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Abstract

Background: Substance use disorder is a rising public health issue in Ethiopia; it affects
not only the person who uses the substance but also the family members. Considerable
attention was given to the prevalence and associated factors of substance use in Ethiopia,
but the lived experiences of families affected by their member's substance use disorder

received limited attention.

Objectives: This study mainly aimed to understand the lived experiences of families
affected by their member's substance use disorder at Amanuel Mental Specialized
Hospital, Addis Ababa, Ethiopia. It aimed to offer an understanding of the challenges

faced by affected families and provide support strategies.

Methods: A qualitative phenomenological study approach was used to examine the lived
experiences of families affected by substance use disorder. Data was gathered from 12
participants through semi-structured individual interviews conducted in Amharic, with the
data recorded, transcribed and analyzed using thematic analysis to identify emerging

themes.

Results: - There are three major themes identified, reflecting the lived experience of
families. These include the psychosocial impact of living with family with SUD, effects on

family life and responsibility, and coping mechanisms and support systems.

Conclusions: - This study provides a comprehensive understanding of the lived
experience of families affected by SUD. Family member experiences show difficult
realities. These included emotional distress, stigma, role shifts, disrupted daily life,

financial sacrifice, and threats to personal safety.

Recommendations: - The study emphasized the need for improving support for families
affected by SUD by building long-term care centers, providing counselling and education,

training professionals to treat families with respect, and strengthening community support.
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1. Introduction

1.1 Background of the study

According to DSM-5-TR, Substance use disorder is defined as the continued use of
substances despite the harmful consequences it causes to various aspects of an
individual’s life, including physical health, psychological well-being and social functioning.
The DSM-5-TR organizes the 11 criteria into four categories such as impaired control,

social impairment, risky use, and pharmacological criteria (APA, 2022).

Similarly, the National Institute on Drug Abuse (NIDA) defines addiction as a chronic,
relapsing disorder characterized by compulsive drug seeking and use, even in the face
of adverse consequences. NIDA emphasizes that addiction is a brain disorder due to
functional changes in brain circuits involved in reward, stress, and self-control. Those
changes may last a long time after a person has stopped taking drugs (NIDA, 2020;
Volkow, 2018).

In exploring the concept of family, | refer to anthropologist George Murdock, who defined
family as follows. “The family is a social group characterized by common residence,
economic cooperation, and reproduction. It includes adults of both sexes, at least two of
whom maintain a socially approved sexual relationship, and one or more children, own
or adopted, of sexually cohabiting adults.” This definition is cited in the paper Stories from

Family: Variation and Changes Across Cultures (4).

According to the UNODC World Drug Report released in 2024. The number of people
who use drugs has risen to 292 million in 2022, a 20 per cent increase over the past
decade. Cannabis remains the most widely used drug worldwide (228 million users),
followed by opioids (60 million users), amphetamines (30 million users), and ecstasy (20
million users). Despite an estimated 64 million people worldwide suffering from drug use
disorders, only one in 11 is in treatment (United Nations Office on Drug and Crimes,
2024).
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According to a narrative review of epidemiological data on “Substance Use among
Adolescents in sub-Saharan Africa” journal article results indicate considerable sub-
regional differences in substance use patterns, with the peak levels of recorded in
southern Africa (up to 44.6% for any substance use) and western Africa (31.2 %-32.9%).
Eastern Africa displayed diverse patterns, with alcohol use achieving 50.2% in certain
countries. While showing more steady patterns, Central Africa has restricted data,

primarily concentrated on tobacco use (ranging from 9.2% to 14.1%) (6).

Commonly misused substances in Ethiopia are Khat, tobacco and alcohol (7). Based on
a systematic review and meta-analysis of data on the “prevalence of lifetime substance
use among students in Ethiopia” shows that the lifetime prevalence of any substance was
52.5%. khat 24.7%, alcohol 46.2%, and smoking cigarettes 14.7% (8).

Correspondingly, Other meta-analyses done in the same year showed that the lifetime
and current prevalence of any substance use by Ethiopian youth were 31.5% and 23.9%,
respectively. Higher rates of lifetime alcohol consumption (33.95%), khat chewing
(24.69%), and cigarette smoking (20.38%) were reported. This article also presented the
lifetime prevalence of substance use in both male and female youths, so the magnitude

of use is higher among young males than females (9).

Substance use disorders not only affect the people dealing with these problems but also
have a significant effect on their families, especially the younger ones. A major concern
that emerges in this situation is children taking on parental roles. Where children end up
assuming responsibility for care, often before they’re prepared emotionally or socially.
This switch in roles can greatly obstruct their growth, making them susceptible to
emotional struggles, educational challenges, and a higher chance of encountering

psychological problems or even being involved in substance use later in life (10).

Research indicates that mothers of adolescents who are involved in substance use
experience considerable distress, marked by concern, anxiety, hopelessness, and shame
due to their children's behavior. This is further exacerbated by familial discord, which

leads to frustration and resentment. Also, mothers often face feelings of personal
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inadequacy, experiencing guilt, self-criticism, and depression aggravated by monetary

strain and related to dealing with their child’s drug-related problems (11).

A study shows that coexisting with a spouse who has issues related to substance misuses
cause stress in a person’s daily living, such as declining well-being, unstable family
dynamics, loneliness, withdrawal from social life, reduced security and assistance, and

encountering challenges and social stigma (12).

The summary of two decades of qualitative research on “The experiences of affected
family members” shows that families offer significant emotional, financial, and
psychological help to individuals, but when a family member fails into a substance use
disorder, the family dynamic can be significantly disrupted. It is also common for families

to face elevated stress, conflict, and tensions in relationships (13).

Despite a few studies done on the prevalence of substance use disorder in Ethiopia.
Studies on the impact of individual substance use disorders on families are very scarce.
Hence, this study aims to explore the lived experiences of families affected by a member's
substance use disorder to fill the gap in understanding and offer a basis for integrated

methods to tackle substance use disorders.
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1.2 Statement of the problem

SUD is a family disease, and if one member of the family has a substance-related

problem, it has a significant impact on the entire family (14)

Family members play a significant role in assisting loved ones with substance use
disorders. However, they often experience a deficiency of support and experience

significant challenges to their wellness (13)

The family members of individuals with substance use disorders face extensive negative
consequences, which influence their emotional, social and economic stability, safety and
familial interactions and create ongoing feelings of anxiety and hopelessness about the
future (15).

