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A B S T R A C T

Introduction: Mental illness is mental and emotional disturbances that affect individual thinking,
feeling, decision-making, mood, and daily functioning. A poor attitude toward severe mental
illness means an individual has a distorted perception or attitude toward severely mentally ill
patients. Despite the presence of a high burden of negative attitudes toward severe mental illness,
there is a limited study conducted on Ethiopian University students. Therefore, this study aimed
to reveal the prevalence of poor attitudes toward severe mental illness and its associated factors
among University Gondar medical students in Northwest Ethiopia.
Method: An institutional-based cross-sectional study design was employed from Jun 25 to August
15, 2022. A structured self-administered questionnaire was used to screen the attitudes of stu-
dents toward severe mental illness. Mental Illness Clinician’s Attitude fourth version and Mental
Health Knowledge Schedule score tools were used to screen the attitude of students. Bi-variable
logistic regression analysis was employed and variables with a p-value of less than 0.25 were
entered into the multivariable logistic regression for further analysis. Factors with a p-value less
than 0.05 at a 95 % Confidence Interval (CI) in the multivariable logistic regression analysis were
considered statistically significantly associated.
Results: From the total of 423 study participants with a 100 % response rate the overall prevalence
of poor attitude towards severe mental illness among university students was 68.1 % with a 95 %
CI (63.6–72.6). Age (18–24) [AOR = 2.47; 95 % CI: (1.37,4.45)], being male [AOR = 3.22; 95 %
CI: (2.01–5.17)], from a rural area [AOR = 1.82; 95 % CI: (1.13–2.93)], and with no family
history of mental illness [AOR = 2.07; 95 % CI: (1.12–3.82)] were statistically significantly
associated factors with poor attitude towards severe mental illness.
Conclusions: and recommendations: Approximately three-fourths of university Gondar medical
students (68.1 %) had poor attitudes towards severe mental illness. Age (18–24), being male,
originating from a rural area, and with no family history of mental illness were significantly
associated with a poor attitude toward severe mental illness. Awareness creation about mental
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illness can change the attitude of students which can be done by the mental health department to
give as a common course can help the student to have a positive attitude.

1. Introduction

World Health Organization (WHO), states mental health is a state of well-being in which every individual realizes his or her po-
tential, can cope with the normal stresses of life, can work productively and fruitfully, and can contribute to his or her community [1].
Mental illness is a significant disturbance of emotion, cognition, and term that covers a lot of illnesses that affect individuals’ thinking
and decision-making ability and also can affect feelings, mood, daily functioning as well as the ability to interact with others [2].
Severe Mental Illnesses (SMI) include moderate to severe depression, bipolar disorder, schizophrenia, and other psychotic disorders
[3].
The biological theory states that mental illness is caused by brain structure and chemistry abnormality of the neurotransmitters

which are clinical management targets and family inheritance [4]. The last theory is the psychogenic theory, which states that mental
illness is caused by traumatic life events and cognitive and perceptual distortion [5].
The impact of poor attitudes toward mental illness may be one factor in their decisions not to enter mental health practice and not

choose mental health work as their future career [6]. A systematic review indicated that unfavorable attitudes of medical students
perceive towards mental illness have a negative impact on mental health workers as a career [7]. Because of this, there is a decrease in
the number of mental health care professionals which leads to mental health care system crisis and a decrease in mental health care
access for mentally ill patients [8].
Healthcare professionals have a central role in reducing or aggravating the effects of poor attitudes on the quality of life of mentally

ill patients because they are gatekeepers to the healthcare system [9]. Surveys conducted in the United Kingdom and Germany indicate
that healthcare professionals have poor attitudes toward psychiatric patients which can affect also the attitude of students and the
caregiving process [10]. This assessment of the attitudes of future healthcare professionals toward mental illness is crucial [11].
Malaysian people believe that psychiatric illness has supernatural causes and they prefer to use traditional healers rather than modern
treatment [12]. The poor attitude that discriminates against individuals with mental illness is embedded in societal norms [13].
Mentally ill individuals face different problems in employment, housing, medical care, and social relationship [14,15].
Poor attitudes of healthcare providers and society towards mentally ill patients can have a large effect on treatment response and

