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Abstract 

Background:  Common mental disorders such as depression, anxiety, and somatic symptoms are a major public 
health concern because it is prevalent and chronic, and its impact on physical health, psychological and economic 
consequences is very serious. Evidence on the prevalence and predictors of common mental disorders is very limited 
in Ethiopia. This study aims to determine the prevalence and associated factors with common mental disorders.

Methods:  A community-based cross-sectional study was conducted among 731 south Gondar zone residents 
recruited with a multistage sampling method. Data were collected by face-to-face interviews on socio-demographic, 
clinical, and psychosocial factors. Common mental disorders (CMD) were assessed using a self-reporting question-
naire (SRQ-20). A-List of Threatening Experiences and the Oslo social support instruments were used to identify the 
factors. We used bivariate and multivariable binary logistic regressions to identify factors associated with common 
mental disorders. Statistical significance was declared at P-value < 0.05.

Results:  The prevalence of common mental disorders over the last four weeks was found to be 29.7% with 95% of 
confidence interval (CI) (26.4–33.1). After adjusting possible confounders, female sex, [AOR = 2.47, 95% CI (1.68, 3.62)], 
poor social support [AOR = 2.34, 95% CI (1.50, 3.64)], family history of mental illness [AOR = 2.15, (1.32–3.51)], rural 
resident [AOR = 2.01, 95% CI (1.35, 3.01)], current use of khat [AOR = 1.69, 95% CI (1 0.07, 2.64)] current use of tobacco 
(AOR = 1.71, 95% CI (1.04–2.84) and unemployment [AOR = 1.762, 95% CI; 1.193, 2.602)] were significantly associated 
with common mental disorders.

Conclusion:  The prevalence of common mental disorders was high, especially in Female sex, current substance use 
(khat chewing (leaves) and tobacco smoking), unemployment, rural residence, family history mental illness, and poor 
social support are the main determinants of common mental disorders. Early detection and appropriate interven-
tion for common mental disorders in the community level should be promoted. Governmental strategies should be 
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Background
Mental disorder is a global public health concern. 
According to the recent global data, one in five indi-
viduals were suffered with common mental disorders 
in the last year and 29.2% of individuals had episodes of 
common mental disorders (CMDs) in their lifetime [1]. 
The other WHO report showed, 14% of the total bur-
den of disease was accounted for CMD. It is estimated 
to be the first leading cause of global burden of disease 
by the year 2030 [2]. Mental disorders were the leading 
cause of years lived with disability (YLDs) and disability-
adjusted life years (DALYs) worldwide, it contributed to 
32.4% of YLDs and 13.0% of DALYs [3]. Mental disorders 
accounted for 11.1% of the total burden of diseases in low 
and middle-income countries due to low mental health 
attention, poverty, lower education, HIV/AIDS, conflict, 
disaster, and gender disadvantage in the region [4].

In sub-Saharan Africa, the total burden of mental and 
substance use problems is estimated to rise by 130%, and 
approximately 20 million YLDs to 45 million YLDs could 
be experienced in the year 2050. This estimation signifi-
cantly affected health and productivity in the region [5].

Different studies showed that the prevalence of com-
mon mental disorders varied across the world. In Great 
Britain (England, Wales, and Scotland), 24.6% of study 
participants were suffered from CMD [6]. A study con-
ducted in Brazil reported that the magnitude of CMD 
was 29.3% [7]. Another data in China showed that 
approximately 34.4% of study participants had CMD [8].

In Africa, the estimated prevalence of CMD in Tanza-
nia ranged from 24–28.8% [9, 10]. And the higher preva-
lence of CMD was reported from 10.3% in Kenya to 27% 
in South Africa [11, 12]. In Ethiopia, different commu-
nity-based research was carried out and the magnitude of 
CMD ranged from 14.9 to 33.6% [13–15]. Low monthly 
income, poor social support, presence of chronic dis-
eases, female sex, current cigarette smoking, lower edu-
cation, unemployment, the experience of stressful life 
events, widowed and separated were all identified as a 
risk factors of common mental disorders in several stud-
ies [13–17]. Where the burden of common mental disor-
der is higher in low- and middle-income countries, but 
the health care service for individuals who are suffering 
from mental health problems at the primary health care 
setting is extremely limited. Most people in Ethiopia 
use traditional methods for treating mental illness and 
seek help from their families (local communities) for 
their problems. Therefore, assessing the prevalence of 

common mental disorders and associated factors at the 
community level is important for early intervention and 
the reduction of the burden of CMDs and to improve the 
victims’ quality of life.