In Ethiopia, family togetherness and standing are greatly cherished. Societal pressure

and stigma associated with substance use disorder can be challenging.

Previous studies done in Ethiopia focused on the prevalence of substance use disorder
among adolescents. Research is scarce on the lived experiences of families affected by
a member's substance use disorder. Therefore, this study will explore their lived

experiences, challenges, and coping mechanisms.
1.3 Significance of the study

In Ethiopia, substance use involving khat, alcohol, and tobacco is widespread. Kassew
et.al conducted a multilevel analysis showing how common substance use is among
Ethiopian youth and what factors contribute to it. The researchers used data from the
2016 Ethiopian demographic and health survey that encompassed 10,594 young people
aged 15 to 24 (16).

The findings of the same study show that the general rate of occasional or daily substance
use was 46.74% in the past 30 days before the survey. Specifically, 36.34% reported

drinking alcohol, 12.56% chewed khat, and 0.95% smoked tobacco. Substance use was
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more common among males aged 20-24, those exposed to media, employed individuals,

and those living in big cities or central regions.

According to Shegaw et.al, studies the prevalence of problematic substance use is high
in Ethiopia. Based on this research, peer pressure, family conflict, physical abuse, and
substance use in the family are related to problematic substance use. Even with the
growing prevalence of substance use disorder in Ethiopia, there is limited research on
the diverse impact on families. Most research focuses on prevalence and other factors
that contribute to substance use, ignoring the burden experienced by family members
(17).

This study aims to fill this gap by exploring the lived experiences of families affected by
SUD. This research is relevant because it focuses on understanding commonly
overlooked experiences of families, supporting the development of evidence-based
strategies and policies that address both individual and family needs. The outcomes will
assist in guiding policymakers, health care practitioners, and community organizations,
promoting a more nurturing environment for individuals with substance use disorder and
their families by providing a deeper understanding of the realities faced by families in

Ethiopia.
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1.4 Literature review

Substance use disorders continue to be public health issues affecting individuals,
families, and society (18). Families play a crucial role in helping a loved one with drug
addiction. On the other hand, they often experience a negative influence on their overall

wellness (19).

Lindeman and his colleagues conducted a systematic review using meta-ethnography to
examine over 24,000 qualitative studies on substance-related problems influencing family
life. The study included parents, children, siblings, spouses, and substance-abusing
individuals, emphasizing emotional distress, interrupted roles, and tense relationships
(20).

Although the analysis provided important insights into family dynamics, it acknowledged
cultural and socioeconomic variations as constraints. These results align with previous
research showing that families encounter physical harm and its impacts on social
interaction and family dynamics, which results in considerable emotional distress and
exhaustion for the family members (15). The review supports the necessity for family-

based intervention in substance use recovery and mental health care.

Substance use disorder affects not only the individuals using it but also the family
members. Supporting a person with substance use disorder leads to ongoing stressful
situations which result in worry, anger, depression, shame, guilt, anxiety and behavioral

problems among the family members ((21)(10) (22)).

A study conducted by Shamsaei et al. investigated the psychological well-being of
families impacted by substance use disorder in Iran. A comparison group of 114 with at
least one member of the family has a substance use disorder compared to a control
group. The study found notable increased levels of somatization, depression, anxiety,
interpersonal difficulties and phobia in families. Plus 29.4% of family members with a
substance use disorder showed indications of mental health issues in contrast to 16% in

the control group. The study also stresses the need for mental health screening and
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assistance programs to address the psychological impact on families and improve their
overall health (23).

Research done by Vederhus JK and his colleagues aimed to validate the Composite
Codependency Scale. The study examines the psychological characteristics of families
with a member who has a substance use disorder (SUD) and their impact on family
dynamics and quality of life. It emphasizes that when family members show traits such
as emotional suppression, a belief that they can mend the problems of their addicted
loved ones, and an inclination to value others' needs over their own, they experience
notable family dysfunction and a decreased quality of life. The study also stresses that
the shortened composite codependency scale (SCCS) can aid mental health

professionals in concentrating on families within SUD treatment (24).

The study conducted in Icelandic families investigated the psychosocial impacts of an
individual substance use disorder on family members, using the Depression Anxiety
Stress Scale (DASS), which included 143 participants in group therapy. The result
showed that more than 36% of participants expressed moderate to severe levels of

depression and stress (25).

Research done by Candice Groenewald and Arvin Bhana examines the emotional and
psychological difficulties experienced by mothers whose adolescent children struggle
with SUD. Mothers shared a range of emotional experiences that contain sadness, grief,
and depression, because of their children's substance misuse. Many reports a heavy

feeling of sadness about the past relationship they had with their children (11).

Another study examines the understanding young people have of their upbringing with
their parent's substance use disorder by conducting interviews with 12 participants aged
from 13 to 26. The results show that they experienced mixed and conflicting emotions
about their parents, considerably affecting their day-to-day lives, regardless of living
apart. They struggled to handle the nature and frequency of interaction with their parents.
Besides they indicated a clear need for professional assistance to facilitate their cope

with these emotional complexities (26).
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Studies done in Kenya show that families of individuals with substance misuse experience
psychological distress including trauma, stress and depression, which disrupt their

psychological wellness (27) (28).

Substance use disorder significantly impacts family relationships, resulting in problems
in communication and cohesion among family members. A study done in Iceland
suggests that families with a person dealing with SUD commonly face diminished levels
of cohesion and communication quality. The research was specifically evident in families
in which parents battle with addiction, as adult children report experiencing detachment

and worrying about the general well-being of family relationships (29).

This study employed qualitative and quantitative methods to examine the family
dynamics, disclosing that family members, specifically adult children of individuals
suffering from substance use disorder rated their experience regarding family cohesion
and interaction as reduced compared to individuals with other types of relationships for
example partners or sibling relationships. The study concludes that it provides insight into
improving intervention methods for all family members especially the adult children of

individuals with substance use disorder.

Two studies have reported family members of individuals with substance use disorder
experience aggression or violence when they try to maintain a reasonable relationship
with that individual (30) and (31). Hoeck S, (2012) indicates most parents expressed
limited communication with their children who use substances regarding emotional issues
such as love, anger, jealousy and aggression. Their communication was often specific to

significant topics and avoided conversation about substance-related issues (32).

