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ABSTRACT
Objective  Health extension workers’ (HEWs’) knowledge 
and attitude regarding mental health problems are vital 
for integrating mental healthcare into primary healthcare 
services. However, information in this context is scarce in 
Ethiopia. So, this study aimed to assess HEWs' knowledge 
and attitude towards mental health problems in Jimma, 
Ethiopia.
Design  A cross-sectional study.
Setting  Five districts in Jimma Zone, Ethiopia, 2020.
Participants  A total of 259 HEWs working in selected five 
districts were included in the study.
Outcome  The knowledge and attitude status of HEWs 
towards mental health problems.
Results  Nearly half of the respondents had inadequate 
knowledge (122,47.1%) and an unfavourable attitude 
(125, 48.3%). Most (139, 53.7%) described mental illness 
as due to evil spirits’ possession. Almost all (240, 92.7%) 
of the respondents reported talking or laughing alone as 
a manifestation of mental illness. Almost two-thirds (157, 
60.6%) of the respondents reported people with mental 
illness are dangerous. About a quarter (63, 24.3%) of the 
participants stated witch doctors should manage mental 
illnesses.
Conclusions  A significant proportion of the study 
respondents had poor knowledge and attitude towards 
mental health problems. Short-term and long-term mental 
health training is needed to improve their perception level 
and to provide effective community mental health services.

INTRODUCTION
Psychiatric disorders are the major burden 
of disease worldwide,1 yet the lack of mental 
health services in resource-poor settings is 
striking.2 At present, only 1% of individuals 
with mental illnesses in rural Ethiopia access 
the necessary services and are adherent to 
mental health treatment.3 4

The primary strategy to narrow this treat-
ment gap is integrating mental healthcare 
into primary healthcare (PHC). An essential 
first step in delivering integrated care is to 
evaluate the community healthcare workers' 
mental health knowledge and attitude.5 6

The focus of the health extension 
programme (HEP) is disease prevention 
and health promotion, with limited curative 
care.7 The HEP aims to achieve universal 
PHC coverage which mainly benefits low-
income households. The second-generation 
HEP focuses on tackling non-communicable 
diseases and mental health that are becoming 
serious problems in the country.8–10 Health 
extension workers (HEWs) are required to 
complete at least grade 10. They then receive 
1 year of training on basic health promotion, 
disease prevention, selected curative services 
and documentation of health information. 
The second-generation rural HEP includes 
upgrading HEWs to level 4 community health 
nurses.7 11–14

Accessibility and affordability of healthcare 
services, including mental health services in 
Ethiopia, are inadequate. In response to these 
unmet needs, Ethiopia has developed the 
HEP structure in 2003, based on the concept 
and principles of PHC.14–16 The HEWs are the 
key players in the programme.17 18

The HEP was initially designed with 16 
health packages, focusing on family health, 
disease prevention, control, hygiene, envi-
ronmental sanitation, health education 
and communication. Additional elements 
have been added over time. The second-
generation HEP has 18 packages that 
include mental health as one component, 

Strengths and limitations of this study

	► The study is the first of its kind regarding mental 
health knowledge and attitude of rural health exten-
sion workers (HEWs).

	► Five districts were included for generalisation to 
HEWs working in comparable rural areas.

	► The data collection tool was only face-validated in 
the local language.
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yet there is no report of success of the implementation 
in areas of mental health.19

HEWs are front-line formal health workers, and are 
the first contact of individuals, families and communi-
ties with the national health system. Equipping these 
workers with mental health skills promotes a more 
holistic approach to patient care and ensures improved 
detection and prevention of mental disorders.20 PHC in 
developing countries continues to rely heavily on para-
medical personnel.21

Integrating mental healthcare into community care is 
a fundamental process that enables the largest number 
of people to gain faster and easier access to mental 
healthcare services.22 It can reduce stigma, improve 
social integration and improve human resources for 
mental services.20 One of the major challenges of 
successfully integrating mental health into community 
health services is the lack of adequate knowledge, atti-
tude and mental health service delivery skills of health 
service workers in the community.23 Studies among 
PHC workers in Nigeria showed that most of them were 
poorly enlightened about mental health principles, 
had poor knowledge, and exhibited negative attitudes 
towards mentally ill persons.24–26

However, there is limited information about the 
knowledge and attitude of the HEWs regarding mental 
health problems in the Ethiopian context. The study 
results are expected to provide baseline information 
about the current status of the knowledge and attitudes 
of HEWs regarding mental health problems. We believe 
that a knowledge and attitude survey of HEWs is neces-
sary, as it will serve as an input for the successful integra-
tion of mental health service into HEP.

