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Background: Family caregivers of people with severe mental illness (SMI) are the
backbone of the mental health care system in resource-limited family centered
cultural setting like Ethiopia. This exploratory qualitative study examines the
experiences and perspectives of family caregivers at two Ethiopian Holy Water
treatment sites for people with SMI in Addis Ababa, where a collaborative project
exists between traditional healers and biomedical practitioners.

Methods: Eleven family caregivers at two Holy Water treatment sites in Addis
Ababa, Ethiopia were interviewed in 2021, using a semi-structured interview
guide. The transcribed material was analyzed using qualitative thematic analysis.
Inclusion criteria for study participants were over 18 years of age, capacity to give
informed consent, and has a family member with mental illness for whom the
family caregiver has sought help at the Holy Water treatment sites and at the
collaborative Clinic.

Results: Content analysis found seven notable themes: 1. Strong sense of
obligation and responsibility and ongoing provision of care; 2. Caregiving puts
a serious strain on caregivers’ lives and established family roles; 3. Chronicity and
persistence of illness take toll on family caregivers and networks of support; 4.
Family caregivers appreciate the supportive religious setting and attendants at
Holy Water treatment community; 5. Family caregivers develop a community of
mutual support for each other; 6. Severe shortage and poor access to formal
biomedical services and appreciation of the collaborative Clinic; 7. Burden,
exhaustion, and loss of hope regarding the future.

Conclusion: The study shows that families in Ethiopia face a protracted and
heavy caregiver burden in their caretaking duties, often in isolation, with a severe
lack of formal biological treatment and psychosocial support. Informal assistance
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and mutual support form part of the culturally shaped support networks, but
there are on-going challenges. Innovative programs with collaborative approach
show some promise. More development of community mental health services
and support are urgently needed.

Ethiopia, family caregivers, traditional medicine practitioner, Holy Water, intersectoral
collaboration, mental illness, persons with psychiatric disorders

1 Introduction

People with severe mental illness (SMI) suffer significant
emotional, cognitive, and physical functioning impairments that
often leave them unable to take care of themselves (1, 2). They often
need day-to-day support, and this duty and responsibility falls
mostly on their close family members (3). Globally, family
caregivers are typically the backbone of a community care system,
taking on the primary responsibilities in caring for those with SMI,
along with whatever the community and mental health system may
provide (4-6). This is particularly true in low and middle income
countries where community resources are limited and treatment
gaps - referring to the disparity between those who need mental
health care and those who actually receive it from formal or
biomedical based services - are large (7-9).

It is estimated that one in four households in the world have a
member who has mental or behavioral issues that requires some
form of care by families (10-12). As family caregivers struggle to
balance caregiving and living their own lives, their physical and
emotional health are often jeopardized. Family caregivers’ burden
in terms of chronic stress, stigma, guilt, helplessness, psychosocial
and vocational loss, physical strain, relational pressure, and
financial cost are well known global issues (13-16). Many
caregivers may also develop their own mental health problems,
commonly in the form of depression, and/or anxiety (16-18).
Family caregiver burden is a multi-dimensional concept but
captured vividly by an eminent psychiatrist who did much
caregiving to his wife who suffered from Alzheimer’s disease:
“Caregiving is not easy. It consumes time, energy, and financial
resources. It sucks out strength and determination.... It can amplify
anguish and desperation. It can divide the self. It can bring out
family conflicts. It can separate out those who care from those who
can’t or won’t handle it. It is very difficult.” (19).

Due to inadequate resources and mental health infrastructure,
family caregiver burden is considered even more entrenched and a
silent problem in the developing world setting (20). Furthermore,
recent changes in family structures and socio-economic upheavals
in many parts of the developing world have posed additional threats
to this system of informal care (21). The interactive and vicious
cycle of how severe mental illness impacts on quality of life of the
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patient, and in turn that of the caregiver, and in turn the family as a
whole is tremendous (22).

In Ethiopia, a developing country in East Africa of more than
126.5 million (23), the mental health care infrastructure is among
the lowest in the world, according to the World Health
Organization’s Mental Health Atlas (24). Research shows, for
example, for people with schizophrenia, the treatment gap for
those who could have benefitted from biomedical treatment but
never received any was 90% (25); for those who did eventually
receive psychiatric care, the average “delay” in help seeking was
around 38 weeks (26). However, is place of formal care, the most
common form of “alternative” treatment for those with SMI and
other mental illnesses is through religious healers who use Holy
Water. Holy Water is believed to embody the spirit of Christ that
can exorcise evil spirits whose possession on the person is thought
to cause the illnesses (26, 27). Holy Water treatment is administered
by Orthodox Christian priests, and attended by people of that faith
(43.5% of the population), but also by others of different faith and
the general population at large due to its popularity and a culturally
shared illness explanatory model (28-30). Moreover, studies have
shown that the majority of Ethiopians prefer traditional and
alternative healing to biomedical services for mental disorders -
more than 90% of first encounters in mental health help seeking is
with traditional practitioners such as Holy Water healers (31-33).
In addition, they also prefer informal forms of help, such as family
and friends, over those of the biomedical health centers for their
major illnesses (34, 35).

The reasons for the overwhelming preference for traditional
healers in Ethiopia is complex, and it is likely related to - like many
other developing country settings - a lack of availability and
infrastructure of biomedical treatment, plus historical, cultural,
economic, and illness stigma reasons (30, 36-39). Recognizing the
prevalence and power of traditional healing, one of the efforts to
scale up mental health services is to promote collaboration between
that and biomedicine (40-42), with some models of success in
Nigeria (43), Kenya (44-46), and South Africa (47), for examples.

In Ethiopia, we have recently reported a successful collaborative
clinic between biomedical psychiatry and two traditional Holy
Water religious healing sites in Addis Ababa (48). In this
innovative collaborative model, we held leadership meetings, a
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series of consultation workshops, mutual visits to Holy Water
healing sites and psychiatric hospitals, and created a Clinic close
to the two Holy Water treatment communities, among others.
Through this collaborative process, we had the opportunity to
learn the experiences and perspectives of family caregivers who
play a vital and indispensable role in the overall caring of those
with SMI.

Quantitative research on family caregiver burden in the care of
people with SMI in Ethiopia has shown a considerably high level of
burden, particularly related to personal emotional toll, lack of stability,
and financial costs, among others (49-51). Few qualitative studies are
available to understand the in-depth, lived experiences of families who
care for family members with SMI, with particular attention to their
on-going experiences, narratives, values, expectations, and coping
mechanisms. Furthermore, there is no study conducted in low-and-
middle-income-country settings that explored caregivers’ experiences
at the intersection of working with both traditional healers and
biomedical sciences. The purpose of this study was to evaluate such
experiences of family caregivers of patients presenting at a
collaborative site where Ethiopian Orthodox Holy Water Healers
and psychiatric clinicians collaborate.

2 Methods
2.1 Study sesign

This qualitative study was informed by constructivist grounded
theory to explore this little known area to generate understanding
rooted in data, and assumes a relativist approach, acknowledging
multiple perspectives and realities of both the study participants
and the researchers who are asking the questions (52). The
methodology facilitates the in-depth, nuanced, contextual and
sensitive exploration of unique cultural and social determinants
that may influence perception, attitude, and behaviour of the
participants (53). Based on this research framework, a literature
review, and local expertise in working with the study population,
the research team developed a semi-structured interview that aimed
to explore these qualitative aspects on their role as caregivers for
their family members with mental illness. The semi-structured
interview questions were broadly informed by cultural psychiatry
regarding explanatory models (54), mental health literacy literature
(e.g. 55), and family care-taker burden (e.g. 56). The interview also
paid attention to “sensitizing” concepts related to the participants’
care-taking experiences (57). Thematic analysis was performed on
the data collected from the interviews (58).

2.2 Study sites, recruitment and sampling

The study sites were two Holy Water treatment communities
located close to two Ethiopian Orthodox churches— St. Michael’s
and St. Mary’s - in the Entoto suburban area of Addis Ababa. The
treatment communities together were comprised of approximately
1000 individuals, including patients, their attendants, family
members and the priests and their assistants. The patients reside
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in simple dwellings near the two churches, supported by their
attendants and their family members. Both churches have a natural
supply of spring water that has been considered Holy through
church ordination. At designated treatment facilities, Orthodox
priests use Holy Waters to perform various forms of spiritual
cleansing and exorcism, and religiously based counseling. These
services are free. Families may choose to donate to the church. The
collaborative Clinic between Holy Water treatment sites and
biomedical practitioners was created in 2012, and located close to
both the Holy Water communities; referrals to the Clinic were made
by the priests, attendants and family members (48).

Family caregiver participants were recruited at the collaborative
Clinic. Inclusion criteria for study participants were over 18 years of
age, capacity to give informed consent, and has a family member
with mental illness for whom the family caregiver has sought help at
the Holy Water treatment sites and at the collaborative Clinic.
Family members who accompanied the patients seeking care were
approached for recruitment. Participants were reassured that
participation or not in the research did not affect the treatment of
the patients. A purposive sampling approach was used in selecting
family caregiver participants to maximize an informative and
representative sample (59, 60).

