainly manifested by psychological and somatic
symptoms. This mental distress impacted students™ emo-
tions, motivation, relationships with others and educational
outcomes. The impact of mental distress was the fear that

it could become more severe in future, which led the
students to need professional mental health services,
despite using coping sirategies and receiving support
from informal sources to manage the problem.
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Perceived symptoms
Baing anxious and angry
Lack of sleap
Hopelessness
Lack of mativation to read
Lack of concentraticn
Physical fatigue
Headache
Gasliric pain
Social Factors ‘J -
Diffi ith educati
wm:rﬂﬂ:ﬂun ucation Impacts
h Interpersonal problems
Eccnomic problems Paychiatric problems oW i
Canflict with athers 4 Academic Enpaiment

Andet:
Psychological Factors SHEBS:(
Thinking too much
Life changes

Mismatch of expectation

Fesling sad and angry
Low modivation to waork
Fear of more severe problems

Love related issues

a long time

Coping strategies
Attending church, discussing
with friends, listening to music,
walching a film, and sleeping for

Meed for professional
maental healthcare

Help-seeking behaviors
Treatment received from friends,
family. and religious |eaders

Figure 2 Canceptual framework of explanatory models of mental distress,

Discussion

In this qualitative study, anxiousness, fatigue, headache,
and hopelessness were the most commonly reported com-
plaints by university students. Most of the participanis
labeled these complaints as anxiety or stress. The most
commonly reported causal explanations were related to
social and psychological issues. More than half of the
participants perceived their mental distress as o severe
problem. Most students reported that the onset of their
mental distress ranged from two months to four years.
Their mental health problem mainly affected their head
which in turn had significant negative impacts on their
interaction with other people, their academic achievement,
emotions, and motivation to work. Almost all participants
received care for their mental distress from informal
sources and all of them had the intention 1o receive mental
health care from professionals because they feared their
distress would worsen with time. Participants reported that
they managed their mental distress by using both positive
and negative coping strategies.

Most of the students conceptualized their mental health
problems in terms of psychological and somatic symptoms,
The most frequently reported psychological symploms were
being anxious and feeling of hopelessness, which are also
used as diagnostic features of anxiety and depression,

respectively, in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5.""  Although
a difference in a context in the present study, these symp-
toms have been previously identified in LMICs and in high-
income country where most adolescents elaborated their
distress by feeling of anxiety™ and lack of hope.™ Other
frequently reported complaints in the current study were
physical fatigue and headaches that are recognized as diag-
nostic criteria for depression and anxiety, respectively.™
Somatization of mental distress is common worldwide, for
example, in many African 1:d:7nu.m'rii:s,'r'I in Oman,” in Iran,s"
and in India™ people with anxiety and depression express
their distress in terms of medically unexplained symptoms.

there  1s

The expression of mental distress in terms of somatic
symptoms is a complex question and might be linked
among other things to fear of public stigma®® and cultural
influences.”

Most of the students labeled both psychological and
somatic symptoms as a manifestation of anxiety or stress.
Although the context 1s different, a similar result is also
found in Vietnam, where most students labeled depression
symptoms as stress or anxiety”” Being able to give
a specific psychiatric term to the complaints may be
because of the students’ educational status, which may
have influenced their mental health literacy; the symptoms
of anxiety and stress are very common among university
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students and considered as normal life challenges.'” Most
students attributed their mental distress to more than one
causal factor; similarly, in North Western Ethiopia®™ and
Kenya,” most participants reported psychosocial explana-
tions as causes for their mental health problem. Of the
causal factors, students reported more education-related
issues, These academic stressors are associated with
heavy academic loads, exam difficulty,” difficulty with
assignments,”™ and the time constraints required by
courses.”” Previous studies also found that most university
students’ major stressor for mental health problem was
linked to educational stressor.! ™

The next most commonly reported social causes were
economic problem and interpersonal difficulties. Most of the
students who join university in Ethiopia encounter economic
challenges. This is especially more challenging for students
from mural background, because of: (a) their family assumes
that if their student joined in a university, they expect every cost
of the student is covered by the university, but the reality on the
ground is that a public university in Ethiopia covers only
students” food, dormitory, and medication cost with a cost-
sharing system; (b) almost all undergraduate students in
Ethiopia are economically dependent on their families"
meome; and (¢) there is difficulty of accessing bank and tele-
communication services for smdents who come from rural
arcas. The inability to receive money from families in
a timely way can cause mental distress; the death of a family
member who was the main breadwinner for the family again
creates mental distress for the student involved. Similar studies
have shown that poverty and conflict within the family are
causal factors for psychological distress, ™™ %%

In the present qualitative study, more than half the
students reported that their mental distress was very severe.
This in turn affected their interactions with others, their
academic achievement, their emotional state, and their moti-
vation to work. In prior studies, most participants reported
that their mental distress was severe® and negatively
affected their social interaction,”® feeling,” education
result,' % Students reported
different coping strategies 1o manage their mental distress.
Of these, getting social support from friends, attending
church, and listening to music and watching a film were

and appetite for work.™

among the positive coping styles that used to recover and
get relief from mental distress without causing negative
health effects, which were also reported in the previous
studies, "I IRIRASSS O he  contrary, sleeping  for
a long time was commonly reported as an unhealthy coping
mechanism that could harm students’ education and health

outcomes. The use of maladaptive coping strategies by the
students might be caused by feeling hopelessness™ or asso-
ciated with unable to control their mental distress."™® Apart
from seeking help from friends, religious leaders, and
family, all students wished to receive mental healthcare
due 1o fear and increasing severity of the distress from
time to time. This might indicate how their problem is
severe because most adolescents perceive help from profes-
sionals as a last resort and a sign of weakness.”*

Limitations

All research has its limitations, and the present study is not
limitations-free. First, the data collected using self-
reported questionnaires might have involved recall bias.
Second, the face-to-face interview might be prone to social
desirability bias when reporting negative coping strategies.
Third, most participants were male and female students’
perceived explanatory models for mental distress are likely
to be under-represented.

Conclusions

Most students perceived their mental distress in terms of
psychological and somatic symptoms, most of them recog-
nized their complaints as anxiety or stress that caused
psychosocial factors. Most students perceived theirr dis-
tress as severe and affected their education and social
interactions. Therefore, first, we recommend that exploring
the explanatory models for mental distress among univer-
sity students must be part of understanding the students’
needs for mental healthcare and support and implementing
locally acceptable and feasible evidence-based mental
health intervention/s. Second, mental health professionals
working in the university hospital, student clinic, and
student counseling offices are expected to sufficiently
access their mental health services to students with mental
distress to reduce the burden of the problem.

Abbreviations

LMICs, low- and middle-income countrics; SR, sclf-
reporting  questionnaire; SEMI, Short Explanatory Model
Interview; 5D, standard deviation; DSM-35, Diagnostic and
Statistical Manual of Mental Disorders: ETB. Ethiopian Birr.
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objective of the study and received an information sheet. The
participants’ informed consent included publication of anon-
vmized responses, They were informed that they could with-
draw from the study at any time if they were not comfortable
participating in the study, without prejudice. Concerning tra-
cing the participants using their cell phone number, they were
well informed about the availability of the counseling service
given by mental health professional, il they need in our pre-
vious sereening study:”' then, they convinced and consented to
receive mental health intervention so that they wrote their cell
phone number in the middle of the mental distress sereening
tool. Then, the principal author of this study provided the
counseling service for all participants involved in this study.
The questionnaire that contained the participants” cell phone
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Abstract

Background: The prevalence of mental distress among university students in low- and middle-income countries
(LMICs) Is increasing; however, the majority do not receive evidence-based psychological intervention. This calls for
the provision of culturally adapted psychological therapy in higher education institutions in LMICs. The aim of this
pilot study is to evaluate the feasibility and acceptability of Interpersonal Psychotherapy adapted for Ethiopia (IPT-E)
among Wolaita Sodo University students and to assess the preliminary outcomes of IPT-E in reducing symptomns of
mental distress and in improving functioning.

Methods: We used a quasi-experimental single-group pre-post-test study design. As indicators of feasibility of IPT-E,
we used consent, treatment completion and attrition. We used Client Satisfaction Questionnaire and semi-structured
interview to measure the acceptability of the intervention, self-reporting IPT-E checklist to assess treatment adher-
ence and World Health Organization Disability Assessment and Self-Reporting Questionnaire-20 tools to assess
functional impairment and mental distress, respectively. We used percentage, frequency, mean and standard devia-
tion to summarize the demographic variables, feasibility and acceptability of IPT-E. We analyzed changes from pre- to
post-tests of mental distress and functioning results using paired t-test and Wilcoxon signed-rank tests. Independent
sample t-test and one way-ANOVA used to assess the difference in mean score of in demographic variables at base-
line and eight weeks. The qualitative data was analyzed with the support of open code 4.02.

Results: IPT-E was feasible (consent rate = 100%; completion rate =92.31%; attrition rate = 7.69%; mean score of the
sessions =8 and mode of the session =8}, The total mean score of treatment satisfaction was 27.83 (SD=4.47). After
the delivery of IPT-E, symptoms of mental distress were decreased, functioning was improved and therapist adher-
ence to the treatment model was 100% (i.e. treatment delivered according to the IPT-E guideline).

Conclusion: IPT-E was feasible and acceptable to treat university students with mental distress in low-income coun-
try setting. The preliminary results also suggest promising viability of IPT-E in higher education institutions of low-
income country setting for students with symptoms of anxiety and depression.
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Background

The prevalence of mental distress understood as the
symptoms of anxiety and depression is higher among
university students as compared with the general popu-
lation [1] has increased over the past few years [2]. For
instance, the prevalence of depression symptoms among
university students is 30.6% worldwide [3], 24.4% in low-
and middle-income countries (LMICs) [4] and the pooled
prevalence of anxiety and depression is 37.73% among
Ethiopian university students [5]. Globally reported risk
factors of experiencing mental distress among students
are: (i) academic pressure and financial constraints, [1,
6]; being away from home for the first time and starting
new peer relations [7]; inadequate social support [8, 9];
(iv) loneliness [10]; (v) substance use [11]; (vi) earlier age
of onset of symptoms [12], where most of university stu-
dents’ age range from 17 to 25 years [13]; and (vii) inter-
personal conflicts [14].

Increased severity of mental distress along with the lack
of access to professional mental healthcare are associated
with an adverse effect on students’ academic achieve-
ment, physical health, emotion, self-esteem, social rela-
tionships, cognitive development, and their overall
quality of life. Evidence showed that students with men-
tal distress and who did not receive mental healthcare
timely experienced low academic performance [15] and
suicidal thoughts and attempts [16]. A Previous study
reported that college students who experienced depres-
sion and sleep disturbance in America had a high burden
of comorbid anxiety and poor mental and physical func-
tioning [17]. The burden and functional disabilities of
mental distress are more severe in LMICs university stu-
dents [7], where the accessibility of psychological inter-
ventions is limited.

Despite the increasing number of universities in LMICs
and a growth in the proportion of students enrolled in
these universities, the provision of professional mental
health services for students remains underdeveloped,
largely because there are insufficiently trained therapists/
counselors [18]. As a result, the majority of the students
in LMICs do not receive professional mental health care,
even if the students request or require it [19]. Most stu-
dents in need receive support from informal sources
such as friends, family, traditional healers, and religious
leaders [20]. In some settings in LMICs the inability of
students to receive formal mental health services may
be associated with an increase in the severity of mental
distress and the development of Common Mental Disor-
ders (CMDs), withdrawal from the university, substance
use, self-harm and suicide, low self-esteem, isolation,
and poor academic performance [21-24]. In so far as
the prevalence and burden of anxiety and depression
are rapidly increasing among students, universities are
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advised to ensure adequate student counseling services to
prevent and treat student for distress and mental health
symptoms [25]. Early detection of mental distress and
feasible psychological interventions are needed in LMICs
universities, to combat the negative impacts of mental
distress on education performance, social interactions,
health, and functional impairments of students [10, 26].

Psychological interventions are effective in treating
CMDs (anxiety and depression) in LMICs [27] and are
recommended by the World Health Organization inter-
vention guide [28]. When employed they result in fewer
relapses and premature treatment termination as com-
pared to pharmacotherapy for students with depres-
sion [29]. Of the potential psychological interventions,
Interpersonal Psychotherapy (IPT) is effective in resolv-
ing symptoms of depression and anxiety and improving
interpersonal relationships and has been used in primary
health centers in LMICs, including Kenya [30], South
Africa [31], Egypt [32], and Ethiopia [33]. IPT is an evi-
dence based brief time-limited manualized therapy,
which is used to treat clients who struggle with depres-
sion associated with current interpersonal dispute/con-
flict, role transitions/life changes, grief/loss and social
isolation/loneliness [34].

Interpersonal conflict is defined as “a situation in which
the patient and at least one significant other person
have non-reciprocal expectations about their relation-
ship” [34] informally understood as disagreements, argu-
ments and disputes. During the university stay, students
who experience conflict with their friends and family
increases their likelihood of developing mental distress
[14, 35]. Interpersonal conflict is chosen as an IPT focus
area when worsening symptoms are connected to disa-
greements and arguments. Role transition is focal area
of IPT that is defined as an individual who is unable to
adapt to new life changes (both positive and negative)
that include moving away from the family, poverty, sepa-
ration or rejection by a lover, caring for someone who is
dying, serious illness and getting marriage [34]. All uni-
versity students face role transitions and it is chosen as
an IPT target when worsening symptoms are linked to
significant life changes with challenges to adapt to new
circumstances.

Grief is another IPT focal area that occurs when a stu-
dent loses a significant person by death [36]. It is com-
mon to experience grief reactions such as sadness,
feelings of discomfort, guilt and anger for most people
across the world, but if it fails to resolve within a rea-
sonable time dictated by local cultural expectations, it
increases the risk for CMDs and it negatively affects stu-
dents’ academic performance and quality of life [36-38].
Besides, prolonged grief impairs participation in social or
enjoyable activities, deprives mood and deny the death of
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the closed person [39]. The last IPT focus area is social
isolation, which is associated with the person talks about
feeling lonely and separate from others that are caused by
problem of maintaining relationships with friends, fam-
ily, relatives or others [34].