OBJECTIVES
This study aimed to assess the level of knowledge and atti-
tude of HEWs towards mental health problems, in Jimma, 
Ethiopia.

METHODS
Study design
A cross-sectional study design was employed.

Study setting
The study was conducted in the five districts of Jimma 
Zone in the Oromia region of Ethiopia, namely Seka 
Chekorsa, Mana, Shebe Senbo, Kersa and Dedo. Jimma 
Zone is administratively divided into 20 districts and 
one town administration with 545 Gandas (lowest 
administrative unit in Oromia region). The total 
population of the zone was 3209 127 in 2017.27 There 
are four primary hospitals, 20 health centres and 117 
health posts in the administrative zone. Additionally, 
there are 36 private and 3 non-governmental organisa-
tion clinics, and 65 private rural drug vendors.28 One 
thousand twenty-four HEWs are serving the population 

in this area. The primary role of the HEWs in the zone 
is health promotion, disease prevention, and treatment 
of uncomplicated and non-severe illnesses such as 
malaria, pneumonia, diarrhoea and malnutrition. The 
study was conducted from 15 August to 30 August 2020.

Sample size estimation
The sample size was calculated using a single popula-
tion proportion formula (n= (zα /2) ² P(1 p)/ d²). Due 
to the unavailability of studies reflecting the proportion 
of HEWs’ knowledge and attitude regarding mental 
health problems, we have used 50% sample propor-
tion. The other assumptions were 95% confidence level 
and 5% margin of error. Accordingly, n= (1.96)2 × 0.5 
(1–0.5) / (0.05)2 =384. Since the total population of 
HEWs in the districts was less than 10 000, the correc-
tion formula Nf=ni/1+ni/n=384/1+384/1024=279 was 
used. Finally, with the addition of a 10% non-response 
rate, the required sample size becomes 307.

Sampling procedures and participants
A cross-sectional survey with cluster sampling tech-
nique was conducted on HEWs working in the selected 
districts of the Jimma zone. Out of the 20 districts in 
the administrative zone, 5 were determined using a 
simple random sampling lottery technique. All 307 
HEWs working in the selected districts were traced and 
sampled in the study.

Data collection tools and procedures
Data were collected using a structured, pretested and 
self-administered questionnaire. The data collection 
tool has three parts; sociodemographic, knowledge 
and attitude of the respondents towards mental health 
and illness. The 30-item questionnaire was prepared 
to measure the respondents’ knowledge, which was 
developed from the adapted version of the Mental 
Health Knowledge Schedule (MAKS) Questionnaire29 
and an extensive literature review. The survey tool has 
sound reliability and validity across many works of liter-
ature.29–33 The reliability, Cronbach’s α score of the 
scales in our study was 0.70. The questions had dichot-
omous ‘Yes’ and ‘No’ choices. The study participants' 
attitude was assessed by a 25-item attitude scale adapted 
from the Community Attitude Towards Mentally Ill 
Questionnaire (CAMI).34 The scale is a well-validated 
and reliable tool.30 35–37 The reliability, Cronbach’s α 
score of the scales in this study was 0.63. Respondents 
were asked to rate each attitude-related question on a 
5-point Likert Scale ranging from 1 (strongly disagree), 
2 (disagree), 3 (neutral), 4 (agree) to 5 (strongly 
agree). Permission is freely granted to use the CAMI 
and MAKS scales for research, educational, academic 
and professional purposes. The data were initially 
prepared in English and translated into Afaan Oromo 
language and back-translated to English to ensure its 
consistency by blinded language experts. The data 
were collected through Afaan Oromo and the English 
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version of the questionnaire. The translations were 
face-validated by two independent external experts in 
the field. Moreover, the questionnaire was pretested on 
5% of the population in another district to check the 

impending problems of the data collection tool. Data 
quality was ensured through adequate sequence gener-
ation (randomisation), standardised protocols for 
data collection and training of study supervisors. One 

