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ABSTRACT

I ntroduction:-Pathway to careis a process in which a patient with mental illness goes through
before seeking help from mental health professional. According to the Goldberg-Huxley model
of the pathway psychiatric care in order to get visit to psychiatristsit should have to pass three
filters starting from community setting.

Back ground:- The Pathway the patient influenced by many one of them is distribution of
psychiatric care facility. In developed country the first focal point in pathway is General
practitioner which looks identical to the Goldberg and Huxley model. In low- and middle-income
countries (LM 1Cs) most of the patients with mental illness seek treatment from the traditional

and religious modality of treatment. A meta-analysis of pathway studies in sub-Saharan Africa
indicates approximately equal initial choice of biomedical (49.2%) and aternative (48.1%)
mental healthcare pathways. A study done on 2003 at ASMH also showed that less than half of
mental illness patients directly contacted a mental hospital, and the median delay between onset
of illness and arrival at the psychiatric hospital was 38 weeks. Other two studies donein

Northern and South west Ethiopia showed than the median delay was 52 weeks.

Objective:- The objective of the study was to measure time of delay to reach Amanuel hospital
from the onset of symptom to getting care. The effect of sociodemographic factors on the
pathway to way care. It also tried to assess the associated factors which affect the delay to
seeking modern psychiatric care. Generally it used to see the change that occurred in the past 18

years after implementation of different intervention on development of psychiatric care.

Method:- Directly data was collected from patient or attendant of patient who visited Amanuel
Emergency and outpatient OPD for the first time from16™, 2021 —July 3152021 with WHO
encounter form. Once the data was collected it was exported to Excel spreadsheet and cleaned
and checked for error and missing variable and, then it was exported to SPSS version 26 and
descriptive analysis was done.

Result:-The study found the median delay to get psychiatric care at AMSH was 20 week where
asin any modern institution who gave psychiatric service was 14 weeks. The study also found
that young or old Age, being married or divorced , elementary or secondary school level of
education, first point of care to traditional healer or religious treatment were predictors of delay
to get psychiatric care.
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1. INTRODUCTION

1.1Background

Mental disorder is a syndrome characterized Dby disturbance in an individual's cognition, emotion regulation or
behavior associated with significant distress on his/her important activities (1). Currently over
450 million people are thought to be suffering with mental disorder. Of these, only a small
proportion of people get modern psychiatric care. Most of the patients in the developing country
counts for the major portion of those who do not get modern psychiatric care (2).One of the
reasons for thisis lack of organized pathway to care.

Pathway to care is a process in which a patient with mental illness goes through before seeking
help from mental health professional (3). According to the Goldberg-Huxley model of the pathway
psychiatric care in order to get visit to psychiatrists it should have to pass threefilters starting from
community setting. It is concept of hierarchical pathway of developed country from the
community to primary care to specialized psychiatric care facility via a chain of filters that
influent a person who moves to the subsequent level of care(3).

In developed country the first focal point in pathway is General practitioner which looks identical
to the Goldberg and Huxley model (3). In low- and middle-income countries (LMICs) most of the
patients with mental illness seek treatment from the traditional and religious modality of treatment
either astheir first point of contact in the pathway to psychiatric care or exclusive way of care. A
meta-analysis of pathway studies in sub-Saharan Africa indicates approximately equal initial
choice of biomedical (49.2%) and aternative (48.1%) mental hedthcare pathways (4). Even
though the above result shows equivalent preference, there is difference on different regions of
Africa. Mostly in eastern and western part of Africathere is dominance of traditional and religious
alternatives.

