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Abstract

Background — Mental illness is an important public health problem worldwide. It is among
the leading causes of disability adjusted lost years globally. The problem is serious
especially in low and middle income countries with a large treatment gap. Since mental
ilinesses can be treated by trained primary care professionals, there is a global movement
of scaling up integrated mental health services into primary health care to alleviate the
treatment gap. There is lack of clear understanding on the need and readiness for mental
health services integration in public health centers of North Wollo Zone.

Objective — To explore the need and readiness for mental health services integration in
public health centers of North Wollo Zone in 2020.

Methods — An exploratory qualitative study was conducted to explore the mental health
services integration in public health centers of North Wollo Zone, Amhara Regional State,
Ethiopia from June 05 to June 30, 2020. Non communicable disease coordinators at zone
health department and district/town health offices, health center professionals trained to
give mental health services and psychiatric nurse were the study participants. A face to
face key informant interview was done with 12 purposively selected study participants
using semi structured interview guides. Thematic analysis was used to analyze the data

using atlas Ti software version 7.5 after the data was transcribed and translated.

Result-The three central themes identified included: mental health services needs of the
community, mental health services provision and readiness to integrate mental health
services to health centers. Mental illnesses were prevalent in urban areas, but majority seek
care in religious and traditional places instead of modern health care. Mental health
services provided in health centers included emergency, referral and follow up. Shortage
of trained professionals together with lack of government emphasis and budget were the

major problems for integrating mental health services into health centers.

Conclusion — Mental illnesses are problem in the community of urban areas of North
Wollo and seeking modern health care for it was rare. There is initiation of some mental
health services provision in the health centers. Further work and improvements are highly

required on various aspects to integrate mental health services into the health centers.
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1. Introduction

1.1 Background

Mental health is a state of well-being in which an individual can realize his or her own
abilities, interact positively with others, cope with the stressors of life and study, work
productively and fruitfully, and contribute to his or her family and community (1). Whereas
inability of doing the above manifested by abnormal thoughts, perception, emotions,
behavior and relationships with others are called mental disorders/illnesses (2).

Mental illness is a common and important public health problem worldwide. It is among
the leading causes of disability adjusted lost years globally (3,4); constituting for 14% of
the global burden of diseases (5).

The problem is serious especially in low and middle income countries with a large
treatment gap (3). Only one in five people in countries with high income and one in twenty
seven in countries with low/lower middle income received at least minimally adequate
treatment for major mental disorder (6). Millions of people with mental illness and their

families in Ethiopia also endure the varying consequences of mental illness (7).

Despite emphasis have shifted towards integrated mental health services provision in
general hospitals and community-based care globally, HIC still have a far higher number
of mental facilities, beds and professionals than LMIC. Mental health expenditure per
capita in European region is more than 20 times higher compared to African and South
East Asian Region (8).

Mental disorders are treatable, many in primary care through training of primary care
health workers (6). With the purpose of alleviating the huge treatment gap, there is a global
movement of scaling up integrated mental health into primary health care systems in
LMICs (5). This integration is guaranteed as an urgent action needed in ensuring
accessible, affordable and acceptable services to people with mental health problems and

caregivers(6).



This integration program is supported by the mental health policy of Ethiopia (9) and its
implementation has started in limited health centers (10-12). The prioritized mental health
disorders planned to be integrated and managed at PHC level by the program for improving
mental illnesses in Ethiopia are psychosis, depression, suicide, epilepsy and alcohol use
disorders (13).

With its effectiveness and efficacy approved (7,14), the integration is planned to be scaled
up to all parts of district and PHC facilities in Ethiopia (9).

1.2 Statement of the problem

It is known that mental health’s important is as that of physical health’s to the overall well-
being of individuals, societies and countries (15).

Mental disorders impose an enormous burden on society, accounting for 1 in 5 years lived
with disability globally, leading to more than 1 trillion United States dollar per year in
economic losses. Suicide mortality, one of the severe consequences of mental disorders,
reaches up to 800 000 deaths per year, mainly affecting young people and women in LMIC
(16). Globally, more than 80% of people experiencing mental, neurologic and substance
abuse disorders are without mental health care (5,16). Mental health conditions contribute
to poor health outcomes, premature death, human rights violations, and global and national
economic loss (16). The impact of mental illness on caregivers and families is unmitigated

and consequences may reach multiple generations (7).

Despite its importance and the increasing disease burden mental disorders are causing,
mental health services are poorly developed in Sub-Saharan Africa (17,18). The treatment
gap is also substantial in Ethiopia and still persists leaving plenty of victims and their
caregivers at increased risk (7). This is true although the fact, that mental illnesses are one
of the main reasons for attending PHC (19) and many of them can be treated by training of

primary care professionals (6), is known.

The mental health work force is highly varied from less than 2 per 100 000 population in
low income countries to over 70 per 100,000 population in HIC. The availability of mental

health service facilities in LIC is still very minimal and unsatisfactory; 0.1 health facilities



exist per 100, 000 for (8). There are 0.04 psychiatrists, 0.59 psychiatric nurses and 0.02
psychologists per 100, 000 population of the nation in Ethiopia (20). According to the
Ethiopian health center qualification criteria, mental health care is one of the cares expected
to be available, and each health center is expected to have at least one psychiatric nurse
(21).

Integrating mental health into PHC, where the first contact between community and the
health system occurs, can lead to a more patient centered approach, contributing for a
quality of the service provided there (22). But mental health was a neglected issue for long
time in many LMIC and the integration program is in its infancy in Ethiopia (9).

The lately upgraded specialized hospital is the highest level of health care facility available
in the Zone. There is no psychiatrist in the zone and only six psychiatric nurses are working
in North Wollo (23). Unless mental health services are integrated to the health centers,
increasing access to mental health services for the community and narrowing the treatment

gap may be a very difficult intention to achieve in North Wollo.

To the best of the investigator’s knowledge there have been quantitave studies investigating
and describing prevalence of mental illnesses (24,25), and qualitative studies that explore
the mental health services integration through testing and scaling up interventions in health
centers enrolled in a program in Ethiopia (20,26). However, there is lack of understanding
on the real need of mental health services by the community, such as presence of mental
ilinesses and seeking modern health care in the community of North Wollo. The situation
of the health facilities are also not known whether they are ready for mental health services
integration or not. With those initiatives in progress, it is important to study the community
mental health need, how the integration process is going and whether the health centers are
providing mental health services or not and readiness for integration of mental health

services into PHC in different areas.

Therefore, a qualitative study of the need and readiness for integration of mental health
services will be appropriate and timely if not late. It will be an input and hopefully
contribute a lot for hastening future progress of the implementation of scale up of the

mental health integration program in an effective and sustainable manner.



1.3 Significance of the study

The professionals of health facilities and health offices will use the findings from this study
to oversee the situation of mental health services integration in their facilities and
community and contribute for an effective integration and delivery of mental health care
for the community.

The Zone Health Department and the Regional Health Bureau will be sensitized to see and
improve their role in the scale up of integrated mental health care into PHC through
fulfillment of requirements.

The community and specifically the victims of mental disorders and their families will
benefit from the improvements made in mental health services provision that will be
resulted from the information the study yields.

Furthermore, the finding of this study will be an input for further studies or other researches
that are related to mental health.



2. Literature review

2.1 History of mental health services in Ethiopia

Before the late 60's, psychiatric services in Ethiopia were given by foreign professionals
working at Amanuel Hospital and in St. Paulos Hospital for patients that come from all
side of the country (27). Until 1987, there were only two Ethiopian psychiatrists in the
country (28).

There is only one dedicated psychiatric hospital in Addis Ababa. The number of psychiatric
units throughout the regional states has grown to 57 with the associated increase in number
of psychiatric nurses whose training started in 1987 (9).

With the recognized burden of the disease and the difficulty to attain a satisfactory number
of psychiatrists in the country, the first National Mental Health Strategy of Ethiopia was
designed in accordance with mental health Gap Action Program of World Health
Organization to scale up mental health services from limited and centralized mental
hospitals to community based mental health services where the community can have easy

and non-stigmatized service (9).
2.2 Prevalence of mental illness and health care seeking behavior

Low mental health awareness and stigma associated with mental disorders was illustrated
to delay users being diagnosed and receiving appropriate treatment from the study in
Georgia (29). In a study from Mexico, patients were often found to oppose behavioral
health treatment, and they believed being treated in a hospital will afford better services
than treatment in primary care. Knowledge and information issues about service
availability were also identified as barriers for integrating mental health service (30). A
study of integrating depression services into PHC in Vietnam showed that the PHC
professionals’ belief that depression was higher in the community than in the patient
population. It also suggested that there was a gap in help seeking for depression among
community members (31).

The carriers of mental patients participants studied from Sudan said that their patient’s

sought other types of treatments before coming to the health facility. They thought mental



ilinesses were related to the devil and witchcraft and people believed that mental ilinesses
should be treated by traditional healers, by religious healers, and other agencies other than
doctors (32). Across different sites studied in Ethiopia, Uganda, Nepal, India and South
Africa, community mental health literacy was found to be low (12).

Common mental disorders were also found to be major public health problems in different
parts of Ethiopia (24,25). Most respondents from south west, Ethiopia reported that mental
illness was a problem for Ethiopia (42).

2.3 Mental health services integration in PHC

In order to address the problems and support huge neglect of people with mental disorders,
WHO launched mhGAP for scaling up of mental health care through integration into PHC
and general medical services and community based services (5). Task shifting and
community based mental health services (33) recognize the importance of mental health in
the sustainable development of all countries and supports the strengthening of PHC as part
of the universal health coverage drive. Integration of mental health services (34) and other
chronic non-communicable diseases (35) into PHC was seen by service users, their families
and health professionals as an improvement in the care offered and a positive experiences

even in the presence of some difficulties.