Table 1  Sociodemographic characteristics of the respondents at Jimma Zone, Oromia, Ethiopia, August 2020

Variables Characteristics Frequency (n) Percentage (%)

Sex Female 259 100

Age, years 18–25 62 23.9

26–30 142 54.8

>30 55 21.2

Mean±SD 27.8±4.0

Ethnicity Oromo 233 90.0

Amhara 16 6.2

Others* 10 3.8

Religion Muslim 180 69.5

Orthodox 58 22.4

Protestant 19 7.3

Catholic 2 0.8

Marital status Single 62 23.9

Married 195 75.3

Divorced 2 0.8

Number of HEWs in the health post One 9 3.5

Two 104 40.2

Three 122 47.1

Four and above 24 9.3

Monthly salary 2000–3500 23 8.9

3501–4500 113 43.6

4501–6000 93 35.9

6001 and above 30 11.6

Additional income Yes 198 76.4

No 61 23.6

Year of service 1–5 years 77 29.7

6–10 years 106 40.9

Over 10 years 76 29.3

Mean (SD) 7.5±3.7

*Other ethnicities include Yem and Gurage.
HEW, health extension worker.

Table 2  Knowledge of the respondents towards mental health and mental health problems at Jimma Zone, Oromia, Ethiopia, 
August 2020

Variables Response Frequency Percentage

Women are less prone to psychiatric disorders Yes 204 78.8

Children do not suffer from psychiatric problems Yes 174 67.2

Older people are less prone to mental disorders Yes 97 37.5

Psychiatric disorders are a kind of medical disorders Yes 120 46.3

Contact with psychiatric patients lead to strange behaviour Yes 158 61.0

Recovered psychiatric patients are employed productively Yes 204 78.8
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clinical nurse in each sampled woreda traced the avail-
able HEWs and supervised the data collection activities.

Data management and statistical analysis
The collected data were cleaned, coded, entered into 
Epi Data V.3.1 and exported to SPSS V.23 for analysis. 
Descriptive statistics were used to summarise the depen-
dent and independent variables. The negatively worded 
items were reverse-coded. Cut-offs of the points below 
and above the median score were taken to calculate 
respondents' proportion with adequate and inadequate 
knowledge and favourable and unfavourable attitude. 
Moreover, analysis of variance (ANOVA) and inde-
pendent t-tests were carried out to compare the mean 
difference between knowledge, attitude and categorical 
variables.

 

Patient and public involvement
Patients and/or the public were not involved in the 
design, or conduct, or reporting, or dissemination plans 
of this research.

RESULTS
Sociodemographic characteristics
From a total of 307 sampled study participants, 259 
completed the questionnaire successfully, giving a 
response rate of 84.4%; unwillingness to participate 
in the study was the reason for non-participation. The 
mean (SD) age of the respondents was 27.8±4.0 years. 
All the respondents were female. The majority of the 

respondents were Oromo (233, 90%), Muslim (180, 
69.5%) and married (195, 75.3%). The mean (SD) years 
of service was 7.5±3.7 years, and no missing data in the 
variable of interest were found (table 1).

Knowledge towards mental health and mental health 
problems
More than half of the respondents reported psychiatric 
disorders are not medical disorders (139, 53.7%). Simi-
larly, most (158, 61.0%) described contact with psychiatric 
patients leads to strange behaviour. More than two-thirds 
of the participants (174, 67.2%) reported children do not 
suffer from psychiatric problems. Likewise, over three-
quarters (78.8%) of the respondents described women 
are less prone to psychiatric disorders (table 2).

About 219 (84.6%) of the respondents reported the risk 
of psychiatric problems increases in people who have a 
lot of tension. Similarly, nearly two-thirds (169, 65.3%) of 
the respondents mentioned drug/substance abuse causes 
mental illness. Likewise, more than half of the study 
participants (139, 53.7%) described mental illness is due 
to evil spirit possession. Almost all (240, 92.7%) respon-
dents reported talking or laughing alone as a manifes-
tation of mental illness. Nearly a quarter (63, 24.3%) of 
respondents stated witch doctors should manage mental 
illness. Similarly, 70 (27.0%) reported mental illness 
could be cured by marriage (tables 3 and 4).