In Ethiopia, health is traditionally defined as a state of equilibrium among the physiological,
spiritual, cosmological, ecological and socia forces associated with a person (5). Like most of
African countries the explanatory model for mental illness is associated with supernatural force
like being spirits that enter a person’s body, or the shadow cast by an evil eye. Because of these reason patients come to modern
psychiatric care after the failure of traditional and religious modality of treatment which leads to
prolonged duration of untreated mental illness. A study aso showed that less than half of menta
illness patients directly contacted a mental hospital, and the median delay between onset of
illness and arrival at the psychiatric hospital was 38 weeks (2).The

prolonged time between onset and time of presentation to psychiatric care has negative
consequence on the patients’ response to psychotropic medication and symptom control. That

patient may also have poor quality of life even if they get psychiatric care.
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Different factors affect the pathway the patient follows like care seeking behaviors, attitude
towards mental illness, referral systems of health care, ability of the health professional to identify
the psychiatric disorder and availability of the mental health institution (6).

Amanuel Hospital was the only specialized mental hospital in Ethiopia which used to give
inpatient treatment care for many years. During early times it accommodated between 530-580
inpatients on its limited number of beds (361 beds) and some patients used to share a bed (7).
There were limited numbers of psychiatrists where most of them were foreigners.

Report from 2017 the ratio of mental health personnel to population ratio in Ethiopiais 1.74 per
100,000 people (8).When we see this segregated by profession, it has the following ratio
psychiatrist 0.08, mental health nurse 1.00, psychologist0.04, social workers 0.04, occupationa
therapist 0.04 other paid mental health workers 0.54 per 100,000 people.

1.2 Statement of the problem

Improving access to modern psychiatric careisacrucia goal in many countries around the world.
In the past 20 years alot of work has been done to improve meta health care in Ethiopiain terms
of training mental health professionas, decentralization of service, development of private
services, and having public health priority. Currently with the exception of three regional states
thereis at least one psychiatrist in 7 regions and 2 federal cities of Ethiopia.

Even though al those Interventions have been done to make modern mental health service
accessible to communities, there is still delay in presentation of patients to those facilities for
psychiatric care. One hospital based study in western Ethiopiashowed that only 35% of the patients
with mental illness choose to visit modern psychiatric treatment primarily (2). Thereis also similar
evidence from research done in northern part of Ethiopia in the prolonged time delay before
presenting to psychiatric care (9).During this process, their condition becomes chronic and
patients’ health deteriorates. This delay in presentation, which is poor prognostic factor, for most of the
illness leads to poor outcome. Due to this, the community loses faith in modern psychiatric care.

Even though there are two studies which were done in northern and southwest part of Ethiopiain
recent years, they may not show the nationwide situation for pathway taken by patients with mental
illness. A similar study was conducted at Amanuel Hospital in 2003 when residency program in
psychiatry started at which time there were only 9 psychiatrists in public and a smaller number of
psychiatric nurses outside Addis Ababa (5). One of the aims of the current study isto seeif there
isachange in the pathway to care after decentralization of mental health services and deployment
of all categories of menta health workers has been made in the country. The study will assess
places visited for help and the time taken before getting psychiatric care, and see the relationship
between delay on the pathway to care and socio - demographic and clinical factors.
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1.3 Significance of problem

It iswell known that delay in treatment is one of the factors which lead to poor prognosis that
affect all aspectsofthepatient’s|ifenegatively . Evaluationsof pathwaytopsychiatriccarehaveparamount importance
in providing strategic information for preventing the cause for the delay of patients before they get
care. This helps patients to avoid unnecessary expenditure of  time and money; exposure to
harmful treatment practice and to have good outcome by presenting early to care (9).

In addition to modern care, collaboration with traditional and religious treatments is important in
acountry like Ethiopia where there are81 nationalities and cultures. Even though there is alot of
changein decentralizing mental health servicesin the country one needs to assess proper utilization
of those services close to the community and try to understand why they are not utilized if the case
is so. We believe that this research also indirectly showed utilization pattern of the localy
available services. It will be used as evidence to develop proper strategy for intervention to avoid
unnecessary delay to seek modern menta health care.
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2. Literature Review
2.1 Over view of pathway to care

In many countries of the world most patients with mental illness come to care either by suggestion
of the society after failure of alternative treatment or referred by other health professional (3).There
aredifferent factorsthat affect the pathway patient used like socio cultura, religious and economic
factor (4).