quality of life of the patients [16,17]. Poor attitudes among healthcare workers towards patients with SMI have a great impact on
patients’ treatment-seeking behavior and recovery process, which includes offering discouraging advice, negative remarks, and
rejecting behavior [18]. Some factors significantly affect the attitude of students toward severe mental illness including being male,
having less psychiatric nursing training, having minor exposure, having experience in mental health, and having poor knowledge
about mental illness [19–21].
Globally, individuals with mental illnesses are among the most vulnerable and discriminated populations [22]. In a study con-

ducted in the United Kingdom, Singapore, and Riyadh 70 %, from 45.1 % to 67.7 %, and 48 % have a poor attitude toward severe
mental illness respectively [23–25]. In In Europe and France, there were 65 % and 41.7 % respectively had a poor attitude toward
severe mental illnesses [26,27]. From the systematic review in India, 36 % had a poor attitude towards severe mental illness [28]. In
Southern Ghana, Nigeria, and Tanzania there were 22.9 %, 10.0 %, and 58.9 % poor attitudes toward mental illness respectively
[29–31]. In Ethiopia, the prevalence of poor attitudes toward people with mental illness was reported within the range of 32.1 %–83.5
% [32,33]. Even if, the attitude of university students toward severe mental illness affects treatment-seeking behavior there are limited
studies conducted particularly in Ethiopia, therefore, this study aims to reveal the prevalence and its associated factors of poor atti-
tudes toward severe mental illness among medical students at the university of Gondar in Northwest, Ethiopia.

2. Methods

2.1. Study period and area

The institutional-based cross-sectional study design was employed from Jun 25 to August 15/2022 G C. academic year. The study
was conducted at the University of Gondar College of Medicine and Health Science. Gondar is 747 km from the capital city Addis Ababa
and 170 km from the regional capital town of Amhara/Bahir Dar. University of Gondar College of Medicine and Health Science has a
total of 2323 students in the 2022 academic year. University of Gondar College of Medicine and Health Science has 15 departments
which are anesthesia, environmental health science, health informatics, public health officer, medicine, midwifery, nursing, optom-
etry, pharmacy, physiotherapy, psychiatry, medical laboratory, dental medicine, and occupational therapy.

2.2. Source and study population

All undergraduate students in the University of Gondar College of Medicine and Health Science were the source and study of
populations for this study.
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2.3. Inclusion criteria

All undergraduate students in the University of Gondar College of Medicine and Health Science who existed during the data
collection period were included in the study.

2.4. Exclusion criteria

All undergraduate students who were in the team training program, those who were seriously ill, and those who were not present
on campus or those who were on break during the data collection period were excluded from the study.

2.5. Sample size determination and sampling procedures

The required sample size for this study was determined by using a single population proportion formula for the outcome variable
and a two-proportion formula for those factors associated with poor attitude in the previous study. The sample calculation was done by
considering the following assumptions; Z = standard normal distribution (Z α/2 = 1.96) with a confidence interval of 95 % and α =

0.05, P = proportion of poor attitudes toward severe mental illness which is 50 % (0.5) because there is no study done on the
prevalence and associated factors of a poor attitude towards severe mental illness among health science and medical university stu-
dents in Ethiopia. After the non-response rate of 10 % was added the final sample size of this study was 423.

2.6. Sampling technique and procedure

The sample was taken by using a stratified sampling method which means seven departments were selected first from those 15
departments by simple random sampling methods. Then, the total sample size for the study was allocated proportionally across the
seven selected departments according to the number of students in each department. Finally, we used a simple random sampling
method to select study participants from each selected department. We had the list of student identification (ID) of all students in the
department and then among the selected departments we went to class and used a computer-generated technique based on their ID
number. The selected students stayed in the class to respond to the questionnaire after the selection based on the computer-generated
method in each seven selected departments.

2.7. Operational definition

2.7.1. Knowledge score

➢ Poor knowledge: students with a Mental Health Knowledge Schedule score (MAKS) score of less than the mean of the total score.
➢ Good Knowledge: students with MAKS scores greater than or equal to the mean of the total score [34].

2.7.2. Attitude score

➢ Poor attitude: According to the Mental Illness Clinician’s Attitude Version four (MICA-4) score, those who scored greater than or
equal to 56 were considered to have a more negative attitude towards severe mental illness.

➢ Positive attitude: from MICA-4 mean score <56 [35].

2.7.3. Measurement instrument
Mental Illness Clinician’s Attitude version four (MICA-4) score tool is the scale was reported with good internal consistency with a

Cronbach’s α of 0.68 with conducting pretest. This tool has been used in numerous studies in Ethiopia [32,33,36]. The sensitivity and
specificity of the measurement tool were 76.3 % and 88.1 % respectively.