The data analysis showed the median score of knowl-
edge was 20, with a minimum and maximum score of 
11 and 30, respectively. Categorising the population’s 
proportion with adequate and inadequate knowledge 
below and above the median score, 122 (47.1%) of 

Table 3  Knowledge (cause and manifestation) of the respondents towards mental health and mental health problems at 
Jimma Zone, Oromia, Ethiopia, August 2020

Variables Characteristics Response Frequency Percentage

Mental illness is due to Stress/tension Yes 219 84.6

Drug/substance abuse Yes 169 65.3

Evil spirit possession Yes 139 53.7

Disturbed family/conflict Yes 138 53.3

Brain structural abnormality Yes 126 48.6

God’s punishment for past sins Yes 114 44.4

Poor nutrition Yes 84 32.4

Neurotransmitter imbalances Yes 76 29.3

Polluted atmosphere Yes 67 25.9

Genetic factors Yes 45 17.4

The manifestation of mental illness Talking/laughing alone Yes 240 92.7

Trying to kill oneself Yes 219 84.6

Hearing and seeing things that are not there Yes 190 73.4

Excessive fear or worries Yes 171 66.0

Reduced ability of concentration Yes 155 59.8

Feeling sad Yes 153 59.1

Extreme mood change Yes 135 52.1

Being lonely Yes 129 49.8
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the respondents had insufficient knowledge regarding 
mental health problems.

Attitude towards mental health and mental health problems
More than three-quarters (207, 80%) of the study respon-
dents concurred mentally ill patients need the same kind 
of control as a young child. Above one-third, (100, 38.6%) 
of them reported mentally ill patients are a burden on 
society. About two-thirds (157, 60.6%) of the respon-
dents reported people with mental illness are dangerous. 
Moreover, nearly two-thirds (165, 63.7%) reported that 
mentally ill persons should be denied their rights. Like-
wise, more than a third of the respondents (96, 37.1%) 

mentioned it is best to avoid anyone who has mental 
health problems (tables 5 and 6).

Data analysis showed the median score of attitudes was 
83±8.11 with a score range of 62 and 107, respectively. 
Categorising the percentage of the population with 
favourable and unfavourable attitudes below and above 
the median score, (125, 48.3%) of the respondents had 
an unfavourable attitude

Knowledge mean difference of the respondents (t-test)
Independent t-test analysis showed that there is a signif-
icant difference between those who have additional 
income other than their salary and their counterparts; 

Table 4  Knowledge (management) of the respondents towards mental health and mental health problems at Jimma Zone, 
Oromia, Ethiopia, August 2020

Characteristics Response Frequency Percentage

Medication can be an effective treatment for people with mental illnesses Yes 241 92.3

Mental illness can be managed in a psychiatric hospital Yes 239 92.3

Psychotherapy, like counselling or talking therapy, can be an effective 
treatment for people with mental illnesses

Yes 201 77.6

Mental illness can be successfully managed at home by families Yes 102 39.4

People with severe mental health problems can fully recover Yes 93 35.9

Mental illness can be cured by marriage Yes 70 27.0

Witch doctors should manage mental illness Yes 63 24.3

Table 5  The attitude (CAMI Scale authoritarianism and benevolence) of the respondents towards mental health and mental 
health problems at Jimma Zone, Oromia, Ethiopia, August 2020

Characteristics

Frequency (percentage)

Strongly 
agree Agree Neutral Disagree

Strongly 
disagree

One of the leading causes of mental illness is a lack of self-
discipline and willpower

21 (8.1) 42 (16.2) 47 (18.1) 105 (40.5) 44 (17.0)

Mental illness is a sign of personal weakness 29 (11.2) 65 (25.1) 6 (23.6) 84 (32.4) 20 (7.7)

The best way to handle the mentally ill is to keep them behind 
locked doors

14 (5.4) 15 (5.8) 43 (16.6) 128 (49.4) 59 (22.8)