One of the oldest proposed methods is The Goldberg-Huxley model of which was proposed by
Goldberg in order to study the prevalence of mental illness in the UK (3). The major point of this
model is that mentally ill patients go through different obstacles, which he called filter, before
reaching to get specialist psychiatric visit. The process can vary from patient to patient. According
to Goldberg, there are 5 levels and 4 filters which range from community to admission. There are
two types of issues which arise in the use of the model, intrinsic and extrinsic issues. Theintrinsic
issues are those internal technical matters which have been amended, corrected or clarified on the
basis of subsequent work (problems with the model itself), and the extrinsic issues are political
and cultural issues surrounding the model (problems with its interpretation and application (3).

The Biomedical model is more of similar with the Goldberg model which dominated by scientific
explanation of the mental illness (4). In this method there will be systemized way of assessing
symptom and diagnosis which biomedical interventions used.

The Free market model (Traditional and Spiritua)healers are the most accessible method used in
combination with biomedical professionals in sub-Saharan Africa. (4).This model is categorized
into 2 sub-categories. These are, syncretic religious (spiritual or faith) healers and the traditional
healers. In both case the supernatura power is the owner of healing. Even though both of them
have their own peculiarity in both of them therapeutic processis mysterious which worksto inspire
awe in clients and dispose them more positively towards the therapeutic process.

2.2 Pathway

In a study done in 11 countries that had high number of psychiatrists per million population,
Europe and Cuba, dominated by general practitioners and hospital doctors, most patients followed
aroute directly from the community to their general practitioners and straight on to the psychiatric
services (6).

In Study done in Singapore over one third of the participants had their first contact with primary
care (36.0%) followed by non-formal sources of help (33.8%), specialist care (21.8%), police/court
(4.0%), websitessmedia (3.3%) and religious/traditional treatment (1.3%) (10). A magjority of first
contact was initiated on their own that is, Self-referral (60.3%), followed by family/relatives’ advice
(25.0%), friends (4.8%), police/ court (4.5%) and, others (5.5%) (10).
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In a hospital-based research done in Indonesia the first source of treatment chosen by the subjects
was traditional healers (78.0%), general practitioners (7.0 %), hospital doctors (6.0%), and
community health centers (6.0%), with only two subjects (4.0%) visiting the mental hospital
directly (11).

The overal proportion of patients that first sought care at the psychiatric hospital in Ghana was
52.3 %; another 23.3 % sought non-psychiatric treatment from religious or traditional healing
centers astheir first contact; 21.5 % sought treatment from non-psychiatric general hospital asfirst
point of contact; and 2.9 % sought help from community health nurses and other community
medical practitioners astheir first point of mental health care contact (12).

A study conducted at Amanuel hospital at 2003, 41.0% of the patients came directly to the
psychiatric center without having previously sought help elsewhere. However, among the rest,
30.9% initially sought help from priests/holy water or church, 21.5% consulted doctorsin private
or government hospitals, 4.5% contacted herbalists, and 2.0% saw genera nurses or psychiatric
nurses, and from there most patients proceeded to the psychiatric center viarecursive pathways that
involved several care providers (5).

2.3 Delays along the pathway to care

There are different factors that affect response to illness which include the extent of symptoms of
an illness, the extent in which the symptoms disturb family and social activity, the tolerance of the
patient, the cultural assumption to the illness, and availability and proximity to cost of treatment

(4).

In a hospital-based research done in Indonesia the median interval between the onset of symptoms
and first attendance at the mental hospital was 26.0 weeks (11). The distribution of this interval
ranged widely from 2 days for patients with acute and transient psychotic disordersto 122 months
for patients with dysthymia. The mean interval was unrepresentatively long at 75.0 weeks due to
a few subjects with extremely long intervas; thus, the median value is a better representation of
the interval than the mean value.