2.3 Data collection

The semi-structured interview guide included suggested
opening remarks and questions, with a range of sensitizing
concepts reminded and embedded in the questions that also
promoted logical and ease of flow and possibilities to pursue any
new and unexpected content. The following is a list of the questions
that explored the topics related to the current study (all questions
have prompts to explore details when appropriate): What barriers
do you encounter when seeking mental health services? (Assessed
access to mental health services, and subtopics of reasons to come to
Holy Water treatment, and Clinic, advantages and disadvantages of
either, availability and quality of mental health facilities, experiences
and challenges faced during psychiatric hospitals and Holy Water
treatment, financial constraints and transportation issues, etc.).
How do you perceive your role in providing care at Holy Water
sites? (Assessed role of family caregivers, and subtopics of daily
responsibilities and emotional toll, spiritual and cultural beliefs
influencing care, transition or roles as caregiver, sense of
responsibilities, how daily life and well-being were affected in
terms of relationships/work/school/finance, etc.). In what ways
has caregiving at Holy water altered family roles and relationships?
(assessed impact of caregiving on family dynamics, and subtopics of
changes in family roles and responsibilities, impact on relationships
with other family members, emotional and psychological effects on
caregivers, and reflect on how caregivers felt in their roles). How has
the caregiving experience affected your social connections? (Assessed
changes in social support networks, and subtopics of support from
friends and community, changes in social activities and community
engagement, emotional and psychological consequences of
caretaking). What suggestions, hope, and concerns do you have
about the future? (assessed future worries and related issues, and
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subtopics of concerns about the well-being of their loved ones,
personal health and ageing, alternative care options and support
systems, current coping The interviews encouraged and facilitated
rich descriptions of individual experiences and pursued sensitized
and related areas of inquiry based on the main research
question (61).

A total of eleven (11) participants were recruited and participated
in the study. The study interviews were conducted in January-June
2021. The interview guide was translated into Amharic, the most
common local language. The interviews were coordinated and
conducted in Ambharic by a research assistant (RA) who has a
sociology background, local language proficiency, experience in
qualitative research, and had previously worked at a Holy Water site.
Prior to conducting the interviews, the Principal Investigator (PI)
trained the RA on the main objectives of the study and the semi-
structured interview methodology. The information was gathered
anonymously and without personal identifying information to
optimize candidness. The interviews began with open-ended
questions to foster rapport building and reflection. The interviews
were all single session, lasting about 30-50 minutes, held at a private
location convenient to the participant. Interviews were tape-recorded
and supplemented with field notes. After each interview, the first
author (YB) reviewed the case and field notes and discussed initial
impressions with the RA and resolved questions and made minor
amendments to the interview guide as the study progressed (53).

2.4 Data analysis

Interviews were transcribed from Amharic into English by the
same RA who conducted the interviews. The RA checked for the
accuracy of the transcripts and ensured preservation of important
local language concepts and nuances. When in question, the RA
consulted the PI and the research team for input. Overall, there were
no significant interview, data gathering and transcription issues. A
selection of the English translations was compared against the
original Amharic transcripts by the PI (the first author, a
psychiatrist with local language proficiency and broad clinical and
mental health system and research experiences). The research data
was then analyzed using a thematic analysis approach (58). Some
basic “sensitizing” concepts -such as family responsibility, financial
strain, relationship changes - were used to inform initial thematic
coding, while broader and new content and concepts were actively
captured. The RA and the first author independently coded and
made memos and generated categories and themes on seven of the
eleven English transcripts. The coding and memos from both were
reviewed and compared and then consolidated to enhance the
completeness and consistency of the analyses. Any significant
difference was discussed and resolved by reaching a consensus.
All differences were minor and resolved. Notes on the discussions
were also taken to inform the ongoing coding process. As analysis
proceeded, earlier transcripts were re-read and re-coded as
necessary to allow the re-capturing of newly emerging themes
and concepts. Frequent and salient codes were identified, and
thematically linked codes were clustered to generate distinct and
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informative thematic categories. The remaining four English
transcripts were then coded by the first author using the final,
agreed-upon coding framework generated from the previous seven
transcripts. Data saturation was determined by the RA and PI when
no more new codes or categories emerged — this occurred after
about seven of the eleven full interviews, ensuring the fullness of
data (53). Quotations were selected to represent themes in the data.

2.5 Ethical approval

For each interview, the RA explained the purpose of the study,
answered any question, explained the consent process, and formally
gained permission to proceed. The study followed the institutional
ethical guidelines involving human subjects and obtained full
written consents for interviews and recordings. The study
received approval from the Ethics Board of the Addis Ababa
School of Medicine in September, 2020.

3 Results

3.1 Socio-demographic characteristics of
the participants/caregivers

Of the eleven participants, nine were male, two were female;
most (n =9, 81.8%) were married, two were single. The ages of the
participants ranged between 18 and 59. The majority of the
participants were employed, and Orthodox Christian. Of the
participants’ eleven family member with mental illness, ten were
taking both biomedical and religious treatment, one was taking only
Holy Water treatment (but the family member caregiver visited the
Clinic for help). (Please see Table 1 for demographic details).

Thematic analysis of the participant’s caretaking experiences
produced seven major themes, as follows:

3.1.1 Strong sense of obligation and responsibility
and ongoing provision of care.

In Holy Water communities, family members were still the
main caregivers for those with SMI, while some patients were also
helped by hired attendants. The family caregivers took care of the
mentally ill relative’s daily needs, including making meals, taking
them to the priests for treatment and spiritual support, monitoring
their care, security, physical safety, and signs of violence. The work
was intensive, and their commitment serious.

One participant (F.2 male, age 39) stated:

“I’ve been tirelessly taking my sister to countless holy water sites
ever since her illness began. It breaks my heart that I've had to
spend every penny I saved for my retirement on their care. I've
even resorted to selling my belongings just to keep up with the
expenses.”

Another participant (F.8, female, age 31) reported:
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TABLE 1 Family caregiver participant social-demographic details.

Participants/Family Caregivers (n)

Marital Status

Single 2
Married 9
Gender

Male 9
Female 2
Age group

18-29 4
20-39 5
40-59 2
Employment status
Employed 7
Unemployed 4
Religion

Orthodox -Christian 8
Protestant-Christian 2
Muslim 1
Level of education

No formal education -
Primary education 2
Secondary education 9
Post-secondary education -

Duration of family member with mental illness (years)

0-10 9
11-20 2
21-30 -

Relationship of the participant to the patient

Parents 4
Siblings 5
Spouse 1
Relative 1

Period of Holy water community stay (months)

0-10 2
11-20 7
21-30 2

“I'm doing everything I can to keep my father safe and help him
find peace. It’s been incredibly difficult, but I've had to resort to
restraining him and bringing him to Holy Water treatments for
his well-being. I've been by his side every step of the way, cooking
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for him, bathing him, and doing everything I can to make sure he
gets the care he needs. It’s a heavy burden, but I'll do whatever it
takes to help him through this.”

One other participant (F.5, male, age 39) stated that:

“I have been with him every step of the way, at home and in the
hospital, and I will continue to stand by his side in the future. As we
go through the treatments at Holy Water, I will pour my heart and
soul into providing him with all the support and care he needs. He is
my everything, my top priority. I truly believe that God has entrusted
me with the care of this precious, mentally ill child for a reason. I will
do whatever it takes to help him find peace and healing.”

3.1.2 Caregiving puts a serious strain on
caregivers’ lives and established family roles

In providing a wide range of care and encountering many
situations and challenges, family caregivers reported strain and
interferences with their capacity to perform other everyday duties,
including looking after oneself, and taking care of other
family members.

One participant (F.2, male, age 39) stated:

“I used to be the major provider for the family, but recently I've
been living with my mentally unstable sister and traveling to
holy sites while leaving my wife, three children, and job behind.
Only God is aware of how they survive.”

One family participant (F.10, male, age 23) said:

“At home, my mentally ill son used to assist me in cooking and
dish washing but now I have to cook and transport food for him
almost every day to these Holy water sites, it is not an easy task.”

Another Participant (F.1, male, age 45) described a role shift:

“I was the family’s primary provider at the start of the illness, and
I was employed full-time. I eventually had to miss work, forced to
take my brother to the hospital frequently and start working
part-time. However, I have since completely given up working,
moved in with him to Holy Water, and am now financially
dependent on others.”

The family caregivers’ lifestyle or role often had to change to
accommodate the caregiving role. One participant (F.5 male, age
39) stated:

“I feel like I need to make a drastic shift in my life since my kid is
dealing with a mental condition. It was hard for me to give up the
time I used to spend alone; I had to bid farewell to close friends,
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let go of a loving partner’s devotion, give up the coziness of
reading literature I liked, and forfeit the thrill of watching
exciting sports. Even though it left me feeling empty and alone,
I knew in my heart that raising my son was what mattered most.”

Some participants reported that their relationships with their
other immediate family members deteriorated over time because of
the stress and difficulties of caring for mentally ill relatives in Holy
Water sites.

One participant (F.7, male, age 28) reported:

“I spend all my time taking care of my cousin at the Holy Water,
which leaves me unable to go to funerals for my close relatives or
comfort sick and imprisoned family members. It hurts a lot that
my own family doesn’t understand how hard it is for me and
doesn’t realize the sacrifices I make. I feel very alone and wish
they could understand and support me.”

Due to the strain these relationships placed on them, some of
the participants’ long-term marriages ended and families
disintegrated. As one participant (F.11, male, age 59) reported:

“I spend all my time taking care of my first wife’s child, who has
intellectual disabilities, at Holy Water. Unfortunately, my second
wife doesn’t visit me often because she doesn’t understand the
situation. I was completely shocked and couldn’t believe it when I
heard the sudden news that she wanted a divorce. It has made my
second marriage uncertain and difficult, and it has deeply
affected me emotionally. I feel very sad as I try to accept that
the strong connection we once had is now in serious danger.”

One participant (F.10, male, age 23) also reported:

“My life has been utterly flipped upside down by caring for my
mentally ill son. Among the difficult choices I had to make were
selling my cattle, renting out my farm, and sending my kids and
my wife to live with their grandparents. My own house seems
empty and lonely as a result. My wife’s own illness hasn’t
improved as much as I had anticipated, despite my sincere
attempts to find comfort by traveling to several Holy Water sites.”