However, the feasibility and acceptability of IPT has not
been well studied in LMIC university setting, where most
students’ mental distress is mainly caused by role transi-
tions, interpersonal conflicts and grief. At the global level,
some studies showed the feasibility and acceptability of
IPT among adolescents. For example, a quasi-experimen-
tal study conducted in Columbia reported that brief IPT
was feasible and acceptable in reducing mild to moderate
symptoms of depression and improving social function-
ing among adolescent students [40]. A systematic review
and meta-analysis also reported that IPT was an effective
therapy to treat adolescents with symptoms depression
[10, 41]. Furthermore, an experimental study conducted
among Iranian university students reported that stu-
dents who received brief group IPT showed a significant
reduction in depression symptoms compared to the con-
trol group [42]. However, a study conducted in Australia
reported that individual IPT is more effective than group
IPT for treating depressed adolescents at school setting
[43]. Likewise, another evidence showed that the major-
ity (95%) of the college students prefer individual psycho-
therapy to group counseling [44].

The high prevalence of mental distress and challenges
encountered by university students in LMICs are a call
to implement culturally appropriate evidence-based and
practical psychological intervention. Although previous
studies recommend the need for accessible and accept-
able evidence-based mental health interventions for uni-
versity students with mental distress, to our knowledge,
there is no published evidence from studies conducted
in Ethiopia on the feasibility and acceptability of IPT for
university students with mental distress. The primary
aim of this pilot study was to evaluate the feasibility and
acceptability of brief individual Interpersonal Psycho-
therapy adapted for Ethiopia (IPT-E) among Wolaita
Sodo University (WSU) students. And the secondary
objective was to evaluate outcomes that include the pre-
liminary effectiveness of IPT-E in reducing symptoms of
mental distress and improving functioning.

Methods

Study area and context

The current study was conducted at WSU, a non-profit
public university in Wolaita zone, Wolaita Sodo City
which is located 320 km south of Addis Ababa, the
capital of Ethiopia. The University was established in
2007 with intake of 801 students in four faculties and
sixteen departments. Currently, the University runs
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undergraduate and graduate programs in regular, week-
end and summer courses in six colleges and five schools
with a total student population of 30,000. The University
has its own health service facilities and it has four full-
time counselors with four counseling offices that provide
free counseling services for students with mental health
and psychosocial problems. WSU has a referral teach-
ing hospital (named as Otona) that provides health care
services, including psychiatric care for the surrounding
community and students. A dedicated clinic within the
university compound provides health care services for
students and it has a referral system with the hospital
for students with severe physical and mental illnesses. In
response to the occurrence of coronavirus (COVID-19)
pandemic the University has established a Mental Health
and Psychosocial Support center to help students with
COVID-19 related issues.

Study design

We used a quasi-experimental single group pre- and
post-test design with repeated measures for secondary
outcomes. The data were collected from December 2019
to February 2020.

Study participants and their recruitment procedures

Qur source population is undergraduate students in
WSU. We posted flyers in target areas, including: the
students’ dormitories and cafeteria, the main gate of the
university, the library, and student’s health clinic. In addi-
tion, we prepared three banners in collaboration with the
WSU student’s Dean and counseling offices. These ban-
ners were posted in the same strategic areas as the fly-
ers. The flyers and banners were written in Amharic, the
official language of Ethiopia which most students speak.
The flyers and banners encouraged those students who
experienced symptoms of psychological distress to come
to student services for IPT-E. The flyers and banners
included the names, addresses and contact data of the
counselors as well as their time of availability.

The counselors registered students that came to the
counseling offices requesting assistance following the
distribution of the flyers and erection of the banners, and
screened them based on eligible criteria for IPT-E: they
were an undergraduate student; scored 8 or more on
SRQ-20; they were 18 years or older; willing to attend at
least 4 IPT-E sessions and able to speak the Ambharic or
Wolaitigna or Afan Oromo language. The exclusion cri-
teria were: students with serious physical illnesses; suffer-
ing from cognitive impairment; severe mental illness; and
already receiving psychiatric medication or psychological
treatment or traditional treatment. The counselors asked
the students some questions to identify these exclusion
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criteria. Twenty six eligible students were recruited and
participated in the IPT-E sessions. See Fig. 1.

IPT has been adapted to the Ethiopian context in col-
laboration with Toronto Addis Ababa Psychiatry Project
and the Biaber Project and named Interpersonal Psycho-
therapy adapted for Ethiopia (IPT-E) [33]. This cultur-
ally adapted talk therapy is a brief manualized evidence
supported intervention used to treat clients with CMDs
caused by loss, life transitions/role changes, and inter-
personal conflicts [33]. Social isolation was not consid-
ered as focal area of IPTE, because in a country where
everyone lives in a community, the issues of social isola-
tion and IP deficit are rare foci for symptoms. The IPT-E
manual has 8 modules, 4 that contains a basic and inter-
active orientation to mental health in Ethiopia, including
mental health service delivery, mental health risks and
resilience, the therapy relationship, safety issues, mental
health screening, and 4 modules on the IPT-E: beginning
phase, middle phase, termination phase, using relevant
example cases and includes an evaluation of IPT-E train-
ing outcomes. In addition, the manual has Amharic lan-
guage case-based training videos.

The IPT-E beginning phase includes screening a client
for mental distress; how to select cases appropriate for
IPT-E; ensuring consent to participate in the treatment;
and screening for client safety such as suicide, domestic
violence, harming others and substance use. The counse-
lors understand clients’ problems, symptoms, function-
ing, and explanatory model using a Treatment Tracking
Form (TTF). They also conduct an interpersonal inven-
tory, and provide tailored psycho-education for the cli-
ent. Finally, the counselors formulate one or maximum
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two IPT-E focus areals (grief, life change or disagree-
ments) for the next middle phase of the intervention.

The middle phase of IPT-E is the heart of the interven-
tion, where general techniques such as role play, psy-
chosocial supports, brainstorming, and communication
analysis were practically implemented on the selected
IPT-E focus area/s. This occurred in combination with
several techniques to address the focus area specifically.
In this phase, symptoms and functioning are tracked at
each session using the TTF. In the termination phase, the
counselor reviews the client’s efforts, progress, therapeu-
tic achievements and changes made in the beginning and
middle phases. Throughout treatment the counselor has
an IPT-E treatment checklist to note the various IPT-E
activities used in the counseling process.

The IPT-E was conducted on a weekly basis and lasted
for 40-60 min per session. The number of sessions
attended in the IPT-E ranged from 4 to 8. IPT-E has a
screening tool which consists of 6-items used to identify
participants with mental distress. Both the screening and
treatment were given by four counselors under the close
supervision of the principal investigator in their own
counseling offices, which were well furnished, ventilated,
and attractive. All the counseling offices are situated in
the same building as the student’s clinic, which promoted
a robust referral system and avoided stigma of student
clients having separate mental health services. The ses-
sions were not audio-recorded because clients were not
comfortable with this. However, the delivery of IPT-E in
every session was documented by the counselors using
the IPT-E treatment checklist. All counselors had their
clients’ cell phone numbers to remind them of the time of

Total students registered to the counseling offices = 28

Students met exclusion criteria = 2

Students met inclusion criteria and consented to participate = 26

Students withdrew from the IPT-E =2
Student completed one session = 1

Student completed three sessions = 1

A

Students completed 8 sessions of the IPT-E = 24

Fig. 1 Flow of study participants
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their appointment. Clients who had to miss a session due
to unexpected events agreed in advance to communicate
his/her counselor via cell phone and then rebook for the
next appropriate day. The first author of the article super-
vised the counselors’ work every week.

IPT-E training for counselors

The intensive IPT-E training was given for four consecu-
tive days and included practical sessions on the clini-
cal skills required. Initially, five counselors participated
in the training, but four completed the training. The
two women counselors had a Bachelor degree in Public
Health, one male counselor had a Master’s degree in Pub-
lic Health and the other had a Master’s degree in Coun-
seling Psychology. Three of them could speak Amharic
and Wolaitigna languages fluently and one counselor
could speak Afan Oromo and Ambharic languages flu-
ently. The training was given by the principal investiga-
tor who has a Bachelor’s degree in Psychology, a Master’s
degree in Counseling psychology, had 2 years counseling
experience in WSU counseling office and has attended
the theoretical and practical training of IPT-E given by
the manual adaptors.

To evaluate the outcome of the training, the trainer
administered pre- and post-tests prepared from the
IPT-E manual and a training satisfaction feedback meas-
uring tool. All counselors showed a significant change
in the post-test result compared to the pre-test indicat-
ing that the counselors received the necessary knowl-
edge to implement IPT-E in the practical session. The
practical sessions also helped them to acquire the clinical
skills of implementing IPT-E. Besides this, all the coun-
selors rated the training as excellent and reported that
the standard quality of the training was high and ful-
filled their expectations. They reported that they received
practical knowledge that enabled them to treat students
with symptoms of anxiety and depression.

Measures

Five instruments were used to collect the demographic
and outcome data. IPT-E screening tool and TTF were
used together to collect data including participants’ age,
sex, marital status, perceived cause of the problem, treat-
ment received, onset of the problem, concurrent prob-
lems, medication, substance use, experience of gender
based violence, suicide ideas, plan and past attempts,
and thoughts and past attempts of harming others. The
second instrument was IPT-E feasibility measuring tool,
which was used to evaluate the number of students who
attended the intervention session, consent rate, comple-
tion rate, attrition rate, the duration of the intervention
session attended, and the mean and modal number of
sessions completed over 8-weeks.
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The third instrument was Client Satisfaction Question-
naire-8 items (CSQ), which was used to measure accept-
ability of IPT-E. The 8-items were rated on a Likert scale
ranging from 1 to 4 that yield a minimum total score of
8 and a maximum total score of 32 [45]. In addition to
this, a semi-structured interview was conducted with 10
clients to explore further satisfaction received from the
intervention. Redundancy of the clients’ response to the
open ended questions framed from CSQ indicated the
saturation of the data. The qualitative data were audio-
taped. The fourth was fidelity to the IPT-E treatment
that included intervention adherence and the number of
session attended (dose) [46]. This treatment adherence
was assessed by the IPT-E treatment self-report check-
list, which was coded as “yes” or “no” (“yes” indicates the
accomplishment of the expected key tasks within each
session and “no” represents a failure to accomplish the
expected key activities in each counseling session). The
counselors completed the checklist for every session of
the IPT-E.

The fifth tool was World Health Organization Dis-
ability Assessment (WHODAS-2.0) [47]. This instru-
ment is a self-administered 12-item scale designed to
measure functional difficulties caused by mental distress
in the past 30 days. It has six functional domains which
are: understanding and communicating, getting around,
self-care, getting along with people, life activities, and
participation in society with a Likert scale ranging from
1 (none) to 5 (extreme/cannot do). Scores are computed
either by adding the response of items in each domain
separately or by adding all the responses together to get
a global score. A higher score indicates greater functional
impairment. WHODAS-2.0 has been adapted and vali-
dated in Ethiopia for people with severe mental illness
[48].

The six instrument was Self-Reporting Question-
naire-20 items (SRQ-20) used to measure the extent of
mental distress in the last 30 days. This tool is primar-
ily developed by WHO and recommended to LMICs to
screen positive cases of mental distress [49]. It has binary
options (yes=1 indicating the presence of the symptom,
no=0 indicating the absence of the symptom). Adding
each item gives a maximum total score of 20" [50]. The
SRQ-20 has been validated in Ethiopia with different cut-
off points [51, 52]. For the present study, we used a cut-
off point 8 or above on SRQ-20 to identify positive cases
to mental distress based on a previous validation study
[53].

See Additional file 1.

Data analyses
In the present study, data were collected at baseline and
at eight-weeks. The data collected using SRQ-20 and
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WHODAS-2.0 were measured twice, whereas the data
measured by CSQ, IPT-E feasibility measuring tool, and
interviews of the clients were collected at eight weeks.
The quantitative data were analyzed using Statistical
Packages for the Social Sciences version 20 after clean-
ing, checking the missing values, outliers, and after
checking normality assumption of the distribution of
continuous variables. The demographic variables, fea-
sibility and acceptability of IPT-E and treatment satis-
faction were summarized using percentage, frequency,
mean, and standard deviation.

The preliminary effectiveness of IPT-E measured by
SRQ-20 at pre- and eight weeks were analyzed using
paired t-test and the functioning data measured by
WHODAS-2.0 at baseline and post-assessment were
analyzed by Wilcoxon signed-rank test. Independent
samples t-test and one-way ANOVA were used to com-
pare the mean score difference of two and more cate-
gorical variables with normally distributed continuous
outcomes, respectively. The effect size was interpreted
based on 0.01=small effect; 0.06=moderate effect;
and (.14 =large effect [54]. Statistical significance was
reported whenever p-value was less than 0.05. The
audiotaped qualitative data of the acceptability of IPT-E
were transcribed verbatim and translated and then ana-
lyzed using thematic analysis approach supported with
a qualitative software, open code 4.02 [55].

Ethical issues

All the ethical considerations and the methodological
plausibility of the current study were done according
to Addis Ababa University College of Health Sciences
(AAU-CHS) Institutional Review Board [28] guideline.
Ethical clearance was obtained from the IRB of AAU-
CHS with protocol number of 045/17/Psych. The inter-
vention was initiated after receiving written informed
consent from all study participants. The participants
were informed that they could withdraw from the study
at any time if they were not comfortable participating
in the study, without prejudice. There was a referral
system through the students’ clinic to the Otona hos-
pital for those students who met the exclusion crite-
ria of the present study. As a result, two students who
were previously diagnosed with severe mental illness
and taking psychotropic medications were referred to
the Otona hospital for further psychiatric care. Finally,
the collected data were kept anonymous and confiden-
tial throughout the whole study process by locking the
computer using a password known only by the princi-
pal investigator. The data documented on the hard cop-
ies were kept in locked box of the principal author’s
house.
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Result

Demographic characteristics of the study participants

The proportion of male—female participants was
equivalent (50%) and 79.2% were single. Their age
ranged from 18 to 23 years with a mean age of 21 years
(SD=1.49). The majority (75%) perceived that the
causes for their mental distress were disagreement
(conflicts with family, friends and dorm mates and life
changes (being new to university life, separation or
rejection by a lover and loss of support/economic hard-
ship). All participants were not receiving treatment
from traditional healers or from other sources through-
out the study period and 50% reported that their dis-
tress started before two years prior to this study. All
participants reported that they did not have concurrent
medical conditions such as HIV, TB, malaria, diabetes
and heart disease and substance use. They were not
taking any medication during the intervention period;
they reported no previous experience of gender-based
violence and no past attempts of suicide and harming
others. The majority (62.5%) had no thoughts of suicide
and 95.8% had no plan to commit suicide. In the past
month the majority (75.0%) had no thoughts of harm-
ing others (Table 1).