Studies indicated that mental health services were available only in few districts of Nepal
(36), Uganda, South Africa (12), and Libya (37). In another study from districts of South
Africa, integration of mental health services in Tuberculosis and Maternal and Child Health
services of primary care clinics has been implemented to some degree (38). In Libya, only
2% of the studied health professionals reported having training in mental health during the
past two years (37). There was no psychiatrist or clinical psychologist from a study in a
certain county of Kenya (39). Mental health integration in Ethiopia has shown good results
in achievements in health care centers involved in the PRIME project (10). It has shown
promising findings in increasing the number of trained professionals, availability of

psychotropic drugs and number of mental patients treated (10,11).



2.3.1 Facility level readiness for mental health services integration

It was highlighted from Georgia that there was an overall shortage of staff working in the
field of mental health, in terms of both psychiatrists and psychiatric nurses. Moreover,
interviews emphasized a low level of knowledge and skills required to diagnose and
manage people with mild mental health ilinesses, especially in primary care settings (29).
Mexican staffs participated in a study reported staff shortages, including a lack of personnel
to complete day-to-day tasks and reported being expected to be responsible for extra tasks
(30).

Low level of awareness about mental health in the primary health workers was prevalent
in Vietnam. Survey participants reported that they would be able to provide better care to
patients with depression if there were more staff and demonstrated enthusiasm for more
training opportunities and described the need for better training for health workers (31).
low managerial discretion in Vietnam (31). A study from Indonesia also confirmed that
PHC staff have a high workload due to managing multiple programs which prohibit them
from delivering mental health services (40). It was also difficult to achieve trained man

power from a study in Kuwait (41).

Low level of awareness about mental health in the primary health workers was also
prevalent in south Africa (38). Shortages in personnel and training opportunity in South
Africa (38), Kenya (39), Uganda (44) and Libya (37) were some of the identified problems
for managing mental disorders in PHC. Even though mental health training was seen as
mandatory as indicated by Ayano et al (11). Instead a study from Kenya showed that
primary health workers rely on the counselling they received for other illnesses (39). The
lack of refresher training in Nepal (36) has also meant that despite the training provided
there continues to be a lack of availability of mental health services on a regular basis. High
workload and high staff turnover in South Africa (45) and Liberia (46) were also some of
the identified problems for mental health services integration. Shortage of staff was also
reported from Ethiopia (10,11)

Health care providers’ belief that mental illness was a strange behavior and traditional

healers were more effective than modern medicine practitioners was seen as an obstacle



for mental health integration into PHC (40,42). The primary health workers were
unsatisfied with the level of knowledge they had in mental health and did not regard
managing mental illnesses as their primary role. Negative attitudes towards mental health
and mental disorders and a limited appreciation of its integration into PHC were noticed
(43). In contrast to this results, almost all respondents of a study in Jimma, Ethiopia
expressed a positive attitude towards mental health and the idea of integration of mental
health care into PHC services (42).

The limited availability of psychotropic medicines was also concern in providing mental
health services at all PHCs in Denpasar (40). Inconsistent provision of psychotropic
medications at facilities of south Africa (45), Liberia(46), Libya (37), Ethiopia (10,11) and
other LIC(12) was a barrier for availability of mental health services. In Nepal, the non-
availability of essential psychotropic medicines has meant a lack of availability of mental
health services on a regular basis (36). The overall availability of essential medicines for
mental health in the PHC facilities of Libya was 1% according to SARA Libya report (37).
Psychotropic drugs to health centers had to go through hospitals unlike non- psychotropic

ones which were supplied directly from the national drug store and supplier in Kenya (39).

Shortage of resources was also seen as organizational barrier of integrating depression
services in to PHC in Vietnam. Although 81% of survey respondents reported that private
space was necessary for consulting patients with depression, many PHC professionals
indicated that private space was unavailable at their health center in Vietnam (31). Health
care providers argued that a special room or space for assessing psychiatric problems was
required (40).

A study done in Tanzania showed that shortage of resources affected integration of eye
health services into PHC (47). In Libya, only 1% of the included PHC facilities had any
mental health guidelines available (37). There were also no specific assessments, or
management protocols or guidelines for psychiatric care in the studied PHC facilities of
Kenya (39). Problems with quality and quantity of existing private space for diagnosis and
treatment of mental patients was noticed also in Liberia (46), Ethiopia (42) and south Africa
(45).



A situation analysis study done in five LMIC found out that there were no models of multi-
sectoral working or collaborations with traditional or religious healers across all sites (12).
A study from Kenya indicated that there was no engagement of the health care providers
with traditional healers and faith-based healers except occasional health talks regarding
mental health issues during religious gatherings (39). Integration of primary and mental
healthcare at the health facility level was failing because programs themselves were not
being integrated on the administrative level within district management as to a study from
South Africa (38). Lack of inter-sectoral collaboration was also seen while experience of
mental health services integration studied in Ethiopia (10).

There was no district mental health plan or implementation of national mental health plan
in a study from five LMIC (12). There was also no mental health coordinator in district
health offices from Ethiopia, but there was mental health coordinator in district health
offices of South Africa (12).

A study in Kenya showed that no mentorship and supervisory support for mental health
were available except in the facilities that were run by psychiatric nurses (39). specialist
mental health professionals to support the service were also lacking from LMIC (12). The
interface between mental health specialists and PHC was limited to paper referrals (12).
Lack of clear referral mechanisms and timely supervision were also problems raised in
Nepal (36), South Africa (45) and Ethiopia (42).

2.3.2 Health system level readiness for mental health services integration

Mental health has been discriminated by policy makers as respondents of a study in Sudan
replied and also described as it has never been a priority in the health services (32).
Stakeholder interviews from Georgia assessing mental health needs highlighted the lack of
recognition and the political will to enact reforms that would recognize these needs. There
was no specific government program or policy targeted at the mental health needs, and no
resources have been allocated specifically for mental health care in internally displaced

people in Georgia (29).



Respondents from Indonesia declared that the mental health services integration remained
poor because it could have taken long time for the mental health policy to be well
disseminated to all local stakeholders (40).

According to a study from Sudan; care givers thought the main obstacles to use mental
health services were centralization of mental health services, and mental health not being
a priority by policy makers (32). The existing policy, legislative and institutional
framework for health in Nigeria revealed a complete exclusion of mental health in key
health sector documents (48), and where policies exist, they were unclear as South Africa
study revealed (45).There was also no operational and specific policy on mental health at
the national and county level of Kenya (39). Challenges in south Africa for integrating
mental health services included the low prioritization and stigmatization of mental iliness;
weak managerial and planning capacity to develop and implement mental health care plans
at provincial and district level (45) the developed policies being not disseminated well and
local stakeholders remained unaware of the policy existence (40).

In Georgia, budget emerged as a major challenge to effectively providing health services,
both with respect to securing an adequate government budget for mental health care and to
providing facilities with sufficient resources (29). Budgetary constraints and various
inequities with respect to the mental health budget were also reported from Mexico (30).
The study from Indonesia explained that no specific budget was allocated for mental health

services, but that these costs were covered by the general budget of the facility (40).

There was under-investment in integration of different programs into PHC in Tanzania
which was interpreted as neglect from the government (47). This was also the case in
integration of mental health care in a study from Ethiopia (49), south Africa (45) and other
LMIC(50).

What can be summarized from most of the studies in Ethiopia while reviewing the literature
for mental health services integration studies are the following. There is scarcity of
literature about mental health and mental health service integration in Ethiopia and LIC.
Those few studies done were national based studies and/or the study areas included in the

study (districts and health centers) for the source of data are either because they were

10



included in an integration program supported by international institutions such as PRIME
and Emerging mental health systems in LMICs. In addition they were studied as a baseline
prior to the integration program or as an evaluation of the program. But the current study
is planned to explore need and readiness for integration of mental health services into
public health centers irrespective of enrollment into a special integration program unlike

the other studies.
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3. Objectives

3.1 General Objective

To explore the need and readiness for mental health services integration in public health
centers of North Wollo Zone in 2020.

3.2 Specific Objectives

e To explore the need for mental health services integration in public health centers of
North Wollo Zone in 2020.

e To explore the readiness for mental health services integration in public health centers
of North Wollo Zone in 2020.

12



4. Methods and Materials

4.1 Study design

An exploratory qualitative study design was used to study the need and readiness for mental
health services integration in the public health centers of North Wollo Zone. The study
design was chosen due to its appropriateness for issues rarely studied such as mental health
services integration in LMIC and Ethiopia.

4.2 Study area and period

The study was conducted in health offices and public health centers of NWZ, Amhara
National Regional State, Ethiopia from June 05 to June 30, 2020. The zone has an estimated
population of 1,763,246. The main town is Woldia, located around 520 km from the capital
city, Addis Ababa and 361 km from Bahir dar, the capital city of Amhara National Regional
State. There are 11 districts and 5 town administrations in the zone. The town
administrations are Woldia, Mersa, Kobo and Lalybela and Gashena town. The districts
are; angote, bugna, dawnt, gazo, gedan, gubalafto, habru, lasta, meget, raya kobo and wadla
(23).

There are one specialized hospital, five primary hospitals, 68 health centers and 291 health
posts in North Wollo. About 1632 health professionals are working in the government
health facilities of NWZ (23).

Within the study site, the highest level health care facility is the only governmental
specialized hospital, located in the town of Woldia. It is staffed by general physicians, a
surgeon and obstetrician, as well as health officers, pharmacies, laboratory technologists
and nursing staff. Health centers provide PHC services comprising preventive health care,
treatment of acute illness and delivery services. Health centers are staffed by health
officers, midwives and nurses. Health centers are linked to satellite health posts, staffed by
two community HEWs. The HEWs form an interface between the PHC system and the
community, dividing their time between house-to-house visits, community awareness-

raising activities and a limited range of health post-based primary care services.
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4.3 Study participants

Mental health coordinators were planned to be interviewed at health offices and Zone
Health Department level. But none of the health offices have a separate mental health
coordinator, instead non-communicable disease coordinators were responsible for
activities related to mental health. Non communicable disease coordinators at district/town
health offices and Zone Health Department, health professionals working in health centers
who have taken trainings related to mental health and psychiatric nurse who used to work
in health center were the study participants. Even though the psychiatric nurse is not
permanently working in the health centers, he was assisting formally one of the health
centers of North Wollo in issues of mental health services in addition to his hospital work.