A person showing signs of mental disturbance should get 
treatment in a hospital

80 (30.9) 83 (32.0) 43 (16.6) 36 (13.9) 17 (6.6)

Mentally ill patients need the same kind of control as a young 
child

118 (45.6) 89 (34.4) 20 (7.7) 22 (8.5) 10 (3.9)

Mental illness is like any other medical illness 79 (30.5) 130 (50.2) 23 (8.9) 21 (8.1) 6 (2.3)

The mentally ill should not be treated as outcasts of society 74 (28.6) 90 (34.7) 72 (27.8) 15 (5.8) 8 (3.1)

Less emphasis should be placed on protecting the public from 
the mentally ill

19 (7.3) 38 (14.7) 46 (17.8) 104 (40.2) 52 (20.1)

Psychiatric hospitals are an outdated means of treating the 
mentally ill

118 (45.6) 63 (24.3) 29 (11.2) 24 (9.3) 25 (9.7)

We need to adopt a far more tolerant attitude towards the 
mentally ill in our society

75 (29.0) 97 (37.5) 60 (23.2) 12 (4.6) 15 (5.8)

The mentally ill do deserve our sympathy 29 (11.2) 61 (23.6) 73 (28.2) 60 (23.2) 36 (13.9)

The mentally ill are a burden on society 43 (16.6) 57 (22.0) 75 (29.0) 48 (18.5) 36 (13.9)

It is best to avoid anyone who has mental problems 23 (8.9) 73 (28.2) 29 (11.2) 74 (28.6) 60 (23.2)

CAMI, Community Attitude Towards Mentally Ill.
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this value was statistically significant at 95% CI −2.78 to 
–0.68, t value of −3.24 and a value of p <0. 001 (table 7).

Attitude mean difference of the respondents (t-test)
There was a statistically significant mean difference 
regarding the mental health attitude of the respondents 
among those who had adequate and inadequate mental 
health knowledge. This was statistically significant at 
95% CI 1.89 to 7.18, t-value of 3.87 and value of p<0.001 
(table 7).

Knowledge mean difference of the respondents (F-test)
One-way ANOVA showed there was a statistically signif-
icant mean difference between those who worked 1–5 
years, 6–10 years and more than 10 years (p=0.002) 
(table 7).

Attitude mean difference of the respondents (F-test)
There was a statistically significant mean difference 
between the respondents' attitudes among those who 
worked 6–10 years and more than 10 years (p=0.023) 
(table 7).

DISCUSSION
This study aimed to assess the knowledge and attitude 
of HEWs regarding mental health and mental health 
problems.

In this study, nearly half of the respondents had inad-
equate knowledge regarding mental health problems. 
Consistent findings were reported from the studies among 
health extension professionals in Addis Ababa and West 
Amhara.18 38 Similarly, a study in rural Igbo land Nigeria 
showed 41% of the respondents had inadequate knowl-
edge.26 The study in Saudi Arabia among non-psychiatric 
health professionals showed nearly a third of the partic-
ipants lacked adequate knowledge regarding mental 
illnesses.39 On the contrary, the study among nursing staff 
in Jimma Zone, south-west Ethiopia, revealed about 89% 
of the respondents were knowledgeable about mental 
health problems.40 A low level of mental health literacy 
could be one of the causes of inadequate mental health 
knowledge. Moreover, the norms, beliefs, traditions and 
culture in the study setting could also contribute to the 
existing low knowledge of mental health problems.

In this study, more than half of the respondents 
mentioned that psychiatric disorders are not a kind of 
medical disorder. In contrast to this, the study done in 
Rwanda showed more than three-quarters of the respon-
dents reported mental disorder as an illness like any 
other.41 Similarly, the study in Nigeria showed that more 
than half of the respondents agreed mental illness is an 
illness like any other.42 The discrepancies among these 
studies might be explained by the differences in mental 

Table 6  The attitude (CAMI Scale social restrictiveness and community mental health ideology) of the respondents towards 
mental health and mental health problems at Jimma Zone, Oromia, Ethiopia, August 2020

Characteristics

Frequency (percentage)

Strongly 
agree Agree Neutral Disagree

Strongly 
disagree

Mentally ill patients should be confined to the facility for the 
rest of their life