Across the globe, research indicates that family relationships play a considerable part in
youth substance use disorder (33). In the same study done in Kenya, the quantitative
study results show a strong correlation between family cohesion and drug misuse, which
means that as family cohesion decreases, the probability of substance use disorder

increases.
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Helping a relative with a substance use disorder had a considerable financial burden.
Family members had difficulty covering legal fees, drug-related debts, treatment costs,
and regular expenses including food and rent. Parents indicate that the cost negatively
impacted their retirement plan, on the other hand, spouses deal with stress in managing
household bills and fixing the damage resulting from their loved one's substance-related
behavior. This made them vulnerable in managing the household. Despite that, few
reported they took control of the family finances with little involvement of a person with

substance use disorder in adding to bill payments (15) (11).

Based on the findings of three different studies (34), (31) and (29) the results indicate
many participants, apart from four siblings. Mentioned monetary losses as a result of their
loved one's substance use. Parents frequently had to settle their children's debts and
cover stolen items sold, or restore the damaged property. Spouses deal with decreased
household incomes because their partners have difficulty keeping a job. Some adult
children spent all their savings and even lost their jobs by lending money to their
substance use parent, handling their legal fees, or being absent from work to offer

support.

1.4.1 Coping mechanism

Family members utilize different coping mechanisms to handle issues associated with
their loved one's substance use. This phenomenological study shows that strategies
involve shifting the sadness of the person with substance use disorder, seeking spiritual

help, accepting the situation, avoiding disputes and making personal sacrifices (22).

A study done in Australia shows family members cope with the stress caused by their
loved one substance use disorder with physical exercise, seeking professional help and
informal support from friends and family. They also use different mechanisms to manage
stress and their mental health like temporarily avoiding stressful events and engaging in

recreational activities for relaxation (20).
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A study done in Kenya indicates family members generally utilized coping mechanisms
like withdrawal or engagement. Others use singing or crying to handle the stress related

to the individual substance use in the family (28).

1.4.2 Theoretical background

1.4.2.1 Family System Theory

The basic terms and concepts of systems theory seem to fit naturally with the system
called a family. A system is a set of objects with a relationship between the objects and
their relationships with other people; one of their most important attributes is their
communication. Therefore, a family system is a special set of people with relationships
between them: these relationships are established, maintained, and evidenced by the
members’ communication with each other (35). According to Lindeman (2022) and
Lander L, et al. (2013) family system theory originated from general system theory, it
clarifies how different parts of a system interact, concerning this, the family is its own
system, where a person's behavior can’t be fully understood without considering the
family dynamics. The theory developed in the late 1960s and 1970s by Nathan Ackerman,
Jay Haley, Murray Bowen, and Virginia Satir led to the development of different family
therapy models such as strategic, structural, experiential and multisystem family therapy.
All of these models share the basic principle of family system theory (36) (10).

Homeostasis is the tendency of a family system to maintain internal stability, even if it's
unhealthy. For instance, an adult child might cover up his father's substance use to lower
conflict, unintentionally maintaining the problem. His effort allowed his father's SUDs to
continue with limited consequences and keep the family system at relative equilibrium by
reducing conflict between the parents. Feedback is the circular process through which
family members communicate each other or influence each other's behaviors. For
example, a wife's substance use could be associated with her husband's neglect; the

husband may in turn, state that he avoids his wife because of her substance use.

Boundaries are a rule that regulates relationships within and outside the family. In a

healthy family, boundaries are clear between children and parents. Family members

10|Page



impacted by SUD may have weak boundaries between them, or they may become rigid

to hide the substance use problem.

1.4.2.2 The stress-strain-coping-support model

Orford and his group developed this model to address the neglect of family members
affected by their relative's substance use problem within the health care system and
social support. The model concentrates on the experiences and needs of family members
who struggle with their relative's substance use. The model consists of four components
based on Lindeman (2022) and Orford (2010). The first component is the stress impact
on the family: having a close family member with SUD is severely stressful for both the
person using a substance and their family members. The second component is a strain
on families: family members encounter considerable emotional and psychological strain
as a direct consequence of the ongoing stress. The third is their coping responses, which
are not limited to intentional strategies. The central assumption in the SSCS model is that
people in such a situation have the resources to deal with the situation. The four
components explain that the benefit may come from different means, both formal (e.g.
professional service) and informal (e.g. friends), extending beyond immediate family
members (13,36)

1.4.3 The major Gaps in literature

Globally, numerous studies have been conducted on the impacts of substance use
disorder on families, but some of the existing research is unable to address certain gaps.
The majority of the existing literature focuses on Western contexts, with few in number
research examining the African context. Most research failed to account for the Ethiopian
unique culture, religious and social structures that influence the experience of SUD, and
the coping strategies utilized by family members. Research in Ethiopia focuses more on
the prevalence, risk factors, and individual-level consequences of SUD. There is a notable
lack of research that examines the lived experiences of families affected by SUD and
their coping strategies. A majority of studies conducted in Ethiopia concentrate on

statistical prevalence and risk factors. There is a lack of qualitative research that explores
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the lived experiences, challenges, and coping mechanisms of families affected by

substance use disorder.
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2 Research questions

How do families experience and make sense of living with a member affected by
SuUD?

What challenges do families encounter in their daily lives while supporting a

member with SUD?
How do families respond to and manage these challenges over time?

What kind of support do families seek and do they experience the support they

receive?
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3 Objectives of the study

3.1 General objective

The main objective of the study will be to explore the lived experiences of families with a
member affected by substance use disorder admitted at Amanuel Mental Specialized

Hospital.

3.2 Specific objectives

e To understand how families experience and manage daily living with a member
affected by SUD.

* To explore the challenges families faced in their daily lives because of SUD

¢ To identify the different ways families, respond to and manage these challenges.

e To examine the types of support families, seek and receive, as well as their

effectiveness.
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4. Materials and Methods

4.1 Study setting

This Study was conducted at Amanuel Mental Specialized Hospital. AMSH is one of the
public hospitals and the only mental health specialized hospital in Ethiopia. The hospital
has 300 beds and 17 OPDs, and it has a separate substance ward with 14 beds and

provides inpatient service for individuals with substance use disorders.

4.2 Study design

The study used a qualitative study design approach, utilizing a phenomenological study
design to explore the lived experiences of families affected by a person's substance use.
Particularly, a phenomenological qualitative design was used in this study. because it
focused on the in-depth analysis of participants’ lived experiences, the meaning people

assign to those experiences, and how participants interpret those experiences.