Feasibility of IPT-E

All participants provided written consent to participate
in the IPT-E. Of the 26 eligible participants who initially
participated in the intervention, 24 completed the full
eight-session treatment resulting a completion rate of
92.31%. The remaining two withdrew from the interven-
tion (one participant attended session one and the other
attended three-sessions), which yielded in the attrition
rate of 7.69%. These two participants were excluded from
the data analysis. The mean, median and mode number
of the intervention sessions attended were 8.

Acceptability of IPT-E
The total mean score of client satisfaction received for
IPT-E was 27.83 (SD =4.47; range =12-32). The majority
(66.7%) rated the quality of the intervention they received
being excellent; they qualitatively expressed their satis-
faction as follows:

A 21-year-old female student said:

“Ok, thank you, eh...the care that I received is like
PLLPD HEAZCOTBPpp j D translated  into
English as changing a dried tree to a tree with wet
leaf. I received my previous identity; I am confident,
strong, have a good communication with my frienes
(my friends are surprised by my improvement) and 1
am also happy” (Interviewee #07).
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Table 1 Demographic characteristics of the participants (n=24)
Variable Number Percent
Marital status
Single 19 79.2
Married 2 83
In relationship 3 125
Age
Mean (Standard deviation) 2067 (149)
Perceived cause of mental distress
Grief 3 125
Conflict 9 375
Life change/role transition 9 375
Conflict and life change 2 83
Loss and life change 1 42
Did not received treatment from traditional healer during the study period 100 100
Problem has been present continuously for 2 or more years
Yes 12 50
Had ideas of suicide in the past month
Yes 9 375
Had plan of suicide in the past month
Yes 1 4.2
Had thoughts of harming others in the past month
Yes 5 250
Is the client fit for IPT-E?
Yes 24 100

Another 20-year-old male student explained that:

“If I am not able to get her (the counselor) care, 1
would be a daily laborer and below my friends,
because my family cannot afford private college
fees to teach me. God showed me the counselor
because she saved me the whole of my life. I found
it very helpful” (Interviewee #05).

Forty-six percent of the study participants reported
that they definitely received the kind of the services
they expected and almost all of their needs were met.
Despite this, most students qualitatively expressed the
treatment they received as it was beyond their expec-
tations that fully addressed their mental health care
needs.

A 21-year-old female student said:

“Nermally, when I came to this office, it was because
of my friend’s advice. I was not expecting to get such
kind of service; I just came to tell my Pdaperi} (1
(translated as internal turmoil) if somebody is
ready to listen to me; however, what I was thinking
was completely different from what I received. It is
beyond my expectation.” (Interviewee #07).

The majority (75.0%) of the participants reported
that they would definitely recommend the intervention
received to their friends in need of similar care. Over half
(54.20%) reported that they were very satisfied with the
intervention they received. They qualitatively expressed
that all of them were satisfied by the treatment given to
them and they would recommend for their friends with
mental distress in need of similar mental health care.

A 23-year-old male student said:

“If I love him (friend), why not bring him here?
Because I'm satisfied with the service I received...
(laugh). Our prophet said that one person is said
to be not believed in Islam until he loves what he
loves for his brother. Because | am satisfied with the
therapy; I am happy to bring my friends who have
a problem, even anyone on the street suffering from
such a problem if it is not adding a burden on the
counselor. Normally, I was laughing a false laugh
before therapy, however, now I am normally happy
even when I did not score a good exam result” (Inter-
viewee #01),

Another participant stated:
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“Yes, I received important advice that not only helps
me but also enables me to even advise someone else;
now I can advise another person who has similar
feelings of distress. The interviewer asked, you mean
you can replace the counselor? Yes, laugh...laugh... 1
can send other people with a problem by informing
them there is a counselor who provides counseling
services and I can bring them here” A 20-year-old
male interviewee #04.

Most (70.80%) participants reported that the mental
health service they received helped them effectively deal
with their problem and half (50%) of them rated their
overall treatment satisfaction as mostly satisfied or very
satisfied.

A 23-year-old male student said:

“Extremely, my face speaks; I am very happy today;
my previous happiness has returned again; I started
to communicate with many people. Previously even
I do not know the name of the students in our class;
I asked my friend who was this student in our class?
You know I entered to the class before anyone and
sat at the back corner and I left the class at the end
when all students went out. But now, I play and
communicate with the students; we go together up-to
the dormitory. I have a good relationship with my
dorm mates; there is a student who disturbs me in
the dormitory; I tolerate him very well; if I were in
my previous mental state, I would have conflict with
him” (Interviewee #01).

Most (62.5%) participants reported that they would
definitely return to the counseling office if they need care
again.

22-year-old male student explained:

“I hope I would not have to face the problem, but if
it occurs again, 1 will come back!” (Interviewee #08)

There was no statistically significant difference in any of
the demographic variables in the treatment satisfaction.

Fidelity

The majority of the participants attended 8 IPT-E ses-
sions. Each session lasted 40 to 60 min as is recom-
mended by the IPT-E guidelines. In addition to the
provision of training for the counselors and regular
supervision of the delivery of IPT-E counseling service,
the accomplishment of the key activities to be done in
each session were immediately evaluated. All counselors
ticked “yes” for all activities, indicating that the necessary
tasks were done in each of the IPT-E sessions.

See Additional file 2.
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Qutcome evaluation

The IPT-E showed preliminary effectiveness in decreas-
ing symptoms of mental distress and improving func-
tioning among students. There was a statistically
significant decrease (p-value=0.001) in mean score
symptoms of mental distress from baseline (M =14.13,
SD=3.70) to eight weeks post assessment (M=3.21,
SD=3.12) with effect size of 0.89 (large effect). At
the post-assessment, four participants (16.6%) scored
above the cut-off 8 on SRQ-20 (2 participants scored
10 points and another 2 participants scored 14), even
if they showed symptoms reduction in mental distress
from the baseline.

The data collected through Treatment Tracking Form
(TTF) showed an improvement of mental distress in each
session. Likewise, there was reduction in the frequency
of mental distress symptoms from pre-to-post assess-
ment in the past two months. During the pre-test a large
proportion of the participants reported that they experi-
enced symptoms such as being sad, miserable or hope-
less (46%); had little pleasure in doing things (54%); felt
anxious (67%); and experienced a lack of energy on sev-
eral days in the past one month (50%). Of all participants,
29% felt restlessness and 38% had trouble concentrat-
ing on conversations or reading nearly every-day in the
past month. Of the total participants, 33% felt bad about
themselves and unable to control worrying several days
or nearly every-day in the past one month and 42% had
trouble sleeping nearly every-day in the last month. Fur-
thermore, 46% of the participants felt afraid that some-
thing awful might happen without a reason and 50%
experienced more than 5 physical symptoms several days
in the past month.

After the two months IPT-E intervention, the majority
(75%) of the participants had not felt symptoms such as
being sad, miserable or hopeless and 71% had pleasure in
doing things. The majority (75%) reported that they had
no symptoms of anxiety and 79% recovered their energy
after the intervention they received. Almost all (91.70%)
of the participants felt symptoms such as restlessness
and feeling bad about themselves had remitted. They no
longer had difficulty concentrating on conversations or
reading after the intervention they received. Most (79%)
participants no longer experienced problems controlling
they worrying and 88% were sleeping well. Finally, the
majority (75%) lost their dread of something awtul hap-
pening without reason and 83% no longer had 5 or more
physical symptoms. For further information see Table 2.

The overall mean score of WHODAS-2 was sig-
nificantly improved (p-value=0.001) from baseline
(M=34.33, SD=10.70) to post assessment (M=22.71,
SD=8.34) with effect size of 0.43, (large effect). The
mean scores of WHODAS sub-scales were significantly
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Table 2 Pre and post-tests percentage of metal distress symptoms

Questions Pre-test Post-test

Not sure (%) Several Overhalf Nearly Never (%) Several Overhalf Nearly Never (%)
days the days every day days the days every day
(%) (26) (%) (%) (%) (%)

Felt sad, miserable, down or hope- 458 125 375 4.2 16.7 4.2 4.2 75
less?

Felt little pleasure or interest in 4.2 54.2 83 25 83 16.7 4.2 83 708
doing things?

Felt nervous/anxious? 66.7 25 83 125 83 42 75

Not enough energy, that every 4.2 50 208 4.2 83 83 4.2 79.2
thing is an effort?

Felt so restless it is hard to sit still? 83 25 25 292 125 42 4.2 917

Had trouble to concentrating on 4.2 208 208 375 167 83 4.2 875
conversations/reading?

Felt really bad about yourself, that 12,5 333 125 208 208 4.2 42 91.7
you are a failure or that you have
let your family down?

Felt you could not stop or control 83 333 333 25 6.7 4.2 /92
worrying?

Had trouble sleeping? 83 125 208 4.7 16.7 42 42 875

Felt afraid as if something awful 16.7 458 208 16.7 208 4.2 75
might happen without a reason?

How many days have you had 4.2 50 4.2 25 16.7 125 4.2 833

mare than 5 physical symptoems
(e.g. aches and pains, palpita-
tiens, burning/numbness/crawl-
ing sensations)?

improved from baseline to eight weeks assessment. For
detail information, see Table 3.

A total number of days suffering from mental dis-
tress among the participants were reduced following the
intervention.

Change in mental distress following the intervention
stratified by selected variables.

Baseline mean score of SRQ-20 was significantly
influenced by gender, duration of depressive symptoms

Table 3 Functioning at baseline and post-test

and reporting thoughts of harming others in the past
month. However, at the post-test, mean score of SRQ-
20 was not significantly affected by any of the pre-spec-
ified characteristics of the study participants. There was
no statistically significant difference in the mean score
of SRQ-20 by marital status and perceived causes of
mental distress both at baseline and post-assessment
(Table 4).

Measure Baseline (n=24) 8-weeks (n=24) Effect size z P

M SD M sD
WHODAS sub-scales
Understanding cormmunicating 583 204 4.00 217 032 —328 0.001
Getting around 563 214 3.88 1.94 033 — 334 Q.00
Self-care 392 212 283 1.24 0.20 — 237 0.02
Getting along with people 567 271 39 203 0.21 — 245 0o
Life activities 642 2.24 338 135 041 — 396 0.001
Participation in society 6.88 1.75 467 1.93 0.39 —3.80 0.001
Total WHODAS-2 score 3433 10.70 22.71 834 043 — 418 0.001

M=Mean; 5D = Standard deviation; Z = Z-value; P=P-value
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Table 4 Mean score and standard deviation of selected variables at baseline and post-test

Variable SRQ-20 score at baseline SRQ-20 score at 8-weeks
M sD T/F P ] sD T/F P
Sex 202 0.06
Male 1258 3.29 221 0.04 200 319
Fernale 1567 355 442 264
Has the problem been present continuously for 2 ar 0.58 057
more years?
No 1225 370 —284 0.01 3.58 326
‘fes 16.00 270 283 307
ideas of suicide 107 03
No 1287 3.50 —236 0.03 3.73 345
YYes 1622 315 233 240
Thoughts of harming others in the past month -12 0.25
No 1328 351 - 208 0.05 278 296
Yes 1667 327 4.50 351
Marital Status
Single 1463 385 0.86 0.44 326 341 038 0.69
Married 1250 0.71 1.50 0.71
In relationship 1200 346 4.00 173
Perceived cause
Loss 1433 473 0.26 0.90 3.26 551 1.57 0.22
Disagreement 14.88 389 433 200
Life change 13 408 222 307
Disagreement and life change 15.00 0.00 0.00 000
Loss and life change 14.00 0.00 7.00 0.00

M =Mean; 5D = Standard Deviation; T = T-value for t-test; F = F-value for ANOVA

Discussion

Findings of the current study indicated that IPT-E is fea-
sible and acceptable for university students with mental
distress in Ethiopia. All eligible students consented to
participate in the intervention and only two of them did
not complete the 8-session individual IPT-E intervention.
Overall, participants were highly satisfied with the care
they received. IPT-E provided a promising preliminary
result in Ethiopian University in decreasing symptoms of
mental distress and improving functioning of university
students.

Most of the study participants completed the 8 weekly
sessions, which is comparable with the previous feasibil-
ity studies where the majority of depressed adolescents
completed brief individual interpersonal counseling [40,
56]. The possible justifications for the feasibility of the
IPT-E were: the counselors had received intensive train-
ing supported by clinical practice which helped them to
engage the students; close supervision by the lead author
of this paper; use of a fidelity checklist and the prepar-
edness of the clients to give their counselors advanced
notice of their absence. Besides this, our study was con-
ducted in a building where a students” general medical

clinic is located so students are not seen to be attending
a mental health clinic. This potentially minimized stigma
and increased the likelihood of attending the IPT-E ses-
sions regularly [40]. In addition, the rapport building
emphasis of IPT-E also played a role for most partici-
pants who attended all § sessions [57]. However, two par-
ticipants withdrew from the IPT-E intervention, because
one participant was transferred to a university near to
his family and the other was not willing to continue the
intervention because he was too busy with school work.
Study participants reported that they were highly satis-
fied with the intervention they received, indicating that
IPT-E was acceptable. A previous study reported that
adolescents who received brief IPT were highly satisfied
with the care they received [40]. Similarly, in another
study adolescents who received 8 sessions of IPT treat-
ment were mostly satisfied/very satisfied with the care
they received [58]. As well, the small attrition rate in the
present study directly indicates the acceptability of the
intervention being provided to the students. The present
study has also shown very good treatment adherence
what almost all participants completed all 8 treatment
session, which is comparable to a prior study in which
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the treatment adherence of interpersonal counseling by
the counselors was reported as good [56]. Along with the
educational status of the counselors, the didactic training
supported by clinical practice and ongoing clinical super-
vision enabled the counselors to effectively deliver the
IPT-E intervention which is also likely to be linked to the
participants’ satisfaction with the rendered counseling
service.