In Ethiopia the delay between first developing symptoms and arrival at the psychiatric center
ranged from <1 week up to 45 years, with a mean value of 118.4 weeks and a modal value of 104
weeks (2). The median time was 38 weeks. Two research done in northern and south east part of
Ethiopia show the median 52 weeks and 52.1weeks. (5) (9)
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2.4 Factors affecting delay on pathway

A study from Singapore showed association between duration of untreated mental illness and
marital status (10). In that study, there waslonger duration in those who were separated /divorced
/widowed compared to those who were single. Another study from Spain showed that level of
education and occupation affect the duration of stay without seeking treatment.

Patients who sought help from traditional healers, particularly herbalists, have shown prolonged
time to Seek psychiatric service (9). But in contrast to this it was shown that consultation with
traditional healers was associated with the shortest delay before receiving specialist mental health
carein Zimbabwe (13).

3. Objectives

3.1 General objective
To elucidate the pathway taken by patients to receive care at Amanuel Hospital
3.2 Specific objectives

1. To measure time taken to reach Amanuel hospital from their onset of symptom for
psychiatric care

2. To assess the effect of socio-demographic factors on the pathway to care

To assess the relationship between the clinical presentation and pathway

4. To seeif thereischangein the pathway to care over thelast 18 Y ears ; the similar
study done at the same setting was 18 yrs back..

w
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4. M ethodology
4.1. Study area and Study period

The study was conducted at Amanuel Mental Specialized Hospital which is in Addis Ababa,
Ethiopia. It isthefirst and the only specialized mental hospital in the country. Currently according
hospital report a total of 250 health professionals (10 psychiatrists, 1 neurologist, 24 general
practitioners, 35 MSc psychiatry professionals, 6 psychologists, 170 nurses, 42 pharmacists, 12
lab technicians) and 456 support staff are working in the Hospital. The hospital has 248beds. Over
300 outpatients get seen in aday in eighteen outpatient clinics.

4.2. Sour ce Population

The source populations were al psychiatric patients attending both emergency and outpatient
clinic at Amanuel Mental Hospital.

4.3. Study Subjects

Any new patient from psychiatric emergency or outpatient clinic who fulfilled theinclusion criteria
forthestudy. ‘New patients' were pati €ntS who didn’thaveanypsychiatric carepreviouslyfrom the Amanuel Hospital.

4.3.1 Inclusion criteria

Patients seen at AMSH for the first time from June 16™, 2021 - July 312021 who had visited
Amanuel hospital for the first time during the specified time were considered as new patients
whether they had a previous psychiatric diagnosis or not at other facilities.

4.3.2 Exclusion criteria

1. Patients who were on follow up

2. Those who were unwilling to involve in the interview

3. Those were not able to communicate well due to disorganization and have no attendants to get
collateral history.

4.4 Study Design
Hospital-based cross-sectional study design was employed.
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4.5 Sample Size and sampling

Sample size was determined using single population proportion formula assuming that 50% of the
participants would seek treatment soon after the onset of the problem at 95%CI and 5% margin
error. Subsequent patients according to their registration taken as study participants when they
finished seeing the clinician they were assigned to see until the required sample size is achieved.

Sample size calculation
N=2Z2P(1-P)+w2

N=samplesize

Z= confidenceinterval

P=the proportion of theinterest variable
W= themargin of error

N = 1.96?x0.5(1-0.5)/0.05? = 384.16

4.6 Study variables

4.6.1 Dependent

. Pathway to psychiatric care
. Delay before first visit

4.6.2. Independent

. Socio-demographic variables,

. Duration of illness,

. Number of Places visited for help before coming to Amanuel,
. Diagnosis

4.7 Data Collection Procedure

Datacollected using structured, interview questionnaire called encounter form which was prepared
by WHO, trandlated into Amharic, and adapted for use in Ethiopia before. This questionnaire
documents the care giver from whom help isinitially sought (the first pathway contact), and then
the next care giver (second pathway contact), the third care giver (third pathway contact) and
finally the fourth care giver (fourth pathway contact) (14)

Because of the need to exercise the WHO-approved precautionary measures to prevent COVID-19
transmission an interview was done using Amharic translated structured questionnaire
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by investigator and Residents verbaly from each interview. The data collected under close
supervision and facilitation by the principal investigator.