4.3 Source population

The target population of this study was family members of individuals diagnosed and
receiving services at AMSH. Also included are primary caregivers such as close relatives
or others who provide direct care to the individuals, as they played a key role in the

individuals' treatment and are significantly affected by the condition.
4.4 Eligibility Criteria
4.4.1 Inclusion criteria

e Family members who have been actively involved in the caregiving of individuals
with SUD
e Age 18 years and older

e Family members who are willing and able to share their experiences

4.4.2 Exclusion criteria

e Family members who are unwilling to share their experiences.
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4.5 Sampling techniques and size

Purposive sampling was employed as the primary recruiting approach and it ensures the
selection of individuals who have direct, relevant experience connected to the topic. The
study included 12 participants of family members: - 6 parents and 6 adult siblings,
ensuring a range of gender, age, educational level, and marital status. Participants were
selected based on inclusion and exclusion criteria. Collaborating with ward staff facilitated

the identification and recruitment of individuals.

4.6 Data collection

Semi-structured interviews were utilized for the qualitative data. By using semi-structured
interviews, qualitative data was acquired to explore the main study objectives, and a topic
guide was prepared to address the entire research objectives targeted to be examined.
In-depth interviews will also be used to gather extensive information from participants to
address almost all of the research questions of the study. The interview was conducted
entirely in Amharic and each interview will last approximately 60 minutes. The interview
was conducted in a room provided by the hospital, and the interview was recorded with
consent and supported by detailed notes. When necessary, a translator was in the room
along with the researcher and the translator's role is to ensure accurate and culturally
sensitive translation of both questions and responses while maintaining the original
meaning and intent of the participants. After the interview, the researcher analyzed the

data by identifying themes and patterns through an iterative and inductive process.
4.7 Data management and analysis

The interviews were recorded in audio format, transcribed verbatim, and translated.
Open-code software was used to manage the data, code, and develop themes. The
analysis of the data involved carefully reading and re-reading the transcripts, taking initial
notes, identifying emerging themes, exploring connections between themes, moving on
to the next case, and identifying patterns across multiple cases. The themes were further
supported by including direct quotes from participants to provide genuine insight into their

lived experiences.
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4.8 Data quality assurance

Several measures were taken to ensure the rigor and precision of the data. The data was
immediately transcribed verbatim, translated, and coded without delay, to minimize any
potential bias and ensure that the data was not misrepresented. To further enhance the
authenticity and reliability of the findings, the themes and analysis of the data were
discussed with supervisors and other researchers to ensure the findings were accurate

and reliable.
4.9 Ethical consideration

Ethical clearance was obtained from the Department of Psychiatry, College of Health
Sciences, University of Addis Ababa, and AMSH before initiating the study. Informed
written consent was obtained from participants after providing them with detailed
information about the study's purpose, procedures, and their right to decline or withdraw
from the study without any consequences. To maintain confidentiality, personal identifiers
were omitted from the data, and information was only accessible to the research team.
Audio recordings were securely stored. Participants who have active suicidal thoughts or
signs of severe psychological distress were referred to the appropriate professionals in

the ward for further assessment and support.

17|Page



5. Main Findings

5.1 Socio-demographic characteristics of participants

Twelve participants were interviewed for this study; all of them are family members of
individuals who received treatment at Amanuel Mental Specialized Hospital, both
inpatients and outpatients. Their age ranged from 27 to 70. Of 12 participants, 8 were
married, 3 were single, and 1 was divorced. In terms of education, 2 were uneducated,
3 had a degree, and 1 had a master’s; 2 were educated up to grade 8 and 1 up to grade
12; and 3 of them were educated up to grade 3, 6, and 10+2, respectively. There were 3
Muslims, and the remaining were Orthodox Christians. In terms of relationships to the
person with SUD, there were 6 parents: 2 fathers and 4 mothers, and 6 siblings: 2 sisters
and 4 brothers. Regarding employment status, 6 participants were self-employed, 1 was
unemployed, 2 worked as laundry workers, 2 were retired, and the remaining 2 were

employed in government institutions.

In the thematic analysis, three themes were identified: psychosocial impact of living with

a SUD, effects on family life and responsibilities, and coping and support systems.

5.2 Psychosocial Impact of Living With a SUD

Participants described struggling emotionally and feeling distant from others as a result
of living with a family member affected by SUD. Emotions like hopelessness, stress,
discomfort, and fear are common throughout their experience, resulting in significant

psychological problems and social difficulties.

5.2.1 Emotional distress

Few participants mentioned that their family member's substance use doesn’t affect their

emotions and mental health. They described that their use only affects them.

“His substance use mainly impacted himself, not us; it led him to depression, social

withdrawal, and loneliness.” (P4 brother, 37)
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In contrast, many participants reported experiencing high emotional distress because of
the continuing impacts of their family member’s substance use. The most frequently
reported emotions were hopelessness, stress, discomfort, and a high sense of
helplessness. Some participants expressed intense emotional suffering. One participant
reported that the emotional suffering became so overwhelming that they began to have
frequent suicidal thoughts, and she also mentioned that this thought started 5 months

ago.

‘I am confused and always have negative thoughts. Last night | was talking to myself
about ending my life to find rest, because no one is here for me, not even my sister.” (P9
sister, 27)

5.2.2 Stigma, Shame, and Social Isolation

Participants reported feeling judged and ashame due to their family's substance use.
Many reported being isolated from social circles because of judgment from others. One
mother reported how frequently questions from others about her son’s condition made

her feel exposed, judged, and emotionally isolated.

“When people ask about my son, | get irritated, and later, when | see them talking to each
other, | start to think they’re talking about me, which makes me feel suspicious. This is

what | am currently struggling with.” (P8 mother, 60)

Feelings of shame were frequently reported by participants, often in the behavior of a
substance-using family member. Another mother reported that she felt that when her son
demanded cigarettes, which she eventually provided to avoid public embarrassment and

conflict.

“He forces us to buy cigarettes for him. | feel ashamed, but | usually buy a pack and keep
it with me. When he asks, | give him one. But he keeps asking for more, and that makes
me very anxious. When his father is around, he doesn’t ask much because he’s afraid of
him.” (P11 mother,60)
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5.2.3 Change in family relationships

Having a family member who uses substances usually causes considerable changes in
the family relationship. Many participants shared that their relationship with the person
using substances was difficult, with emotional distance and ongoing conflict. These
disturbances result in decreased communication, loss of trust, or emotional distancing.
Also, participants shared that substance use not only affects their relationship with the
individual using the substance but also results in serious tensions with other family
members. One sister reported a painful conversation with her sister, who suggested

asking doctors to give their brother an injection that would impair him.