4.4 Sample size and Sampling technique

Two out of the three town health offices and five out of the eleven district health offices
were selected purposely at first to interview the study participants. The study areas were
selected purposively depending on presence or absence of hospital in the district, on the no
of health centers in the district (both health offices that have smaller and bigger number of
health centers), distance from zone town (nearer and farther health offices), and so on to

entertain respondents working from varying areas within the zone.

A total of 15 study participants were planned to be included in the key informant interview.
But only 12 participants were included due to saturation of the data. The participants were
selected due to their role (non-communicable disease coordinators in district/town health
offices and Zone Health Department), the training they took (health professionals working
in health centers who took trainings related to mental health), and their profession
(psychiatric nurse). The psychiatric nurse used to work in one of the health centers of North
Wollo till six months back from the time of data collection before he moved to one of the
hospitals in the zone. But he continues to communicate with the health center workers in

issues of mental health services.

The three PHC working in health centers and taken trainings related to mental health were

selected from the health centers of health offices included earlier.
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4.5 Research instrument

Semi structured interview guide was prepared for a face to face interview with key
informants to explore the need and readiness for integration of mental health services in
health centers. The major ideas included in the interviews were about the presence of
mental patients and the habit of seeking health care in the community, the condition of the
health facilities in terms of trained man power, psychotropic drugs, and others for mental
health services integration. Which mental health services are provided in the health centers
was also discussed.

Informed written consent was taken prior to each interview. Audio recording during the
interview time was done after permission was gained. The principal investigator was
assisted by a degree holder health professional assistant while interviewing the participants
through recording their voice and taking notes simultaneously. The study participants were
interviewed in their working area usually in their office at convenient place and time for
them. Hand shaking, close contact and sharing of materials were avoided and mask was
used to cover mouth and nose during data collection to prevent transmission of covid 19.
Hand sanitizer was also used to clean hand and used materials like audio recorder after

each interview.
4.6 Data management and analysis

Thematic analysis technique was used to analyze the data and discover the need and
readiness of mental health services integration into health centers. After data collection,
tape recorded data was transcribed in Amharic language written form word for word. Then
the participants’ verbatim was translated to English and read carefully and thoroughly
several times to identify meaning full statements about the descriptions. After that, the
formulated meanings were aggregated in to themes and sub themes. The data was
interpreted based on the description under each theme and direct quote of the participants’
explanation was used. Atlas ti version 7.5 software was used to code and categorize the

data to answer study objectives.
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4.7 Rigor of the Study

4.7.1 Credibility

To achieve credibility of the data, prolonged engagement through repeated physical and
phone contact with the participants was done. In addition, the researcher used one- to —one
face to face interview to allow participants reveal their independent understanding of
mental health integration. In addition, use of tape recordings of the interviews and
transcription of the verbatim was used to increase the accuracy of description of the
participant’s experiences, hence it increased credibility of the data. During prolonged
engagement the researcher was passively active, more of a listener while taking note of the
verbal and non-verbal signals. Probing questions were used to ensure that the data
generated is true and consistent with participant’s views. Transcription verification was
done with three participants while reading the transcription for the participants. Peer review
of the data analysis, interpretation and conclusion of the study was done by peers who have

been doing qualitative studies for their MPH.

4.7.2 Dependability

The researcher used probing during data collection and transcription verification with the
participants. The generated information was correlated with the available literatures, so as
to provide sufficient information and produce evidence that can be laid open to external

evaluation.

4.7.3 Confirm ability

Confirm ability was achieved through reflexivity. In the process of data analysis the
researcher suspended her own pre conceived ideas and beliefs about mental health
integration and concentrated on the information that was given to the researcher by
participants to avoid misinterpreting the phenomena. To capture rich and detailed
information, researcher allowed each participant to tell his or her independent experience
and understanding deeply, until no new information rise out. Quotations from participants

were used.
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4.7.4 Transferability

To achieve transferability, the researcher described in detail about the setting and
participants by which research was conducted. This was done to give the readers enough
information for them to judge the applicability of the findings to other settings.

4.8 Ethical consideration

Ethical clearance and approval was obtained from the IRB of Bahir Dar University.
Supporting letter was written by BDU to NWZ health department office. Further
permission was obtained from NWZ health department office for the respective district
health offices and health centers. The study participants were informed about the objectives
of the study and were informed as they have the right to withdraw at any time. Written
consent was obtained from the study participants. Confidentiality of information was
assured by not writing/calling the name of participants to be seen by any reader. Voice

recording was used only after the interviewees’ willingness is assured.
4.9 Dissemination and utilization of results

The result of this study will be submitted to BDU College of Medicine and Health Science
School of Public Health. A copy of it will be offered to NWZ Health Department, Amhara
Regional Health Bureau, other governmental organizations and NGOs especially who are
working on mental health. It will be also presented at different conferences and workshops

and will be sent for publication at scientific journals.
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5. Result

5.1 Demographic characteristics of the participants

A total of 12 participants were included in the interview. 11 of them were male. The
participant’s age was between 23 and 55. Seven of them worked in district and town health
offices and one in zone health department as non-communicable disease coordinators. The
other three were nurses working in health centers and have taken training related to mental
health. There was also a psychiatric nurse included in the study. Only one of the
participants was diploma, nine of them were BSc degree and two of them were master’s

degree holders.

Table 1: Description of Participants of the study of need and readiness for mental health services integration in
North Wollo in 2020

Code of | Sex | Age | Profession | Educational level | Role at work
informants
Kil'1 M 38 MPH Masters degree NCD coordinator at ZHD
KIl 2 M 40 BSC Nurse | Degree NCD coordinator at
DHO
KII 3 M 35 Diploma Diploma Professional at Health
Nurse center
KIl 4 M 52 Health Degree NCD coordinator at THO
service mgt
KI5 M 55 Psychiatric | Degree Prior  Professional at
nurse Health center
KIl 6 M 38 MPH Masters Degree NCD coordinator at
DHO
KIl'7 M 40 BSC Nurse | Degree Professional at Health
center
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KII 8 M 53 BSC nurse Degree NCD coordinator at
DHO
KII'9 M 30 BSC Nurse | Degree Professional at Health
center
KIl 10 F 23 Health Degree NCD coordinator at
officer DHO
KIl 11 M 45 Laboratory | Degree NCD coordinator at THO
technologist
KIl 12 M 29 Health Degree NCD coordinator at
officer DHO

ZHO — Zonal Health Department DHO —District Health Office THO — Town Health Office

The response of the study participants was read thoroughly, deeply and repeatedly till an
understanding of the ideas was gained. The themes emerged while analyzing the response
of participants are 1) Mental health service needs of the community, 2) Mental health

services provision and 3) Readiness for mental health integration.
5.2 Mental health services needs of the community

While the professionals were discussing the mental health services integration in North
Wollo, some parts of their speech focused on the need of the community for mental health
services. This theme emerged from three subthemes under it; perceived prevalence and
causes of mental illnesses in the community, seeking health care for mental illnesses and

the importance of mental health services integration for the community.

5.2.1 Perceived prevalence and causes of mental illness in the community

Perceived prevalence of mental illness in the community was explored and eight of the
twelve respondents highlighted that it was prevalent in the community with increasing
magnitude while the rest four pointed out that mental illness was not a common problem

in the community of North Wollo. The mental illnesses raised by the respondents to be
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prevalent in the community were substance abuse, depression, epilepsy, psychosis and

suicide.

A NCD coordinator at a town health office associated the increment of mental illnesses
with return of migrants from Arab countries back to their country.

“Yes, it [mental illness] is increasing somehow in number from what it was.
Especially from those youths who return from Arab countries. It is seen widely from
those who come from abroad countries. It [mental illness] has now a different digit.
(I 4, NCD coordinator at THO)

Other interviewees attributed the existence of mental illness to wide spread usage of
addictive substances in the community. The abundant presence of lack of job in the youth
was also described to aggravate the risk of developing mental illnesses like depression in

the community.

“The problem exists. There is no doubt that the problem exists. People around here

use alcohol, chat and have addiction....” (1 6, NCD coordinator at DHO)

“..... Its future is dangerous. Especially Woldia... majority of the youths spend their
day chewing chat, majority of the youths do not have job. Half of them have tried
their chance abroad and returned, have lost hope. (showing a face who has lost
hope) | think these situations aggravate the problem [mental illness] in the future....
majority of the youths do not have job and they lose hope and become distressed.
We have seen who hang themselves to death. This will be the result of it [mental
illness].” (I 4, NCD coordinator at THO)

Mental illnesses were one of the top ten diseases among the diseases patients seek care for
in one of the health centers of north wollo. The speech of a psychiatric nurse illustrated
this;

“Earlier when I used to work in the health center, there were a lot of cases. We
were not only serving this surrounding, the zone, but there were also [patients] who
come from Mehoni and others [areas] from region 1. Since it is the surrounding

where chat is highly available, a lot of substance addicted individuals used to come.
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More than 50 [individuals] used to come from there. There were a lot of cases. For
example, it used to be 3", 4" and 5" of the top ten diseases.” ... (I 5, psychiatric

nurse, former worker at health center)

The contrasting view towards the prevalence of the disease was seen in some of the
respondents as they argued that even though mental illnesses existed in the community, its
number was not that much. The number of mental diseases seen and recorded daily from
the health facilities was low. There was also a good practice of visiting the community to
screen for mental illnesses from staffs of health centers and health offices.