Methods
Study design and period
A community-based cross-sectional study was used to 
determine the prevalence of common mental disorders 
and their associated factors among residents of south the 
Gondar zone from May 3 to June 3, 2018.

Study area
Debre Tabor town is the capital city of the south Gondar 
zone which is 666  km far from Addis Ababa (the capi-
tal city of Ethiopia) and 99  km far from Bahir Dar (the 
capital city of Amhara region). The zone is divided into 
15 districts. According to the 2007 population census 
report; the total population size of South Gondar is esti-
mated at 2,051,738. From those, 1,041,061 are men and 
1,010,677 women. From the total population, 9.53% of 
the population is urban residents. This zone had seven 
primary and one referral hospital providing health ser-
vices during the data collection period.

Source population
All adults whose age is 18  years and above in south 
Gondar zone, Northwest, Ethiopia.

Study population
Adults who were living in south Gondar zone selected 
districts/woredas during the study period.

Sampling procedure and sample size determination
We used a multistage sampling technique to select 731 
participants. From 15 districts/woredas we randomly 
select 3 districts by simple random sampling. After 
selecting the districts, we selected three sub-districts/
kebeles in each of the selected districts. To reach house-
holds of each sub-districts, simple random sampling 
was employed. In each of the areas, household lists were 
obtained from sub-district offices and health extension 
workers. We proportionally allocated the sample size to 
each district and further to the sub-district. The selected 
household members were further sorted for interviews. 
In the case of more than one adult study participant in 
a household, we selected one of them by lottery method 
(Fig. 1).

focused on implementing substance rehabilitation centers to treat Khat and tobacco might be helpful to minimize 
the burden of CMD in Ethiopia.
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We determined the sample size by using the single pop-
ulation proportion formula by taking the prevalence of 
common mental disorders 32.4% [15] with a 5% margin 
of error, and 95% confidence interval. We added a 10% 
nonresponse rate and considering the design effect of 2, 
the final sample size was 742.

Inclusion and exclusion criteria
All individuals whose age was 18  years and above were 
included in the study during the data collection period. 
Individuals who were seriously ill and unable to commu-
nicate were excluded from participating in the study.

Study variables
Dependent variable
Common mental disorders (Yes = 1, No = 0).

Independent variables
Socio-demographic characteristics: age, educational 
status, sex, ethnicity, marital status, employment status, 
and residence.

Clinical factors: family history of mental illness, and 
comorbid medical/surgical illness.

Psychosocial factors: social support and stressful life 
events.

Behavioral factors: ever and current use of substances 
(khat, alcohol, and cigarette).

Operational definitions
Common mental disorders: assessed using self-report-
ing questionnaire (SRQ-20), a score of 6 or more consid-
ered having CMD [18].

Social support: measured using Oslo social sup-
port scale (OSS-3), a score of 3–8, 9–11, and 12–14 cat-
egorized as poor, moderate, and strong social support 
respectively [19].

Individual stress levels: were measured using a 12 
item List of Threatening Experiences (LTE), if a study 
participant experienced one or more stressful life events 
for the last six months [20].

Current and ever use of substance: assessed using 
adopted alcohol, smoking, and substance involvement 
screening test (ASSIST). If a study subject using at least 
one of the specified substances in the last 3 months and 
lifetime considered as current and ever of use substance 
respectively [21].

Comorbid physical illness: to assess comorbid physi-
cal illness, study subjects were asked “Did you have any 
comorbid physical or surgical illness?” with a response 
of “Yes” considered having comorbid medical/surgical 
illness.

Family history of mental illness: was measured by 
asking “Did you have a family history of mental illness?” 

with a response of “Yes” considered having a family his-
tory of mental illness.

Data collection procedures and instruments
Data were collected by face-to-face interviews using a 
semi-structured questionnaire that contained socio-
demographic, social support, clinical factors, and sub-
stance-related factors.

Common mental disorders were assessed using a self-
reporting questionnaire (SRQ-20). A 20-item mental 
disorder screening instrument was developed by WHO 
to screen CMD. The tool measures depression, anxiety, 
and psychosomatic symptoms, known as CMD. Each 
item of SRQ has rated on a two-point scale (yes/no), “0” 
indicates the absence of the symptom and “1” indicates 
the presence of the symptom. A score of 6 or more in 
the self-reporting questionnaire was considered as hav-
ing common mental disorders in the last one month. The 
tool was validated in low-and-middle-income countries 
with a sensitivity 78.6% and a specificity 81.5% [18, 22].