2.8. Variables of the study

2.8.1. Dependent variable
Poor attitude toward mental illness.

2.8.2. Independent variable
Socio-demographic variables:
Age, Sex, Marital status, Religion, Department, Place of residence, Year of study, and Psychiatric course taking.

2.8.3. Clinical factors
Personal history of mental illness.
Family history of mental illness.
Personal contact with a psychiatric patient.
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2.9. Data collection tools and procedures

The self-administrative questionnaire was used for data collection. The English version of the questionnaire was used to collect data
because all of the students could understand the English language equally to other different local languages. We used a socio-
demographic questionnaire, MICA-4 which is 16 item-modified version of the MICA-2; that assesses attitudes towards severe
mental illness of students or staff in any health discipline, and MAKS which is a 12-item scale, with the first 6 items assessing mental
health-related knowledge. The socio-demographic questionnaire includes questions on age, sex, marital status, religion, department,
year of study, personal history of mental illness, family history of mental illness, and personal contact with a psychiatric patient.
A standardized psychometric tool, MICA-4 is a 16-item psychometric tool, which has been developed by adapting the MICA-2,

designed to assess the attitudes of university students and primary health care nurses. Attitude towards people with severe mental
illness MICA-4 is a 6-point Likert scale (Strongly agree = 1, Agree = 2, Somewhat Agree = 3, somewhat disagree = 4, Disagree = 5,
strongly disagree= 6). Its scores range between 16 and 96 and represent the sum of the individual item scores. It is a continuous scale,
and it is recommended that the mean and standard deviation are to be used to set the cutoff point. According to the MICA score, those
who have higher scores have a poor attitude towards severe mental illness and psychiatry. The cut-off point was set at 56 (16 questions
with 6 Likert score answers, with the midpoint being 3.5, this is to mean that 16 questions × 3.5 mid-point = 56). MAKS is the first
psychometrically tested instrument used to assess the mental health-related knowledge of respondents. It is a 12-item scale, with the
first 6 items assessing mental health-related knowledge scored on a 5-point Likert scale.
Strongly agreed= 5, agree= 4, neither= 3, disagree= 2, and strongly disagree= 1 in which items were scored on an ordinal scale

of 1–5. A MAKS total score for each participant was calculated for items 1–6 by adding together the response values of each item. A
higher total score indicates greater mental health knowledge; the highest possible score is 30.

2.10. Data quality control and assurance

The questionnaire was primarily prepared in English since the participants can understand it easily in this international language.
The structured questionnaires were tested and appropriate measures were performed to check the completeness of the data. Principal
investigators collected the data using a structured English version questionnaire. The completeness, accuracy, and clarity were
controlled by principal investigators. Data was cleaned, checked, and cross-checked its completeness. To evaluate the consistency of
the questionnaires, a pretest was conducted on 5 % of the sample size before the actual data collection to see the reliability and validity
of the screening tool with a Cronbach Alpha of 0.68. This pretest study was conducted among social science students who studied at the
University of Gondar in the different compass of the main study area, the study participants were selected by using simple random
sampling and included those who fulfilled the inclusion criteria.

Table 1
Socio-demographic characteristics of the study participants among medical and health science students at the University of Gondar, Northwest
Ethiopia.

Variables Category Frequency Percent

Sex male 244 57.7
female 179 42.3

Age 18–24 340 80.4
25–35 83 19.6

Religion orthodox 286 67.6
Protestant 81 19.1
Muslim 51 12.1
Catholic 4 0.9
Others 1 0.2

Marital status Never married 403 95.3
Ever Married 20 4.7

Place of residence Urban 263 62.2
Rural 160 37.8

Department Medicine 226 53.4
nurse 79 18.7
Health officer 28 6.6
Health informatics 21 5.0
Midwifery 28 6.6
Physiotherapy 21 5.0
Psychiatry 20 4.7

Academic year Second 76 18.0
Third 100 23.6
Fourth 160 37.8
Fifth 50 11.8
Sixth 37 8.7

Have you taken a psychiatry course No 240 56.7
Yes 183 43.3
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2.11. Data processing and analysis

The data were checked, coded, entered, and exported to Statistical Package for Social Science (SPSS, Version 27) for analysis. Bi-
variable logistic regression analysis was employed to check the associations of each variable with the outcome variable. All variables
with a p-value of less than 0.25in the bi-variable logistic regression analysis were entered into multivariable logistic regression for
further analysis. Then any variables with a p-value of less than 0.05 in the multi-variable logistic regression analysis were considered
statistically significant. The strength of the association was illustrated by using the Odds Ratio (OR) with its 95 % confidence interval.
The finding of this studywas presented in the form of a table, figure, and chart usingmean and percentage to explore the characteristics
of study participants and to discuss the former studies. The Hosmer Lemeshow test was used to prove the fitness of the model (67.9 %).