4.8 Data Quality Control

Brief training for the data collectors about the process of data collection was given before the study
started. Close supervision was there by principal investigator during data collection and
guestionnaires were double-checked daily for consistency and compl eteness.

4.9. Data Processing, Analysisand M anagement

The data checked and edited for any incompleteness or inconsistency. Data analysis was done
using SPSS dtatistical software version 26. Associations between the independent and dependent
variables was tested using p vaue and 95 % Confidence Interval will be used to measure the
strength of the association between the independent and dependent variables.

4.10 Ethical considerations

Ethical clearance was obtained by the Research Ethics Committee of the Department of Psychiatry,
School of Medicine, College of Heath Sciences, Addis Ababa University. Letter from the
Research Ethics Committee was submitted and got permission from Amanuel specialized mental
Hospital Chief Executive Office & Research Directorate and ethical committee. Before
administering the questionnaire, the purpose of the study was briefly explained for the
respondents and informed consent was sought from the participants. The participants were well
informed that participation was voluntary and that they can stop the interview at any time
without repercussions. The filled questionnaires kept anonymous and confidential.
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4.12. Result
4.12.1 Socio demographic Distribution

A total of 384 participants were interviewed from June 16", 2021 —July 31%2021. Of these,
243(63.7%) were males and the Age ranged from 7 to 82 years with amedian of 28 years
and a standard deviation of 13.59. The mgjority, 188 (49.0%) were between 18-30 years of
age, regarding marital status, 171(44.5%) were single. Of the total participants, 204
(53.1%) were Christians while 103(26.8%) of them were Muslims and the remaining were
Protestants. Around 216(56.3%) were unemployed. Patients came from different regions of
the country, the mgority came from Addis Ababa, 158 (41.1%) followed by Oromia
114(29.7%). Data were collected from 148(38.5%) patients directly while the
remaining was collected from Attendants of patients (Table 1).

Tablel:- Socio demographic characteristics of study participants, Amanuel Hospital,
Addis Ababa, Ethiopia, 2021

Participant Frequencies Per centages% I
1.Attendant 236 61.5
2Patient 148 38.5
Sex

1.Male 243 63.3
2.Female 141 36.7
Agegroup

1.Below 18 41 10.7
2.18-30 188 49.0
3.31-43 96 25.0
4.44-56 33 8.6
5.Above 56 26 6.8
Marital status

1.Sinale 171 445
2Married 161 41.9
3.Divorced 40 10.4
4 Widow/er 12 31
Address

1.Addis Ababa 158 411
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2.0romia 114 29.7
3.SNNP 58 15.1
4. Amahara 40 10.4
5.0thers 14 3.7
Educational status

1.No formal education 62 16.1
2.Primary school 109 284
3.secondary school 114 29.7
4.Diploma 42 10.9
5.University /collage 12 31
6.Bsc and above 12 31
Religion

1.0rthodox 204 53.1
2.Muslim 103 26.8
3.Protestant 77 20.1
Employment

1.No 216 56.3
2.Yes 168 43.8
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4.12.2. Help seeking behavior

Regarding how participants visit to Amanue Hospital the majority 203 (52.9%) did so following
advice from family members or reatives, followed by others 82(21.4%) likeformer patients,
police or religious healers and Patient, self-referred 33(8.6 %) while the remaining 66 (13.84%)
were advised or referred by health workers(figure 1). Of the participants, Amanuel Hospital was
their first point of care for 46(12%). A similar pattern was followed by all participants who
had visited other modern hedlth institutionsin genera for their problem.