“My sister told me to ask the doctors to give him an injection that would completely impair
him. She said there is a medication like that. | told her we don’t have the right to do such
a thing to him just because he is a mentally ill person. But she said, ‘You're only refusing
because you have the resources to take care of him.” Then she just said, “l don’t care

anymore.” (P9 sister, 27)

5.2.4 Social life and Community engagement

The maijority of participants shared that their family member’s substance use considerably
impacted their social lives and community engagement. Many reported being isolated
from social activities, limiting interactions because of fear of judgment, gossip, or
emotional exhaustion. Some participants reported intentionally isolating themselves from
community events because of the emotional burden of caregiving. One father reported
that his son's substance use results in a reduction of his social engagement and uses

reasons to avoid community obligations.

“My social life has decreased. When people invite me to weddings, | make excuses not
to go. Even when | asked his mother to go instead, she refused because of him. On
Sunday morning, there is ‘edir,” and when something requires my time, | tell them my

mother is sick. Since they know she has heart issues, they believe me.” (P2 father, 61)

In contrast, few mentioned keeping good relationships within their communities, usually

attributing this to their attitude or the understanding nature of those around them.
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“It hasn’t impacted my relationship with others. That is just who | am; | can live with

anyone. | still have a good relationship with my friends and with society.” (P3 father, 70)

5.3 Effects on life and responsibilities

Participants repeatedly described how living with a family member affected by SUD
interferes with the overall functioning of the household. The impact extended beyond
emotional suffering to concrete changes in daily routines, financial stability, and family
roles. The majority of participants experienced increased stress related to caregiving
duties, loss of personal time, economic problems from treatment or damage caused by
the substance user, and, in some cases, physical harm. These changes overload families,

affecting both their wellness and their ability to function as a unit.

5.3.1 Disruption of Daily Routines and Normal Function

Many participants explained how their daily lives were significantly disrupted by the
continued challenges of living with a relative who has a substance use issue. Their normal
routines, like sleep patterns, work, education, and personal activities, are disrupted by
the instability of the substance user's behavior, the emotional burden of the situation, or
the need to provide consistent care. A mother reported how her son's behavior has

severely affected her daily life.

“He comes home drunk in broad daylight. Since | work near our house, | often see him,
and it makes me feel sick and ashamed, especially in front of people who might be my
friends or enemies. He doesn’t lack anything; | give him 200 birr every day.” (P8 mother,
60)

Another participant reported how his brother’s behavior impacts his daily functioning.

“By chance, | work near the area where my brother hangs out. When he shows up, | feel
very uncomfortable because he begs for money and gets into fights with people. After
dealing with all that during the day, | come home at night only to face more problems. He
disturbs the house and even tries to hurt our mother and sister. It’s very difficult to live like
this.” (P6 brother, 37)
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5.3.2 Financial Burden

Families affected by a member's substance use often encounter unbearable financial
problems. This burden exceeded daily expenses and pressured many to make extreme
sacrifices in an attempt to cover debts or treatment-related costs, especially at private
clinics. Some are forced to sell valuable assets, such as land or personal items, while
others take out loans or fall into debt, worsening their emotional and economic

challenges. One mother shared her experience:

“We never lost our hope. We tried everything we could; we even took him to a private
clinic. We spent a lot of money there. To tell you the truth, we were paying 8,000 birr for
one day just for the card and lab tests. All of that was covered with the small money we

get from our pension.” (P11 mother, 60)
Another participant shared how his brother's substance use led the family into debt:

“l ended up borrowing money. At one point, he was diagnosed with blood cancer at Balcha
Hospital, and they said it was caused by his substance use. | borrowed money to get him
treated. He was saved from death at Black Lion Hospital. Thank God we had people we
knew there who helped us.” (P6 brother, 37)

Moreover, in some cases, participants reported stories of selling jewellery and livestock,
which is a sign of their personal success or family assets, just to afford personal treatment

or repay debts.

“I sold the gold jewellery | brought back from working in an Arab country. | had to sell it
at a low price. It makes me sad, but | needed the money for his treatment.” (P9 sister,
27)

Another participant described the difficult financial impact her son’s substance use and
mental illness had on her life. After selling land to cover the debt he had caused, she was

left with no option but to sell the few remaining properties she had.
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‘I come with the money. | sold my marriage jewellery and the only goats | had. | don’t

know what will wait for me when | return home.” (P10 mother 42)

5.3.3 Burden of care and threats to safety

Families of individuals with substance use disorder usually find themselves burdened by
caregiving. Parents, siblings, and other relatives take on multiple roles, providing daily
support, managing finances, and attending to users' physical and emotional needs. This
caregiving responsibility is not only emotionally exhausting but also physically and socially
disturbing.

In some cases, participants reported providing for both their parents and their children

while also managing the burden of a sibling with SUD.

“I'm the one who supports my mom, and | also have my own family. He's like a third

family. Imagine the cost of living right now; it’s overwhelming.” (P6 brother, 37)

In particular, in family situations, caregiving is not only challenging but also emotionally
conflicting, especially when caring for a sibling with both substance use and mental

illness.

“Sometimes he comes home wearing different shoes. It's hard to take care of him. | don’t
know why this is happening to me; maybe it's because I'm the only female in the family.
| was conflicted between living my own life and taking care of him. His mother is still alive,

but somehow the responsibility falls on me. It’s a big test.” (P12 sister 48)

In certain families, caring for a person with both mental iliness and substance use is also
physically dangerous. Participants reported being attacked by the very individuals they

were trying to help.

“He once hit me on the head with a stone. | had stitches. His father is a mosque imam,

and my son broke his waist and broke his teeth.” (P7 mother, 45)

Families of individuals with SUD frequently experience serious risks to their safety,
including the unexpected and dangerous behaviour of their loved one, which can lead
them into hazardous situations. Moreover, community members may be unwilling to help

because of fear. Leaving them isolated and vulnerable. This left them to physical harm
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and emotional trauma, compounding the challenge of caregiving in an already difficult

situation.