3. Result

3.1. Socio-demographic characteristics of respondents

A total of 423 study participants were included in this study with a 100 % response rate. Of the study participants, 244 (57.7 %)
were male. The mean age of the study participants was 23.57± 3.16 with a range of 18 and 35 years. The majority age category was in
the range of 18 and 24. Among the total of study participants, 286 (67.6 %) were orthodox Christian religion followers and 403(95.3
%) were not married. Of the study participants, 263 (62.2 %) came from urban areas. Among a total of students, 226 (53.4 %) were
medical students, 79 (18.7 %) were nursing students, and 28 (6.6 %) were health officers and midwifery. The majority of the study
participants 160 (37.8 %) were 4th-year students. Of the study participants, 183 (43.3 %) have taken a psychiatric course in a different
department (Table 1).

3.2. Clinical factors of health science students at the university of Gondar

Related to the clinical factors of the study participants 256 (60.5 %) have met a psychiatric patient in their life. Among the study
participants, 23(5.4 %) have had a mental illness history in their lifetime. Of mentally ill participants 16(69.6 %) were getting modern
medical treatment and 7(30.4 %) were getting traditional treatment. Of the study participants who have a history of mental illness 22
(95.7 %) of them have improved by treatment. Of the respondents, 39 (9.2 %) have a family history of mental illness. Twenty-two
(56.4 %) of them have first-degree relatives in their relationship with the patient. from this, 35 (89.7 %) family members have a
good attitude toward mental illness (Table 2).

3.3. Student’s knowledge of severe mental illness

Of the total participants of the study, 272(64.3 %) of the respondents have good knowledge about people with severe mental illness
which was evidenced by their score greater than or equal to the mean score of 20. The Mental Health Knowledge Schedule score
(MAKS) measurement tool was used to assess the knowledge of students related to severe mental illness (Fig. 1).

3.4. Prevalence of poor attitudes toward severe mental illness

The prevalence of poor attitude toward severe mental illness was 68.1 % with a 95 % CI of (63.6–72.6). The prevalence of poor
attitude towards severe mental illness was 66.32 % and 33.68 % among males and females respectively. Mental Illness Clinician’s
Attitude Version four (MICA-4) was used to measure the attitude of students with severe mental illness by using its mean score.

Table 2
Clinical factors of medical and health science students at the University of Gondar Northwest Ethiopia.

Variable Category Frequency Percent

Previous contact with mentally ill persons Yes 256 60.5
No 167 39.5

Having a previous mental illness history No 400 94.6
Yes 23 5.4

Types of treatment received during mental illness Modern 16 69.6
Traditional 7 30.4

Improvement by treatment successfully Yes 22 95.7
No 1 4.3

Family history of mental illness No 365 86.3
Yes 58 13.7

Family member affected by mental illness First degree relatives 32 55.17
Others 26 44.82

Presence of a good attitude among family members toward the patient Yes 54 93.1
No 4 6.89
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3.5. Factors associated with a poor attitude

Bi-variant and multi-variate analysis was done to test the association between different variables and poor attitude. Variables that
were associated with the bi-variant analysis with a p-value of 0.25 were considered for further analysis in the multivariate analysis. In
the Bi-variable logistic regression analysis; variables associated with poor attitudes among medical and health science students
included; age, sex, place of residence, family history of mental illness, having met the mentally ill patient, and having taken the
psychiatric course. In multi-variables logistic regression analysis: age, sex, place of residence, and family history of mental illness were
statically significantly associated with a poor attitude towards severe mental illness.
The odds of developing a poor attitude among ages between 18 and 24 is 2.47 times more likely to have a poor attitude towards

severe mental illness than 25–35 age groups [AOR= 2.47; 95% CI: (1.37,4.45)]. The odds of developing a poor attitude towards severe
mental illness among male students was 3.22 times higher as compared to female students [AOR = 3.22; 95 % CI: (2.01–5.17)]. The
odds of developing poor attitudes among students who came from rural areas were 1.82 times higher to have a poor attitude towards
severe mental illness as compared to students who came from urban areas [AOR = 1.82; 95 % CI: (1.13–2.93)]. The odds of the
probability of having a poor attitude towards severe mental illness among students to have no family history of mental illness was 2.07
more likely as compared to those without a family history of mental illness [AOR = 2.07; 95 % CI: (1.12–3.82)] (Table 3).