Figure 1:- source of adviceto visit Amanuel Hospital

' 21.40% B Family
M Physician.
O Others

E Himself/Herself

This study indicated that the time interval between onset of symptoms and first contact with
psychiatric care facility wasnot normally distributed. The minimum and maximum time interva
to seek treatment was less than 1 week and 936 weeks, respectively. Outliers with a very long
delay were present. Therefore, after correction of data by square root transformation the
median duration was used rather than mean duration. The median duration from problem
onset to contact with modern psychiatric service was 14 weeks. Taking the median as a
reference, delay to seek treatment was defined as time taken beyond 14weeks from onset
of symptoms. Based onthis178 (46.4) study participants had delay to seek treatment from
modern health facility.

Regarding the time interval from onset of symptom to first contact to Amanuel was not normally
distributed. The minimum and maximum time interva was from 1 week to 960 weeks,
respectively. Outliers with a very long delay were present. Therefore, correction of data by
square root transformation was done. Because the value of median and mean w as
equivaent the mean was taken. The mean duration from onset of the problem to contact with
modern psychiatric services was 20 weeks. The time interval to receiving care was early for
206 (54%) and delayed for 178 (47%) study participants
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4.12.3. Pathway to psychiatric care

The routes that the patient followed to get psychiatric service at Amanuel are shown in figure 6.
Around 154 (41.1%) of patient went to modern treatment site to seek help for the first time. Of
these, around 24.7% first visited mental health service while others visited health center private
clinic and hospitals that had no mental health professionals. Only 12.0% of them came directly to
Amanuel Hospital. The remaining 58.6% visited traditional treatment sites such as holy water,
other religious treatment sites and herbalists with 32%, 17.2% and 9.4%, respectively. Recursive
pathways were commonly seen, particularly with those patients who went to priests a holy
waters/church and Traditional healers. (see Figure 2)

Figure 2. First point of contact in pathway to Amanuel Hospital

5.40%

HE Amanuel

E Hospital
O Private clinic
E Religious treatment

E Herbaliest

Themain sourcesof information on where to get help for their illness during first visit were
family/relatives 279(72.7%), the patient himself 47(12.2%) and Others 52( 13.5%) and
remaining were from Physician. The main problems presented were, other psychotic
symptom 54(14.1), Taking aone (13.8%), Abnormal body movement 44 (11.5%), and others
48 (12.5%) (figure 3).
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Figure 3:- Major complaint of patient for thefirst visit

others

0ODS
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Talking alone

Substance use

Lack of sleep

Irritability

Exceesive worry

Aggerssion

Abnonormal body movement

%

14.10%

13.80%

0.00% 14.00%

Regarding the treatment received from the area they went to seek help 128 (33.3) of them were
given Tablets, 126 (32.8%) of them got holy water treatment, 37(9.6%) of them got Traditional
treatment, 37 (9.6%) had Ruqga treatment, 27(7%) used prayer (figure 4). The time duration took
to reach the first place to seek for help ranges from 1 hour to 2 days. The mean timeis 2.7 hours.

OPS —other psychotic symptom

ODS -other depressive symptom
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Figure4:- Type of treatment received on thefirst point of care
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Asasecond point of contact in the process of seeking help, of 338 study participants whose first
contact was not Amanuel Hospital,153(45.2%) sought help from Amanuel, 42(12.4%) from other
hospitals,25(7.3) and 6(1.7%) from health center. Of those modern treatment facilities, 85.8%
provide psychiatric service of 185 participants who had three points of contact for help including
Amanuel 104(56.2%) came to Amanuel Hospital, 17(16.3) other Hospitals and 10 (5.4%) private
clinics. Out of thisinstitutions, 68.1% provide psychiatric service.