“My son went to a mountain where bandits live. When | ask others to help find him, they
refuse because they don’t want to risk their lives. But as a mother, | went alone. When |
arrived, | found him chewing khat on the ground. Thankfully, the bandits weren’t there at
that time.” (P10 mother, 42)

5.4 Coping and Support Systems

Families use different coping mechanisms, both active and avoidant, to manage the
emotional, practical, and psychological burdens they face. These coping mechanisms
show wide variation depending on personal religious beliefs, cultural access to resources,

and the intensity of the burdens they encounter.

Some participants rely on emotional outlets, such as sleeping, crying, or simply avoiding
the person, as a temporary escape from stress. Others engaged in prayer, attending
church, taking the person to a holy water site, or using traditional healing methods. A few
also mentioned seeking practical solutions, such as taking the person to a formal
treatment place or relying on financial support from relatives or community members.
Others reported coping through mental disengagement, saying they attempted to forget
or not think about it, while a few stated feelings were overwhelming, admitting they had

no coping mechanism at all.

5.4.1 Emotion-Focused Coping

Participants frequently depend on emotion-focused coping mechanisms to deal with
emotional and psychological problems. These mechanisms were intended to manage
their internal distress rather than directly solve the problem. Some participants used sleep
as a way to escape unbearable emotions and calm their minds when faced with ongoing

stress related to caregiving.

“l sleep; otherwise, | become restless, so | sleep and try to get through everything.” (P9
sister, 27)
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Another participant described how verbal expression and emotional sharing helped as a
coping mechanism, allowing the participant to process difficult feelings and feel heard by

others.

“Talking helped me a lot. When | spoke to others, | released what | held inside. It was

through talking that people began to understand me.” (P11 mother, 60)

Several participants shared how spiritual and emotional release through crying and prayer
served as a powerful coping mechanism, helping participants manage overwhelming

emotions and repair inner peace.

“When | go to church and cry, | feel relieved. Then | come back home feeling happy.” (P12
sister, 48)

5.4.2 Problem-Focused Coping

Participants frequently reported that they directly addressed the challenges posed by
their family members' substance use and related behavior. These strategies involved
taking tangible actions to change or manage the situation. It included seeking medical
treatment, taking the person to a holy water place or a traditional healer, and removing

them from harmful environments to prevent escalation.

“When we take him to Amanuel Hospital, we get some rest, but it’s only for a short time,
like one or three months. Because of the number of patients, they don’t let them stay
longer than that.” (P6 brother, 37)

Another participant believed in actively seeking professional help as the first way to

manage their loved one's substance problem.
“The only solution is to take him for treatment.” (P1 brother, 30)

“I will try different ways, but if it's beyond my ability, | will hand him over to the

professionals because they are qualified in these things.” (P4 brother, 37)
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5.4.3 Social Support Systems (Informal and Formal)

To manage the burden of caring for a family member’s substance use, participants access
different social and institutional support. They mentioned both formal and informal

sources of support that helped them cope emotionally, financially, and practically.

5.4.3.1 Informal support

Help provided by relatives, neighbours, and community members was common and the
most accessible resource. Participants emphasized the strong role their siblings played
in caregiving and crisis management, and their family provided practical support,

including financial help and intervention during legal or behavioral crises.

“My sisters supported me when he became aggressive or angry. | called them, and they
came to talk to him. They’ve bought him shoes, a meal, and even paid to get him out when
he was jailed.” (P8 mother, 60)

Another participant reflected on the diverse forms of spiritual and community-based

support initially received, including multifaith prayers and family involvement.

“We tried everything, pastors came and prayed, and even Muslims made dua for him,
even though we’re Orthodox. Other families supported us at that time. But after that,

everything becomes your burden.” (P6 brother, 37)

5.4.3.2 Formal Support

Participants reported receiving support provided by professionals and institutions such
as hospitals, rehabilitation centres, psychologists, social workers, and religious settings.
They shared how these structured systems offered guidance, treatment, and relief from
caregiving challenges. Such support is seen as vital when the situation becomes

unbearable and beyond the family's ability.

“For example, today we were with the psychologist, and my brother’s friends. We received
advice on what steps to take next after this treatment. So, we got counseling.” (P1 brother,
30)

“Last time, the doctor called me and gave me advice, and it helped me a lot.” (P2 father,
61)
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“The social workers at Amanuel Hospital helped me a lot. They supported me through the

process of admitting him to the Gefersa rehabilitation center.” (P6 brother, 37)

5.4.4 Barriers To Accessing Effective Support

Participants encountered different barriers when they were trying to access or sustain
support, both formal and informal. These barriers not only limited their ability to care
effectively for their loved ones but also increased their psychological distress. Some
families reported negative experiences with some health care providers, such as harsh
or judgmental comments, which discouraged them from seeking formal treatments for
themselves. The attitude of professionals sometimes causes significant emotional
problems, creating an additional barrier in their way toward care. In addition, service
limitations such as overcrowding in hospitals and short-term treatment availability left

families with little option but to manage the situation without consistent support.

“I think it would be better if | didn’t talk. What happened was that | was called to meet the
doctor last time. He asked me about my son, so | told him everything from the start. Then
he said, ‘Mother, | don’t like people who talk too much and talk before they ask.” We talk
because we believe maybe he might have a solution for our son. Otherwise, we could

stay silent. | was irritated he made me afraid to talk to other doctors.” (P11 mother, 60)
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6. Discussion

This study explored the lived experiences of families affected by a member’s substance
use disorder. The analysis centers on three major thematic areas: the psychosocial
impacts of living with someone with SUD, the effects on family life and responsibilities,

and the coping strategies and support systems used by families.

The results show that substances greatly affect not only the individual’s behavior but also
change how families live, feel, and support one another. Participants didn’t bear the
burden alone but also reported experiencing emotional conflict, role confusion, and
struggling to maintain family unity and dignity in the face of social judgment and personal

exhaustion.

Some participants shared that they were under intense emotional pressure, with a few
even expressing thoughts of hopelessness or not wanting to live, as a result of the
overwhelming responsibility they carried. This emotional suffering was specifically intense
when the person had a comorbid mental illness. Participants explained feeling

emotionally drained, living in a persistent state of alertness, and feeling worried.

These results emphasized the immediate need for mental health professionals and SUD
treatment centers to recognize and respond to the emotional needs of families. Regular

screening for families should be integrated into addiction services. (23).

Findings have been documented in previous studies, where families affected by a loved
one’s substance use disorder have their lives filled with stress, fear, and sorrow,

frequently resulting in overwhelming desperation (15).