4. Discussions

The finding of this study showed that the prevalence of poor attitudes towards severe mental illness among medical and health
science students was 68.1 % with a 95 % CI (63.6–72.6). Poor attitude is measured by Mental Illness Clinician’s Attitude version four
which is a crucial tool that helps us to define what is in the student’s mind about severe mental illness. Our finding is consistent with a
study conducted at Sri Lanka University among medical students with a prevalence of 70 % [23].
This study is higher than the study conducted in Uganda 50.71 % [37], and Singapore 31.9 % [24]. This discrepancy could be the

effect of the difference measurement tool used in the Singapore study was a 15-item Opening Minds Stigma Scale for Health Care
Providers (OMS-HC) which is completely different from our study measurement tools [24]. The other probable difference in this result
might be due to the effect of the perceptions of the community as a whole which can affect the attitude of the student. The presence of
different cultural and religious thoughts about the cause and prognosis of severe mental illness might create this discrepancy in poorer
attitudes. A poorer attitude was observed in this study than in other studies conducted in Riyadh with a score of 48 % [38]. This
difference may have arisen from Riyadh, use of a different tool that differs from our tool which contains 22 questions to assess attitude,

Fig. 1. Knowledge of medical and health science students about severe mental illness in the University students, in Northwest Ethiopia.

Table 3
Bi-variable and multi-variable logistic regression towards severe mental illness among medical and health science students at the University of
Gondar Northwest, Ethiopia.

Variable Category Attitude COR AOR P-value

Good poor

Age 18–24
25–35

101
34

239
49

1.642(1.000–2.695)
1

2.477(1.378–4.451)
1

0.002

Sex Male
Female

53
82

191
97

3.046(1.995–4.651)
1

3.224(2.008–5.176)
1

<0.001

Residence Urban
Rural

98
37

165
123

1
1.974(1.266–3.079)

1
1.826(1.138–2.930)

0.013

Psychiatric course taking Yes
No

69
66

114
174

1
1.596(1.057–2.409)

1
1.286(0.815–2.028)

0.280

Meet mentally ill patients before Yes
No

92
43

164
124

1
1.618(1.052–2.489)

1
1.123(0.687–1.837)

0.643

Family history of mental illness Yes
No

30
105

28
260

1
2.653(1.511–4.657)

1
2.073(1.126–3.819)

0.019
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a sample size difference which is 512 and they have a better social and economic status than our country.
A relatively lower level of poor attitude was observed in this study than study at the University of Uyo Teaching Hospital, in Nigeria

78 % [39]. This difference may have arisen from the sample size difference which is the sample size of the Nigerian study was too small
(208). The reason for the discrepancy in the association could be probably due to the effect of high social interactions in Ethiopia and
giving a high value to a human being that finally increases the attitude of students.
Related factors significantly associated include younger age students having poor attitudes toward severe mental illness as

compared to relatively older students. This result is in concordance with the study conducted in other universities in Indonesia [21].
This is because older age is associated with the maturity of thought, behavior, and seeing things from a different view [19]. The reason
for the association might be the effect of exposure to different life experiences related to mental health.
Being male was one of the other factors significantly associated with a poor attitude toward severe mental illness. This result is in

line with other studies conducted in Malaysia [40], Indonesia [41], Turkey [20], India [42], and Sweden [43]. This association might
be females talk about things that are faced with their friends mostly since they have more social interactions that lead to better
awareness of mental illness [40]. The probable reason for this association could be the effect of positive thinking about the treatability
of mental illness among women [41]. Another possible evidence is also confirmed that females have greater tolerance and empathic
feelings for mentally ill individuals even though they are afraid of them [44].
Another factor associated significantly was having no family history of mental illness had a poor attitude towards severe mental