Another participant (F.7, male, age 28) said:

“I have been looking after my cousin for the past eleven months,
so I was shocked when my wife unexpectedly left and traveled to
one of the Arab nations without notifying me or anybody else.
Our four children were left behind in an empty house by her. I'm
concerned that my kids could become homeless. It fills me with
despair.”
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3.1.3 Chronicity and persistence of illness take a
toll on family caregivers and networks of support

Treating mental illness at Holy Water sites often takes a long
time, with no end date in view. Many family caregivers spoke of the
gradual disintegration of their social support networks which were
made up of nuclear and extended families, friends, and community
members. The support was more available at the beginning of the
treatment, functioning as a dependable source of moral and
emotional support, and providing patients and families with
tangible necessities such as food, clothing, and money. However,
with time, the support tended to decline.

One of the participants stated (F.1, male, age 45):

“Friends, neighbors, and members of the community came to see
us when my brother was ill and when we initially moved to Holy
Water. They supported us emotionally in addition to bringing us
food and cash. The folks in the community helped us out by
cooking and providing meals even after we relocated to Holy
Water and out of the city. They were of great assistance, and I
appreciated their aid. But as time passed, I stopped getting such
assistance.”

The persistent nature of the illness and the associated stressors
also result in family caregivers gradually becoming more alone in
their caregiving and feel stranded with needs. One participant
described (F.4, female, age 37):

“As soon as I brought my brother to the Holy Water sites for
treatment, people from the village and my close family started
coming to see me frequently, but they gradually stopped when they
saw the ailment was permanent. I don’t blame them for being tired
out; they must have been. They might be dealing with issues of their
own. I appreciate all of their outstanding assistance.”

Another participant (F.11, male, age 59) reported about families
sometimes are forced to give up:

“With a heavy heart, I stayed at this holy water place for nearly two
long years. Families, filled with hope, would bring their young
children here seeking treatment. However, as the months passed,
these families would be drained both financially and emotionally,
and their strength would wane. It was a heartbreaking sight to
witness, as they ultimately made the heart-wrenching decision to
abandon their loved ones and depart from this place. I cannot help
but feel a deep sorrow as I believe this Holy Water place becomes a
tragic source for mentally ill individuals who are left to wander the
streets, lost and forgotten.”

Elderly members of the family are key to the support network —
their support carries respect, credibility, cultural approval, sets an
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example for other members of the community, and helps to
organize resources, such as food and money. Elders were typically
involved at the beginning of the illness and treatment when they are
informed of the patient’s diagnosis and situation. They were also
consulted on what treatment to use and which Holy Water places to
visit. However, this important resource is also tested by the
chronicity of illness. One participant described (F.8, female, age 31):

“When the illness first started, I told the family elder when my
father started destroying household items. He called a family
meeting to discuss what to do; he contacted Holy Water priests to
help me at the Holy Water sites; and he also asked the women in
the village to help contribute dry food to help us survive during
our stay at Holy Water. However, the longer we stay, the less I get
this support”.

Another Participant (F.6, female, age 34) reported:

“I feel a deep sadness as I recall the story of a family member from
a rural area who is taking care of his father. We live in the same
house, and one day he asked me to watch over his elderly father,
who is mentally ill, for just two weeks. He needed to travel back to
his home village to bring money and dry food. However, it has
been six months now, and I haven’t heard anything from him. I
don’t even know his address. As a result, I find myself shouldering
the responsibility of caring for both his father and my sister. The
weight of this situation fills my heart with profound sorrow”.

3.1.4 Family caregivers appreciate the supportive
religious setting and attendants at the Holy
Water treatment community

Some participants reported how they appreciate the spirituality
in the care at Holy Water sites, and their experience positively
impacted their perspective on their religion. One of the participants
(F.9, male, age 18) described:

“I used to believe in liberal Christianity, but something
significant happened that changed my perspective. When I saw
the unwavering spiritual support and limitless love given to my
father, who suffers from severe mental illness, at the Holy Water
site, it shattered my previous beliefs. In that moment, my faith
underwent a profound transformation, and I embraced a more
conservative outlook. Now, I have a strong sense of certainty and
unwavering dedication to my faith.”

Another Participant (F.2, male, age 39) reported:

“The spiritual service I am getting from religious healers in the
church has helped me develop resilience in the face of stress to
care for my sister. I have a sense of perspective that enables me to
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navigate stress with resilience, hope, and a belief in my ability to
overcome challenges. I am transformed...”

Another participant (F.10, male, age 23) reported:

“During my stay at the Holy Water location, I had a genuinely
remarkable event. A woman lost her belongings, which caused
her to become extremely anxious and even attempt self-harm.
Nonetheless, she fully recovered under the frequent supervision
and counsel of the Holy Water priest. She now pays us sporadic
visits, indicating that her condition has really improved.”

Several participants highlighted the assistance they received
from Holy Water attendants. Having help enabled family
caregivers to have time so they could continue to work and
support other family members. One Participant (F.4, female, age
37) stated:

“Holy Water attendants help me take care of my brother while I
work five days a week for a minimal charge, which is a huge
assistance because I have five children at home and it is hard for
me to not work to feed them.”

Participant (F.4, female, age 37) also reported:

“Our days at Holy Water begin early in the morning as I take my
brother to Holy Water treatment near the hill. After having
breakfast, the Holy Water attendants arrange various activities
for us, like playing soccer or card games. They make sure our day
is enjoyable and not boring. We are truly grateful to them for
their efforts.”

Some participants appreciated the skill of Holy water attendants
in handling agitated patients. One participant (F.7, male, age
28) described:

“The only people who could restrain my cousin’s physical
aggression when he was incredibly upset and aggressive
towards everyone else were the Holy Water attendants.
Without Holy Water attendants, I couldn’t see myself taking
care of my baby. They vocally and dramatically soothe him down
without ever touching him.”

3.1.5 Family caregivers develop a community of
mutual support for each other

Sharing the same problem or experiencing stress together can
create a strong sense of connection and foster a supportive
environment, similar to a family. One participant (F.3, male, age
29) reported:
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“In this place, we are facing similar challenges and stressors; as a
result, we empathize with and understand each other’s
experiences on a deeper level. This shared understanding can
create a sense of camaraderie and a safe space for us to express
our emotions and concerns without fear of judgment.”

Another participant (F.4, female, age 37) reported:

“While I'm gone at the hospital, other family members staying at
Holy Water are taking care of my mentally ill brother. This
shared experience of having a loved one with mental health
challenges can foster a strong sense of camaraderie among family
members. It creates an environment where they may support and
understand one another, much as in a close-knit family.”

Another participant (F.7, male, age 28) reported:

“The Holy Water community faces the same stressors; usually, we
provide support to one another. This support comes in various
forms, such as offering advice, sharing coping strategies, sharing
food, or simply lending a listening ear. For me, just knowing that
others at Holy Water are going through the same difficulties
provides me with a sense of validation and comfort.”

One participant also (F.9, male, age 18) stated:

“It gives me a feeling of identification and belonging to be a part
of a group that is dealing with the same challenges. 1 feel a
connection to other caregivers who have similar experiences and
strive to overcome hardships. I received emotional support from
this sense of community, which increased my resiliency and
encouraged me to fight and not give up.”

3.1.6 Severe shortage and poor access to formal
biomedical services and appreciation of the
collaborative Clinic

One of the reasons family caregivers use the Holy water sites is
their ease of access. Several family caregivers had struggled to access
formal or biomedical mental health care due to a lack of such
services, and a lack of social support in general. Due to the
unpredictable nature of the illness, it was often difficult and
sometimes impossible to use formal biomedical care. When
available, some could not afford the costs and travel the distance
associated with seeking care, as explained by one participant (F.1,
male, age 45):

“If your family has enough money, they will take you to Amanuel
Psychiatric Hospital so that you can receive the care and support
you need. However, if your family doesn’t have enough money,
you might be left alone on the streets, or they might try
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traditional methods like using Holy Water to help you. This
shows that some people have better access to mental health care
than others, and it’s important that everyone receives the support
they need, regardless of their background or circumstances.”

One participant (F.7, male, age 28) echoed:

“The journey to the hospital from my village feels like an endless
trek, taking around eight grueling hours on foot. The thought of
hiring a taxi is daunting as it is exorbitantly expensive, and to
make matters worse, some heartless drivers may even refuse to
transport severely mentally ill individuals. It’s a painful reality
that adds another layer of hardship to an already difficult
situation.”

Another participant (F.3, male, age 29) stated:

“The hospital and the police don’t have an ambulance service to
come and pick up my brother when he’s going through a severe
mental illness. It’s tough for us every time we need to move him
during these times. I have to spend twice as much money on his
transportation to Holy Water, which makes things even harder.
I'm not sure who is supposed to help us in these desperate
situations. It feels like I'm the only one going through this
extremely difficult and terrible struggle.”

Overcoming these challenges and making their way to a
psychiatric facility, participants often found that the closest
institution is ill-equipped, with poor infrastructure and
psychosocial support to offer the patients the treatments they
required. Sometimes the hospitals or medical facilities did not
provide medicine for patients, or they didn’t have beds to manage
the crisis, etc. As stated by one participant (F.8, female, age 31):

“I was terrified when I had to take my father to the psychiatric
hospital. I begged the medical staff to admit him and give him the
help he desperately needed, but they said there were no beds.
After just one injection, they sent him back home with me. It felt
like we were abandoned in our time of need.”

One participant (F.2, male, age 39) also reported:

“I gave everything to help my sister through mental health
relapse, pouring my heart, soul, and money into it. It was a
draining journey, but I did it out of love and desperation to see
her get the help she needed. After all that, the healthcare
professionals prescribed a medication that wasn’t available
anywhere. It felt like a gut-wrenching blow, a cruel twist of fate
after everything we had been through.”