Stigma was a dominant influence shaping how families experience and communicate
with others. Participants explained that being judged by neighbours or feeling
embarrassed in front of friends. This social pressure often led to isolation not only of the
caregiver from social spaces but also of other family members from the caregiver. A
mother described that she stopped attending community gatherings because she feared

being asked about her son.
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Stigma didn’t just come from the community; it also made families stay silent about their
pain, which added to their sense of isolation. This resonates with studies indicating that
family members of individuals with substance issues commonly face societal and indirect
stigmas. This made them more hesitant to talk about their experiences with others, which
made them feel more isolated. Also, when they did share their situation with others, it

could make them feel even more alone (37) (38).

Substance use changes the structure and emotional tone of family life. Trust diminished,
and responsibilities were commonly shifted to siblings who had to take on caregiving roles
toward their brother while at the same time managing their children or household. This
double burden created resentment and moral tension. An additional layer of complexity
emerged in the form of role reversal and unclear cultural boundaries. In situations where
parents were emotionally or physically absent, caregiving responsibilities were often

assumed by siblings or children, roles traditionally held by the parental figures.

This finding aligns with the studies that explained about role reversal, often referred to as
“parentified,” which occurs when a child takes on adult responsibilities because their
caregiver's inability to fulfil their role. They even end up caring for their parents, a situation

known as “reversal of dependency needs (10).

Participants reported a marked reduction in social participation not only because of
shame or time-consuming activities but also due to emotional exhaustion. Going to
weddings, community gatherings, or even visiting neighbours becomes emotionally
difficult. Some felt the burden of caregiving shifted how they were perceived in the
community, not as a contributor but as pitied or avoided. These changes in social

engagement are reinforced by isolation (39).

Families described how their overall daily structure was disrupted by their family
member's substance use. Regular activities like sleeping, education, work, or spending

time with their children were commonly interrupted.

The money problems weren'’t just about paying for treatment, but also families had to

make big sacrifices. Participants reported spending everything they own. Like borrowing
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money, selling their jewellery in some cases, even selling land and livestock. Others
reported giving a daily allowance to escape conflict or keep their loved one temporarily

calm, and a draining mechanism that added to their financial suffering (14).

Families are often exposed to aggression, violence, and emotional distress. Participants
described being physically attacked, being struck with stones, facing broken furniture, or

being threatened in their own homes.

These acts were specifically upsetting because they came from someone they loved.
Some took extreme risks to protect or find their loved ones, which placed them in danger.
This finding matches with other studies where aggression was upsetting and tiring, with
behaviours like arguing, manipulating, and lying. Violence includes pushing, biting, and

punching (28).

Many participants depend on strategies to manage their internal states. Sleeping, crying,
praying, and emotional distancing were common. These mechanisms were not about a

complete solution but gave participants just enough strength to keep going (22) (28).

Problem-solving behaviours such as seeking medical and spiritual treatment show active
efforts to change the situation. However, these efforts were sometimes undermined by

resource limitations, stigma, or inconsistent outcomes.

Some families also turned to social and family support as a coping mechanism. Talking
with friends, visiting relatives, or sharing coffee with colleagues were used to momentarily
relieve emotional suffering. In contrast, findings in Australia show family members cope
with their stress resulting from their loved one’s substance use issues with physical
exercise, seeking professional help, and engaging in recreational activities for relaxation
(19) (32).

Support from siblings, neighbours, spiritual leaders, or professionals played a vital role
but was often short-lived. Participants faced different obstacles when seeking support,
from rude comments or treatment by professionals to institutional constraints like short
hospital stays. Some shared that they had given up on seeking help completely because

of how they were treated. These experiences show how stigma is not just societal, but it

30|Page



is also institutional, integrated in the very systems that families are expected to rely on
(40).

Besides the main themes of the study, some important points also came up. One of these
unique experiences was the emotional pain of being left alone by a close family member.
These situations were hurtful because families are often expected to support one another
during difficult times. When this support was missing, the caregiver felt abandoned and
isolated. Another issue that arose was that some participants reported they had no way
of coping with their situation. This didn’t mean they didn’t care; it revealed they were
completely drained. These kinds of stories show a quiet, continuing struggle where
caregivers keep on, not because they have hope, but because they feel they have no
option. These hidden struggles are worthy of more attention in any plan to improve mental

health and addiction support.

This study shows how significantly substance use affects not just the person using
substances but also their family emotionally and in their everyday lives. Families are
facing more than just daily struggles, but they are trying to survive, protect their loved
ones, and hold their families together, often with little or no help. The support systems

around them often fail to meet their needs.

What this research makes clear is that families need more than just short-term help. They
need ongoing emotional, practical, and social support. It's not enough to focus only on

the person with SUD; families who carry the burden also need care and attention.
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7. Strengths and limitations

One of the main strengths of this study is its focus on the lived experiences of families
affected by SUD, which are ignored in both research and service provision. The study
also included participants with comorbid mental illness, which gives a better
understanding of how SUDs overlap with other mental ilinesses. Another strength is that
it looked at both the expected themes and new ideas that came up during the interview,
like being left alone by family, feeling helpless, and not knowing how to cope. This shows
that the study was open and supportive, helping to identify the core issues faced by the

families. The findings were also presented with direct quotes from participants.

Despite the strengths of this study, it has limitations. Firstly, the sample size was small
and limited to participants from a single setting, which may not reflect the full range of
families' experiences across Ethiopia. Another limitation is that the majority of participants
were parents and siblings of individuals with SUD. The study did not include adult children
or spouses, whose experiences might differ; including these groups could have provided
broader perspectives on the findings. There is a lack of published literature specifically
addressing the impact of SUD on families. Furthermore, the sensitive nature of the topic
could have led some participants to withhold particular experiences due to stigma or fear

of judgment, despite efforts to create a safe interview environment.
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8. Conclusions

This study explored the lived experience of families affected by a member's substance
use disorder in the Ethiopian context. Through in-depth interviews, the research showed
that families faced emotional, social, financial, and mental stress, often without any formal

support to help them.

This study is organized around three themes: psychosocial impacts of living with a person
with SUD, the effect on family life and responsibilities, and coping mechanisms and
support systems used by families. Within these themes, the subthemes emphasized
complex realities like emotional distress, role shift, disrupted daily life, financial sacrifice,
stigma, and threats to personal safety. It was evident that the families carried a significant
weight, often silently, as they tried to protect their loved ones while holding their

households together.