The remaining 81 study participants had 4™ visit and 40 (49.3%) of them visited Amanuel, 23
(28.3%) religious place, 6(7.4) other hospitals and 5(7.4%) private clinics. The rest, 7(8.6%)
visited traditional healers.
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Figure5:- Pictoria representation of pathways to psychiatric care among patients at
ASMH,Addis Ababa, Ethiopia, 2021
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4.12.4. Associations between delay and socio demogr aphic char acteristics

The delay to seek care from Amanuel Hospital or any mental health facility differed significantly by socio demographic
characteristics except for sex of patients. Regression coefficients Of variables that showed
significant influence on delay before seeking help at Amanuel andfrom any other modern m
ental health care providing institutions are summarized in Table 2 and 3. These tables
show  sex, being orthodox, marital status, level of education and coming from Addis Ababa
have significant association with the delay to seek care from psychiatric service
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]'sera\t;llgg Regression coe cient of variables predicting delay before seeking care at the psychiatric

Predictor variable || B P ||R?
Age 0.036 0.008 0.018
Married -1.079 0.004 0.021
Divorced 2.272 0.000 0.036
Muslim 0.872 0.039 0.01
Protestant -1.96 0.000 0.046
Amara region -1.035 0.004 0.022
No formal education 1.11 0.029 0.011
Mental health professional -1.551 0.000 0.033
Priest 1.064 0.007 0.019
Sheikh -1.582 0.049 0.01
Pastor -1.582 0.049 0.01
Substance use 0.898 0.001 0.035
Anxiety Disorder -2.364 0.02 0.014
SuD 3.145 0.000 0.036
Employed -1.825 0.000 0.0361

4.12.5. Associations between delay and Type of first care providers

The delay between onset of symptoms and first Seeking care at Amanuel differed by the type of
servicelcare providers that patient first contacted in the pathway to care. Patients who
were first seen by herbalists, priests and sheikhs tended to take longer (19 weeks) to arrive at the
Amanuel than those who were first seen by physicians(18 weeks) Pastors (9 weeks), and
health officers/nurses (14 weeks) .

The delay between onset of symptoms and seeking psychiatric care from any health institution
that has mental health specialist differed by the type of first contact/care providers patients
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visited prior to coming to institutions which provide psychiatric care . Patients who
were first seen by Priests and sheikhs took 21 weeks, herbalists 18 weeks, Physicians 18
weeks, health officers/nurses 14weeks and Pastors 9 weeks to arrive at the any psychiatric service
at facility.

Table3:- Regression coeffcient of variables predicting delay

before seeking care at the ASMH

Predictor variable B [P || R?
Age 0.039 0.006 0.02
Employed -1.734 0.000 0.053
Married -1.282 0.001 0.021
Divorced 2.85 0.000 0.055
Muslim 1.148 0.007 0.019
Protestant -1.999 0.000 0.046
Addis Ababa -0.766 0.048 0.01
Amara region -0.766 0.048 0.01
Other regions 3.158 0.002 0.025
No formal education 1.123 0.03 0.12
Sheikh 1.94 0.018 0.15
Pastor -1.94 0.018 0.12
Substance use 0.921 0.005 0.24
Anxiety Dis-order -2.699 0.01 0.17
SUD 3.291 0.000 0.38

4.12.6. Associations between delay and presenting complaint to first care provider

The median delay between first developing symptoms and direct arrival a Amanuel
and coming to Amauel via other routes according to the main problems presented to the
first care provider is presented in Table 4.