The implementation of IPT-E indicated promising
results demonstrating a significant decrease of the symp-
toms of mental distress and by improving functioning
of the university students in the study. This finding is
consistent with previous studies where most adoles-
cents showed significant improvement in symptoms of
depression and social functioning after receiving IPT
intervention (40, 43, 56]. Another studies also reported
that adolescents who received IPT showed a reduction
of depression symptoms as compared to a control group
[59, 60]. Similarly, a study in a higher education institu-
tion reported that students who received IPT had sig-
nificantly reduced symptoms of depression compared to
a control group [42]. Other reasons associated with the
preliminary effectiveness of IPT-E to improve mental dis-
tress and functioning are the didactic training and ongo-
ing clinical supervision of the counselors which enabled
them to provide IPT-E intervention. As well, ongoing
monitoring of the students’ mental distress symptoms
and functioning; and the fact that good cognitive capaci-
ties [61] and high educational level [62] are associated
in the literature with a good response to mental health
interventions.

The first onset of most mental health disorders occurs
in the age range of 15-25 years [12] and most under-
graduate university students are within this age cate-
gory. As evidence shows, the first-onset of mental health
problem can be treated better than the recurrent mental
health problem, which might explain why the prelimi-
nary effectiveness of IPT-E among the students is high
[25]. Other reports note that mild to moderate mental
distress among adolescents responds more easily to IPT
as compared to severe mental distress [40, 56]. Cultur-
ally adapted IPT-E and the high completion of treatment
rates of the participants contributed to the improvement
of the above mentioned clinical outcomes. This coincide
with the results of previous studies where culture tailored
mental health interventions enhanced the effectiveness of
psvchological therapy [40, 56, 60] and the greater num-
ber of counseling session attendance predicted the suc-
cess of mental health intervention [63]. The ideal number
of a brief counseling session for anxiety and depression
ranges from 6 to § sessions [64], which fits with our find-
ing where the mean attendance of IPT-E session was 8.
Furthermore, we had taught the counselors during the
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training and clinical supervision to deliver the counseling
service by establishing a good therapeutic alliance and
rapport that enhanced the preliminary success of IPT-E
in remitting symptoms of mental distress and disability
[65].

Limitations: The present study had some limitations:
first, our study did not include a comparison group which
reduces our confidence in the effectiveness of IPT-E to
decrease mental distress and improve functioning. How-
ever, the short 8 week time difference between the pre-
and post-test in the present study may have addressed
the reduction of symptoms by time alone. Second, the
small sample size in the present study may limit the gen-
eralizability of the findings, so that the interpretation of
the clinical outcomes should be undertaken with cau-
tion. Finally, in the present study, there were no follow-
up sessions. We assessed the counselors’ adherence to
the IPT-E manual, but future studies should measure the
clinical competency of counselors. A randomized con-
trolled trial of IPT-E and longer follow-up period would
secure the evidence base of IPT-Es to further scale-up
the service in similar settings.

Despite the drawbacks, the present study has some
strengths, including knowledge and skills transferred to
the university health workers on how to effectively treat
students with mental distress using the IPT-E guidelines.
The other strength was that the close clinical supervision
of the counselors’ and their adherence to the treatment
model increased their knowledge and skills to deliver
IPT-E, and extended the capacity of the students’ clinic
to address to distress of student. We used locally adapted
instruments to screen participants with mental distress
and to measure disability. Lastly, we had balanced num-
ber of male and female counselors to comfort the need
for study participants in a counseling session; we think
this paved the way to equalize the sex ratio of partici-
pants in the present study.

Conclusion

The present findings indicate that IPT-E is a feasi-
ble and acceptable intervention for the treatment of
students with mental distress in low-income coun-
try settings. IPT-E also showed promising prelimi-
nary effectiveness in reducing symptoms of mental
distress and improving functioning of University stu-
dents. The present study findings provide viable infor-
mation for mental health service providers in higher
education institutions to use and scale-up the manual-
ized IPT-E intervention designed to treat people with
CMDs. Therefore, scaling-up of this intervention to
the national level and implementing it in higher educa-
tion institutions in Ethiopia would potentially address
the high prevalence and burden of mental distress and
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reduce the mental health treatment gap among univer-
sity students [19], although stronger evidence for IPT-E
needs to come from randomized controlled trials.
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Appendix D 1: Sociodemographic characteristic of study one (English version)
1. Gender

Male [ ] Female [ ]
2. Age
3. Religion

Orthodox Christian [ ] Protestant Christian [ |

Muslim |:| Catholic Christian |:|
No religion [ ] Other [ ] (specify)

4. Ethnicity

Amhara |:| Oromo|:| Wolaita|:| Gurage |:|
Hadiya |:| Tigre |:| Sidama|:| Other |:|Specify

5. Marital status

Single [ | Inarelation [ | Married and living together ]
Married but not living together |:| Divorced |:| Widowed |:|

5.1. If you have children, please write their number

6. Current place of living

In campus |:| Offcampus [ ] Both |:|

7. Origin
Rural I:I Urban |:|

8. Department

9. Level of study year

Firstyear [ ] Secondyear [ | Third year |:|
Fourthyear [ | Fiftiyear [ | SixYear | |

10. Family history of mental illness

Yes [ ] No [ ]

11. Do you use psycho-active drug/s and alcohol currently?

Yes [ ] No [ ]

11.1. If yes, please tick or write its type

Alcohol |:| Khat |:|
Cigarette [ | Other ] Specify

11.2. How often do you use it per a week
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Appendix D 2: Sociodemographic characteristic of study one (Amharic version)
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Appendix E 1: Self-Reported Questionnaire (English version)

No Question Answer
Yes No

1 Do you often have headaches?

2 Is your appetite poor?

3 Do you sleep badly?

4 | Are you easily frightened?

5 Do your hands shake?

6 Do you feel nervous, tense or worried?

7 Is your digestion poor?

8 Do you have trouble thinking clearly?

9 Do you feel unhappy?

10 | Do you cry more than usual?

11 | Do you find it difficult to enjoy your daily activities?
12 | Do you find it difficult to make decisions?

13 | Is your daily work suffering?

14 | Are you unable to play a useful part in life?

15 | Have you lost interest in things?

16 | Do you feel that you are a worthless person?

17 | Has the thought of ending your life been on your mind?
18 | Do you feel tired all the time?

19 | Do you have uncomfortable feelings in your stomach?
20 | Are you easily tired?
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Appendix E 2: Self-Reported Questionnaire (Ambharic version)
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Appendix F 1: Need for professional mental healthcare (English version)
1. Was there a time when you thought you should see a counselor, psychologist, doctor other
health professionals or seek any other help for your mental distress, but you didn’t go in the past

three months?  Yes |:| No |:|

1.1. If your answer is “No” for question 1 from whom did you receive mental health treatment?

Doctors [ ] University Counselors [ |
Traditional healers |:| Family I:I
Friends I:I Relatives I:I
Religious leaders I:I Didn’t receive I:I
Student clinic nurses | | Other [ | (specify)

2. In your opinion, from where do you prefer to take psychological treatment?

[ ] [ ]

Ottona Hospital University Counseling Office

University Students’ Clinic [ | Other [ |  specify
3. What type of psychological treatment approach do you prefer?

Individual Counseling |:| Group Counseling |:|
Other [ ] sSpecify

4. How many total sessions of psychological treatment you need to take?

4] | 6| | 7 |:| 8 |:|Other |:|Specify

5. How many session/s per week do you need for psychological treatment?

1] | 2] | 3 [ ] 4 [ |Other[ ] Specify

6. What do you suggest about the length of a session?
20-30 minutes [ ] 30-40 minutes [ ]40-60 minutes[ | Other[ | Specify
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Appendix F 2: Need for professional mental healthcare (Amharic version)
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Appendix G 1: Barriers to Access to Care Evaluation (English version)

Have any of these issues ever stopped, delayed or discouraged you from getting, or
continuing with, professional care for a mental health problem? Please tick your answer

No
Yes

Please circle one number on each row to indicate the answer that best suits you. For ‘not
applicable’ e.g. if it is a question about children and you do not have children, please cross the

Not applicable box.

Issue This has stopped, | This has stopped, | This has stopped, | This has stopped,
delayed or | delayed or | delayed or | delayed or
discouraged me discouraged me | discouraged me discouraged me
NOT AT ALL ALITTLE QUITE ALOT ALOT

1. | Being unsure where to go to get
. 0 1 2 3
professional care
2. | Wanting to solve the problem on 0 1 2 3
my own
3. | Concern that I might be seen as
weak for having a mental health 0 1 2 3
problem
4. | Fear of belr}g put in hospital 0 1 5 3
against my will
5. | Concern that it might harm my
chances when applying for jobs 0 1 2 3
Not applicable o
6. | Problems with transport or
. . 0 1 2 3
travelling to appointments
7. | Thinking the problem would get 0 1 2 3
better by itself
8. | Concern about what my family 0 1 2 3
might think, say, do or feel
9. | Feeling embarrassed or ashamed 0 1 2 3
10. | Preferring to get alternative
forms of care (e.g. traditional /
. . - 0 1 2 3
religious healing or alternative /
complementary therapies)
11. | Not being able to afford the
. . . 0 1 2 3
financial costs involved
12. E:oncefn that I might be seen as 0 1 2 3
crazy
13. | Thinking that professional care 0 1 2 3
probably would not help
14. | Concern that | might be seen as a 0 1 2 3
bad parent. Not applicable o
15. | Professionals from my own
ethnic or cultural group not 0 1 2 3
being available
16. | Being too unwell to ask for help 0 1 2 3
17. | Concern that people | know
might find out 0 1 2 3
18. | Dislike of talking about my
. - 0 1 2 3
feelings, emotions or thoughts
19. | Concern that people might not 0 1 2 3

take me seriously if they found
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out I was having professional
care

20.

Concerns about the treatments
available (e.g. medication side
effects)

21

Not wanting a mental health
problem to be on my medical
records

22,

Having had previous bad
experiences with professional
care for mental health

23.

Preferring to get help from
family or friends

24,

Concern that my children may
be taken into care or that | may
lose access or custody without
my agreement

Not applicable o

25.

Thinking 1 did not have a
problem

26.

Concern about what my friends
might think, say or do

27.

Difficulty taking time off
education

28.

Concern about what students
might think, say or do
Not applicable o

29.

Having problems with childcare
while | receive professional care
Not applicable o

30.

Having no one who could help
me get professional care
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Appendix G 2: Barriers to Access to Care Evaluation (Amharic version)
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+8C1 AFLAL N ANN AATNC:
4 | PAL &2 PNTHA PAINMEA N& £CF DAINC:
5 | PNAT™P ACRF ADLALY APF APMr¢ A4 PORTH
A& 2NARA NG A°1F NAINC::
AemAntAge [
6 | PURIRT M ATPNF+A PHLINTCT MEIR PaRaa 0 1 2 3
FoIC NAPFG.:
T4 Ne-fr PARA NATRAAT: 0 1
NFN9™ A+ANE 27 APAMT AN APRCTE BRI 0 1
ANTIFO ATLTFA NANANT::
9 | PUNIRT ACB I ARLAY AARLT MLIR AATIST INC:: 0 1 2 3
10 | hAAT AMiZen URATREPTF AJRAA NUAR Uh9eq 0 1 2 3
MmeIe hULMFFP UNRTPT LI hAA/TLIIE
URIRTPF ACSF 999 TF NAPL AL
11 | AUN9RT@- PR PNLATE"T Mgk, APRLA NATR FA:: 0 1 2 3
12 | NAPTF H1E ANE +LC1 AFPAL PALAD NAAANT: 0 1 2 3
13 | a>p® YnIoF A TE A MBI ALTAGR NQ NTAN:: 0 1 2 3
14 | e ®AE  dPAR AFPAL PTRAM-  AANNT: 0 1 2 3
reman+gge [ ]
15 | hAL NYAN MLI® NYA NAT™P NATDG4.:: 0 1 2 3
16 | AC8F ATPMPE NMI® &P LT NAD(Py:: 0 1 2 3
17 | yh9eemy Fh9e APF PE-4NGTA N NAPHJIF:: 0 1 2 3
18 | Aeg7 @EIR UANT ANATE-P aBq7C AATHAM L 0 1 2 3
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19

APTF PNAT™P A7ANNN ATL997% hde PI ATLAAE
ACTMD- PRTA PR AM- NANANT::

20

PA® URIRT Uid AANNT INC ATRAA PR +8F
A8 LM

21

PURTRT 4L2A AL PRATRC UMIR+T ATLUTN A1&
ATBRFC NALAT:

22

NHU N4+ PAAIRC URIRT NONE hg 710
NALLANT::

23

£ 963/ emT NN+AN @LEID h3aLPE AT+
AATDZ M

24

OTANT PARL 658 ABET ML ATNNNN NF LOASA
meT® ABEY PMMALY MONT PAMZTA  PARAM-
NAAANT: RemAn+Ege [ ]

25

PAATCC FC PANEIR N NANNN-::

26

NFNge 388F 9% A PAMT Ak MEI® APLCTF EFAN
PAQAD AANANT::

27

yhgeaa- e+RUCT THRT 2ONSA N& NIAN::

28

NFNT® +TLPT 27 ALAME Ak LTS APECTH
£FAN PTLAD- NAAANT::

29

URTEEET NFPFNTENE 16 ABEY AGTNNNN T
NG peaAntige [

30

PNAT™P ATANNN AT87% N1 BT ALST PaRFA -
NATEPG:
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Appendix H 1: Explanatory models of mental distress (English version)

Thank you for agreeing to talk about your health. 1 would like to ask you some questions about
your health and how it affects you. | would like to stress that all answers will be strictly
confidential.