Major results from the study show that support systems, whether formal or informal, were
frequently inconsistent, inadequate, or absent. Many families presented being
emotionally abandoned by their relatives or discouraged by a lack of understanding from
professionals. The emotional cost of families was exacerbated by the unpredictability of

SUD and the absence of reliable structures to assist families.

Even with all the difficulties, families found ways to keep going. They depend on emotion-
focused coping strategies such as prayer, sleep, and avoidance, as well as problem-
solving methods including behavioral management at home and treatment seeking.
However, the effectiveness of these coping methods was limited by exhaustion, lack of

training, and little external support.

The study also brought up other issues that require attention in future research and
intervention planning, such as the complete absence of coping mechanisms among some
families and the emotional abandonment they experienced from close relatives. These
hidden struggles show that families need a more holistic and family-centered approach

to SUD support. Future interventions should not only focus on the person with substance
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use disorder but also provide ongoing psychological, emotional, and social support to the

families who stand behind them.
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9. Recommendation

One of the most important needs identified in this study is the creation of long-term care
and rehabilitation centers for people with SUD. Families need a safe and structured place

where their loved ones can stay and receive treatment.

One participant mentioned, “The government should build an institution that keeps the
substance user and lets the family get some rest.” This indicates how deeply families
need relief from continuous care. Having long-term centers would give families a break,
reduce their stress, and help them recover their well-being. Building these centers would

not only support families but also strengthen the overall mental health system in Ethiopia.

Families felt emotionally tired and helpless. Families need emotional help from
counselling, support groups, and education about SUD and mental ilinesses. This will

help them cope better and feel less alone.

Some families felt judged or ignored by doctors and health workers. Healthcare
professionals should receive training on how to communicate with families in a good and
respectful way so that families feel safe to seek help. Strengthen community support:
This kind of support should be made stronger by teaching communities about SUD. This

can reduce stigma and help people understand and support families better.

Families hold most of the burden but are often not included in health care. The
government and health programs should build a service that helps both the person with

SUD and their family members.
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Appendix

Annex |

Information sheet

Hello, my name is Amira Mudesir. | am a second-year clinical psychology trainee at Addis
Ababa University. | am conducting research titled “The lived experiences of families with
a member affected by Substance Use Disorder at Emanuel Mental Specialized Hospital.”

This study is part of the requirement for a master of science in clinical psychology.

You are invited to participate in a research study about the experiences of families

affected by substance use disorder.

The purpose of the study is to explore the challenges families face due to individuals’
substance use and the coping mechanisms they use. Your participation will help to

provide insights that may contribute to improve support systems for affected families.
Study procedure

If you agree to participate in this study, you will be asked to participate in a one-on-one
interview that will last approximately 60 minutes. The interview will be conducted by the
researcher and will be audio recorded. During the interview, you will be asked questions

about your personal experiences, challenges, and coping strategies.
Confidentiality

All information you provide will be kept confidential. Your name and other identifying
information will not be included in any reports or publications. The audio recording will be

securely stored and transcribed anonymously.

Right to refuse or withdraw:
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You have the right to withdraw from the study at any time without penalty. You may
choose to leave this study at any time. This might occur before the interview, during the

interview or even following the interview but before the data analysis process starts.
Risk and benefit:

While no identified risk is associated with participating in this study, discussing personal
experience can evoke emotional discomfort. There are no direct benefits to participate in
this study. However, your participation might help to develop better support systems for

families facing the same problems.
Contact information:

If you have any questions about this study, please do not hesitate to contact the

researcher

= Amira Mudesir: amirahmudesir@gmail.com, +251925375955
= Addis Ababa University, Department of Psychiatry, Clinical Psychology
Program,+251-118962052

If you are willing to participate in the study, you will be given a copy of the information

sheet and you will be asked to sign an informed consent form.
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Annex Il
Informed Consent Form:

Lived experiences of families with a member affected by substance use disorder at

Amanuel Mental Specialized Hospital
Principal Investigator: Amira Mudesir

Department: Addis Ababa University, College of Health Sciences, Department of

Psychiatry, Clinical Psychology Program

Statement of Consent:

= | have read the information sheet about this research study exploring the lived

experiences of families affected by a member's substance use disorder. |

understand that my participation in this study is voluntary and that | have the right

to withdraw at any time.

= | have been informed that the interview will be audio recorded and that the

researcher will take measures to protect my privacy.

= | have understood the purpose, procedures, risks, and benefits of this study.

By signing below, | consent to participate in this research study.

Participant Signature:

Date:
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Annex lll

Demographic Information

Date:

Identification Number:

Thank you for agreeing to participate in this study.

Demographic information

e personal information
1) Age:
2) Gender:
3) Marital status:
A. Single B. Married C. Divorced D.Widowed
4) Educational level:
A. No formal education B. Diploma C. Degree D. Masters
5) Employment status:
A. Employed
B. Unemployed
C. Self-employed
D. Student
E. Retired
e family background
6) Relationship to the person with SUD:
A. Parent
B. Sibling
C. Spouse
D. Children
E. Other specify

7) Number of family members living in the household:

8) Main source of family income:
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Annex IV

TOPIC GUIDE

General background information

1. Can you tell me a little about your family and your relation with your family member
who is affected by substance use?

2. How long has your family been affected by substance use and how often did your
family members use substances during this time (e.g., daily, weekly, and
occasionally)?

3. What type of substances has your family member used?
The experience of living with a family member affected by SUD

1) What challenges have you faced as a family member?

2) Can you explain how your life has changed since your family member started
using substances?

3) In what ways has your daily routine been affected by your family members'
substance use?

4) Have you noticed changes in your stress level, mood or overall mental health?

5) How has a member's substance use affected relationships with family
members?

6) Has your social life or interactions with friends and extended family changed?

If so, how?
Responses and ways of managing the situation

1. What strategies or methods have you employed to cope with the challenges
presented by your family members substance use?

2. Have you found certain approaches more effective than others?

3. How do you communicate with your family member regarding their substance use?

4. How do you handle conflicts or disagreements related to substance use?
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5. Can you provide example of challenges you have faced and how you have
addressed them?

Seeking and receiving support

1. Have you received support from external sources such as friends, extended family,
religious institutions or community services?

2. What types of support have been most beneficial to you?

3. Have you engaged with professional services such as counselling or support
groups?

4. Have you faced any obstacles in accessing support or resources?

5. Is there anything else you would like to share that we have not discussed?
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Annex V

Amharic Version
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Annex VI
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