33 (12.7) 37 (14.3) 41 (15.8) 108 (41.7) 40 (15.4)

Mentally ill patients should be able to receive treatment 
from health facilities

104 (40.2) 64 (24.7) 35 (13.5) 39 (15.1) 17 (6.6)

People with mental illness can lead a normal life 48 (18.5) 58 (22.4) 73 (28.2) 60 (23.2) 20 (7.7)

People with mental illness are dangerous 35 (13.5) 122 (47.1) 45 (17.4) 40 (15.4) 17 (6.6)

The mentally ill shouldn’t be given responsibility 86 (33.2) 72 (27.8) 30 (11.6) 50 (19.3) 21 (8.1)

The mentally ill should be isolated from the rest of the 
community

19 (7.3) 43 (16.6) 42 (16.2) 115 (44.4) 40 (15.4)

A woman/man would be foolish to marry a man/woman 
who had a mental illness, even though he/she seems fully 
recovered

16 (6.2) 30 (11.6) 31 (12.0) 127 (49.0) 55 (21.2)

I would not want to live next door to someone who has 
been mentally ill

16 (6.2) 82 (31.7) 46 (17.8) 62 (23.9) 53 (20.5)

Anyone with a history of mental problems should be 
excluded from taking public office

22 (8.5) 27 (10.4) 25 (9.7) 102 (39.4) 83 (32.0)

The mentally ill person should be denied their rights 98 (37.8) 67 (25.9) 52 (20.1) 24 (9.3) 18 (6.9)

Counselling of mentally ill patients should be left for 
specialists

24 (9.3) 61 (23.6) 95 (36.7) 54 (20.8) 25 (9.7)

Most women who were once patients in a mental hospital 
can be trusted as babysitters

17 (6.6) 41 (15.8) 74 (28.6) 65 (25.1) 62 (23.9)

CAMI, Community Attitude Towards Mentally Ill.
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health literacy status and the widespread misconception 
of mental health problems attributed to religious and 
traditional factors across different cultures.

Stress, brain structural abnormality and evil spirit 
possession were mentioned as the most common causes 
of mental illness in our study. Similar findings were 
reported from the study among health extension profes-
sionals in Addis Ababa, Ethiopia.18 Likewise, a study on 
nursing staff in Jimma, Ethiopia, showed biochemical 
disturbance, poverty, physical illness, heredity and evil 
spirits were implicated as causes of mental health prob-
lems.40 Similarly, a study among nurses in Lagos, Nigeria, 
showed the most frequently mentioned aetiology of 
mental illness was genetic inheritance, misuse of drugs 
and alcohol, and persistent stress.43 A consistent report 
was also found from the studies in Nepal among nursing 
staff, which revealed the majority had shown their knowl-
edge about the causes of mental illness as genetic or 
inherited and biochemical disturbances.44 45 Contrary to 
the above findings, a scoping review in Nigeria showed 
that the most common knowledge of mental illness 
causes was supernatural causes.46 Likewise, a study in 
rural Igboland, Nigeria, showed half of the respondents 
mentioned evil spirit possession as the cause of mental 

illness.26 The knowledge regarding the cause of mental 
health problems is different in different study areas. This 
reflects the mental health literacy status, the availability 
of mental health promotion activities in the areas, and 
the cultural and traditional mental health explanation 
dominances in different countries.

Our study findings reveal that nearly half of the partici-
pants had an unfavourable attitude regarding mental health 
problems. Similarly, a study in Saudi Arabia showed 44.7% 
of the respondents had an unfavourable attitude towards 
mental illnesses.39 Studies in Addis Ababa,47 48 China49 and 
Kuwait50 found most PHC providers still held a pessimistic 
attitude towards mental illness. This finding is much lower 
than in the study among health extension professionals in 
Addis Ababa, Ethiopia, which revealed that 93.4% of health 
extension professionals had a negative attitude towards 
mental illness.18 Similarly, studies in Nigeria showed nearly 
three-quarters of the respondents expressed a generally 
negative attitude towards mentally ill patients.21 26 Mental 
health problems are commonly explained with the commu-
nity prevailing traditional and religious perspectives. 
Community health workers misconception due to misunder-
standing of the nature of the problems is a reflection of the 
community poor knowledge and attitude towards mental 