Another participant (F.5, male, age 39) stated:
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“Taking my son to the hospital for his mental health and
substance abuse issues was a difficult decision, but I believed it
was the best option for him. However, after he was admitted, I
was surprised to discover that the hospital lacked a rehab
program or engaging activities for the patients. Instead, it
appeared that they primarily relied on medication to sedate
them. Witnessing my son in this condition without any
explanation was disheartening, especially after everything we
had endured.”

Participants also spoke of how receiving free biomedical care at
the collaborative Clinic on Holy Water site reduced their burdens;
as one participant (F.1, male, age 45) reported:

“T used to spend quite a bit of money on travel and medications
for my brother when we made our monthly journeys to the
hospital. I feel much better now that I am getting the medication
and therapy for free without having to go to the hospital this
motivated me to do more.”

The same participant (F.1, male, age 45) also reported:

“A religious leader gave me instructions to bring my brother to
the outreach Clinic in addition to receiving the Holy Water
treatment for a specific reason. Since I trusted their advice, I
started to see improvements after his first treatment session.
Maybe he’ll recuperate completely and be able to go back home.”

Another participant (F.8, female, age 31) said:

“Even though I am completely drained, both physically and
emotionally, from tending to my father day and night, I will
push through with unwavering determination. I refuse to give up
because I cling to the hope that the Holy Water and medication
might just be the answer we’ve been desperately seeking. I will
keep going, no matter what, for the chance of bringing about a
positive change in my father’s condition.”

Another participant (F.6, male, age 36) stated:

“A Holy Water priest gave me advice to obtain my sister a tablet
from the outreach Clinic and give it to her with Holy Water. She
surprised me by showing some progress after doing it. I will
continue to do it.”

Another participant (F.11, male, age 59) reported:

“Having the service available at the Holy Water location is a wise
proposal. Nevertheless, the outreach Clinic only comes to us once
every two weeks and is not open every day. We have to wait for
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them to arrive, which makes situations tough for us.”

3.1.7 Burden, exhaustion, and loss of hope
regarding the future

Family caregivers became isolated and lacked moral, emotional,
financial and physical support as social support networks gradually
vanished. They realized that they were more alone over time, facing
no end to a chronic illness. As one participant (F.10, male, age
23) observed:

“During my time at various Holy Water centers, I saw many
rural family caregivers who were unable to bear the financial
strain and left their relative patients behind, vanishing in the
middle of the night, leaving the patient homeless. I have no choice
but to embrace him since he is the one person that God has given
me to care.”

In the context of a pervasive lack of help, the caregivers were
additionally concerned about who would take care of their loved
ones when they were no longer able to do so. Elderly caregivers were
especially impacted by this problem since their worries for their
children’s futures after their own deaths gave them a great deal of
stress. One participant (F.10, male, age 23) reported:

“I go to church frequently and spend a lot of time praying,
reflecting, and sobbing. What will happen to my mentally ill son
in the future? If this Holy Water location is unable to heal him,
who will transport him to another one? Will he improve or
deteriorate? What if I pass away right now? Who will look after
him? Or will he become a vagrant like others?”

Another participant (F.5, male, age 39) described:

“I am aware that blood is thicker than water. Yes! I am his only
caregiver. Who else could? I have been responsible for taking care
of him since I brought him into this world. My biggest concern
right now is becoming old and becoming feeble and forgetful since
I don’t know what will happen in the future.”

4 Discussion

The current qualitative study shows that families of people with
SMI play vital roles in caretaking. Driven by a strong sense of
responsibility and obligation, their presence in traditional Holy
Water healing sites reflects socio-culturally ingrained practice, and a
severe shortage and poor access and quality of biomedical
alternatives. The family caregivers face detrimental changes in
their personal and family lives, dwindling support over time, and
caregiver burden with increasing helplessness and hopelessness.
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Some systems of support, including paid care and mutual aid, are
available, but far from adequate. More community mental health
services and support are urgently needed. An innovative approach
in collaboration between available modalities of care in such a
resource-limited setting holds some promise.

Our findings highlight the sociocultural reality in many low and
middle income country settings such as Ethiopia that most people
seek health care, especially mental health care, in traditional healing
settings as their first choice (36, 62). Research has shown that these
help-seeking patterns are associated with high socio-cultural
acceptability and compatibility with prevalent illness explanatory
models, easy availability, relative affordability, lower levels of stigma
related to traditional healing, and often some distrust of the
biomedical approach. (46, 63).

What the researched factors do not reflect and often assumed is
the availability of family caretaking. This underlying and critical
ingredient, as heartily portrayed by the participants, involves the
unwavering, dedicated commitment and sense of responsibility
families carry for the ill members. Family caregiving of a loved
one is universal, while also deeply interwoven with social, economic
and cultural conditions (5). Some variability exists, such as a
collective, kinship-based social setting may expect and rely more
on family caretaking, while more individualist settings are relatively
less so (6). Societies with more resources dedicated to community
level of care, often in developed counties, may have less sheer
reliance on family care provision, with less interruption on the lives
of family members (64). In less developed parts of Asia, for example,
more than 90% of people with SMI live with families, and in some
instances, the family’s caring ability reflects the respectability of the
family in the community (65, 66). Similar figure is lower in North
America, as cultural and resources factors differ (6, 67, 68). With
both a strong collectivist and under-developed setting such as
Ethiopia, the extraordinary commitment and self-sacrifice
involved in the caretaking as reported by the participants is
remarkable, and families are truly the de facto backbone of
community mental health care (26).

While the commitment is tremendous, the responsibility and
stress on the caregivers can also be extraordinary. The functional,
material, financial, and general life burden were very felt in the
current study. When families bring their ill members to a Holy
Water treatment site, it means that they have encountered a crisis,
urgently in need of treatment and help. It also meant that family
burden and life impact had started prior to coming to Holy Water
sites, and the families had exhausted their capacity to manage at
home. Seeking a residential form of care with treatment and
assistance being available on site, giving the families some respite
is the preferred solution (48). Though not assessed specifically,
family caretaking by the participants most likely took on
extraordinary toll on their lives, as told by many (49).

Family burden is reflected in many ways; one of the strong
themes in this study is a financial one, both in terms of direct cost,
hiring help, and lost opportunity of earning. Socio-economic burden
reflects historical and current limitations in settings where low or
near-non-existing levels of formal, publicly available, community-
based support exist for families. The accumulative costs of mental
health care in traditional healing sites, as well as clinics and hospitals
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appear to be prohibitive. All these likely lead to more self-reliance on
family caring, creating a self-reinforcing negative cycle of caregiver
and their financial burden (22). Overall, caregiver and particularly
financial burden is more likely to take root in resource limited settings
when compared to settings where formal and community health care
services are more available, so caretaking is not solely rested on the
shoulders of the family (69).

The participants’ descriptions of having to endure personal and
work role changes and when no other options are readily available
also reflect the notions of role captivity and role overload (70).
These occur when caregivers have to take on all the care duty and
feeling trapped within, often having to put their ill family members’
needs above their own (71, 72).

The participants also reported on the inordinate challenges
related to the chronicity and enduring need of care by people with
SMI This reality, often not anticipated or met by well-meaning
community and extended family, resulted in further social isolation
and entrenched burden. It is a challenge even for those who are
committed, and it is an under-recognized problem for society at
large. Creating support that is sustained over time that matches the
nature course and characteristic of SMI is much needed (3, 73).

It is of note that the respondents did not discuss explicitly about
stigma of a family member’s mental illness and their impact on
them. It is possible that the topic itself was hard to discuss. The
participants may have also just assumed that everyone knew it was
present. Stigma is prevalent and may be embodied in the
participants’ reports on how their progressively limited and
waning interactions and engagement they had with the extended
family and community (74). Research shows the effects of stigma on
mental illness are pernicious and pervasive, associated with families
being shunned from social interactions, resulting in social isolation
and avoidance of help-seeking (75-77). This could also be further
associated with family caregivers’ internalized sense of shame, and
self-blame that may contribute to a negative cycle of detachment
and sense of loss (71, 78).

In their adversity filled experiences, the participants also reported
creative, uplifting aspects in finding solace and appreciation from
their religion. Research shows religion and faith-based approach
asserts their power of healing through a strong shared cultural
understanding of the illness explanatory models, local knowledge of
their needs and desires, being less-stigmatized, and having faith in a
higher power based on the shared spirituality and or religion (79-81).
These capacities are often undervalued and underappreciated in
biomedical approach. Recent qualitative studies on religious healing
in Ethiopia show that a deep respect for the person is part of the core
tenets of the Ethiopian Orthodox Church, potentially translating into
an accepting and empathic attitude towards patients and family, and
possibly forming the bases of the families’ endorsement of their
religion (36).

Family participants also reported creating a more supportive
community through mutual aid was helpful, with families helping
each other with firsthand experiences in caring for people with SMI.
The findings echo those that show mutual aid and informal
community networks can be invaluable, especially when formal
and established services are lacking (27, 82). Ethiopia has a rich and
unique socio-cultural tradition of mutual care - organizations such

frontiersin.org


https://doi.org/10.3389/fpsyt.2024.1495058
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Baheretibeb et al.

as edirs that provide mutual-help for community members on
resource intensive challenges such as funerals, home building, or
securing money for emergencies, etc. (83, 84). On Holy Water sites,
mutual aid could potentially be very meaningful and burden-
reducing, and enabling and strengthening these informal network
could be a very promising form of improving mental health care, as
some similar organizations in North America have demonstrated
(85, 86). However, there remains barriers such as stigma and low
acceptance of mental illness for such community mutual support in
Ethiopia (82). Using social contact interventions to address stigma
and normalize mental illness for more community support are parts
of recommendations from the Lancet Commission that focused on
tackling mental health stigma and discrimination (87).