1. What are / were your problems?

Problem 1:

Problem 2:

Problem 3:

Problem 4:

Problem 5:

2. What do you call this / these problem(s)? Probe: If you had to give them names what would
they be?

Name 1:

Name 2:

Name 3:

3. When did you first notice < specify identified problem>? Probe: how long ago was it, when
did it start?
Onset:

4. What are the perceived causes for experiencing this problem?
Reason 1:

Reason 2:

Reason 3:

5. How serious are your problems? < If there are several complaints probe separately for each of
them >

Severity of problem 1:

Severity of problem 2:

Severity of problem 3:

6. What do you most fear about these problems? < Are you frightened and if so >
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7. Why did you come looking for help at this particular time? Probe: Had it got worse? Were
you afraid? Did others advise you?

Reasons wanted help now:

8. What are the main difficulties your problems have caused you?

9. What parts of your body are most affected by your problems?
Part of body 1:
Part of body 2:
Part of body 3:

10. How and to what extent have you been affected emotionally by your problems? < For an

example were you more upset, worried or unhappy etc. and to what extent?>

11. Have these problems affected your social life? < Probe: how and to what extent? >

12. Have these problems affected your family life? < Probe: how and to what extent? >

13. Have these problems affected how you get on with people in general? < Probe: for example

getting more irritable/angry/ less friendly etc. and to what extent?>

14. Has your work (education) / job been affected? < Probe: how and to what extent? >

15. Have you asked for advice from anyone else about your problems? < Probe: friends, family,

alternative forms of therapists including traditional healers, religious healers >
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16. How much approximately have you spent for treatment? < Probe: estimated direct cost for the

illness > Expense Birr

17. Do you treat yourself for the problem? If “Yes’ how?
Self-help 1:
Self-help 2:
Self-help 3:
18. Are you taking any medication now? If “Yes’ mention the medication name.

Medicine 1:

Medicine 2:

Medicine 3:

19. Are you taking any other cures or remedies? <Probe: herbal medicine/homeopathy etc>

Traditional treatment 1:

Traditional treatment 2;

Traditional treatment 3:
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Appendix H 2: Explanatory models of mental distress (Amharic version)

aan/ e P+NNLTFU PHU PA-OMELSP +AFLPT LUTE A&A TNt P10 ATH/E NA AATRC
yagey/A RARSTI NPT Yyaoae PEAR/NTY MPFIPYARa> f{RFE ydaeary pgRtdegent
HE.PFi yanar PAN+AM-T +6F AT PUNTRT IoCenUY/N AT ATIPP P+HIE AOMLP 1M

1. NAAU/A, @3 FP Ui AT19145/4 FFAAU/A? 927 325%F PMS FaCTF/PUIRIR J2ANTT 1NZU/A
NAU+ NGT?

N s SRRSO

N T

(S T T

BT I 4 e

LT I D e

2. 247 F9C 7 NAU/A FMEPAU/AL? DF° NFAME/6h, 72T NAU/A FMEPAU/A?

3. A@Ea P 11, F947 (P+APD-T FIC MCHU) PA+PhD-/A, a@F 10?2 N7 16 PFFA? O°F 10
pea/m-?

TG PENATNT L .oieivitieieiecee sttt ettt
4.0F94 92012 NIt/ 19°F 9°7 LANAUN/A?

e T B
5.F94 2% PUA N 1@-2 (Nt FICTF i UATIR APNFFO- AT18.PNE4 EMER)

NN TFOTC L oottt ettt ettt ne e

AL o TSRS
L0 Ko T PP UPPPR

6. NTHU FoICF NMI® Paq PNL LU/ FBL TR1ET 102 AA +enTI4 &CYF AAU/A?

NMTD PTDPALL L oottt ettt ee sttt sttt s s st s s saesesesesesenseaesesns
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7. AT NAUNT/A 1H AFICT &Y NdAR/AT ATRT NHU 1H &Y LAR/AITICU/N +NNA?
&CYF TCU/A? NAAT APTF PRC +AINAU/A 1NC?

PURTRT ACST PHAATNT TR TR T i
8. PM.T FICU/N hN+ANU/A ARdeTF PI@E 97 Y TFD-?

9. NM.T F9ICU/A NMI® P+MmPd PAM-1F ANA PHTD- M7

PAMNTE AN Liovititieieieeeet ittt bbbttt ettt ettt bbbttt s s
DT RO 2.
DT R B e

10. MS FoCU/A NNTFYU/A AL ATLTT NI°T PUA ANLET 18FUA/A? ATRPAA NI FNAS/6h,
TNCE Feb1P/e 1NCE I PUA?

13. AU FICFT NAMPAL hAPT IC PAUT/A  a7FIF ANTRAPA?  ATPAA  NPAK
PaRysh, 165:/PAP @M T YL/ AATRINNF/DH+ T2 PUA?

15. NATICU/R hAAT APT 9°hAC MLPU/N F@PAU/A? (NALEFT N+ANF ATLe PUNIRT
NAT™PPF IPNYAR YNIRT AMNFT NUTT)



16. AURTPT NAMPAL N919°F 9o PUA 1THA Am+UA/A? ohF AUNIRT POMUM-Y/A 17HN
19°%/%

17. FICUY/A NedF LNU/A AFATR/M, PALUA/A? AP NPT ARANU/ATET?

NN TINTR HBo Tooeiiiee ettt b ettt b e bt et et
NN TANTD HBy 2.ttt ettt e e h e st et e e et e et n e b e
NN TANTD HES Bttt ettt e e h e st et e et e e e e n e e b e
18. NHYU 11 PIF+ONLM-/8 AR &Y+ AA?

ool U s N PRSP PRSPR PP

e ol

e ol U P

19. NHU AA F947 AdRE/& PRFMmN LA/ AP e Y1t AA?/PNUATPOSPT

NUAR URTOG Lottt bbbttt n e ie s

MUA R U P 2. ittt
U A U Bttt ettt
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Appendix | 1: Feasibility of IPT-E measuring questions (English version)

1.
2. What is the number of students completed the intervention?

3.

4., What are the mean and modal numbers of session of the intervention?

How many students consented to participate in the IPT-E intervention?

What is the attrition rate of the intervention?
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Appendix | 2: Feasibility of Interpersonal Psychotherapy adapted for Ethiopia measuring
questions (Amharic version)

1. 927 PUA tAFLPTF NI99C URTRT @-N AGRA+E +HaqaD-?
2. 9 PUA +AFLPTF P191°1C URTRT @7 AMGTPk?

3. 927 PUA TAFELPT P79 UNTPT M- AR M-?

4. NATINT 9°7 PUA 1H N791°91C UNIRT @-ND +A+6-?
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Appendix J 1: Client Satisfaction Questionnaire (English version)

No Question Response

1 How would you rate the quality of | Excellent (251) Good (3) Fair [2] Poor [1]
service you have received?

2 Did you get the kind of service you | No, definitely [1] No, not really [2] Yes, Yes, definitely
wanted? generally (3) | [4]

3 To what extent has our program met | Almost all of my Most of my needs | Only a few | None of my
your needs? needs have been met have been met (3) of my needs | needs have

[4] have  been | been met [1]
met [2]

4 If a friend were in need of similar help, | No, definitely not [1] | No, I don’t think so | Yes, | think | Yes, definitely
would you recommend our program to [2] so (3) [4]
him or her?

5 How satisfied are you with the amount | Quite dissatisfied [1] Indifferent or Mostly Very satisfied

. e
of help you have received? Mildly dissatisfied [2] satisfied (3) | [4]

6 Have the services you received helped | Yes, they helped a Yes, they helped (3) No, they | No, they
you to deal more effectively with your reat deal [4] really didn’t | seemed to
problems? g help [2] make things

worse [1]
7 In an overall, general sense, how | Very satisfied [4] Mostly satisfied (3) Indifferent Quite
satisfied are you with the service you or mildly dissatisfied
ived?
have received* dissatisfied [1]
[2

8 If you were to seek help again, would | No, definitely not [1] | No, I don’t think Yes, | think | Yes, definitely

you come back to our program? s0 (3) [4]

So[2]
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Appendix J 2: Client Satisfaction Questionnaire (Amharic version)

+.& mPe PIPAN ATIL-CBT

1 PEAMU/AT PI9191C URAIRT Mt | AB) NI M. [4] M4 (3) amNhAF [2] 2nhag [1]
ATEF FANPAU/A?

2 PLAND-Y /@ PEAE PURIRT | N&ERIR [1] A2 [2] AP NAMPAL | AP NHhHA
K141+ KTTU/R? (3) [4]

3 gy PUA PITIC Uh9RTm- | AR FAIFE | ANHTD  &AIPE | Dbt &AIRE | ATLID &AYE
FAFUT/A ATBAAU/A? +93A+PA [4] +mMA+PA (3) +mMA+PA [2] | hA+aRAGE

[1]

4 385U/ +APANL URTRT LA ML | N&R.9P [1] AEaAATID [2] AP ROPNATA | AP NFANA
AHU  2UY  Uh9RT RY8.P% 3) (4]
FANPAU/A?

5 N+e21AU/A UART 92 PUA | Nemd-f AehU9® [1] | P+r@Ay  AZhU9 | NANHE Q- Nmge
AlN+UA/R? [2] ACAFAL (3) ACAFAL [4]

6 P+HRZIAU/A URIRT  UIRYY/A | AP NMID ALETEA AP RCEFTA (3) he  AZBTGR | he  ATRM-GP
N+AA U1 A9nge A2 $UA/A? [4] [2] £nNnnN%

SaOAAFA [1]

7 NAMPAL N+LLIAU/A UNTPT 97 | NMIR ACAFAU [4] NANHE 0 P+mAY N6
PUA AZAtUA/N? AChFAU (3) K9P [2] heNU9° [1]

8 N&29m  UART  NPNLATU/A | NE&TP [1] ALAPAATGR [2] AP RAPNATA | AP NFANA

+aRANYU/A FARMAU/A?

®)

[4]
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Appendix K 1: Topic guide for qualitatively measuring satisfaction of Interpersonal
Psychotherapy adapted for Ethiopia (English version)

© N o o B~ w DN PE

How would you rate the quality of service you have received?

Did you get the kind of service you wanted?

To what extent has our program met your needs?

If a friend were in need of similar help, would you recommend our program to him or her?
How satisfied are you with the amount of help you have received?

Have the services you received helped you to deal more effectively with your problems?
In an overall, general sense, how satisfied are you with the service you have received?

If you were to seek help again, would you come back to our program?
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Appendix K 2: Topic guide for qualitatively measuring satisfaction of Interpersonal
Psychotherapy adapted for Ethiopia (Amharic version)

1.

o 0o &~ w N

P+AMU/A PF9°1C UNIRT Dt ATEF FANPAU/A?

PLAND/A W21 PURTRT W74 ATTU/A?

goy PUA PY91°1C UNTPT @ &ATTUT/R ATRAAU/A?

3L5U/A +APAAL UNIPT N&ATT ML AHU £UT UNTRT A18.0% FANPAU/A?
N+227AU/ UnIRT 9o PUA Acn+tUA/R?

P+L27AU/R UNIRT YamgRy /R N+AA U3 ATING® AZLFUA/AR?
NAMSAL N+LL7AU/A UNTPT 9o% PUA AZA+UA/A?

Ne o, Yhgeq NPALATU/A +aAANU/R FaMAU/R?
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Appendix L 1: World Health Organization-Disability Assessment Scale (English version)

1. None 2.Mild 3. Moderate

4. Severe 5. Extreme/Cannot Do

In the past 30 days, how much difficulty | None | Mild | Moderate | Severe | Extreme
did you have in:
1 Standing for long periods such as 30 |1 2 3 4 5
minute?
2 Taking care of your work responsibilities? | 1 2 3 4 5
3 Learning a new task, for example, learning | 1 2 3 4 5
how to get to a new place?
4 How much of a problem did you have | 1 2 3 4 5
joining in community activities (for
example, festivities, religious or other
activities) in the same way as anyone else
can?
5 How much have you been emotionally | 1 2 3 4 5
affected by your health problems?
6 Concentrating on doing something for ten | 1 2 3 4 5
minutes?
7 Walking a long distance such as a |l 2 3 4 5
kilometer [or equivalent]?
8 Washing your whole body? 1 2 3 4 5
9 Getting dressed? 1 2 3 4 5
10 Dealing with people you do not know? 1 2 3 4 5
11 Maintaining a friendship? 1 2 3 4 5
12 Your day-to-day work? 1 2 3 4 5
H1 | Overall, in the past 30 days, how many days were these | Record number of days
difficulties present?
H2 | In the past 30 days, for how many days were you totally | Record number of days
unable to carry out your usual activities or work because of
any health condition?
H3 | In the past 30 days, not counting the days that you were | Record number of days

totally unable, for how many days did you cut back or
reduce your usual activities or work because of any health
condition?
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Appendix L 2: World Health Organization-Disability Assessment Scale (Amharic version)
1. IR FICPAI® 2. AINFE FOC 3. @hNAG FoIC

4. N&+E ForC 5. NMJ° N&+E FoIC MLIP L FT° AONLT AATDFA
+.4 L - . 3
s (B f E &S
& € Sk = < c
CHI® AA IH P& 9o PUA SFICU/R INC?
1 AGRAA, 1T9R A% 1
2 PNé UALTRTT aeamt 907 PUA £F1CU/R INC? 1
ReN YIC DRI g AGMC FFIC/L INC?
3 (ATPAA PARNLA AMPHI® DH...) 1 2
4 NMUNLP  A1@3N$h @ND  (ARPAA gmE | 1
NaA.MH+) An A72 AAD- GDA+E 927 PUA
FFIC/S INC?
5 NMSU/B FIC 9oRT1PT @INU/A ™7 pud| 1 2 3 4 5
+ANEA?
6 NIFAGD-/E M AR UANUT/R Adet 1H (A
1084$) PUA AANAN £FICU/R INC? 1
7 CHI® PA Ct ARaH 9°% pUA BFeCU/A nc? | 1
APAA, P4 ART CRT1E (1N.T0%()
8 A@-7HUY/R @@ FmA 9o PUA RFICU/R INC? 1 2 3 4 5
9 ANNUT/A AGRANN 927 PUA £FCU/A 1NC? 1 2 3 4 S5
10 hgosrPFa- APF JC +INNT 8L AOLRT 9°7 1 2 3 4 5
PUA LFICU/A INC?
11 N3L%7F anget 9o PUA £F9ICU/N 1NC? 1 2 3 4 5
12 | nA4T 30 5% POAT +OAT ALUY/R @ege
FIOUCTPT ATINTDT 9o PUA BFICU/R INC?
HI | nAM$PAL NAST 30 $5F O-NF ATHU FICTF ATRT PUA 5% 1N4? | PbTF NHF 1A% /eh,
H2 | nA&%H 30 $5% @ADT NTYIZMI® PM.S FoIC JPATPFE PHATRR N | PG NHT SIAK /e
MLI® ATPNPAPTT A NAA 090 /9) PAFAND-/A, ATPT PUA
S5 INC?
H3 | nA4F 30 5% @AM NMIEMI® PMG FoIC FPNTPFT A NA | PGF NHF AR /eh,

goYg° Nig @ALF PAFANNTOT/R $9F ALRICT PHATRE N
MLI° ATPNSAPTT AdRP P+71LEANFD-/N T2 PUA 57T 1N4?
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Appendix M 1: Screening Form for Patients with Common Mental Disorders used in
Interpersonal Psychotherapy adapted for Ethiopia (English version)