Social support was measured by using three items of 
the Oslo social support scale (OSS-3). The sum score 
of Oslo social support ranges from 3 to 14 with higher 
score indicating strong support and lower score indicat-
ing lower support. The instrument categorized as scoring 
of 12–14 considered “strong support”, the score of 9–11 
“moderate social support” and score of 3–8 “poor social 
support” [19].

Individual stress levels were measured by using a 12 
item List of Threatening Experiences (LTE). The tool 
measures the individual level of stress for the last six 
months. Each item of LTE has rated on a two-point scale 
(yes/no), “1” indicates the presence and “0” indicates 
absence of stressful life events over the last six months 
[20]. To assess the current and ever use of substance-
using adopted alcohol, smoking, and substance involve-
ment screening test (ASSIST). If a study participant 
using at least one of the specified substances in the last 
3 months and lifetime considered as current and ever of 
use substance respectively [21].

Data quality control issues
We recruited degree holder psychiatry professionals for 
data collection and supervised by Master holder psychia-
try professionals. The training was given on the data col-
lection instrument and sampling procedure. Additionally, 
the questionnaire was designed in English and translated 
to Amharic language (local language). The supervision 
was held regularly during the data collection period.

Data processing and analysis
Data were entered into Epi-data 3.1 after checking 
completeness and consistency and then exported to 
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SPSS—version 20 for analysis. Factors associated with 
CMDs were selected during bivariate analysis with a 
value of p ≤ 0.2. In multivariable regression analysis 
variables with P-value, less than 0.05 at 95% confidence 
interval with its adjusted odds ratio were considered as 
statistically significant.

Ethical clearance
Ethical approval was obtained from the ethical review 
committee of Debre Tabor University. Ethical clearance 
was also obtained from the ethical review committees of 
the University (Ref. No. DTU/RE/1/P5/2017). Permission 
was obtained from the respective district administration.

Results
A total of 731 respondents were interviewed with a 
response rate of 98.5%. The majority of the respondents, 
386 (52.8%) were male; two hundred forty-two (40.2%) 
were in the age range of 26–40  years; four hundred 
(54.7%) were married; two hundred sixty-eight (36.7%) 
were grade 9–12; almost half (50.6%) of respondents 
were residing in urban areas; 693 (94.8%) were Orthodox 
Christian, and seven hundred eighteen (98.2%) Amhara 
by ethnicity. Regarding occupation, more than half 
(73.6%) were employed (Table 1).

Distribution of clinical and psychosocial factors
Of the respondents, 100 (13.7%) had a family history of 
mental illness, sixty-five (8.9%) had a comorbid physi-
cal illness. Regarding social support, nearly one-third 
(31.9%) had poor social support and 311(42.5%) had 
strong social support (Table 2).

Substance use characteristics
Regarding substance-related factors, more than three-
fourths of the participants (78.8%) were consumed alco-
hol, and 576(78.7%) drinking alcohol at the moment; 
121(16.6%) were using khat (leaves), and 107(3.4%) were 
smoked currently (Fig. 2).

Prevalence of common mental disorders
The prevalence of the common mental disorders among 
participants was 29.7% (95% CI 26.4, 33.1).

Factors associated with common mental disorders
To determine the association of independent variables 
with CMDs, bivariate, and multivariate binary logistic 
regression analyses was carried out. In the bivariate anal-
ysis factors associated with CMDs at a P-value, less than 
0.2 were entered into the multivariable logistic regression 
model to control confounding effects.

The result of the multivariate analysis showed that 
female sex, current use of khat (chewing leaves), rural 

residence, social support, and current use of smoking, 
unemployment, and family history of mental illness was 
significantly associated with common mental disorders at 
a p-value less than 0.05.

Individuals who use khat currently were 1.7 times more 
likely to have common mental disorders than individu-
als who didn’t use khat currently (AOR = 1.69, 95% CI: 
1 0.07, 2.64). Respondents who had poor social support 
were 2.3 times more likely to develop CMDs compared 

Table 1  Socio-demographic characteristics of respondents in 
south Gondar zone, northwest Ethiopia, 2018