Echoing local knowledge and previous research, participants in
the current study typically sought out biomedical mental health
services after attending traditional healers (63, 82, 88). For those
families who would accept a biomedical approach, they lamented
remarkably how grossly inadequate, difficult to access, and costly that
system is in Ethiopia, even in its relatively modern and better-
resourced capital city of Addis Ababa. Some recent progress in
Ethiopia to scale up mental health services through the formal
medical system by using task-shared care approach so less-
specialized clinicians with proper training could care for the
mentally ill (89), improving primary care capacity to care for
people with mental illness (90), and working towards universal
insurance coverage for mental illness (91), are showing some promise.

Nevertheless, recent studies in Ethiopia find the current formal
system constitutes only a small part of overall system of care, and the
available services are overwhelmed by demand and underwhelming in
quality and sometimes under-attended (26, 82). An example of a
solution to bridge these two separate modalities — between traditional
healing and biomedical approach - is the Clinic where the study took
place (48). The Clinic was freely accessible and provided much needed
support to a very ill population, and in turn to their families. Overall,
recent study and the current research show there is potential
acceptance of biomedical treatment from patients and families, and
even priests and attendants when the conditions of collaborations are
well-thought out and respectfully implemented, focusing on mutual
trust and acceptance (62, 92). Previous experience also show a cross-
modality approach would work better if partners are not aiming to
change each other’s professional practices, or displace any culturally
ingrained, and practically beneficial approaches (48). Broadly
speaking, there are many challenges in resource-limited settings to
scale up mental health services. On the biomedical side, prioritizing
mental health care, having sustained funding and resource allocation,
and continued training are well reported challenges, among others
(93-95). On collaborative approaches such as this current study
setting, barriers often are related to the biomedical practitioners’
belief that the scientific model is superior, to the point of
disregarding or devaluing traditional practices, and fearing that such
collaboration would have the appearance of condoning or endorsing
traditional practices (47). Issues of respect, acceptance, trust,
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discrimination are strong forces that contribute to a dearth of such
collaborative work (44).

Lastly, the participants reported a strong sense of uncertainty,
worry and hopelessness about future care of their ill family members.
This is a culminating sentiment as they have already encountered great
difficulty in accessing and affording care, and experienced present
burden and diminishing support so far - to contemplate the future
seemed unfathomable and dispiriting. These sentiments are notably
similar to other research where formal services are wanting and reliance
on family support is strong, compounded by low income, and poor
quality of life, etc. (96-98). As many participants were parents, research
also shows older caregivers experience more burden than younger ones,
possibly related to their lengths of burden, state of health, and looming
existential and financial uncertainties (99, 100). Through spirituality,
having on-site help from attendants, king pride in their caring role, and
creating mutual help communities, the participants showed general
resilience amidst severe structural deficits, and did find some ways to
cope with their hardship. Future service and intervention development
and research could aim to improve these culturally meaningful areas to
give support, maintain hope, empower the family caregivers, and aid in
the recovery journey of the patients (3, 101).

5 Limitations

The current study focuses on understanding the family caregivers’
experiences and perspectives in their caring role. It is limited in data
concerning the clinical functioning level or outcome of the patients they
cared, and how that impacted on the families’ views. The sample size is
relatively small and comes from one geographical location; therefore the
representativeness and generalizability are limited. There may also be
some self-selection bias as those who agreed to the study may over-
represent those who were happy or not happy with their experiences.
We also did not have enough sample size for finer understanding of
how different relationships to patients may influence the caregiver
experiences. The research topic may be a sensitive one for some, as not
all may be open to talk about their sense of burden as it may be
culturally expected to carry out their duty despite the hardship.

6 Conclusion

The current qualitative study of experiences and reflections of
family caregivers for patients with severe mental illness in Holy
Water treatment sites highlights that families in Ethiopia face many
barriers to care, and endure hardships in familial and personal lives,
with evident heavy caregiver burden. They also often suffer in
isolation, with a severe lack of formal biological treatment and
psychosocial support. Informal assistance and mutual support from
fellow caregivers and Holy Water treatment community members
form part of the culturally shaped support networks. Religious
beliefs also help to give meaning and purpose in their hard work.
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Innovative programs with collaborative approach show some
promise. Development of community mental health services and
support for patients and family caregivers are urgently needed.

Data availability statement

The raw data supporting the conclusions of this article will be made
available by the authors upon request, without undue reservation.

Ethics statement

The studies involving humans were approved by Ethics Board
of the Addis Ababa School of Medicine. The studies were conducted
in accordance with the local legislation and institutional
requirements. The participants provided their written informed
consent to participate in this study.

Author contributions

YB: Conceptualization, Data curation, Formal Analysis, Funding
acquisition, Investigation, Methodology, Project administration,
Resources, Supervision, Validation, Writing - original draft,
Writing - review & editing. DW: Conceptualization, Methodology,
Resources, Supervision, Writing - review & editing. LA: Formal
Analysis, Methodology, Resources, Writing — review & editing. SL:
Conceptualization, Formal Analysis, Methodology, Resources,
Validation, Writing — original draft, Writing — review & editing.

References

1. Lean M, Fornells-Ambrojo M, Milton A, Lloyd-Evans B, Harrison-Stewart B,
Yesufu-Udechuku A, et al. Self-management interventions for people with severe
mental illness: Systematic review and meta-analysis. Br J Psychiatry. (2019) 214:260-8.
doi: 10.1192/bjp.2019.54

2. Siantz E, Aranda MP. Chronic disease self-management interventions for adults
with serious mental illness: A systematic review of the literature. Gen Hosp Psychiatry.
(2014) 36:233-44. doi: 10.1016/j.genhosppsych.2014.01.014

3. Yesufu-Udechuku A, Harrison B, Mayo-Wilson E. Interventions to improve the
experience of caring for people with severe mental illness: Systematic review and meta-
analysis. Br ] Psychiatry. (2015) 206:268-74. doi: 10.1192/bjp.bp.114.147561

4. Dixon L, McFarlane WR, Lefley H. Evidence-based practices for services to
families of people with psychiatric disabilities. Psychiatr Serv. (2014) 52:903-10.
doi: 10.1176/appi.ps.52.7.903

5. Guarnaccia PJ. Multicultural experiences of family caregiving: A study of African
American, European American, and Hispanic American families. New Dir Ment Health
Serv. (1998) 77:45-61. doi: 10.1002/yd.23319987706

6. Rowe J. Great expectations: A systematic review of the literature on the role of
family carers in severe mental illness, and their relationships and engagement with
professionals. J Psychiatr Ment Health Nurs. (2012) 19:70-82. doi: 10.1111/j.1365-
2850.2011.01756.x

7. Fekadu W, Mihiretu A, Craig TK, Fekadu A. Multidimensional impact of severe
mental illness on family members: systematic review. BMJ Open. (2019) 9:e032391.
doi: 10.1136/bmjopen-2019-032391

8. Rathod S, Pinninti N, Irfan M, Gorczynski P, Rathod P, Gega L, et al. Mental
health service provision in low-and middle-income countries. Health Serv Insights.
(2017) 10:1178632917694350. doi: 10.1177/1178632917694350

9. Moitra M, Santomauro D, Collins PY, Vos T, Whiteford H, Saxena S, et al. The
global gap in treatment coverage for major depressive disorder in 84 countries from

Frontiers in Psychiatry

12

10.3389/fpsyt.2024.1495058

Funding

The author(s) declare that no financial support was received for
the research, authorship, and/or publication of this article.

Acknowledgments

The authors are grateful towards and wish to acknowledge the
families who participated in the study, our Research Coordinator,
colleagues and collaborators from the St. Michaels and St. Mary’s
churches of Addis Ababa, and the Ethiopian Mental Health Society.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

2000-2019: A systematic review and Bayesian meta-regression analysis. PloS Med.
(2022) 19:¢1003901. doi: 10.1371/journal.pmed.1003901

10. World Health Organization. Disease and injury regional estimates for 2004.
Geneva: WHO (2004).

11. Vigo D, Thornicroft G, Atun R. Estimating the true global burden of mental
illness. Lancet Psychiatry. (2016) 3:171-8. doi: 10.1016/52215-0366(15)00505-2

12. Steel Z, Marnane C, Iranpour C, Chey T, Jackson JW, Patel V, et al. The global
prevalence of common mental disorders: a systematic review and meta-analysis 1980—
2013. Int ] Epidemiol. (2014) 43:476-93. doi: 10.1093/ije/dyu038

13. Flyckt L, Lothman A, Jorgensen L, Rylander A, Koernig T. Burden of informal
care giving to patients with psychoses: A descriptive and methodological study. Int ] Soc
Psychiatry. (2013) 59:137-46. doi: 10.1177/0020764011427239

14. Gater A, Rofail D, Tolley C, Marshall C, Abetz-Webb L, Zarit SH, et al. Sometimes
it’s difficult to have a normal life”: results from a qualitative study exploring caregiver
burden in schizophrenia. Schizophr Res Treat. (2014) 1:1-13. doi: 10.1155/2014/368215

15. Hjarthag F, Helldin L, Karilampi U, Norlander T. Illness-related components for
the family burden of relatives to patients with psychotic illness. Soc Psychiatry
Epidemiol. (2010) 45:275-83. doi: 10.1007/s00127-009-0065-x

16. Schulze B, Rossler W. Caregiver burden in mental illness: Review of
measurement, findings and interventions in 2004-2005. Curr Opin Psychiatry. (2005)
18:684-91. doi: 10.1097/01.yc0.0000179504.87613.00

17. Hunt GG, Watson AL. Care for the family caregiver: A place to start, in: Fifth
Anniversary, the White House Conference on Aging (2010). USA (Accessed 9, 08-15).