Reminder: Complete this form and if positive for CMD please continue Treatment Tracking Form

Counseling office name:
Counsellor name:

Date: Chart Number:

Patient’s cell phone number AGE: Sex: Female [ Male []
Marital status: Married [ Single L1 Divorced U In relationship LT Other

# of children if; # People living in the household: Work Type: Student []

1. In the last month, for how many days were you totally unable to carry out your usual activities at home or at
work/education, or both, because of any health condition? Record number of days
2. In the last month, for how many days did it feel very difficult to carry out your usual activities at home or at

work, or both, because of any health condition? Record number of days
3. Inthe last month how often have you: Not Several | Over Nearly | Never
sure days half the | every
days day
i. felt sad, miserable, down or hopeless?
ii. felt little pleasure or interest in doing things?
iii. felt nervous/anxious?
iv. not enough energy, that everything is an effort
v. felt so restless it is hard to sit still ?
vi. had trouble concentrating on conversations/reading/TV etc
vii. felt really bad about yourself, that you are a failure, or that
you have let your family down?
viii. felt you could not stop or control worrying?
ix. had trouble sleeping?
x. felt afraid as if something awful might happen without a
reason?
4.In the last month, how many days have you had more than 5
physical symptoms (e.g. aches and pains, palpitations,
burning/numbness/crawling sensations)?
5.In the last month, have you had:
i. ldeas or thoughts of suicide? Yes ] No []
ii. Plans of suicide? Yes [] No []
iii. Past attempts (in your life) Yes [] No []
6. In the last month have you had:
i. ldeas or thoughts of harming others Yes [] No []
ii.  Ever hurt anyone physically in the past on purpose? Yes[ ] No []
(If at risk of harming others contact the supervisor)
Screening indicates treatment is advised? Yes [] No []
PATIENT AGREES to treatment Yes [ ] No []

If patient declines treatment or is unable to attend PLEASE STATE WHY:
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Appendix M 2: Screening Form for Patients with Common Mental Disorders used in

Interpersonal Psychotherapy adapted for Ethiopia (Amharic version)

MAFMA: 2UT $6 NADAAT RINGTD- 6T F MLIP LN+ NANTF Treatment Tracking Form
NTNSMA LIRA:

PIPANC ML Z1.P N NT®:
PIPAC ATAINT PO AMM- AD- NI™:

P PATE ®DC:

PUMRIRHT M- /P NAN R 0Lm:  pHAtTO @[]
PINF Uik PINC] PAINC] O+43 [0 N3LATT PAL] AA

AB NA NemC: # hNZOU/A PFG PN NHA: PN WY +agg L

1. NAL® AL OC AT NMST ANA T2 0+ AIRT PUA 9T a4 NAA PAAT +AAT
+eINC/N e ®ALT/FIRUCT aRac LI ARTIR Mg P$+U/M 1NC?
PPT+ NHT

2. NALM A18 OC MNDT NMITOI® PMT F9IC I 1P+ AR NG PNFO-ND/PFIRUCT NF
N¢ MLIR FARTITR OA NADA ATHNTDT ATRT PUA $5F NMIR +FZU/A 1NC?
PPT+ NHT

3. NALO» A12 MC N NPT 1H:

ACIMG
ALALR9
NH $5%F
LR
+5F NAL
U4 18
n&e-9°
AAIMAn
Ago

i. MAAMTT ARZNA MLIR +N& ARh/M K IMIRU/A POrPA?

ii. LA MMT* MLIR ATICT AT TMT AIMIRY/A PO-PA?

iii. ZNA MLIP A1 P AITDTPU/R POrPA?

iv. A$29P AMF hIMGRY/A POrPA?

V. A&T TMF MLIR AR A IMIRY/A PM-PA?

vi. NAPT IC ¥91°1C N 3-2°1/1 DLIR A F1N MLIR TV
AFMANT/ET FdF ML FIC AIMIPU/A PO-PA?

vii. AN MR PPy Nt abA+i AZ4NT PAILZN A@ ALCY
MAN MLIR AN+HAN B-LPF IR 15 NAe CREMC
AITNRU/N PO-PA?

viii. NIy @MMEC MLIP IR A bt L IMIRY/H PM-PA?

ix. PATPAG AOZNA AIMIRU/A PPA?
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x.PATRIIR Nb FPNTLF ATE AR 116 24 ME4 NAU/M
4C+U/N ING?

4NALD ATE OC MADT ATRT PUA $9TF ANAR PUR PUdngr
FRANFT (ATPAA: RGN IO+ AT UORGRT PAA) 9OF AR dR(E

A@7F7 MPMA/LIHH) +aTAN+U/A TNC?

5. NAL@D- A1E OC @AM P N+AF 17CF AJDIPU/R Par$A?

1. AN POM4F UAN 1NZU/R? AP [ RATNZI® []

2. h&-N7 PaméF 032 1NCU/A? AP L hPE, AAD-&9 [

3. AN PMMEE a-ng heCTU/A INC? AP L] AL [
6. NAL@D A1& OC MADI P N+AT 17CF AIDIRUM PO-PA?

i, AT APTY PR ST UAN 1NCU/A? AP [ pATge L]

ii. AT APT AR ANAR Mt AECAU/A FO-2AU/M? AP L] nALZNNRge [
PR LEPE @Mt PTIC UNTRT ATRMRPNLATD/ I PAPANFA? AP [ hPaeAntge []
YaRge+Fam-/P P9991C UNIRT AR Tt & L5 1m/5F? AP [ ALAge/F [
UaRIR+FMm/P URIPT ATYTE €25 NALY/TT PN T1P+Y NE-& EMeN
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Appendix N 1: Patient Treatment Tracking Form (English version)

REMINDER: Use this form for patients referred for IPT-E treatment following positive CMD screen.
When the patient returns for treatment, retrieve this form and complete it after each session.

URGENT NOTE/HISTORY

Session 1 Post screening: Chart number:

Counsellor name: Date:

1. What does the patient say is wrong with him/her?

2. What does the patient report as the cause of his/her problem?

3. Does the patient see a traditional healer at the current time? Yes [ ] No [ ]

4. Recent or current life stressors that occurred around the time of the onset or worsening of symptoms:

Loss [] Disagreements [_] Life changes / Role transition [_]

5. Has depression, medically unexplained symptoms and/or anxiety (CMD) been present continuously
for 2 or more years? Yes[ ] No[ ]
Details:

6. Other concurrent issues, medical condition or substance use (state usage) (please check ALL that are
applicable):
[ ] Pregnant [ ] Khat
[ JHIV/AIDS/TB [ ] Alcohol
[ ] Cannabis [ ] Other e.g. malaria, diabetes, heart disease etc
Details:

7. Is the patient taking any medications for medical or mental health conditions? Yes[ JNo [ ] (if yes
please describe)

Medication name Dose
8. Has the patient experienced physical or sexual violence

in last year? Yes [ ] No[_] If yes, please write the details

before age of 15?  Yes [ ] No [_] If yes, please write the details

ever, in his/her lifetime? Yes [ ] No[_] If yes, please write the details
Suicidal NOW?

Previous attempts?

Safe for IPT-E? Yes [ ] No[ ]

Refer acute suicide concern?
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Appendix N 2: Patient Treatment Tracking Form (Amharic version)

MAFmA: LUT PO bt MEIR &N+t AANTFD LINEF ++Pgn/an:: Yaogo4+Fm-/P +aDAM/A
AUNIRT N@.aMNF/NIRFaMNT PF LUTT 26 NUNIPTE NUA aRa-A% 578FH 1

URGENT NOTE/HISTORY

N&EA 1H 1: PAYE €M
PIPNC ATA et PARAMM- AG» NIP:: 7
1. Yaegn4F@m-/P 04 FoC oL@ Nae/A 1M PIAS M-/ M-?

2. URIPAHTMm-/P AIMAM-/T9F F91C FPNT P+ TOIL I RAN/FAAT?

3. Ymge+gm/P NALT 03F hF4 A8 PNUA Uh9RT AP+h+A/T 10?2
AP [] ARAR/F []
4, PUMRIRHTMY/P FoC APNNA MLIR APPNAPNA PAM- IPRTPF TR IM-?
PM.MmS+T A N+ M+ (UHY) [] hAd 9C ®Jamet [ ] PP+ Al [
5. PUMIRHEM-/P b F MLID &N+t NHARTT AUAT MLI™ hH NAL ALY A0PF $L2% 1NC?
AP [] ha®P9e [

NHCHC:
6. N+38%7F hmg IC P+PPH 17CF:
[ ACIHS [] et
7. []hTAN/REN/PATN YRR []AADA A®2Mp
[ ]hann L 1AA (APAA @N ARG T PAN UMIE .U+)
NHCHC:

8. UMIe+Tm-/P ARNAPR MLIP ARAGRC Yange aveUrt APMAL/TF 102 AP []
ALMALIR/ATOAL IR [ (ARAN AP NPT NFF NA® AmT @-AD HCHET RIK)
pangi+k 9o Py MA LM ADMY

9. NALD: AR ATRH M-NM YARGRAZFMm/P ANAR MRIR 94 Mt LCANT/N INC?
AP[] AAIMA®EIR ] (AP NI ARAN NHCHC £95)
N15 A% NFF APAU/H ANAR DRIR 9§+ mFt BCANU/R INC?

AP [ AALZANEIR [ (AP NPT ARAR NHCHE £9F)
NL@% HAPYY/A ANAR MEIR §4P Mt LCANU/A INC? AP [ AALZANTT® [] (AP
nU7 @AR NHCHC £9)

10. NALY TH AN PAIméF UAN/0% L AA?

NHU N&F AGNT PAIm&F ang. 1nC?
2INE®/P A IPT-E P191°1C UNTPG 9o 1a-/5+2 AP [] h8ATR []
NNE AcNT PAOM4T i NA ML PNTHA LE.C 2847
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Appendix O 1: Interpersonal Inventory used in the Interpersonal Psychotherapy adapted for
Ethiopia (English version)

Brother
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Appendix O 2: Interpersonal Inventory used in the Interpersonal Psychotherapy adapted for
Ethiopia (Amharic version)
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Appendix P: MeSH terms used in the databases
For Interpersonal Psychotherapy (Pub-Med)

Interpersonal therapy[Title/Abstract] OR Interpersonal psychotherapy[Title/Abstract] OR Interpersonal
counseling[Title/Abstract] AND Depression[Title/Abstract] OR depressive symptoms[Title/Abstract] OR
depress[Title/Abstract] OR depressive disorder[Title/Abstract] OR major depressive disorder[Title/Abstract] OR
depressive episode[Title/Abstract] OR anxiety[Title/Abstract] OR anxiety symptoms[Title/Abstract] OR
anxious[Title/Abstract] OR anxiety disorder[Title/Abstract] OR Mental distress[Title/Abstract] OR Psychological
distress[Title/Abstractf OR Common mental health problems|[Title/Abstract] OR Common mental
disorders[Title/Abstract] OR Somat*[Title/Abstract] AND college students[Title/Abstract] OR university
students|[Title/Abstract] OR undergraduate students[Title/Abstract] OR higher education students[Title/Abstract]
OR adolescents[Title/Abstract] OR young people[Title/Abstract]

For Prevalence of mental distress (Pub-Med)

Depression[Title/Abstract] OR depressive symptoms[Title/Abstract] OR depress[Title/Abstract] OR depressive
disorder[Title/Abstract] OR major depressive disorder[Title/Abstract] OR depressive episode[Title/Abstract] OR
anxiety[Title/Abstract] OR anxiety symptoms[Title/Abstract] OR anxious[Title/Abstractf OR anxiety
disorder[Title/Abstract] OR Mental distress[Title/Abstract] OR Psychological distress[Title/Abstract] OR Common
mental health problems[Title/Abstract] OR Common mental disorders[Title/Abstract] OR Somat*[Title/Abstract]
AND  college students[Title/Abstract] OR  university  students[Title/Abstract] OR  undergraduate
students[Title/Abstract] OR higher education students[Title/Abstract]

For barriers to receiving professional mental health services

Treatment barriers[Title/Abstract] OR factors hindering treatment seeking[Title/Abstract] OR obstacles of
treatment[Title/Abstract] AND treatment gap[Title/Abstract] OR unmet needs[Title/Abstract] OR help seeking
intention[Title/Abstract] OR help seeking behavior[Title/Abstract] AND depression[Title/Abstract] OR depressive
symptoms[Title/Abstract] OR depress[Title/Abstract] OR depressive disorder[Title/Abstract] OR major depressive
disorder[Title/Abstract] OR depressive episode[Title/Abstract] OR anxiety[Title/Abstract] OR anxiety
symptoms[Title/Abstract] OR anxious[Title/Abstract] OR anxiety disorder[Title/Abstract] OR Mental
distress[Title/Abstractf OR  Psychological  distress[Title/Abstractf OR  Common  mental  health
problems[Title/Abstract] OR Common mental disorders[Title/Abstract] OR Somat*[Title/Abstract] AND college
students[Title/Abstract] OR university students[Title/Abstract] OR undergraduate students[Title/Abstract] OR
higher education students .[Title/Abstract]
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Appendix Q: Quality assessment of included articles using mixed methods appraisal tool