“It [mental illness] is a problem. But when we see it [in magnitude], | think it is in
low level. The problem in terms of numbers, large number is not recorded daily.
But still the problem exists. When we see it in terms of its magnitude, what I [think]
it is in low level.” (1 2, NCD coordinator at DHO)

“There is no till now. There is epilepsy rather. But there is no mental illness that
much in this area. | have worked here for many years and | have not seen. We used
to go [to the community] earlier. We were out. | went to the community when | was
trained for mental health long ago and there is nothing I found. We have look in
each village, there is no this kind of thing at all. I was upgrading in psychiatry. We
stayed one year and four months, and due to corona, | am back. After | come, | was
looking forward eagerly for this kind of cases, but I haven'’t found one case. And
now we are working just in all departments like including injection room and OPD

doing other cases.” (1 3, mental health trained PHC worker)

5.2.2 Seeking health care for mental illnesses

As the health professionals’ experience, majority of the victim community did not believe
in modern mental health care and hesitated to go to health facility when they faced mental
ilinesses prior to trying traditional and religious means. The reason for not going/taking to
modern health facilities when they faced mental illness as per the respondents’
understanding were the belief about the causes of mental illness in the community were
related to spiritual things. So they hided the mental patients in their house or took them to

religious or traditional places since they believed the modern medicine would not cure it.
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“The community does not believe that mental illness will be cured in health
institution, and in health center. They do not have believes. Usually they go to
traditional means, holy water uumm mostly it is to there. They believe it is from
devil (seytanism), they relate it with the devil. They take them to holy water, or to
church students (debtera)....” (1 8, NCD coordinator at DHO)

“....this kind of things [mental illesses] are not believed to be treatable by modern
medicine. Due to this, when people become sick instead of going to health facility,

’

they prefer to go to religious places, holy water, and a lot is expected to be done.’

(11, NCD coordinator at ZHD)

“Going to health center to be treated, some [mental patients] go and get treated,
but there are those who only sit them in their house and do not bring them to the
health facilities. There is what | noticed recently. When we were going village to
village for a package I have found someone [who has mental illness]. They didn’t
bring him to health facilities then. .... So there are those who are hidden. I have
come across through people who believe by cultural means only and do not believe
that facility treatments cure.” (1 2, NCD coordinator at DHO)

“Some part of the victim community prefer to seek modern health care only if the
other [spiritual] didn’t work. Because it prioritizes its culture. Majority lives in
the rural area and is not civilized that much so will come here only after trying
cultural means and doesn’t work. ..... Currently, the majority uses cultural means

and if doesn’t improve, comes to health institution.” (1 4, NCD coordinator at THO)

According to a participant, those who visit health facilities for mental illnesses seemed to

go to hospitals instead of health centers since they did not know if the service was available

there or not. It should also be noted that there was only one psychosocial trained

professional in one health center out of the eight health centers in the district where this

coordinator worked.

“The community does not have that much [awareness] that it [mental health
service] is given in health center. They come to hospital rather. They do not have

awareness. They go there [health center] and ask most of the time when they are in
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problem, when they lack the drug, when they cannot come to hospital. Otherwise
they come to hospital.” (1 2, NCD coordinator at DHO)

5.2.3 Importance of mental health service for the community

All of the study participants’ responses showed the importance of integration of mental
health service into health centers and they believed it would be good for the community,
especially the victims, if they could get the services in the nearby health centers. The
integration was also believed to decrease the load in the hospitals. A respondent expressed
his fear in mental health service integration not being implemented due to lack of focus

from the government.

“Expanding the service is a good thing if possible. Because now NCDs are
increasing in number from before, availing the service in health center for the
community, mainly, it increases accessibility. It is good if it can be. Because the
load in the hospital decreases. Secondly, the community get the service with no
problem. | think better results will come if integrated. But it is not implemented. ”
(14, NCD coordinator at THO)

Providing mental health services by integrating it to the nearby health centers was stated
as a benefit for the rural community since they faced difficulties when bringing mental
patients to hospitals which were usually far from their living area. Compromised quality of
care due to patient load in hospitals, difficulty of the road and transportation fees added up

with different difficult behaviors/activities of mental patients made it difficult.

“It will be a better thing if they get medical services by going to the nearby health
center rather than going to hospital. It will make it better. There are lots of patients
in hospital, ummm, they may not get good service. They may not get their follow up
when they need, for the rural community it may be difficult to pass through river,
there is the distance of the road. I think it will be comfortable for follow up and
support, if they can get the medical care at a nearby health center. ... [They say]
we cannot take him, we are unable to bring to facility, to Woldia. Since it is far it
may be difficult. The person may hit others, there may be falling off a cliff. It will

make it better if they can get treated at nearby.” (1 2, NCD coordinator at DHO)
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“It [mental health service provision at health centers] is better in terms of economy
and different things, especially for the patients. There may be individuals that drop
out due to these reasons, due to its distance, and may not have social [support]. It
is very preferable if it can be done, it is useful for the community.” (1 9, mental
health trained PHC worker)

A psychiatric nurse emphasized the need for mental health services at the community level.
He indicated the benefit of the service at the PHC level as many mental patients suffering
and living in the road of the towns could work, would be productive and fruit full for
themselves and the community if they could get the treatments they need.

“It is good if you recommend, it [mental health services provision] has to be done
at the lower, at the community level. It can be done. There are lots [of mental
patients]. Many are suffering. The ones in the road can be productive
(beyemengedu yalutm [ebdoch] wetetama yehonalu). There are lots of them. It is
good if you recommend this things [mental health services integration into health

centers].” (I 5, psychiatric nurse, former worker at health center)
5.3 Mental health services provision

The mental health service provision theme emerged from two subthemes; mental health
service provision by trained PHC professionals and mental health service provision by
psychiatric nurse. The ideas in the theme described what the mental health service
provision look like while there was a psychiatric nurse in the health center or PHC
professionals who took short-term mental health trainings. There were four professionals

who took comprehensive mental health training and twenty one Professionals who took ART

integrated mental health training in NWZ.

5.3.1 Mental health services provision by trained PHC professionals

Participants were asked to narrate about the mental health services provision in the health
centers. Respondents were not satisfied with the level of mental health services the health
centers were providing. The main mental health service provided in the health centers was

referral of patients to hospitals when they were suspected of mental cases. There were also
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health centers that give counseling, prescribing medications, follow up services for mental
patients and health education was also given in some health centers.

“For individuals who have sleeping problem, we give amitriptyline. CPZ and the
likes are not allowed to be given by our level. We appoint them and advise them. If
they do not get relieved we refer them to Woldia whether it is manic or depression,
and they will start there.” (1 7, mental health trained PHC worker)

“If they find the case they will refer to hospital because there is no trained
professional. Our district in terms of availing mental health service in health center
can be said almost in a level of zero. So except referral, they do not get the service
that much. After they come to hospital and are seen one to two times, there are
individuals who continue their follow up and take their medication from the health
center. If the medication exists, some make their follow up there, come to health
center, and when referral is needed, there is a time they are referred. But this is not
that much.” (1 2, NCD coordinator at DHO)

A respondent was highlighting in his speech that activities involving stakeholders in mental

health of the community such as community and religious leaders were not done.

“You do not say it [mental health service integration into health centers] is not
implemented at all. Because health education is given in some health centers.
Treatable cases in health centers are treated, and some are referred. You cannot
say it is completely being implemented. Now those related with the community
relation, related with religious, church, these things [are not done]” (I 1, NCD
coordinator at ZHD)

There was a response that the PHC workers believe that the service could not be provided

by them.

“Actually when training is given, it is [expected] that the service should be given.
Whatever uuuumm after a follow up in hospital, there is a situation when they go
there [health center] for a follow up.... it is minimal in terms of number. And that

is, most of the health centers have fear of giving the service. They think the service
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cannot be given by them at least not even counseling. Whatever the service given is
low.” (1 2, NCD coordinator at DHO)

Another coordinator stated that only emergency management was provided for patients

presenting with acute mental cases.

“There is no. when we say treatment, they come once, and they may give them
sedatives. We do not call that treatment. There is separate treatment, there are
separate drugs. These drugs should be given. Giving sedatives for them and letting
them relieve for the moment, I do not think it is treatment.” (1 8, NCD coordinator
at DHO)

A psychiatric nurse complained on the service given at the health center by PHC

professionals, as medications being ordered were mistakenly ordered.

There are those [mental patients] who should stop [their medication], even there
are epilepsy patients who should stop, but they just continue taking. Mental
problem, for example even if it is schizophrenic if it is paranoid or catatonic
(schizophrenic types), there is a time when you should stop [giving medications].
Now they [PHC professionals] just [order the medications for them], what I
started, it is just refill and refill. It is very bad.” (I 5, psychiatric nurse, former

worker at health center)

5.3.2 Mental health services provision by psychiatric nurse

As understood from the speech of respondents, mental health service provision at health
center used to be more effective when a psychiatric nurse was working in health center.
Great improvements were seen in symptoms of mental patients when they were treated by

psychiatric nurse.

“at that time you know what, those [mental patients] chained by handcuffs [hands
and/or legs of some mental patients specially psychotic ones are chained by metals
(senselet) so that they will not be lost, harm themselves and others] were even
released. The chained ones used to come when I used to work there....” (I 5,

psychiatric nurse, former worker at health center)
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Mental patients in the community who visit the health facilities also preferred to be seen
by psychiatric nurse.

“There are some who come. Because this professional [a psychiatric nurse] is a
well-known professional. Because he was the only professional by mental health.
He used to do this [treat mental patients] in the health center. But those who used
to seek care from him, still now they come. He helps them. Because he doesn’t say
go there go here but orders the drug for them. But he himself orders the necessary
medications to be bought here in the health center. ” (1 4, NCD coordinator at THO)

5.4 Readiness for mental health services integration

This theme is about the readiness for mental health service integration through the two
subthemes under it; system level readiness and facility level readiness. Government
emphasis, budget and partner involvement are the ones that made the system level
readiness for mental health services integration. Resources for mental health services
integration, mental health plan and monitoring and supervision are the ones that made

facility level readiness for mental health services integration.