18. Maurin J, Boyd B. Burden of mental illness on the family: A critical review. Arch
Psychiatr Nurs. (1990) 4:99-107. doi: 10.1016/0883-9417(90)90016-E

19. Kleinman A. Caregiving: The odyssey of becoming more human. Lancet. (2009)
373:292-3. doi: 10.1016/50140-6736(09)60087-8

frontiersin.org


https://doi.org/10.1192/bjp.2019.54
https://doi.org/10.1016/j.genhosppsych.2014.01.014
https://doi.org/10.1192/bjp.bp.114.147561
https://doi.org/10.1176/appi.ps.52.7.903
https://doi.org/10.1002/yd.23319987706
https://doi.org/10.1111/j.1365-2850.2011.01756.x
https://doi.org/10.1111/j.1365-2850.2011.01756.x
https://doi.org/10.1136/bmjopen-2019-032391
https://doi.org/10.1177/1178632917694350
https://doi.org/10.1371/journal.pmed.1003901
https://doi.org/10.1016/S2215-0366(15)00505-2
https://doi.org/10.1093/ije/dyu038
https://doi.org/10.1177/0020764011427239
https://doi.org/10.1155/2014/368215
https://doi.org/10.1007/s00127-009-0065-x
https://doi.org/10.1097/01.yco.0000179504.87613.00
https://doi.org/10.1016/0883-9417(90)90016-E
https://doi.org/10.1016/S0140-6736(09)60087-8
https://doi.org/10.3389/fpsyt.2024.1495058
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Baheretibeb et al.

20. World Health Organization. The world health report 2008: Primary health care
now more than ever. World Health Organization (2008). Available online at: https://iris.
who.int/bitstream/handle/10665/69863/WHO_IER_WHR_08.1_eng?sequence=1.

21. Carbonell A, Navarro-Pérez JJ, Mestre MV. Challenges and barriers in mental
healthcare systems and their impact on the family: A systematic integrative review.
Health Soc Care Community. (2020) 28:1366-79. doi: 10.1111/hsc.12968

22. Thrush A, Hyder A. The neglected burden of caregiving in low- and middle-
income countries. Disability Health J. (2014) 7:262-72. doi: 10.1016/j.dhjo.2014.01.003

23. United Nations. United Nations Population Fund Report (2023). Available online
at: https://www.unfpa.org/data/world-population/ET.

24. World Health Organization. Mental Health Atlas — 2020 country profiles. World
Health Organization (2020). Available at: https://www.who.int/publications/m/item/
mental-health-atlas-eth-2020-country-profile (Accessed November 12, 2024).

25. Alem A, Kebede D, Fekadu A, Shibre T, Fekadu D, Beyero T, et al. Clinical
course and outcome of schizophrenia in a predominantly treatment-naive cohort in
rural Ethiopia. Schizophr Bull. (2009) 35:646-54. doi: 10.1093/schbul/sbn029

26. Bekele YY, Flisher AJ, Alem A, Baheretebeb Y. Pathways to psychiatric care in
Ethiopia. psychol Med. (2009) 39:475-83. doi: 10.1017/50033291708003929

27. Selamu M, Asher L, Hanlon C, Medhin G, Hailemariam M, Patel V, et al. Beyond
the biomedical: Community resources for mental health care in rural Ethiopia. PloS
One. (2015) 10:126666. doi: 10.1371/journal.pone.0126666

28. Abbo C. Profiles and outcome of traditional healing practices for severe mental
illnesses in two districts of Eastern Uganda. Global Health Action. (2011) 4:7117.
doi: 10.3402/gha.v4i0.7117

29. Alem A, Jacobsson L, Araya M, Kebede D, Kullgren G. How are mental disorders
seen and where is help sought in a rural Ethiopian community? A key informant study
in Butajira, Ethiopia. Acta Psychiatr Scand. (1999) 397:40-7. doi: 10.1111/j.1600-
0447.1999.tb10693.x

30. Esan O, Appiah-Poku J, Othieno C, Kola L, Harris B, Nortje G, et al. Mar). A
survey of traditional and faith healers providing mental health care in three sub-
Saharan African countries. Soc Psychiatry Psychi-Atr Epidemiol. (2019) 54:395-403.
doi: 10.1007/s00127-018-1630-y

31. Bishaw M. Promoting traditional medicine in Ethiopia: A brief historical review
of govern-ment policy. Soc Sci Med. (1991) 33:193-200. doi: 10.1016/0277-9536(91)
90180-K

32. Girma E, Tesfaye M. Patterns of treatment seeking behavior for mental illnesses
in Southwest Ethiopia: A hospital based study. BMC Psychiatry. (2011) 11:1-7.
doi: 10.1186/1471-244X-11-138

33. Shibre T, Spangéus A, Henriksson L, Negash A, Jacobsson L. Traditional
treatment of mental disorders in rural Ethiopia. Ethiop Med J. (2008) 46:87-91.

34. Fekadu A, Medhin G, Lund C, DeSilva M, Selamu M, Alem A, et al. The
psychosis treatment gap and its consequences in rural Ethiopia. BMC Psychiatry.
(2019) 19:325. doi: 10.1186/s12888-019-2281-6

35. Shumet S, Azale T, Angaw DA, Tesfaw G, Wondie M, Alemu WG, et al. Help-
seeking preferences to informal and formal source of care for depression: A
community-based study in Northwest Ethiopia. Patient Preference Adherence. (2021)
15:1505. doi: 10.2147/PPA.S311601

36. Baheretibeb Y, Wondimagegn D, Law S. Trust in God, but tie your donkey”:
Holy water priest healers’ views on collaboration with biomedical mental health
services in Addis Ababa, Ethiopia. Transcultural Psychiatry. (2024) 61:246-59.
doi: 10.1177/13634615241227681

37. Giel R, Gezahegn Y, Luijk JN. Faith-healing and spirit-possession in ghion,
Ethiopia. Soc Sci Med. (1968) 2:63-79. doi: 10.1016/0037-7856(68)90102-9

38. Mulatu MS. Perceptions of mental and physical illnesses in north-western
Ethiopia: Causes, treatments, and attitudes. J Health Psychol. (1999) 4:531-49.
doi: 10.1177/135910539900400407

39. Teferra S, Shibre T. Perceived causes of severe mental disturbance and preferred
interventions by the Borana semi-nomadic population in southern Ethiopia: A
qualitative study. BMC Psychiatry. (2012) 12:1-9. doi: 10.1186/1471-244X-12-79

40. Incayawar M, Wintrob R, Bouchard L, Bartocci G. Psychiatrists and tradition-al
healers: Unwitting partners in global mental health Vol. 9. West Sussex, UK: John Wiley
& Sons (2009).

41. Patel V, Boyce N, Collins PY, Saxena S, Horton R. A renewed agenda for global
mental health. Lancet. (2011) 378:1441-2. doi: 10.1016/S0140-6736(11)61385-8

42. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, et al. The Lancet
Commission on global mental health and sustainable development. Lancet. (2018)
392:1553-98. doi: 10.1016/S0140-6736(18)31612-X

43. Adelekan ML, Makanjuola AB, Ndom R]J. Traditional mental health
practitioners in Kwara State, Nigeria. East Afr Med ]. (2001) 78:190-6. doi: 10.4314/
eamj.v78i4.9061

44. Musyimi CW, Mutiso VN, Nandoya ES, Ndetei DM. Forming a joint dialogue
among faith healers, traditional healers and formal health workers in mental health in a
Kenyan setting: Towards common grounds. ] Ethnobiol Ethnomed. (2016) 12:4.
doi: 10.1186/s13002-015-0075-6

45. Musyimi CW, Mutiso V, Ndetei DM, Henderson DC, Bunders J. Mental health
outcomes of psychosocial intervention among traditional health practitioner depressed

Frontiers in Psychiatry

13

10.3389/fpsyt.2024.1495058

patients in Kenya. Culture Med Psychiatry. (2017) 41:453-65. doi: 10.1007/s11013-017-
9527-x

46. Musyimi CW, Mutiso VN, Nyamai DN, Ebuenyi ID, Ndetei DM. Integration of
traditional birth attendants into mental healthcare: A multistakeholder qualitative
study exploration. BioMed Res Int. (2019). doi: 10.1155/2019/8195267

47. Campbell-Hall V, Petersen I, Bhana A, Mjadu S, Hosegood V, Flisher AJ, et al.
Collaboration between traditional practitioners and primary health care staft in South
Africa: developing a workable partnership for community mental health services.
Transcultural Psychiatry. (2010) 47:610-28. doi: 10.1177/1363461510383459

48. Baheretibeb Y, Wondimagegn D, Law S. Holy water and biomedicine: A
descriptive study of active collaboration between religious traditional healers and
biomedical psychiatry in Ethiopia. B/Psych Open. (2021) 7. doi: 10.1192/bjo.2021.56

49. Ayalew M, Workicho A, Tesfaye E, Hailesilasie H, Abera M. Burden among
caregivers of people with mental illness at Jimma University Medical Center, Southwest
Ethiopia: A cross-sectional study. Ann Gen Psychiatry. (2019) 18:10. doi: 10.1186/
§12991-019-0233-7

50. Shibre T, Kebede D, Alem A, Negash A, Deyassa N, Fekadu A, et al.
Schizophrenia: Illness impact on family members in a traditional society - rural
Ethiopia. Soc Psychiatry Psychiatr Epidemiol. (2003) 38:27-34. doi: 10.1007/s00127-
003-0594-7

51. Shibre T, Medhin G, Teferra S, Wakwoya A, Berhanu E, Abdulahi A, et al.
Predictors of carer-burden in schizophrenia: A five-year follow-up study in Butajira,
Ethiopia. Ethiopian Med J. (2012) 50:125-33.