1. For quantitative studies
Studies ° Description
2 & Ec 5 =
2 3 - 2 £ 8 =
g |z |85 |E |2 |3 g
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¢ 1% |58 |2 |£ |& ¢
5 |z | Cg |8 |& |8 8
D = R f=4 > = =
e |8 |53 |8 z |2 g
E1E |s5 |8 |2 |3 2
o 14 [ 14 = - <
Haile et al., 2017 (77) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Kelemu et al., 2020 (78) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Bedaso et al., 2020 (79) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Gebreegziabher et al., 2019 (25) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Tesfahunegn and Gebremariam 2019 | Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
(41)
Reta et al., 2020 (80) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Kebede et al., 2019 (81) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Melese et al., 2016 (82) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Dachew et al., 2015 (83) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Dessie et al., 2013 (84) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Mboya et al., 2020 (22) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Lugata et al., 2020 (86) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Bantjes et al., 2019 (87) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Amarasuriya et al.,2015 (75) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Shao et al., 2020 (88) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Costa et al., 2014 (89) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Lu etal., 2015 (90) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Asante and Andoh-Arthur 2015 (91) Yes Yes No No Yes Yes Yes Used convenient sampling technique that
limited the representative sample size.
Othieno et al., 2014 (92) Yes Yes Yes Yes Yes Can’t Yes Non-response rate was not reported.
tell
Richards and Salamanca Sanabria | Yes Yes No No Yes Can’t Yes A convenient sampling used that affected the
2014 (93) tell selection of sample and non-response rate was
not reported.
Porru et al., 2021 (74) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Hersi et al., 2017 (19) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Delara and Woodgate 2015 (73) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Ramon-Arbués et al., 2020 (94) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Tehetal., 2015 (95) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Fuad et al., 2015 (96) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Chatterjee et al., 2014 (97) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Becerra and Becerra 2020 (98) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Saias et al., 2014 (99) Yes Yes Yes Yes Yes Can’t Yes Response rate was not mentioned.
tell
Asif et al., 2020 (76) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Birhanu and Hassein 2016 (85) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Schofield et al., 2016 (100) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Hakami 2018 (101) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Wahed and Hassan 2017 (102) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Avrias-de la Torre et al., 2019 (103) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Auttama et al., 2021 (8) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Cage et al., 2018 (53) Yes Yes Can’t Can’t Yes Can’t Yes Difficult to understand sampling strategy and
tell tell tell sample size. Moreover, non-response rate was
not mentioned
Ebert et al., 2019 (164) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Stewart et al., 2019 (154) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Vidourek et al., 2014 (29) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Rodriguez et al., 2017 (141) Yes Yes Yes Yes No Yes High non-response rate.
Menon et al., (163) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Bilican 2013 (27) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Eisenberg et al., 2012 (28) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Arnaez et al., 2020 (169) Yes Yes Yes Yes Yes Can’t Yes Non-response rate was not reported
tell
Kasam et al., 2020 (170) Yes Yes No No Yes Yes Yes Used volunteer sampling technique that limited
the representative sample selection.
El Kahi et al., 2012 (137) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
2. For qualitative studies
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Calloway et al., 2012 (110) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Low et al., 2016 (168) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
For randomized controlled trails
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Parhiala e t al., 2019 (194) Yes Yes Yes Yes Yes No Yes Outcome assessors were not masked.
O’Shea 2015 (49) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Young et al., 2016 (196) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Gunlicks et al., 2016 (197) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Miller et al., 2018 (198) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Gunlicks-Stoessel et al., 2019 (123) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
Ferizi et al., 2015 (48) Yes Yes Yes Yes Yes Yes Yes All criteria were fully addressed.
For quantitative non-randomized studies
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Mufson et al., 2015 (45) Yes Yes Can’t Yes Yes Can’t No Fidelity was not assessed; the total population
tell tell was not mentioned so that it is difficult to talk
about the repetitiveness of the sample and the
way cofounders managed were not mentioned.
Bledsoe et al., 2017 (193) Yes Yes Can’t Yes Yes Can’t No Fidelity was not assessed; the total population
tell tell was not mentioned so that it is difficult to talk
about the repetitiveness of the sample and the
way cofounders managed were not mentioned.
5. For mixed method studies
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Deasy et al., 2014 (72) Yes Yes Yes Yes Yes No Can’t Divergence and inconsistencies of the two
tell approaches were not reported.
Burlaka et al., 2014 (166) Yes Yes Yes Yes Yes No Can’t Divergence and inconsistencies of the two
tell approaches were not reported.
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Appendix R: A banner prepared to announce the Interpersonal Psychotherapy adapted for
Ethiopia for the students
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Appendix S 1: Information sheet for the study participants (English version)

You will be given a copy of this information sheet

Title: Mental distress, need and barriers to receive professional mental healthcare, explanatory
models and feasibility study of Interpersonal Psychotherapy (IPT-E) Adapted for Ethiopia

among Wolaita Sodo University Students.

We would like to invite you to participate in this original research project. You should only
participate if you want to; choosing not to take part will not disadvantage you in any way. Before
you decide whether you want to take part, it is important for you to understand why the research
is being done and what your participation will involve. Please take time to read the following
information carefully and discuss it with others if you wish. Ask us if there is anything that is
not clear or if you would like more information.

What are the study’s aims?

This study is designed to examine prevalence of mental distress, need and barriers to received
professional mental healthcare, explanatory models and Feasibility Study of Interpersonal

Psychotherapy (IPT-E) Adapted for Ethiopia among Wolaita Sodo University Students.

Who are we recruiting for the study?

This study mainly targets on undergraduate students with mental distress.
What will happen if you agree to take part?

You will be invited to take part in filling the questinnairies and interview. When we come to the
quantitative data collection instruments in phase one, basically they are designed to collect data
on prevalence of mental distress, pereceived need and barriers to received prefossional mental
health care. The interviews of phase two will last from 50-60 minitues, which will be mainly
focused on how you understand your illness, how you perceive the causes of your illness, what
look like your help seeking behaviors, your preference of psychological treatment, impact of
your problem, coping mechanisms, severity and onset of your illness. All these are interview
issues in the first phase of the study. Questionnaire and interviews of phase three study focuses
on assessing mental healthoutcomes changes and satisfactions gained from IPT-E.

Are there any risks or disadvantages associated with taking part in the study?
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We do not think that participating in this research will cause you any problems. However, on rare
occasions, somebody might be upset by the questions that they are being asked. If you are upset
by the questions, then you do not have to answer the question; the interview can also be stopped
at any time.

Are there any benefits of taking part in the study?

There is no direct benefit to you by being part of this study. But, we hope that the information
we collect will help to improve your mental health status and the treatment given to individual
with mental distress will be some benefits you will receive from this study.

What will we do with your information?

For interviews, there will be tape-recording, if you agree to this. If you take part in a tape-
recorded interview, we will make sure that the tapes do not include your personal indentifiers. If
notes are taken instead of tape-recordings, these notes will also not include your name. The tapes
and notes will be kept in a locked cupboard. Once the interview tapes have been written down,

and the data has been analysed, the tapes will be deleted.

Nobody except the researcher and data collectors will know that the information belongs to you.
We will keep the questionnaires in a locked cupboard. After the end of this study, the
information you give us may be stored and used by other researchers, but they will not be able to
identify you in any way. If we come across any harmful activity during the research, we do not
have a legal obligation to tell anyone about this. However, if we think that you or anybody else
is at risk of being harmed, we may ask a support team to do something about this, or we can try

to help you contact a relevant support person if you wish.
What will we do with the results of the study?

Once the overall study is completed, we will let you know what we have found out, either by
inviting you to a meeting, by giving you a leaflet, or publishing on reputable journal. We will

also tell our findings to policy makers within the Ministry of Health in Ethiopia.

Do | have to take part in the study?
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It is up to you to decide whether to take part or not. If you decide to take part, you are still free
to withdraw from the study at any time and without giving a reason. You may also withdraw any
information you have already provided. A decision to withdraw at any time, or a decision to take
part, will not affect the standard of care you receive, or disadvantage you in any way. If you do
decide to take part, you will be given this information sheet to keep and be asked to sign a

consent form.
Who is funding the study?

This study is being funded by Addis Ababa University.
Who is carrying out the study?
The study will be carried out by Addis Ababa University through a principal investigator
Assegid Negash. If you have any questions or require more information about this study, please
contact the research team using the following contact details: Pofessor. Mesfin Araya, Dr. Dawit
Wondimagegn, Dr. Matloob Khan, Dr. Girmay Medhin and Dr. Clare.
If this study has harmed you in any way, you can contact the Institutional Review Board, Addis
Ababa University, using the details below for further advice and information:

> Institutional Review Board, School of Medicine, Addis Ababa University

Telephone number: 0115-5538734
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Appendix S 2: Information sheet for the study participants (Ambharic version)

ATAFLPT PR AR PADLE $6
PYU APAE $6 AALYI8YS. +AFL PAUAM YD

emg+ CON:- Mental distress, need and barriers to receiving professional mental healthcare,

explanatory models and Feasibility study of Interpersonal Psychotherapy (IPT-E) Adapted for

Ethiopia among Wolaita Sodo University Students.

NHU NARY+E PAREADLP NPy PMGHE JoCIRC ATRTATE/4 NTHUTT AINHAL: NRo+
AA+& DAY PANU/A ARA+E NEAR/A NF 10 AATRA+& NARDATY/A NTYYED-g°
MmAN PMLCANU/A 8T MLEIR PIRFMM/gh, MPI° ARFLIR: NG+ AMA+E
NA®ATY/A N&T DT+H ATPT ATRMNLET PAYH/E +ATE 927 ATLLPY A7YHAN ANKAT
1@ ANNU/R L @ALS/E P N+ADT aRZE NmTee ATNN/N=48 LATY 11C hA mLege
+eT9e 28 NEAR/A MB&/$: 2U MGF NASN ANN RLACAE NAATEC UNIRT F9RUCH
A&A AROTPC MG ATRICAE PRNTLT 814 aD-P Pag Ny & Y0k

PGk AAM LT TO-?

PRGT+H AAT NDMALZF N2 RINCAL @ND PA PLNE AT 61T URID PANFD +THLPF
PRATRC UNTRT &AIFTD +TRAFA RN AATTRATRI UNIRT AATRTT PIAAPTE
PIETFDI YMMTFDT T NAD EMeFAI PUMRA™  gRARSTFI dRyNRTYADAT
P geanNt HEPF AT PIPT-E 79191C Un9™T NICH HIE +PNLYFT AT R+oNC PR T e
@mPrY PLPMS Met 0k

Neg+ P A+4+ A1 §Fm-?

NHU M+ @AM +AFE PP PMALF A2 RLNCAT PATLST 894 TP T AL PFMm-
18 ha®F 4G NH NAL PP NHALIR BN+ AT 603+ PANFD- +TLPF §F M-

NS+ AMAS& NhTa 9o LEAIA?
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N@READLPM- 1L NA EN+T 6T+ PUNIRGT &AYT AG UNIRG +a94PF A8 97T PR PO
+8CFTT PPH PA-PMPP LUTA: NFATT HC £919° $A-T°MP% 50-60 L£PPT PTLPNE
BUTA: NPA-AOMER O-ND PAIAF 11CF Pa PN +T NPIATT +AFL M@ YaRa™T oY e
R12M MM PUARA™ YL, GRYRTLIPIE PUNTRT ACSSH M7 THI PFo4 Lt T4
PEM/NT MPFE PF04 +OF AT F47 P gearNt HE,MFT LaPANFA: PANTED- HC
SA-TPMPE NPTIF et PRLIO NHAMM- PUNIRT ACS S O+1T AChHE NUAIRTE- N&AF
PINZ PAATRC MG Ui AG NUAIRT@ NUA PAPM PARIC MG AGRDT RAPANFA:

NHY 25+ N+& 2% 8T £9LPA?

@-LL+ MIFMI® ALYF FIC PRCANUA/A N& AANNID: JRTANT KA hdE d°LE
ANANPT NEMPET DPEPTF $C ATNY/T FTAAU/A: TPTANT N PEPE a@hhd AT8TE
D PEPT PMLMTY/A hUF LATIR DPRPF AAMAAN (ARAN AAAMT) FFAAU/N
mLI® NMIEM-° TH MI° LFAA::

NHY D5+ mA+E 9o mPpge PHITA?

NHU BFF Ot MOA+E 9oIR KR $F+F PP m$ID PAM-9R: LU ATE, P+ANAND-
/8 NATEXP RIACAT @A Ak P&Nt AT &1t AANFE- +ILPTF PRATRC MS
UNIRT A1A94T ATARA 2284 NAT +Né ATZIAT: NHFTLT® ENt+ AT eTdt
PANFM®- +MLPF PF791C UNTPT P15 s

N+770 ao/8 9oy 2,07 97?

AYH/F NHNTITU/R PA-TRAAN £PZ9A: NTUPLE SA-FPAANT AL NHA+TN/A PAT+HY/T
mAP PP NI° MEI® AA 1Ask 28 AT8A+h++ COAME aoUPTy AANU/N: &9P6UY/R
NaRP/Y 477 /EM- NOU-& N+AM NTPUT/A @EI® AA AT+Y/F PARIAS 110 heh+Fge:
Pteleta Py NOU-& PH@ASTF ARCEPTF NMSAE AmT PPH RUTA: NET Ptdlom
PA-TPAAN DL BU& LPPCT ADZEPFE L+itTAI Phdblem-g° £9°8 AT8M4 LL74IA:
MTET NLLMTD AN @b, PATHY/T TRLEPT MIT° AM: APOr$IP:: COMELSTE AR
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NA® ARY @A PaMmA: MG+ AT8AP PAMUT/A aBLE LaMmG AT +ORLMLPF
DEEY EMPANFA: 1IC 7 AYH/E T ATLUTN/A NMIED-° apy L dPART A RTAGR::

hg+ N+770 &MF 7 ATLCAINFAT?