5.4.1 System level readiness

5.4.1.1 Government emphasis
All of the respondents complained on the lack of emphasis from the government for mental
health of the community. A respondent attributed lack of emphasis from higher officials
for the tardiness of mental health services integration in health centers. It was also noticed
from the interviews that there were not actions taken besides raising the idea of mental
health services integration and talking about it by everyone involved. The following
responses illustrated this;
“I think the problem is not giving focus [for mental health]. The higher officials do
not give focus. The emphasis is given for those two non-communicable diseases
[DM and HTN].” (I 4, NCD coordinator at THO)
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“eee what I want to say, may be this thing [mental health services integration] get
focused, government and all others give it focus so that the health service can be
given to victims in the nearby health center. ... The emphasis given from the
government is low. So what | want to say is more focus has to be given for this
thing.” (I 2, NCD coordinator at DHO)

“Yes it is true. It [integrating mental health to the health centers] is being said.
Firstly it is just talking. Starting from high level to low level, they just talk. ... It
was good if the health center can start. I do not think (ayiiee! ... smiles) ... But
there is no one that considers it. ... It is good, it is very good if it can be.” (I 5,

psychiatric nurse, former worker at health center)

A coordinator stated his opinion that government actions rather should be taken ahead
before things become serious due to the abundant presence of causes/aggravating factors

for mental illness in the community;

“The problem is government gives emphasis when the problem becomes huge only.
After 5 and 6 years, lots of problem will exist in Woldia. With this reality, with the
addiction the youth have, with the existing absence of job and loss of hope, [the
problem will be huge]. When these things become serious, | am sure the government
will act. ..... So it is good to look for a solution before the problem is huge.” (1 4,
NCD coordinator at THO)

5.4.1.2 Budget

All participants complained on the absence of budget allocated for mental health and other
non-communicable diseases also. There was also a gripe from the respondents that they
were not given their per diems when they do activities related to mental health such as

screening for mental illnesses in the community.

“There is nothing as such (laughing with a soft smile). Normally there is no budget
allocated specifically for NCD. There is no budget also for mental health. These
activities are run by the general budget of the office. There is no partner that

supports these programs so it is not budgeted. When we do screening and other
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activities for other NCD diseases, we don’t get our per diems (showing a face of

dissatisfaction).” (I 6, NCD coordinator at DHO)

“There is nothing. Not only for this specific service, budget is not allocated even
for epidemics. This is the problem of the office. There is a problem everywhere.
There is no budget which is allocated for this.” (1 4, NCD coordinator at THO)

5.4.1.3 Partner involvement

Despite partner involvement for effectiveness of any program is a known advantage, all
participants declared absence of partner which worked with them regarding mental health
of the community.

“Institutions and committees are not that much [involved]. The political
acceptance is not that much, it [mental health integration] is ignored. ” (17, mental
health trained PHC worker)

“There is nothing that we talked with any stakeholder (moving his head from side
to side). By health education with the community, health centers give health
education. Every activities are included in health education, and mental problems
are one of the issues. Health education is given in health centers but there is no
other thing done above this. Beyond this there is no other stakeholder that has
approached or asked to work about this. There is also no one that we communicated
with.” (1 2, NCD coordinator at DHO)

A coordinator at a ZHD tried to illustrate in his saying that the mental health integration
could be effective with involvement of partners. He emphasized the need to learn from
achievements made in raising awareness and other achievements of prevention and control
of HIV AIDS in the country which were due to involvement of partners. It was also said
that it had been difficult for the government alone to implement programs which might be

due to shortage of different resources and the need to learn from those experienced ones.

“It [mental health integration] is possible, but that does not happen out of nothing.

What | say is, how HIV AIDS [awareness] was gained, a lot is done. Most of health
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[programs] are run by partner. It can be implemented if there is partner
involvement.” (1 1, NCD coordinator at ZHD)

“The first thing is due to NGO or other supporters. Unless in support of NGO, the

government does not start and run programs by itself.” (I 4, NCD coordinator at
THO)

5.4.2 Facility level readiness

5.4.2.1 Resources for mental health services integration
Our interviews highlighted an overall shortage of staff working in the field of mental health
in health facilities of North Wollo. It was emphasized by the respondents that presence of
mental health trained professionals was the main important thing to provide mental health
services in health centers. Non-communicable disease coordinators at health offices
responded the following;

“The mental health service in our health centers, we have eight health centers.

Only one health center has a trained professional.” (1 2, NCD coordinator at DHO)

“There is no training at all. It [mental health] doesn’t have training. ..... 7 (1 4,
NCD coordinator at THO)

All health center professionals trained to give mental health services explained about the
importance of the training. They suggested emphasis and improvements in the trainings

given, so the given training could be practiced. The following statements illustrate this.

“It helps to screen somehow, but it is not enough, you know it. It was given for five
days by a lady from Bahir dar. And it was very good. The training is not enough.
But by that training, it can be done if it is given emphasis. But it does not have

budget, emphasis is not given to it.” (1 7, mental health trained PHC worker)

“But it could have been better if deeper training was given. Firstly the training is
short, given only for six days. It is not enough as to me.” (1 9, mental health trained
PHC worker)
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There was a suggestion to avail psychiatric nurses in each health center, for mental health

services to be provided there due to the work load, low level of motivation in PHC workers

lack of mentorship. Moreover, a low level of knowledge and skills in PHC workers of

North Wollo required to diagnose and manage people with mental illnesses was reported.

This was illustrated when a psychiatric nurse questioned the quality of the short term
mental health trainings given.

“But by giving 5 days training! (Laughter with smile)... You are saying you are

doing research on this. If he does not know the criteria for psychosis, what is it?!

(... Silence) The training they took is just meaning, they are trained vocabularies.

| am seeing few of them here. Even those who took 2 credit hour course, | am seeing

them. It is a very difficult thing. If they are trained and if they are devoted, they can

work. It is not a problem | can also show them. After they take the training and if

they are devoted, | can show them well. There is no problem. The main thing is

their motivation.” (1 5, psychiatric nurse, former worker at health center)

“Those [professionals] who are trained [for mental health services] in the health
center are not fixed at those places. For example if an individual is assigned in
ART, the first thing is there is turn over. When he joins other environment he will
not say | am trained in this thing and let me work. There is no motivation. That is
one gap. Plus to that even though they are trained with that, they are assigned to
other jobs. So these things are done additionally while they are also doing other
jobs. When that is the case, there is, he will be well prepared for the other class he

IS assigned for, which is ignoring this job.” (1 1, NCD coordinator at ZHD)

The interviewees responded about psychotropic medications that some of them existed in
the health centers and additional medications could be purchased by the health center if
needed. It could be bought from PFSA by their own budget. Although some drugs were
not allowed to be given for health centers, there were drugs that enable treatable cases at

health centers to be treated.

“Umm the medication may not be available now. ...the medication can be
purchased, they can. It can be purchased and availed since it is through their health

care finance by their own budget. I think drug issue will not be a problem. Ummm
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but there has to be a professional in the health facility that prescribes, that orders,
beyond that purchase can be made.” (1 2, NCD coordinator at DHO)

The opposing idea about psychotropic medication availability as described by the mental
health trained professionals was that there was shortage of important medications in the
health centers. Medications for depression and psychosis were not available at all and there

were also times when antiepileptic drugs were missing.

“First of all there is no medication. There is no amitriptyline. It is what we call
[psychotropic] drug. It does not even exists. There is no medication for it here at
all. There is no CPZ. Medicines only for epilepsy exists. They also will not be
available for three to four months and then they will come.” (I 3, mental health
trained PHC worker)

“Now for example in this level, there are no antipsychotic drugs, only amitriptyline
[is found]. There is no diazepam, no CPZ, no haloperidol, the drugs that can be
given at that level. Even though you can order them using the manual. They will
expire if they come also. Since they have health insurance and follow up in hospital,
there are individuals that follow up in hospital.” (1 7, mental health trained PHC

worker)

Despite absence of separate room for diagnosis and management of mental patients in
health centers of North Wollo, all of the interviewees stated that it could be prepared
somehow. But it might not fulfil the criteria of a room for diagnosis and management of

mental illness.

“After lots of trying, DM and HTN service is given in separate room. The others
[mental health and cervical cancer] are not given, it is not being done. Because the
main problem is every training asks for its own room. And that, as you know the
health center is built long ago. It is difficult to have class for each department.
Cervical cancer alone, mental health alone, DM and HTN alone, it is difficult to
find classes for each. NCD [DM and HTN] service is given in separate room

because there is NGO that supports it ....”" (1 4, NCD coordinator at THO)
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“Normally a room for mental patients to be seen will not be a problem. There may
be a shortage of class at health centers but it can be solved. But the room may not
be that much comfortable.” (1 6, NCD coordinator at DHO)

“We have selected one separate class for it. But it is difficult to make it have two
doors and the like unless new class is built. So it is not comfortable in that way. But
there is a selected class.” (1 9, mental health trained PHC worker)

All of the non-communicable disease coordinators described the absence of a specific
screening, diagnosis and management guideline but rather there were general guidelines
such as the treatment guideline and primary health care guideline available in health
centers. Lack of trainings on how to use these manuals was a problem even with the

availability of these general guidelines.

“There is no guideline. There is no guideline that come to us and we distribute.” (1

2, NCD coordinator at DHO)

Opposed to the coordinators idea, all mental health trained PHC workers stated that they
had the manuals and appreciated the importance of it for screening, diagnosis, and

management and also referral of mental cases if needed.