Table 7  Test statistics (t/F-tests) of knowledge and attitude mean difference of the respondents

Variables Response category Mean (SD) Test statistics (t/F-test) P value

Knowledge mean difference

Income No additional income 17.54 (2.79) t257=−3.24 0.001

 �  Have additional income 19.27 (3.87)

Attitude mean difference of the respondents

Marital status Never married 78.91 (7.95) t257=−2.22 0.02

Married 81.55 (8.20)

Knowledge of mental health Adequate Knowledge 82.99 (8.87) t257=3.87 <0.001

Inadequate knowledge

Knowledge mean difference

Monthly salary 2000–3500 18.9 (4.8) F3=3.84 0.01

3501–4500 19.6 (4.0)

4501–6000 18.0 (2.8)

6001 and above 18.2 (3.1)

Service year 1–5 years 18.0 (3.4) F2=6.59 0.002

6–10 years 18.5 (3.6)

Over 10 years 18.8 (3.7)

Attitude mean difference

Monthly salary 2000–3500 77.2 (10.2) F3=2.89 0.036

3501–4500 82.3 (8.8)

4501–6000 80.3 (7.0)

6001 and above 80.3 (6.4)

Service year 1–5 years 80.3 (6.9) F2=2.89 0.023

6–10 years 79.8 (8.0)

Over 10 years 83.0 (9.2)
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health problems. As HEWs do not receive any mental health 
training, it could reflect the attitude gap in this group.

In the current study, nearly half of the respondents 
reported that people with mental illness are dangerous. A 
similar finding was reported among rural PHC providers in 
China.49 However, in Rwanda where more than two-thirds of 
the participants and more than half of the respondents in 
Nigeria opined that mentally ill are far less dangerous than 
most persons would think.41 42 This could be because of the 
media’s inaccurate and exaggerated portrayal of mentally 
ill people as dangerous criminals and observing untreated 
patients with severe mental illness in the community while 
wandering nude and violent could contribute to the nega-
tive attitudes of the respondents.

This study’s finding has shown more than a third of the 
respondents described it is best to avoid anyone who has 
mental health problems. Consistent findings were reported 
from studies in Nigeria.42 46 This was unlike most respon-
dents in Nepal, who were ready to work together and chat 
with mentally ill individuals.44 45 The discrepancies between 
these studies could be explained by mental health literacy, 
the experience with patients, the fear of mental health prob-
lems being contagious, and the availability of mental health 
services.

Nearly a quarter of participants in this study stated that 
mental illness should be managed by witch doctors, consis-
tent with the outcome of studies in Addis Ababa, Ethiopia 
and Nigeria, eliciting preference for religious and traditional 
treatments.26 46 47 Our study has found many of the respon-
dents reported religious and traditional causes for mental 
health problems. This belief could contribute to the tradi-
tional treatment preference for mental health problems.

The strength of this research could be that the study 
included representative samples of rural HEWs, so the 
study can be generalised to rural HEWs in Jimma Zone 
and similar areas in Ethiopia.

However, the investigation has some limitations. First, we 
have included only five districts in Jimma Zone, hence it 
cannot be generalised to other areas with varying contexts. 
Second, the adapted version of the tools was only face-
validated, though checked for reliability with Cronbach’s α. 
Third, this study included a small number of participants. A 
further limitation of the study could be that we planned to 
include 307 samples; however, data were collected from only 
259 respondents because some sample study participants 
were unwilling to participate in the study. Finally, this study 
did not use qualitative methods to enrich the quantitative 
findings.

CONCLUSIONS/INTERPRETATION
The findings of this study showed a significant proportion 
of HEWs have inadequate knowledge and an unfavour-
able attitude towards mental health problems. HEWs are 
front-line health cadres; they are the first contact of indi-
viduals, families and the community. So equipping these 
health workers with mental health skills promotes a more 
holistic approach to patient care; it also ensures improved 

early detection and prevention of mental disorders. 
Therefore short-term and long-term training is required 
to integrate mental health into the HEW programme 
successfully.

GENERALISABILITY
The study can be generalised to rural HEWs in Jimma 
Zone and similar areas in Ethiopia.
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