52. Charmaz K. Constructing grounded theory. 2nd. Thousand Oaks, CA, USA: Sage
(2014).

53. Silverman D, Marvasti A. Doing qualitative research: A comprehensive guide.
Thousand Oaks, CA, USA: Sage (2008).

54. Kleinman AM. From illness as culture to caregiving as moral experience. New
Engl ] Med. (2013). doi: 10.1056/NEJMp1300678

55. Jorm AF. Mental health literacy: empowering the community to take action for
better mental health. Am Psychol. (2012) 67:231. doi: 10.1037/a0025957

56. Schene AH. Objective and subjective dimensions of family burden: towards an
integrative framework for research. Soc Psychiatry Psychiatr Epidemiol. (1990) 25:289—
97. doi: 10.1007/BF00782883

57. Bowen GA. Grounded theory and sensitizing concepts. Int ] Qual Methods.
(2006) 5:12-23. doi: 10.1177/160940690600500304

58. Clarke V, Braun V. Thematic analysis. In: Encyclopedia of critical psychology.
New York, NY, USA: Springer (2014). p. 1947-52.

59. Seidman I. Interviewing as qualitative research: A guide for researchers in
education and the social sciences. In: Teachers College. New York, NY, USA (2006).
Available online at: https://books.google.com/books?hl=en&lr=&id=pk1Rmq-
Y15QC&o0i=fnd&pg=PR9&dq=seidman+qualitative+interviewing&ots=
4re4AVWTHKQ&sig=FjQHAvbqHgsPfjsEwjPcfd4c]to (Accessed December 8, 2024).

60. Suri H. Purposeful sampling in qualitative research synthesis. Qual Res J. (2011)
11:63-75. doi: 10.3316/QRJ1102063

61. Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment
with data saturation and variability. Field Methods. (2006) 18:59-82. doi: 10.1177/
1525822X05279903

62. Gureje O, Nortje G, Makanjuola V, Oladeji B, Seedat S, Jenkins R. The role of
global traditional and complementary systems of medicine in treating mental health
problems. Lancet Psychiatry. (2015) 2:168-77. doi: 10.1016/S2215-0366(15)00013-9

63. Burns JK, Tomita A. Traditional and religious healers in the pathway to care for
people with mental disorders in Africa: A systematic review and meta-analysis. Soc
Psychiatry Psychiatr Epidemiol. (2015) 50:867-77. doi: 10.1007/s00127-014-0989-7

64. Chen F, Greenberg JS. A positive aspect of caregiving: The influence of social
support on caregiving gains for family members of relatives with schizophrenia.
Community Ment Health J. (2004) 40:423-35. doi: 10.1023/B:
COMH.0000040656.89143.82

65. Poon WC, Harvey LJC. Experiences of Chinese migrants caring for family
members with schizophrenia in Australia. Soc Work Health Care. (2013) 52(2-3):144-
65. doi: 10.1080/00981389.2012.737907

66. Wong DF, Tsui HK, Pearson V, Chen EY, Chiu SN. Family burdens, Chinese
health beliefs, and the mental health of Chinese caregivers in Hong Kong. Transcultural
Psychiatry. (2004) 41:497-513. doi: 10.1177/1363461504047932

67. Martens L, Addington J. The psychological well-being of family members of
individuals with schizophrenia. Soc Psychiatry Psychiatr Epidemiol. (2001) 36:128-33.
doi: 10.1007/s001270050301

68. Perlick DA, Rosenheck RA, Kaczynski R, Swartz MS, Caiiive JM, Lieberman JA.
Components and correlates of family burden in schizophrenia. Psychiatr Serv. (2006)
57:1117-25. doi: 10.1176/ps.2006.57.8.1117

69. Ryder AG, Bean G, Dion G. Caregiver responses to symptoms of first onset
psychosis: A comparison study of Chinese and Euro-Canadian families. Transcultural
Psychiatry. (2000) 37:225-35. doi: 10.1177/136346150003700207

70. Pearlin L. Role strains and personal stress. In: Kaplan H, editor. Psychosocial
Stress: Trends in Theory and Research. Cambridge, MA, USA: Academic Press (1983).
p. 3-32.

frontiersin.org


https://iris.who.int/bitstream/handle/10665/69863/WHO_IER_WHR_08.1_eng?sequence=1
https://iris.who.int/bitstream/handle/10665/69863/WHO_IER_WHR_08.1_eng?sequence=1
https://doi.org/10.1111/hsc.12968
https://doi.org/10.1016/j.dhjo.2014.01.003
https://www.unfpa.org/data/world-population/ET
https://www.who.int/publications/m/item/mental-health-atlas-eth-2020-country-profile
https://www.who.int/publications/m/item/mental-health-atlas-eth-2020-country-profile
https://doi.org/10.1093/schbul/sbn029
https://doi.org/10.1017/S0033291708003929
https://doi.org/10.1371/journal.pone.0126666
https://doi.org/10.3402/gha.v4i0.7117
https://doi.org/10.1111/j.1600-0447.1999.tb10693.x
https://doi.org/10.1111/j.1600-0447.1999.tb10693.x
https://doi.org/10.1007/s00127-018-1630-y
https://doi.org/10.1016/0277-9536(91)90180-K
https://doi.org/10.1016/0277-9536(91)90180-K
https://doi.org/10.1186/1471-244X-11-138
https://doi.org/10.1186/s12888-019-2281-6
https://doi.org/10.2147/PPA.S311601
https://doi.org/10.1177/13634615241227681
https://doi.org/10.1016/0037-7856(68)90102-9
https://doi.org/10.1177/135910539900400407
https://doi.org/10.1186/1471-244X-12-79
https://doi.org/10.1016/S0140-6736(11)61385-8
https://doi.org/10.1016/S0140-6736(18)31612-X
https://doi.org/10.4314/eamj.v78i4.9061
https://doi.org/10.4314/eamj.v78i4.9061
https://doi.org/10.1186/s13002-015-0075-6
https://doi.org/10.1007/s11013-017-9527-x
https://doi.org/10.1007/s11013-017-9527-x
https://doi.org/10.1155/2019/8195267
https://doi.org/10.1177/1363461510383459
https://doi.org/10.1192/bjo.2021.56
https://doi.org/10.1186/s12991-019-0233-7
https://doi.org/10.1186/s12991-019-0233-7
https://doi.org/10.1007/s00127-003-0594-7
https://doi.org/10.1007/s00127-003-0594-7
https://doi.org/10.1056/NEJMp1300678
https://doi.org/10.1037/a0025957
https://doi.org/10.1007/BF00782883
https://doi.org/10.1177/160940690600500304
https://books.google.com/books?hl=en&lr=&amp;id=pk1Rmq-Y15QC&amp;oi=fnd&amp;pg=PR9&amp;dq=seidman+qualitative+interviewing&amp;ots=4re4VWTHKQ&amp;sig=FjQHAvbqHgsPfjsEwjPcfd4cJto
https://books.google.com/books?hl=en&lr=&amp;id=pk1Rmq-Y15QC&amp;oi=fnd&amp;pg=PR9&amp;dq=seidman+qualitative+interviewing&amp;ots=4re4VWTHKQ&amp;sig=FjQHAvbqHgsPfjsEwjPcfd4cJto
https://books.google.com/books?hl=en&lr=&amp;id=pk1Rmq-Y15QC&amp;oi=fnd&amp;pg=PR9&amp;dq=seidman+qualitative+interviewing&amp;ots=4re4VWTHKQ&amp;sig=FjQHAvbqHgsPfjsEwjPcfd4cJto
https://doi.org/10.3316/QRJ1102063
https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1016/S2215-0366(15)00013-9
https://doi.org/10.1007/s00127-014-0989-7
https://doi.org/10.1023/B:COMH.0000040656.89143.82
https://doi.org/10.1023/B:COMH.0000040656.89143.82
https://doi.org/10.1080/00981389.2012.737907
https://doi.org/10.1177/1363461504047932
https://doi.org/10.1007/s001270050301
https://doi.org/10.1176/ps.2006.57.8.1117
https://doi.org/10.1177/136346150003700207
https://doi.org/10.3389/fpsyt.2024.1495058
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Baheretibeb et al.

71. Ostman M, Kjellin L. Stigma by association: Psychological factors in relatives of
people with mental illness. Br J Psychiatry. (2002) 181:494-8. doi: 10.1192/bjp.181.6.494

72. Suro G, Mamani AG. Burden, interdependence, ethnicity, and mental health in
caregivers of patients with schizophrenia. Community Ment Health J. (2013) 51:939-48.
doi: 10.1111/famp.2013.52.issue-2

73. Chadda RK. Caring for the family caregivers of persons with mental illness.
Indian ] Psychiatry. (2014) 56:221-7. doi: 10.4103/0019-5545.140616

74. Girma E, Ayele B, Gronholm PC, Wahid SS, Hailemariam A, Thornicroft G,
et al. Understanding mental health stigma and discrimination in Ethiopia: A qualitative
study. Cambridge Prisms: Global Ment Health. (2024) 11:¢58. doi: 10.1017/gmh.2024.55

75. Corrigan PW, Kleinlein P. The impact of mental illness stigma. In: Corrigan PW,
editor. On the stigma of mental illness: Practical strategies for research and social change.
Washington, DC, USA: American Psychological Association (2005). p. 11-44.