“since I put the manuals next to me in OPD, it is possible reading it to screen and
diagnose the cases that you suspected, at least to diagnose the cases at your level,
and will be easy to refer. It is comfortable. In mental health, it is not only about
learning, but if you do the job it is easy and you will understand it. If you do not do
it, if you do not practice it, learning only, it will be forgotten.” (1 7, mental health
trained PHC worker)

“... But the guide books are very good. It is like IMNCI, it leads. Even though the
guideline is good, the cases are not seen well [during the training].” (1 9, mental
health trained PHC worker)
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5.4.2.2 Mental health plan
All but one of the health offices included in the study had mental health plans together with
other plans of the office. The respondents were arguing the plan was prepared for the sake

of planning and no attention was given for its implementation.

“I was given conversion factor and planned it by multiplying with the district
population in the mission. I just planned it for the sake of planning only but there
is nothing done. As a plan | prepared it like this (showing A 4 paper that has list of
mental diseases and numbers in front of each), but there is nothing | am doing
(smiles...).” (1 10 NCD coordinator at DHO)

“Actually there is a plan to give mental health service at health centers. We have
planned. To increase detection of HTN by 50% and detection of mental patients by
50%. Mental health service is included under the main identified activities for the
health centers. And 19 mental patients are planned to be diagnosed and treated
annually. We didn’t give attention to it since the service is not given that much at
health center.” (1 6, NCD coordinator at DHO)

The participants related the problem for not implementing the mental health plans with the
absence of separate mental health coordinator in health offices and lack of information on

what they should do in relation to integrating mental health.

“It [mental health] is together [with NCD & NTD]. There is no one assigned alone.
There is no information.... we do not know what the officer should do, on what they
should focus, what kind of relation exists.” (1 4, NCD coordinator at THO)

5.4.2.3 Monitoring and Supervision
The interviewees explained that there was a problem of supervision and monitoring mental
health services of the health centers. Absence of initiation and follow up from higher

officials were some of the reasons described.

“In addition there is no one who monitors and focus. There is shortage of
monitoring. ... After giving training, they don’t check them at all (zor blew

ayayuachewm). We do not have [components] about mental health in the check list.
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[You do it] when there is someone who ask you. If the higher officials do not give
[emphasis].” (1 4, NCD coordinator at THO)

“During the training they said there will be supervision and took our phone
number. There is nothing done but they said they will mentor us. The one who
trained us has called me one to two times but they didn’t come and mentor us. They
said we will come but they didn’t come till now.” (I 7, mental health trained PHC

worker)

Some of the respondents narrated that there were some movements in relation to
supervision and monitoring of mental health services but it was limited to idea or in some

cases the screening of mental cases was checked.

“Normally we were talking informally with the trained professional. We were
saying that the community should be awakened. A committee also has to be formed
which will deal with mental issues. But we did not go that far.” (1 6, NCD
coordinator at DHO)

“There is no specific supportive supervision. But I include it in the integrated
supportive supervision check list when it is prepared here. Health facilities are seen
every quarter and that time we include it and orient.” (1 1, NCD coordinator at
ZHD)
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6. Discussion

Mental health services integration is one of a task sharing process proposed by WHO aimed
at providing mental health services integrated with the other general health services of the
facilities by non-specialist health care professionals to reach a wider proportion of the
community (51). This study revealed the need and the readiness for mental health services
integration in health centers of NWZ.

The need for mental health services of the community were seen from the angle of the
perceived prevalence of the mental illnesses in the community and the habit of health care
seeking behavior for mental illnesses. Perceived prevalence of mental illness in the
community was explored and eight of the twelve respondents said that it was prevalent in
the community with increasing magnitude while the rest four pointed out that mental illness
was not a common problem in the community. These eight respondents were working
relatively in urban areas of the zone when compared to the other participants. Mental
ilinesses, specifically substance abuse and those related with substance abuse seemed to be
abundant in towns rather than rural areas. There might be different reasons including; the
life style of those living in the towns, abundant presence of trade places that sell addictive
substances, migration of youths from rural areas to urban areas and Arab countries illegally
looking for job and might not get job as they planned, and as it is said in the proverb ‘the
crazy and the rain likes the cities’ for the variation of responses about the existence of
mental illnesses in the community from those who work in urban and rural areas. But it

needs further investigation on the prevalence of mental illnesses in the community.

So probably the problem may not be warranting in rural areas of the zone or the other
explanation could be that few level of records/ facility visits may not fully reflect the
prevalence of the problem in the community at large. It was also described that there was
a high number of visit of mental patients in one of the health centers of North Wollo,
making it one of the top ten diseases patients seek care for. This could have been related
with the presence of a psychiatric nurse only in that health center at that time instead of
other health centers of the zone. Mental patients might be referred to this facility or they or
their carriers themselves might be initiated to visit this facility as they knew the presence

of the professional, the psychiatric nurse. So other studies may be needed to assess the true

36



prevalence of mental illnesses in the community. Common mental disorders were reported
to be major public health problems in different parts of Ethiopia (24,25), being similar with
this study. The mental illnesses raised by the respondents to be common in the community
were; epilepsy, substance abuse, depression, and psychosis. Suicide was also reported. It
is good that the mental illnesses common in the area of North Wollo are similar with the
mental illnesses run by the PRIME program in different LMIC including Ethiopia
nationally (13). This may help mental health services integration in North Wollo by using

experiences from those health centers/areas that integrated mental health services earlier.

Despite its increment, most of the mental patients did not seek health care in the health
facilities including health centers prior to visiting traditional and religious places, as the
response of health professionals illustrated. Lack of awareness about mental illnesses in
the community of North Wollo was reported. Mental illnesses were attributed to spiritual
and religious causes by the community so they preferred to seek care for mental illnesses
in the religious and traditional places instead of modern health care. Mental illnesses were
also said to be related with lack of job in the youths and return of migrants. A study of
integration of depression management services in Vietnam (31) was similar in findings
with this study, it pointed out that mental illness was more abundant in the community than
the patient population showing most of the mental patients did not seek health care. A study
of barriers to mental health integration in Sudan (32) also reported that the community
related mental illness to devil and witchcraft and prefer to seek care from religious and
traditional experts which is also similar with this study. Lack of knowledge and information
issues about mental illnesses were associated with not seeking health facilities in Georgia
(29) which is similar to this study findings. Creating awareness for the community about
mental illnesses and the mental health services provided in health centers may be a
necessary action to start with. Job opportunities and entrepreneurship trainings may also
be needed as a prevention and healing mechanism for substance abuse, depression and the

like in the youths and returners from migration.

The mental health services provided in health centers included health education,
emergency management, follow up and referral of mental patients. The visit of mental

patients to health center was seen to have increased when there was a psychiatric nurse in
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the health center. Although it is recommended to avail psychiatric nurses in each health
center by the Ethiopian Health Center Qualification criteria (21) and was suggested by a
respondent, the current reality of the health centers of North Wollo is far from this. It was
found out from the report that there was no health center where by a psychiatric nurse
existed. The Amhara Regional Health Bureau should plan and work to increase the number
of psychiatric nurses and other mental health related professionals according to need of the

region in the long run.

Despite the burden of the problem, all of the respondents declared that the emphasis given
for mental health of the community from the government was low. It is similar with
findings of a study from Sudan (32) and Indonesia (40) as these findings yielded mental
health’s discrimination in front of the government. All participated NCD coordinators of
this study complained on the absence of budget allocation for mental health which is
similar with studies from other parts of Ethiopia (34), South Africa (45) and Mexico (30)
as there was no specific budget allocated for mental health in the district health offices.
Lack of emphasis from the government manifested by absence of budget allocation for
mental health and not involving partners seemed to contribute for the sluggishness of the
mental health services integration process in North Wollo. So everybody within the system
or that has role in it should give focus for mental health and communicate with and involve
different partners that can support the mental health services integration in different ways.
It is also mandatory to allocate budget for mental health by accommodating the shortage

of finance in the country.

As the respondent’s reply suggested that there was shortage of mental health trained
personnel in the health centers and the trainings given were for few PHC professionals and
for few days only. The quality of this short term mental health training was criticized to
show limitation of skill in the trained PHC professionals. Turnover, lack of motivation and
work load were also problems related with provision of mental health services by PHC
professionals in health centers of North Wollo. Similarly to this study, shortages in
personnel and training opportunity were one of the problems listed by respondents in
studies of mental health integration in other part of Ethiopia (10,11), South Africa (38) and
Libya (37). The lack of refresher training in Nepal (36) had also meant for absence of
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mental health services in health centers which is similar with the findings from this study
as the mental health trained professionals were asking for additional trainings to be given
to update their knowledge and ability of treating cases. The available human resources in
mental health professions in North Wollo is also below the average in Ethiopia (20). But it
is similar with study from Kenya where by no psychiatrist exited in the studied county also
(39). So it should be noted that training PHC professionals with the necessary updated
mental health trainings is mandatory for mental health services provision in the health
centers. How to tackle the lack of motivation of PHC staffs and turnover should be
investigated and appropriate measures should be taken.

The participants of the study from health offices and health department were sure of the
possibilities of availing psychotropic drugs at the health centers. But interruption of
psychotropic medical supply including anti-epileptic drugs was reported from those trained
professionals working in the health centers. So there may be a gap in communication and
timely supervision and support between the two groups (professionals working in health
offices/department and professionals working in health centers). Shortage of budget was
also reasoned for not fulfilling the new generation psychotropic drugs in a health center.
Inconsistent provision of psychotropic medications at health centers of south Africa (45),
Liberia(46), Libya (37), and Ethiopia (10,11) was noticed which is similar with some
responses of respondents that there were times at which psychotropic drugs would be
missing in the facilities. The NCD coordinators argued that psychotropic drugs like the
other drugs can be bought by the health center through PFSA with some restriction of the
drugs. In contrast to the current findings, a study from Kenya showed that psychotropic
drugs to health centers had to go through hospitals (39). There was a problem of supportive
supervision in the studied health facilities which is also in line with a study from Kenya
(39). All respondent agreed on weakness of the supervision and monitoring being given
when it comes to mental health services, and it needs improvements. But there was a gleam
of visiting the community and screening mental illnesses from staffs of health centers and

health offices which should be appreciated and improved.