MG+ NAP NZAT L7717 @MF NNAN NARINHE N&d UG NMHIEF A+AFLPT
NAAM*T AT AMST MNP ATAM-PAT: N+HHTIZLID Phe+ O-MST NAG-® ECTAT AL
L F+agi::

NHLY 5+ - aeA+§

mA+e MLIR PAORA+E M-AY% PATT/T 10 AdAPA+E hdATH/A NMITM-9° 14 ~NUT/A
gorge K27t 9PATT ATAD/. TIIAA RFAA: PARAMT a8 @A AT8ehtt
PIRFLAID/T 11C NA TARARY BFAA: AdRA+& hoATH/A BU PARLE 6 LAMULA/A:
&P LITTUIY/N PILIAS $6 AL LCTUY/N LT/

LU 5T NTTHN PSS @ Y 102

2UTY ATF NPT NTTHAN PARLALM A8N ANN RLACAE AT DAL F N& RINCAL TF@-::
MITO-I° AT MPE MLID TS aOUE hEAN/A PIRCIRC MTEFT NTUNHAD: A& A
@7t B FAA:
AAe12 17 0912734270
TCLNC A&ET Ae-P: 0911408950
ANtC LR MY a9 LT
AA+C @A NYTY ST
BA+C eICTRL LYY AG AN+TC AAC B O
MG+ NOQIF@IR @3e 18+ NLZANU/A PA8&A ANN RLACAL AAA NCE hHU NFF
N+7AB- AL A T TF & FAA:
e P+RMP AAA NCET PUNIRT FIRUCT NFT PMT ARTN DAET A&N ANN RLNCAL
o NN &MC: 0115 5538734
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Appendix T 1: Informed consent form for the study participants (English version)

Please complete this form after you have read the information sheet and/or listened to an
explanation about the research.

Title of the research: Mental distress, need and barriers to receiving professional mental
healthcare, explanatory models and Feasibility Study of Interpersonal Psychotherapy (IPT-E)
Adapted for Ethiopia among Wolaita Sodo University Students.

Addis Ababa University Research Ethics Committee Ref: 045/17/Psy

Thank you for considering taking part in this research. The person organizing the research must
explain the project to you before you agree to take parts. If you have any question arising from
the information Sheet or explanation already given to you, please ask the researcher before you
decide whether to join in. You will be given a copy of this consent form o keep and refer to at
any time.

| understand that if | decide at any time during the research that | no longer wish to
participate in this project, | can notify the researchers involved and withdraw from it
immediately without giving any reason. Furthermore, | understand that | will be able to withdraw
my data up until they are published.

| consent to the processing of my personal information for the purposes explained to
me. | understand that such information will be handled in accordance with the terms of
the national data protection rules.

If I am interviewed, | consent to that interview being audio-taped.

The information you have submitted will be published as a report. Please note that
confidentiality and anonymity will be maintained and it will not be possible to identify
you from any publications.

You will receive IPT-E intervention for your mental health problem.

| agree that the research team may use anonymized data for future research.
Participant’s Statement:

| agree

that the research project named above has been explained to me to my satisfaction and | agree
to take part in the study. | have read both the notes written above and the Information Sheet
about the project, and understand what the research  study involves.
Signed Date
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Investigator’s Statement:

I confirm that | have carefully explained the

nature, demands and any foreseeable risks of the proposed research to the participant.
Signed Date
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Appendix T 2: Informed consent form for the study participants (Amharic version)
Pmg+ CON: Mental distress, need and barriers to receiving professional mental healthcare,

explanatory models and feasibility and acceptability of Interpersonal Psychotherapy Adapted for

Ethiopia among Wolaita Sodo University Students
PAS.N ANN RLNCAL PRTHT FRCIRC N1-9R9INC N €MC 045/17/Psy

NHYU MG+ ATRA+E NHANY/A NPLTRL ATPANTA
NPS+ APA+E NAPOATY/MA Nt DTRT PMLA+TNNLD AN NART+E TA9 TELT
AAN: PADZE 27 N+APAN+IR 7 N+AMUMA d0ojAeh, AR MmPE NAU/A DL MG+
NaRaNTU/A Nt DTF ALEGLDT IANN ML S/
PHU PLPLATT AOMPLP $6 ATH/E HIL ATRPAMG AALAL UF N+7T 1H ATE FPD/R,
AR NT 2ADUA/R:
o I°CIP4 NNLENT NMIFTO-9° 0PF +ATERT MeLM hdAh @ALRY
AtaRZmem- NARGIC AT 9RI9R 9PRTPF MFLN ARSCNTE htATE
PAP @Mt AROAY ATLIPFA +HLEFAL: NHTICI® PIRAMMD- dBLE ML
htaet ANNAIN &40 PAM@-+T dRLE M YAT ATRIPFA +L&FAl:
o P94 OOZER ATIABAT AATY AT MTPC ™A £ SLFTET A FAU: LU aOLE
NNAel-® PARLE AMNNS AT ANt ATLM PH +Z 8 FAU:
e MAP NA AN PA-PMLP ATRLLIAT PP NP APA-CPMER NHT
CNCEC A1B.$L6 4P LTIET ADFAL
o PAMUM/A A28 NL7CF APAR P F+9° RUFTA: ARLEM NTUAMDE PR PHT
PAYH/E MRUPRY 99790 AT8PM-% AVLM L/ AYAUIS NhhdR+ AT/
@90 A PO-PU/A ATLALTA AN NA/L:
o PATF MEF PAMUIA 28 MY1ET APIAM AT TNMDCIHY ATL+MNP
DL&T NTQLLLY MGHE JRCIPC AT MPTPNF +NTITRF AL
o &LF NP AT NG+ COALT PAAIRC YTRIR N+7TNF PIPT-E 191°1C PNY-
ANT UNIRT ATRMAMT +L & FAU:
PHAFLO/P PA
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Al NAL P+MPND mTHT JRCIPC AAL NZhT APM7T P+IABAT

PRy HAMIRFAP: ATRUTD NG+ ATPA+E +ATTRFAL: NAL PALLTT NA Mme+
PHAM-TT MAANLPTF AT PARLE $6 ATNNLAL: ATLUI® MTHT JOCIP4 9°F AT LN
(A2 PMPAQ) + 8 FAU

&CT $7

P+l a0 i\
Al PPl MTTT IRCIC PMEPMDT TIC AT

ANEAT PP 7% 938 @m-9° ANA® POLFA ALIPTY AMG+H +AFL NMIPE Nt
AT IMAU::
&CT 7
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Appendix U 1: Referral form for students with severe mental health problem (English Version)

Psychiatric Referral Form for Students with Severe Mental 1liness

Date of referral

Referral from:

Referral to

Client’s name: Age:
Address:

Reason for referral:

Name of counselor who refer client: Signature:
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Appendix U 2: Referral form for students with severe mental health problem (Amharic Version)

NNE PAATRC URIR PANTFM- +TLPTF L4C PTLLLINT 6

Pld.cd @7
G4.C hE 410 +R9D
AR
Ptansm- h9P 0L,
P+amlm- K& A
&4.C P+R21NT PN P

TMEMY/P L4LC PRI IANN hTP &CTM
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Appendix V: Certificate of Interpersonal Psychotherapy adapted for Ethiopia

Aysaanup eqeqy sippy

03u0J0| Jo Asdaauf) $32ua13g yyeay jo abiajjog — AysJaniup) eqeqy sippy
Aneiyaks jo Jossajouq aje1aossy J0j0au1(] aA1naaxy Jaiyg NA Vg s saoualagyieay joabajjon
joalodd Jageig-|4-09 alodg Jaqelg-|d-09 QVA__";& 40 Juaweda peay
uleq ade|3 g ubafiewpuo y ymeq ag W nyaop wekuag ag
151881424
Wi/ E J0peNq Wniom unkusg
\ _ 8AQNOSX3 JoryD 2Ly
NOIOVWINNOM LMV Xa $20 450 D1y
PSP, JOIYY, WoNmg) Yoo

% 2-L L, bron v bumnie fo aygvifvo popoubap v wapjoy oy Aopor
o3 opuangvd o sagumn oppembon ay) pogvons puv powoman vvy prv (3 -Lb)
viforp3 wof fviopoyshag yomoviariom), buypnpous earman yiyvay popwonw
fo tompop oy w buwyvsg 1tong wogvig ay2 poseyimes Hipnfresrom vvy

\GESED HEYDa Q\waﬁ
22Y7 \W..\\.N\x 97 7 x.,\N\\A..

uonajduo)) Jo &S.r%t@ ey

e 2
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Appendix W: PAL. T.t UNIRT e+9NC TN FPA

PhL. Tt VRS £+70C “10F @i

(Reprinted & adapted with permission of Norton. Psychotherapy
Essentials to Go: IPT for Depression. Eds. Ravitz & Maunder 2013.)

PooBavlf hEA TH:-

1. PRI vh?°S °Cavnd. 1477 hoeed Fo- I a0 oG @ ULt POAAT
WIEWPY awAfi-i

2. Avavav. PPARET aoih PP TUCTF avAPl i vendlF@rl ALS- PULTN @ETT Aovg)
WHPA POLPE AT eoAPTHRA@ AND TFTYT Bmd TR

3. PhL Lo Phhdd hPNm@Fy gopdi- UHTE PUR@T TTICT AIE U hAgo O i
ALY Phhedd APOm @ e AT hethdd0T IR 20 SATar @3 TR
YLPP PO PP PRAS P 0TS LUTE 0B oo T RROLFA

4, PLLENIOTF ) eo@ PP -PUond™ NOUFTT AN @ é- eveph:: NAFOTITTT 0V Tar T
28 gomeed-

5. Fuct enhiavli- e E @ PLAANT NP Aok AL dadhAD AfFP ARRTE PO
Phgt Adew PR e P RGET PADr oo PR3 AR POLTA ootPRFT ONILY P
NP 29 PULENLAID aolP-F TINLET POAA A PALT . vt RYHUT NAM- Adm-
DY PILAMS PRPR NIRRT AT BAGA:

bl @ - il Peolighy BN ZH:- ey 'y

A T9&Tar?d  fOLem NS Nueot-Ta-

ADT #9847 PTLEGNT P hae

PV y——r—_—y -?-h-.c-jr-_ vramFa-  HSRTr hyeny®

(NPRENNA PILERCT (5P TR B2 GoCE Ui N ol @B el 2C 71800
ALY CFCTE UGS ENG YR

ik H i \ | Adeopand: huenas. goh @E9® ey IC PATD
$CHT OTAPT evovCeo(C: N+ AO@-
| poemre pansF oont | DYFEE AL NPHERC RS T

YHAA  ATROLEA oY 18 ALY
ALLIVF@ PO 8P PUood® CARTTE PRUMTE W27 PAogEr Gide Pevlidet
TG eviifineT? Nevm@P PH NPAP™HE  evaolN: ooy WA NAHHO-  evhlod
aMOEFG PIILLAT PYIT armel T hAeohhTard TL01Tn hMSL PR Ao
h-hivl PhOYTE URY™S AIADAT ORTLATOT POT A S4C TILT: Dt AT Tkl
AL LT TGl PRANIAE PATITLm 0L PFAN A0AT LUl he2 AL hoed
PIIUNLANE LT3 TN ALNLAT BTAN:
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PY RS @ 70:-
GNP VEMTT NOTANA FUoog®
N9%EF7 oo A M@ 7%

umr-ﬁ"_m'i +Th _ S—
N+metet 180T AL ooC&t:-
o Ph@ Aha+ I7ETFT

M9eN OLT° PNt N LG PYaog®
o Pha A 77V =

VAT “980C ! FARET ovhirk
o PN Ada+ 77V

FUCFT o® b

Ntavldar +Met AR Thit 2147

—

Vood™+Ear A5 A LeHa O hhivk oo 21T WISLNES TN T

2. PPLoo@F TIC V1 IR NCTIVE ONF RREOM RIS U9 ChLONT U PRGS DO

W38 U-9° A@- (T avao(ao(;i

3. hSSOFE U2 2T ARGA COLTANTF av ¥ WIBU9C T4 ATTPAN £.060 ALLCT

POLTN NPT avd AT
UH?:-

1. N9 Lavld A@r CheL 1 UL NHCHEG ao@@et s

2. FNNa/P hOLT 2C PAMHLATT IYEE WHCHC ARRSICIAILTSIC N3 31
(A28 AILANSTE TVRIFar AU @SANT £L8 AL WIS CITVRI T 099
Po9.20h4. 1) i

3. Y7 L veed®4Fa- afh ALLCT hoLTA 3LETS 00T 2C WMa-? 0Inao- v
WIS LANG avC8l::

AN 7007~

1. C2FHIET 0 Ve EE@- DA QANIA@ 182 PADF haophhlE 9P ao-he-
S TIVAH

2. VoodHEar  AATD @17 9% AILOLLENN LAY hovAhhi T RFSTa NAAG AL
POLLACHTT ARG AAT D @17 AL CH4mimT NS PAMA T JUAT:

3. NPCAN UL WELFTF@ CEAT A@@MT 9°AA 1PN (PO@ AND V7T P 292:47)
AT @ PO AR9® AgvaoCon(C: CONTS A38 DAAD: PoLmANETT 1IC AR
NeoAP - NevhhAF@-  fADF Choophhrl ALY NeoAPt ¢40A 9°Co hI8LLCTS
a0V W8T ooCET:

PoIMPAL LLK:-

20 @P 1 hveed 5@ 2C NTé 0% CooiONF UL 10

1.

2.

3.

Vaod™ 5 ar CURYCS AYCICLTE PR AMTT (NUeod™ N“LATS 0 Ao+ Ada 77T1T) !
NPT PLATT AIR09° AT ®LAT NOLD AIL7LMeI° VT -

hae 37 h&Ok vavd® avavdh hWiLT aoAPt AILOLTA av@fP T POk Yooy
avaop\ PPANPTIG 90 Panqill AP WiSQPaom ao@gP-

VY S @ NoomSed °n3e1 vood™ 5 LoLNA"0x 7 NS AT oomPP: ANdAL S
ALTY DAPGSar? oo PorbmA h&A A%AD TINEST

PAT@F @NMP PHLS MHEETar AT L6 “PPATE MS?T P10 ASS ATLoLTA
@NNT@® 04T ATLION 7947
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