76. Phelan JC, Lucas JW, Ridgeway CL, Taylor CJ. Stigma, status, and population
health. Soc Sci Med. (2014) 103:15-23. doi: 10.1016/j.socscimed.2013.10.004

77. Rahmi KH, Fahrudin A. Caregiver burden: how a family caregiver for a person
with mental illness maintains and improves the quality of life. EAS J Psychol Behav Sci.
(2024) 6:6-10. doi: 10.36349/easjpbs.2024.v06i02.001

78. Larson JE, Corrigan P. The stigma of families with mental illness. Acad
Psychiatry. (2008) 32:87-91. doi: 10.1176/appi.ap.32.2.87

79. Edlund MJ, Harris KM, Koenig HG, Han X, Sullivan G, Mattox R, et al. Religiosity
and decreased risk of substance use disorders: Is the effect mediated by social support or
mental health status? Soc Psychiatry Psychiatr Epidemiol. (2010) 45:827-36. Available
online at: https://link.springer.com/article/10.1007/s00127-009-0124-3.

80. Mainguy B, Mehl-Madrona L. Relationships between level of spiritual
transformation and medical outcome. Adv Mind-Body Med. (2013) 27:4-11.

81. Wirth DP. The significance of belief and expectancy within the spiritual healing
encounter. Soc Sci-Ence Med. (1995) 41:249-60. doi: 10.1016/0277-9536(94)00312-H

82. Tsehay M, Kelkile TS, Fekadu W, Cohen A, Misganaw E, Hanlon C. Mapping
resources available for early identification and recovery-oriented intervention for
people with psychosis in Addis Ababa, Ethiopia. medRxiv. (2024) 2024-01.
doi: 10.1101/2024.01.16.24301385

83. Pankhurst A, Mariam DH. The” Iddir” in Ethiopia: Historical development,
social function, and potential role in HIV/AIDS prevention and control. Northeast Afr
Stud. (2000) 2000:35-57. doi: 10.1353/nas.2004.0018

84. Teshome E, Zenebe M, Metaferia H, Biadgilign S. Participation and significance
of self-help groups for social development: Exploring the community capacity in
Ethiopia. SpringerPlus. (2014) 3:189. doi: 10.1186/2193-1801-3-189

85. Crossley N. Transforming the mental health field: the early history of the
national association for mental health. Sociol Health Illness. (1998) 20:458-88.
doi: 10.1111/1467-9566.00111

86. Pomeroy E, Trainor J, Pape B. Citizens shaping policy: The Canadian Mental
Health Association’s framework for support project. Can Psychol/Psychol Can. (2002)
43:11. doi: 10.1037/h0086900

87. Thornicroft G, Sunkel C, Aliev AA, Baker S, Brohan E, El Chammay R, et al. The
Lancet Commission on ending stigma and discrimination in mental health. Lancet.
(2022) 400:1438-80. doi: 10.1016/S0140-6736(22)01470-2

Frontiers in Psychiatry

14

10.3389/fpsyt.2024.1495058

88. Teshager S, Kerebih H, Hailesilassie H, Abera M. Pathways to psychiatric care
and factors associated with delayed help-seeking among patients with mental illness in
Northern Ethiopia: A cross-sectional study. BMJ Open. (2020) 10:e033928.
doi: 10.1136/bmjopen-2019-033928

89. Hanlon C, Medhin G, Dewey ME, Prince M, Assefa E, Shibre T, et al. Efficacy
and cost-effectiveness of task-shared care for people with severe mental disorders in
Ethiopia (TaSCS): A single-blind, randomised, controlled, phase 3 non-inferiority trial.
Lancet Psychiatry. (2022) 9:59-71. doi: 10.1016/52215-0366(21)00384-9

90. Hailemariam M, Fekadu A, Medhin G, Prince M, Hanlon C. Equitable access to
mental healthcare integrated in primary care for people with severe mental disorders in
rural Ethiopia: A community-based cross-sectional study. Int J] Ment Health Syst.
(2019) 13:78. doi: 10.1186/5s13033-019-0332-5

91. Hanlon C, Alem A, Lund C, Hailemariam D, Assefa E, Giorgis TW, et al. Moving
towards universal health coverage for mental disorders in Ethiopia. Int ] Ment Health
Syst. (2019) 13:11. doi: 10.1186/s13033-019-0268-9

92. Baheretibeb Y, Soklaridis S, Wondimagegn D, Martimianakis MA, Law S.
Transformative learning in the setting of religious healers: A case study of
consultative mental health workshops with religious healers, Ethiopia. Front
Psychiatry. (2022) 13:897833. doi: 10.3389/fpsyt.2022.897833

93. Eaton J, McCay L, Semrau M, Chatterjee S, Baingana F, Araya R, et al. Scale up of
services for mental health in low-income and middle-income countries. Lancet. (2011)
378:1592-603. doi: 10.1016/S0140-6736(11)60891-X

94. Hoeft TJ, Fortney JC, Patel V, Uniitzer J. Task-sharing approaches to improve
mental health care in rural and other low-resource settings: a systematic review. J Rural
Health. (2018) 34:48-62. doi: 10.1111/jrh.2018.34.issue-1

95. Van Ginneken N, Tharyan P, Lewin S, Rao GN, Meera SM, Pian J, et al. Non-
specialist health worker interventions for the care of mental, neurological and
substance-abuse disorders in low-and middle-income countries. Cochrane Database
Systematic Rev. (2013) 11). doi: 10.1002/14651858.CD009149.pub2

96. Minichil W, Getinet W, Derajew H, Seid S. Depression and associated factors
among primary caregivers of children and adolescents with mental illness in Addis
Ababa, Ethiopia. BMC Psychiatry. (2019) 19:249. doi: 10.1186/512888-019-2228-y

97. Ranning A, Laursen TM, Thorup A, Hjorthej C, Nordentoft M. Serious mental
illness and disrupted caregiving for children: A nationwide, register-based cohort study.
J Clin Psychiatry. (2015) 76:19263. doi: 10.4088/JCP.13m08931

98. Law S, Andermann L, Chow W, Luo XW, Wang X. Experiences of family burden
in caring for the severely mentally ill in a foreign land: A qualitative study of chinese
immigrant families in Toronto, Canada. Transcultural Psychiatry. (2021) 58:745-58.
doi: 10.1177/13634615211000552

99. Grover S, Avasthi A, Chakrabarti S, Bhansali A, Kulhara P. Cost of care of
schizophrenia: A study of Indian outpatient attenders. Acta Psychiatrica Scandinavica.
(2005) 112:54-63. doi: 10.1111/j.1600-0447.2005.00512.x

100. Vella S-L, Pai N. The measurement of burden of care in serious mental illness:
A qualitative review. Aust New Z ] Psychiatry. (2012) 47:222-34. doi: 10.1177/
0004867412468494

101. Neely L, Myers. Culture, stress and recovery from schizophrenia: lessons from
the field for global mental health. Culture Med Psychiatry. (2010) 34:500-28.
doi: 10.1007/s11013-010-9186-7

frontiersin.org


https://doi.org/10.1192/bjp.181.6.494
https://doi.org/10.1111/famp.2013.52.issue-2
https://doi.org/10.4103/0019-5545.140616
https://doi.org/10.1017/gmh.2024.55
https://doi.org/10.1016/j.socscimed.2013.10.004
https://doi.org/10.36349/easjpbs.2024.v06i02.001
https://doi.org/10.1176/appi.ap.32.2.87
https://link.springer.com/article/10.1007/s00127-009-0124-3
https://doi.org/10.1016/0277-9536(94)00312-H
https://doi.org/10.1101/2024.01.16.24301385
https://doi.org/10.1353/nas.2004.0018
https://doi.org/10.1186/2193-1801-3-189
https://doi.org/10.1111/1467-9566.00111
https://doi.org/10.1037/h0086900
https://doi.org/10.1016/S0140-6736(22)01470-2
https://doi.org/10.1136/bmjopen-2019-033928
https://doi.org/10.1016/S2215-0366(21)00384-9
https://doi.org/10.1186/s13033-019-0332-5
https://doi.org/10.1186/s13033-019-0268-9
https://doi.org/10.3389/fpsyt.2022.897833
https://doi.org/10.1016/S0140-6736(11)60891-X
https://doi.org/10.1111/jrh.2018.34.issue-1
https://doi.org/10.1002/14651858.CD009149.pub2
https://doi.org/10.1186/s12888-019-2228-y
https://doi.org/10.4088/JCP.13m08931
https://doi.org/10.1177/13634615211000552
https://doi.org/10.1111/j.1600-0447.2005.00512.x
https://doi.org/10.1177/0004867412468494
https://doi.org/10.1177/0004867412468494
https://doi.org/10.1007/s11013-010-9186-7
https://doi.org/10.3389/fpsyt.2024.1495058
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	“Blood is thicker than water” - experiences and perspectives of family caregivers of people living with severe mental illness at Holy Water traditional healing sites, Addis Ababa, Ethiopia
	1 Introduction
	2 Methods
	2.1 Study sesign
	2.2 Study sites, recruitment and sampling
	2.3 Data collection
	2.4 Data analysis
	2.5 Ethical approval

	3 Results
	3.1 Socio-demographic characteristics of the participants/caregivers
	3.1.1 Strong sense of obligation and responsibility and ongoing provision of care.
	3.1.2 Caregiving puts a serious strain on caregivers’ lives and established family roles
	3.1.3 Chronicity and persistence of illness take a toll on family caregivers and networks of support
	3.1.4 Family caregivers appreciate the supportive religious setting and attendants at the Holy Water treatment community
	3.1.5 Family caregivers develop a community of mutual support for each other
	3.1.6 Severe shortage and poor access to formal biomedical services and appreciation of the collaborative Clinic
	3.1.7 Burden, exhaustion, and loss of hope regarding the future


	4 Discussion
	5 Limitations
	6 Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher’s note
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