According to the respondents, there was no conducive separate room for diagnosis and

management of mental patients in the health centers but was said that it could be prepared
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somehow. Problems with quality and quantity of existing private space for diagnosis and
treatment of mental patients was also noticed in Liberia (46), Ethiopia (42), south Africa
(45) and Vietnam (31). As to the result of this study, there was no specific guideline that
can be used for the screening, diagnosis and management of mental patients except with
the trained PHC professionals. Other studies also supported this finding. In Libya, only 1%
of the included PHC facilities had any mental health guidelines available (37). Similarly,
there were also no specific assessments, or management protocols or guidelines for
psychiatric care in the studied PHC facilities of Kenya (39). Distributing guidelines which
helps to screen, manage and refer mental illnesses is important with trainings on how to

use them given side by side for the effectiveness of mental health services integration.

All of the district health offices studied were characterized by absence of a separate mental
health coordinator and the mental health plans were just planned for the sake of planning,
the achievements was also not monitored as described by the respondents. This finding is
also in line with a finding from LMIC of Ethiopia, India, and Uganda but inconsistent with
findings from Nepal and South Africa as the last two had a separate mental health
coordinator in the district health offices (12). Although it might need further investigation,
the last two countries seem to have better mental health services through availing all
psychotropic drugs and higher number of mental health workforce. Having a separate
mental health coordinator at district alone may not result in an improvement, but it can
contribute for it. Not to forget that South Africa and Nepal are from middle income

countries of Africa.

40



7. Limitation of the study

There are limitations to my methods in this study that must be stated. The title could have
been studied well more and additional information might have been obtained if focus group
discussion was used as a tool. This was not possible due to the difficulty of bringing
different health professionals from different places to the same place because of covid 19
pandemic. The study was provider’s perspective. The investigator did not interview mental
patients or their carriers and they could have offered valuable additional insights into the
mental health services integration. But it can be studied in another study.
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8. Conclusion

Mental illnesses are a problem in the community of North Wollo Zone. Prevalence of
mental illness was increasing in the community of urban areas of the zone, which were
attributed to widespread presence of substance addictions, lack of job in the youth
population and return of migrants. There was a problem in seeking modern health care for
mental illnesses in the community due to lack of awareness about mental illnesses and
resulting preferences to visit traditional and religious places. The mental illnesses prevalent
in the community were substance abuse, epilepsy, depression and psychosis. Suicide was
also reported.

Although there were weaknesses and interruptions in the services, the health centers of
North Wollo provided mental health services such as health education, management of

emergency cases, referral and follow up to some extent.

There were problems in availability of psychotropic drugs, separate room and guidelines
in the health centers; but the more emphasized problem was shortage of mental health
trained professionals for not providing mental health services. The mental health trainings
given were also criticized in enabling PHC professionals to manage mental illnesses added
up with lack of motivation, work load and turnover. The lack of strong monitoring and
supervision system due to lack of government emphasis, budget and partner involvement
also contributed for the current situation of mental health services integration into health

centers.
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9. Recommendation

Ministry of health and especially Amhara Regional Health Bureau should give emphasis
for mental health of the community and allocate adequate budget for the mental health
services to be provided. It should also advocate mental health to involve non-health
government sectors and other local and international NGOs in improving the mental health
of the community. They should plan and work to increase the number of mental health
workforce according to need of the country in the long run.

The Amhara Regional Health Bureau by coordinating with partners should give updated
mental health trainings for primary health care workers and health office workers based on
their expected roles continuously.

Timely support, supervision and communication from regional health bureau, health
department and health offices should be done to fill the gaps for mental health services
integration in health centers.

Measures to increase staff number, staff motivation and decrease staff turnover should be
taken by the health facilities to prevent mental health trained professionals from leaving

the health centers.

The district/town health office workers and primary health care professionals should work
together to raise the awareness of the community about mental health and the health care

seeking behavior by communicating with community and religious leaders.

Religious leaders and community representatives should teach and advise the community
to go to health facility for mental patients in addition to the treatments they get from

religious and cultural paradigms.

The community should improve the habit of seeking health care in health facilities

including health centers when they face mental illnesses.

The government specifically North Wollo Zone Administration Office should load high
tax to marketing addictive substances and/or limited individuals should be allowed to sell

at limited places to decrease the widespread presence and usage of addictive substances.
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Job opportunities should be created and entrepreneurship trainings should be given for the
youths and those who return from Arab countries as a prevention and healing mechanism

for some mental illnesses. Centers for substance abuse treatment should also be built.

More studies need to be done on the prevalence of mental illnesses and on mental health
services integration in health centers by entertaining different sources of data including
mental patients and care givers.
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Appendixes

Appendix I: Information Sheet (English Version)
BAHIRDAR UNIVERSITY

COLLEGE OF MEDICINE AND HEALTH SCIENCE
SCHOOL OF PUBLIC HEALTH

An interview guide prepared to study the need and readiness for mental health services
integration in public health centers of North Wollo, Ethiopia.

Good Morning/ Good evening, my name is Semira Muhidin. | am a postgraduate student
at Bahir Dar University, College of Medicine and Health Sciences, School of Public
Health, Health System Management and Health Economics department. I am here to
collect data for my study which is entitled with “the need and readiness for mental health
services integration in public health centers of North Wollo”. I have got permission to do
this research from Bahir Dar University, SPH research ethics Committee and Amhara
National Regional State Health Bureau as well as management bodies of North Wollo Zone
health department. You are selected to participate in the study from psychiatric nurses,
professionals of zone health department, district/town health offices and health centers.
The study will be carried out in the form of interview and it will be audio recorded. It may
require about 30 to 50 minutes to complete. Your participation/ non-participation will have
no effect now or in the future on benefits/promotions you may receive from any one. In
between, you have the right to terminate from the study by any reason, related to the study
or personal reason. To achieve the study objectives, your honest and genuine participation
by responding to the question prepared is very important and highly appreciated. You have
also a right to continue or to discontinue as a participant and there is no any influence that
insists you to participate unless you are volunteer. We will proceed to the interview after

you understand the following points;

Objective of the study: To explore the need and readiness for mental health services

integration in public health centers of North Wollo Zone.
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Benefit: There will be no financial benefits for you in participating in this research project.
However, the information you provide will be very helpful to hasten and improve the
integration of mental health services and its effectiveness.

Harm: The participants will not have any harm by participating in the study.

Confidentiality: |1 would like to assure you that the privacy will strictly be maintained
throughout. Your responses to any of the questions will not be given to anyone else and no
reports of the study will ever identify you. If a report of the results will be published, only
information about the total group will appear.

Persons to contact: If you want to ask the principal investigator about the research at any
time, you can contact me through: E-mail: semiramuhidin18@gmail.com or Tel:
+251913454409

Bahir Dar University graduates program school of public health

Appendix I1: Consent Form (English Version)

I would like to thank you in advance for the priceless time you would spend in this

interview and genuine responses to provide.

By signing below you agree that you have read and understood the above information,

and you are interested to participate in this study.

Name of the respondent

Signature

Date

Name of the interviewer

Signature

Date
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Appendix I11: Interview Guide for non-communicable disease coordinators (English
Version)

Interview # Date:

The Need and Readiness for Mental Health Services Integration in Public Health Centers
of North Wollo from the Health Professionals’ Perspective

I. General information

Profession: Educational level:

Experience in current job:

Il.  The Need and Readiness for Mental health services integration in public
health centers of North Wollo

1. How common are mental disorders in the community? (How common are mental
disorders among patients visiting health centers?)

2. How do you see the integration of mental health services in health centers? (Is it
possible? Is it acceptable?)

3. What are the roles played by the district in integration of mental health in to primary
health care? (Is there anyone assigned to coordinate mental health? What is the role
of coordinator?

4. What does the mental health service in the health centers of your district look like?
(Who offers mental health services in the health centers? What services are given
for mental patients?)

5. Can you tell me about mental health policies you know? (Is it available in the
district office? Is it clear? Is it operable? Is there mental health care plan?)

6. How is the budget for mental health allocated? (What percent of the total health
budget is allocated for mental health? Is it used properly? Is it enough?)

7. What does the mental health training for health center workers look like? (Do they

get enough training? who trains them? Frequency? Why not?)
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10.

11.
12.

What does the supervision system for mental health activities at health center looks
like? (Who supervises mental health activities? How frequent? What are the means
of communication with specialists?)

What are your relationships with other sectors and stakes in improving the mental
health of the population? (Which stakes and sectors are involved? what is the
response from stakeholders?)

How is the situation of the health centers in terms of the necessary materials to
give mental health service? (What about availability of guidelines and manuals for
the screening, diagnosis and management of mental patients? What about a separate
conducive room?)

What are the means of availing psychotropic drugs in health centers?
What should be done to improve mental health integration into the health centers?
(Who should do what? The government? The health care provider? The

community? Anyone else?)

Appendix 1V: Interview Guide for professionals who took mental health training and
psychiatric nurses (English Version)

Interview # Date:

The Need and Readiness for Mental Health Services Integration in Public Health Centers

of North Wollo from the Health Professionals’ Perspective

General information

Profession: Educational level:

Experience in current job:

1.

The Need and Readiness for Mental health services integration in public
health centers of North Wollo
How common are mental disorders in the community? (How common are mental

disorders among patients visiting health centers?)
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How do you see the integration of mental health services in health centers? (Is it
possible? Is it acceptable?)

. What does the mental health services look like in your health center? (Which
mental diseases are treated? What services are given for mental patients?)

How was the mental health training you took? (Did you get enough training? who
gave the training? Frequency?)

. What does the monitoring and supervision system for mental health activities at
health center looks like? (Who supervises mental health activities? How frequent?
What are the means of communication with specialists?)

How is the situation of the health centers in terms of the necessary materials to
give mental health service? (What are the means of availing psychotropic drugs in
health centers? What about availability of guidelines and manuals for the
screening, diagnosis and management of mental patients? What about a separate
conducive room?)