Variable Category Frequency Percentage

Age 18–25 203 27.8%

26–40 294 40.2%

 >  = 41 234 32.0%

Sex Male 386 52.8%

Female 345 47.2%

Ethnicity Amhara 719 98.4%

other 12 1.6%

Educational status Unable to read and 
write

98 13.4%

1–8 grade 203 27.8%

9–12 grade 268 36.7%

Diploma & above 162 22.1%

Religion Orthodox 693 94.8%

Muslim 38 5.2%

Marital status Single 262 35.8%

Married &living 
together

400 54.7%

Separated 20 2.7%

Divorced 30 4.1%

Widowed 19 2.6%

Residence Rural 361 49.4%

Urban 538 50.6%

Employment status Non-employed 193 26.4%

Employed 342 73.6%

Table 2  Distribution clinical and psychosocial factors of 
respondents in south Gondar zone, northwest Ethiopia, 2018

Variable Category Frequency Percentage

Social support poor 233 31.9

moderate 187 25.6

strong 311 42.5

Family history of mental illness yes 100 13.7

no 631 86.3

Co-morbid medical/surgical 
illness

yes 65 8.9

no 666 91.1
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with those who had strong social support (AOR = 2.34, 
95% CI:1.50, 3.64). Similarly, unemployment had 1.7 
times more likely to have common mental disorders 
when compared to employed individuals (AOR = 1.762, 

95% CI; 1.193, 2.602). The likelihood of developing CMDs 
was 2.1 times higher among respondents who had a fam-
ily history of mental illness compared with those who 
had no family history of mental illness (AOR = 2.15, 95% 

Table 3  Bivariate and Multivariable analysis of common mental disorders among respondents in south Gondar zone, northwest 
Ethiopia, 2018

*  P < 0.05, COR Crude Odds Ratio, AOR Adjusted Odds Ratio

Variables Category Common mental disorders COR (95% CI) AOR (95% CI)

No Yes

Sex Male 295 91 1 1

Female 219 126 1.86(1.353–2.572) 2.46(1.683–3.620)*

Job status Employed 396 142 1 1

Non-employed 118 75 1.77(1.253–2.508) 1.76(1.193–2.602)*

Social support Strong 244 67 1 1

Moderate 140 47 1.22(0.798–1.874) 1.32(0.832–2.095)

Poor 130 103 2.88(1.985–4.194) 2.33(1.499–3.638)*

Current use of khat No 442 168 1 1

Yes 72 49 1.79(1.195–2.682) 1.69(1.086–2.642)*

Current use tobacco (smoking) No 454 170 1 1

Yes 60 47 2.09(1.374–3.185) 1.71(1.035–2.840)*

Family history of mental illness No 463 168 1 1

Yes 51 49 2.64(1.723–4.070) 2.15(1.320–3.506)*

Residence Urban 278 92 1 1

Rural 236 125 1.60(1.162–2.205) 2.01(1.349–3.006)*

Comorbid physical illness No 37 28 1 1

Yes 477 189 1.91(1.137–3.209) 0.79(0.425–1.502)

Fig.1  Schematic presentation of sampling procedure in adult residents of south Gondar zone, northwest Ethiopia,2018. n=742 
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CI:1.32–3.51). The female sex was 2.4 times more likely to 
develop CMDs compared with the male sex (AOR = 2.47, 
95% CI (1.68, 3.62). Participants residing in rural were 2.0 
times high likely to have CMDs than participants who 
live in urban (AOR = 2.01, 95% CI: 1.35, 3.01). Partici-
pants smoking at the moment were 1.7 times high likely 
for CMDs compared to ever use of tobacco (smoking) 
(AOR = 1.71, 95% CI: 1.04–2.84) (Table 3).

Discussion
Common mental illnesses are a public health concern, 
that have negative impact on physical health, psycho-
social and economic consequences. In this study, the 
prevalence of common mental disorders was 29.7% (95% 
CI: 26.4, 33.1). Our finding was consistent with previous 
studies conducted in Ethiopia, 32.4% [15], in South Africa 
27% [11], in Brazil 29.9% [7], in Santiago, Chile 26.7% 
[23], and in Great Britain 27.2% [24]. However, the find-
ing of this study was higher than the Previous Ethiopian 
studies which range from 14.9% to 22.7% [13, 25, 26], in 
Kenya (10.3%-10.8%) [12, 16], in Tanzania 4.1% [10], in 
Taiwan 23.8% [27], and in southeast London 24.6% [6]. 
Conversely, this finding was lower than the 33.6% noted 
in Jimma town, Southwest Ethiopia [14], 33.9% in India 
[28], 52.5% in rural Bangladesh [29], and 34.4% in China 
[8]. The possible reason for this difference might be the 
use of different instruments and cut-off points to meas-
ure common mental disorders. That is, the other studies 
used a revised clinical interview schedule (CIS-R), Kes-
sler 10 item questionnaire, and a general health question-
naire (GHQ-12), while we utilized SRQ-20. The other 
variation might be the number of participants in the 
study. That is, a study done in Bangladesh, 2425 study 

participants were included, in southeast London 1968, in 
southern India 327, and in China 3031 participants were 
included. However, this finding showed that the mag-
nitude of common mental disorders is still increased in 
Ethiopia. This implies that different stakeholders at dif-
ferent levels should have a plan for early intervention, 
and treatment accessibility at the level of primary health 
care settings.