illness. This result is consistent with other studies conducted in Poland [45], India [42], and Indonesia [41]. This could be due to the
effect of having no family history of severe mental illness and limited access to information about severe mental illness [41]. The
reason for the association could be because students with no family history of mental illness have less exposure and little knowledge
about illness, treatment modalities, and also about the course and prognosis of mental illness [46].
The factor associated with a poor attitude toward severe mental illness among students who come from rural areas. This finding is

in concordance with other studies conducted in Ghana Kumasi [47]. This association could be probably due to students who live in
rural areas have no enough knowledge or awareness about mental illness. This is also because there is no psychiatric health care
delivery service as well as educated personnel around in countryside Ethiopia. The reason for the association might be the effect of
cultural differences and religious beliefs about the cause of severe mental illness [48]. The other evidence for this association might be
because of the effect of the belief that the cause of mental health is a supernatural force and mostly they use traditional lifestyles with
the traditional way of explanations in rural areas for mental health [47]. Providing awareness about mental illness might change the
attitude of students since the associations from rural areas can be due to the lack of information.

4.1. Strengths and limitations of the study

The cross-sectional nature of the study design does not show any cause-and-effect relationship between the dependent and inde-
pendent variables. Another weakness of this study was social disability bias for the knowledge about severe mental illness. The
standard tool with high internal consistency was used to measure both the knowledge and attitudes of students related to mental illness
as a strength of our study.

5. Conclusion

About half of the students have a poor attitude towards severe mental illness. Age, being male, originating from a rural area, and
having no family history of mental illness was significantly associated with a poor attitude towards severe mental illness. We rec-
ommended that mental health professionals, instructors or educators, and other policymakers increase the awareness that can change
the beliefs and attitudes of students in the university. Giving short- and long-term training about mental health could change the
attitude of students in the university.
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[43] B. Ewalds-Kvist, T. Högberg, K. Lützén, Impact of gender and age on attitudes towards mental illness in Sweden, Nord. J. Psychiatr. 67 (5) (2013) 360–368.
[44] M. Pascucci, et al., Stigma and attitudes towards mental illness: gender differences in a sample of Italian medical students, Eur. Psychiatr. 41 (S1) (2017). S739-

S739.
[45] M. Babicki, et al., The assessment of attitudes of students at medical schools towards psychiatry and psychiatric patients—a cross-sectional online survey, Int. J.

Environ. Res. Publ. Health 18 (9) (2021) 4425.
[46] P.W. Corrigan, et al., Familiarity with and social distance from people who have serious mental illness, Psychiatr. Serv. 52 (7) (2001) 953–958.
[47] Z. Lyons, et al., Stigma towards mental illness among medical students in Australia and Ghana, Acad. Psychiatr. 39 (3) (2015) 305–308.
[48] K. Rost, G.R. Smith, J.L. Taylor, Rural-urban differences in stigma and the use of care for depressive disorders, J. Rural Health 9 (1) (1993) 57–62.

M. Melkam et al. Heliyon 10 (2024) e39512 

9 

http://refhub.elsevier.com/S2405-8440(24)15543-0/sref38
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref39
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref39
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref40
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref41
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref41
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref42
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref42
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref43
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref44
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref44
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref45
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref45
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref46
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref47
http://refhub.elsevier.com/S2405-8440(24)15543-0/sref48

	Medical student’s attitude toward severe mental illness and its associated factors at the university of Gondar, Northwest E ...
	1 Introduction
	2 Methods
	2.1 Study period and area
	2.2 Source and study population
	2.3 Inclusion criteria
	2.4 Exclusion criteria
	2.5 Sample size determination and sampling procedures
	2.6 Sampling technique and procedure
	2.7 Operational definition
	2.7.1 Knowledge score
	2.7.2 Attitude score
	2.7.3 Measurement instrument

	2.8 Variables of the study
	2.8.1 Dependent variable
	2.8.2 Independent variable
	2.8.3 Clinical factors

	2.9 Data collection tools and procedures
	2.10 Data quality control and assurance
	2.11 Data processing and analysis

	3 Result
	3.1 Socio-demographic characteristics of respondents
	3.2 Clinical factors of health science students at the university of Gondar
	3.3 Student’s knowledge of severe mental illness
	3.4 Prevalence of poor attitudes toward severe mental illness
	3.5 Factors associated with a poor attitude

	4 Discussions
	4.1 Strengths and limitations of the study

	5 Conclusion
	Ethical consideration

	CRediT authorship contribution statement
	Funding
	Availability of data

	Declaration of competing interest
	Acknowledgments
	References