. What should be done to integrate mental health services into the health centers?
(Who should do what? The government? The health care provider? The

community? Anyone else?)
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Appendix V: Information Sheet (Amharic Version)

NWWCAC Licot
MSAL70 ha e
Cch Nl taN mS FIVCT 0

NA°27 oA H7 AL C20NLAN MS NNLEPT CAAIC MG AINDNT7
PoYMao; P99.L04.01 1TICT AG N80 F P2LA®7 TS+ AITS T C4HOE
aoMmgd

Pav/lB PR

AT 97 hLE/PA-INTE (Tl ov-1877 BOANE NMVUCSC RLNCHT PUAI°S hS
MS AL hAEIPUNLTON MG F°VCT 0T ¢ mS AN AS TCERT
anth8eC  TIPUCT AFA P&V 9Pl M6 T ALY PerMu-T AUATE
L6 avavldf NI°NE-@ “Chh?°C MG WINDAFT7 NTTVNLAN MG NN LT
PoIManC; aéALTE AG HIET AFNTO TGP A U-do avldB AaoNNA ho-:
LUF avlE AcoONNN hAVCSC PLOCHT PuNetaN mS F9°uCT 0FF
PTG TS 9°CI°C Q1 9°0C holb A halé- N%E-P hAAR oo 70T MG (LC:
AT5U9° 097 OAe B MG aod°lf G2 aTiFA®-:: LUTI° TG T A%10hT
PACO® P71 CHPANT AATE N Ad@-:: GHY TS AL opAq:
NG 2L AL ¢tooOld NAPT: OM@PP+T NoviNh TEE aomPP:iTeE
aHAN i NA-9° “I0$I° LTAN:: NPA oomBE OP T L£I°0 NaoPld ovlB
Ao H P9°m+?° A7 ¢7lo0La 1 h 3024 anh 5084 10-:0NTGk
ANGPAFE NAANT hAeeAFE 2FAA:: LY TG T NovA+eL2 0R9° Ao 1§ P
TE D90 21NN 0QI° TP hoITi T ALhANAI:: 1IC 77 PHY TS+
GA7Y 140107 N Ar8ovd PACNL TAOT6 AS avdh aohml BNLSFA::

LY P9°CI°C TCENT AaoA+G hav®NT7P (4 BUTT PUIMNGLE PR NTTdE
Novl&t TEEPT WAPt emSd:: N Tan%149° TGk ovO+q h€avd. 3A
N5 ®9° M TLELPT APt aomPP LTAM::
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PI°CI°C TCERE 2A°T:- 0027 @A 17 0707 P7T00400 MG NNLLT
PhnI°C MG AINNTTF PooMavC adALTE AS HI8Y T ATITS T PHHDE
-

TPPTF:-PACONL TG E AL ooAHE AUT ATAL CTIHN TP ARG LDI°:
PoLAMT ovlB 1T ATSE ovdh T ATGE AR TFICT et (AT
PAAIC MG WIATAFTF MG ML A%TNaoC AN (71847 ACHLS WS
AT RIATNT AR LT TA1S.U-9° NPSYT “T0NLAN: M POl LIPSh:

T8%t:- ACOL2 NTSE AL QATA+T4 N2 NOEPC POLLECOANDT 9°39° TIC
CAI°::

°amC hAaemNd:- hly TGT 707 ovl8 Noo-d- NPPOML-RrT 2MOPA::.
ALY TG T PULwNAND ACNET P99.a0An T avlB NTVLC P71.¢a0T AU
TIVLEI° NP ALYPT NHAP h& (. PooT b hPGD- tavd-T14 @B NT79°
nGINKRI"::

TGET Nrooant AANGEAPT COLLNTT TIC hh oomPP LTFAA:: ANAM
avlB  PTGET PGS ool N%L0HA®.  ALEA CITVE LTAA: ACBA:
semiramuhidini8 @gmail.com ®&9° 9°018A NAn ¢TC: +251913454409

Appendix VI: Consent Form (Amharic Version)
POt PR

AZLAMT @& LH A MPTL oo $£70 AdoO TP hDSAU-:

ML WHCHC TOmT7 avlBPTF AG 07 0L AN AG TLEF TGk
AaoA-+q T FAY-

C+AS b/ P noe &C"M
+7
aol % ONAN, noe &C"M

+7
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Appendix VII: Interview guide for non-communicable disease coordinators (Amharic
version)

0027 oA 17 AZLTT POI0LAN MG NNELLT PhAhI°C MG WINTN1T7
PoYManC ANLALYT G N8N P7LA®7 TS T AT T P HHDE aom@d

PO aomLP #_
+7
l. MPAA ool
AL g o
ao-g: P HIVCT LLE:

LY 124491 P43 1

.  PAASC MS AIADNPT? AMS AL Po1ManC ANLALYTT hS
HIZE

1. PARAYC Vaod® NZTUNLAN @-0T N9°7 PUA LB LIFA? (MG MN.L
Ao Fn9° holoom Vaod° 3T aohp 9°7 LUA PhhA°C MG Ahd
CAVF@® GTFm-?)

2. PhRI°C MG AN OMG NNE aoMavCF Wil £LIAN?
(qoMaoC TFANT? +HPOALTTHN L5LPA?)

3. M5 NC@D PAAIC MG AIADATT NS ANE ATINaoC 9°7 215
LamIA? (PAAIC MS AIADATT AINHINC (MG NC ool
@ AN? 719@ 9°7L7 10-7)

4. ChRC VA9°S AIATNT NOLSO/D D mS NL.E OC N7 m.S
ANLLTF @NT 9°7 LoodAA? (AAAICC NN DT VA9°S A1ADA-T
PULAM@: 77 10?7 97 9°7 ALY WIATAT £1FN7?)

5. A AR°C MG 7°AN, Ma 4.0 C7LeeTT A7 &TAA? ((HY
PMS NC PhAIC VS Z°AN hA? AR AG oo NG P77
STM? PARICC VRIS WA AP hA?)
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6. AAAC MS NET A7 GNEFA?(AMS W LNE+®- NET 9°7 LU
AKAIPE VPG LavfOA?20A00: TPI° AL SMAA? NE+ N4 10-?)

7. AMS ML AT PULAMD PAAICC VRIS NAMS 9°7F LavNAN?
(N DAMS LAMA? 977 LAATSTPA? N9°7 PUA LI ARTTH? A9°7
ALONATT-9°7)

8. NG ML A“LTTH PAAICC VAZ®S AIATATT eoLama: A 9°7
LavhAN? (T P7LLLCID: “T7 107 NP9°7 LU LHM? hah?"C
VAg°S AR NAao-POT IC LAD 11751t 9°7 LavhAN?)

9. PPINLANT AAI°C MG AeomNd had-T A2C AS NNLECAH AhAT DG
CA® TrYrE 9°7 LoodAA? (PTEE AhAT AFATAPA? PNV AhAT
IoATIZ® INC?)

10.2MS MNOLD Vb3 PhhI°C VAZ°S WIAINT Aaomt hoLLO4AT
YICT AT9C A7 100:? (PAAIPC Vaod°F ¢L9° AgoAP-|:
AaoaoCooC AS A°Th9° 9L avanl T Ah? 9°F CAINTNT
aoN1em, NEAN?)

11.0AAP°C VPG P29.01070 oo &' LPT (MG AN.E 9°7LaoNAA?

12.AR9°C M5 AWIATNT7 MG ML AZIMaoC 977 avfl hANT?
(@97 9°7 1L ANMT? o0 P00 T? PM.G NAge-2? TTUNLAN? AT
AhA?)

Appendix VIII: Interview Guide for professionals who took mental health training and
psychiatric nurses (Amharic version)

00727 oA 07 AZLTT PUI0LAN MG NNELLT PARI°C MG WINDN1T7
PoIMaoC ANdALTT AS HIEYT PoLA@7 TS A%TTS T+ PHNIE aom@ P

PA ooMPT #
+7

. mPAA ovl%
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ALY

ao-Q:

- b

PHI°VCT LLE:

NHY YA&YT P42 1h.:

PARIC MG AIAINFT7 AMS AN P71MovC ANLALYTT AS
HI%t

. PARIPC Voo NTIVNLON @-O0T N9°7 PUA LLE LI15A? mS MNP

AaoJ3-n9° hohoom: Voo +GET aohpd 9°7 PN PARIC MG Ahd
CAVF@ GTF®-?

PARIC MG WIATNT NS ML aoMavCh W78l PRIA? (aoMan(
LTANT? +PALTTN BTLPA?)

PARYCC MG VS AWIATNT MG ANNL@- 9°7 LooNAN? (ACTHFF
PARI°C NPT WIATNT LOAMN? 9°7F 9°7 W8T WIATNT £150-7)
PARYC VIS Aconm: OFAM@- DAMS 9°7 LooNAN? (¢ NAMS
LOAMA? 277 POATSTU-? N9°7 CUA L ARYT?)

NM.S AN ATLTT ChAI°C VRIS WINPT eoL0ma- A+ 9°7F
LavnAN? (WA P2LLLCIM: “17 10?7 NP9°7 PV LHM? hhh?°C
VS AR NAao-P@F IC PA® 7111l 9°7 LavdAA?)

PM.S MNLA U3 PAAICC VRIS WA Aconmdt holenLAT
YICT ATC A7t 10?7 (AARYCC VAI°S PULLeINTN oo &Y A
NM.S NLE 9°7L,00NAN? CARICC Vaod®F $&I° AaoAPt:
AavaoCaoC AS ATTh9° P71 avavl ST hiv? 9% PRIATNT
ao(168), NG ANN7)

PARIC MG WIADNTT ATIMaoC 9°7 aoflD WANT? (907 9°7F 9947
ANVE? a0 P07 PMS NAo-2? TTUNLAN? AA-T AhAT?)
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