This study showed that the female sex had a 2.4 times 
higher risk of CMDs compared with the male sex. This 
might be due to various of factors, including hormonal 
differences, the effects of childbirth, psychosocial stress-
ors (high household responsibility), as a result of physi-
cal abuse, and behavioral models of learned helplessness. 
In addition to this low socio-economic status of females 
might have predisposed them to a higher risk for com-
mon mental disorders. This finding was supported by 
studies carried out in India [30], Brazil [7], Chile [23], 
rural Bangladesh [29], South Africa [31], Kenya [12], and 
previous Ethiopian studies [14, 15]. There was a statically 
significant association between common mental disor-
ders and current tobacco use (smoking). Smoking has 
its own effect on physical and psychological function-
ing. The effect of nicotine smoking can lead to depend-
ency, stigma, and behavioral influence and reduce the 
economic status of the participant. This finding was sup-
ported by previous epidemiological studies conducted in 
Ethiopia [13, 14].

Regarding employment status, common mental disor-
ders were significantly associated with unemployment. 
The significant association between unemployment and 
CMDs in the present study was similarly reported in pre-
vious community-based studies carried out in Ethiopia 

Fig. 2  Substance use characteristics among residents of South Gondar Zone, Northwest Ethiopia, 2018. (n=731)
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[26, 32], Chile [23], Taiwan [27], Tanzania [10], and South 
Africa [11]. The possible explanation might be unemploy-
ment is a major risk of a serious social problem that led 
to the loss of income, increases the risk of poverty, and 
affect overall health status. Although, unemployment is a 
predictor of change in social position, especially a change 
in family role, and is a serious consequence for mental ill-
ness [33–37].

In the present study, participants with poor social sup-
port were more likely to have common mental disorders 
when compared with participants with strong social sup-
port. This finding was consistent with a previous Ethio-
pian study [32]. This is might be due to poor experience 
in social relationships, social related and psychological 
support from the community, neighborhood people, and 
relatives can lead to common mental disorders. Partici-
pants who live in rural areas were 2 times more likely to 
have common mental disorders compared with individ-
uals who live in urban areas. The finding is in line with 
other studies in China [8], and Nigeria [38]. Common 
mental disorders were significantly higher among those 
who reported currently chewing khat as compared to 
those who didn’t chew khat currently. This might be due 
to the impact of khat on physical and psychological func-
tion. The psychosocial effect of khat chewing depends on 
its capacity to led to dependency or addiction and to the 
specific physical and behavioral effects including socio-
economic effects for individuals might be led to common 
mental disorders. This finding is supported by previous 
studies [13–15]. Family history of mental illness was sig-
nificantly associated with common mental disorders. 
Parental history of mental illness might increase the risk 
of CMDs in the offspring through different reasons like 
transmission of genetic factors. This finding is similar to 
studies carried out in Ethiopia [25, 26].

Limitation of the study
Our study design prevented us from concluding the 
cause-and-effect relationships of the associations. recall 
bias might be also one of the other limitations. Since 
the data collection method was a face-to-face inter-
view which might lead individuals to respond in socially 
acceptable ways during the process, especially in cases of 
substance-related questions.

Conclusion
The magnitude of common mental disorders was found 
to be high. Female sex, current substance use (khat 
chewing (leaves) and tobacco smoking), unemploy-
ment, rural residence, family history mental illness, and 
poor social support were significantly associated with 
common mental disorders. Therefore; we recommend 
common mental disorders (depression, anxiety, and 

somatic symptom) focused on early regular screening 
by trained health professionals and linkage with mental 
health service providers. It is necessary to give empha-
sis to individuals with a family history of mental illness, 
women, and a history of mental illness. Governmen-
tal strategies should be focused on implementing sub-
stance rehabilitation centers to treat Khat and tobacco 
might be helpful to minimize the burden of CMD in 
Ethiopia.
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