In general, the delay varied according to the problem presented to the first care provider.
Substance use, abnormal body movement, and talking alone were associated with the
longest median delay 30, 19 and 19 weeks, respectively to come to Amanuel Hospital.
However, substance use as a presenting problem to the first career did show a
statistically significant influence On  the delay before seeking psychiatric service at both
Amanuel and other psychiatric service facilities (p=0.05).
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Tabled:- median time Amanuel  visit

Tableb:- median time another modern

Presenting Frequencyl |Percent | |I\/Iedian Presenting |frequency| |Percent | |I\/Iedian |
complaint complaint

Abnormal body 44 11.5 19 week Abnormal body 44 11.5 19 weeks
movement movement

Others 48 12.5 19 weeks Others 48 12.5 13 weeks
Aggression 45 11.7 16 weeks Aggression 45 11.7 14 weeks
Excessive worry 29 7.6 13 weeks Excessive worry 29 7.6 8 weeks
Irritability 24 6.3 13 weeks Irritability 24 6.3 9 weeks
Lack of sleep 24 6.3 13 weeks Lack of sleep 24 6.3 10 weeks
Substance use 18 4.7 30 weeks Substance use 18 4.7 30 weeks
Talking alone 53 13.8 19 weeks Talking alone 53 13.8 19 weeks
Other psychotic 54 14.1 13 weeks Other psychotic 54 14.1 12 weeks
symptom symptom

Other depressive 45 11.7 13 weeks Other depressive 45 11.7 9 weeks
Symptom symptom

Total 384 100.0 20 weeks Total 384 100.0 14 week

Table 4 and 5 shows Median delay (weeks) between first onset of symptoms and arrival at the
psychiatric service directly and via other routes versus main problems presented to thefirst

carer
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4.12.7. Associations between delay and diagnosis made at the psychiatric service

At Amanuel hospital, 42.4% of the patients received a diagnosis of schizophrenia and
other psychotic disorders, 16.1% epilepsy, 11.5 % Depressive disorder, 11.7% Bipolar
disorder, 5.2 % SUD ,4.7% Catatonia,3.4% anxiety and 4.9% others. Table 6 shows that the
overdl delay varied according to diagnosis in that patients who received a diagnosis of
SUD had the longest delay (32 weeks), compared to other diagnoses and the finding was

statistically significant.

Tableb:- Median time of Dx at Amanue

Table7:- Median time at modern facility

| Diagnosis || frequency| | [Percent || [Median | Diagnosis frequency| Percent | Median
Anxiety Disorder 13 34 8 weeks Anxiety Disorder 13 3.4 7 weeks
Bipolar Disorder 45 11.7 20 weeks Bipolar Disorder 45 11.7 10 weeks
Catatonia 18 4.7 8 weeks Catatonia 18 4.7 8 weeks
Depressive 44 115 13 weeks Depressive 44 11.5 11 weeks
Epilepsy 62 16.1 20 weeks Epilepsy 62 16.1 18 weeks
Others 19 4.9 20 weeks Others 19 4.9 13 weeks
Psychotic Dis- 163 42.4 14 weeks
Psychotic Dis- 163 42.4 20 weeks yenote Hi W
order
order SUD 20 5.2 31 k
. weeks
SUD 20 5.2 32 weeks
Total 384 100.0 20 weeks Total 384 100.0 14 weeks

Table 6 and 7 shows Median delay (weeks) between diagnosis and arrival at the psychiatric
service directly and via other routes versus main problems presented to the first carer
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4.13. Discussion

4.13.1. Psychiatric service utilization

This study showed that 24.0% of the study participants accessed mental health services directly as
first point of care. Half of these cases came to Amanuel directly without visiting other sites.. Of
the remaining participants 53.0% visited psychiatric care centers as their second choice. Around
10.0% of thetotal participants cameto Amanuel after visiting four treatment sites. Mgjority of the
cases (58.6%) visited traditional and religious treatment sites first before going to other modern
health service facilities. The median duration of illness until visiting any modern mental health
services was 14 weeks whereas the median duration until the first visit to Amanuel Hospital was
20 weeks. Age, marital status, level of education, employment status, being protestant in religion
and diagnosis were positive associated factors for the delay to seek modern mental health
services.

The delay to seek mental health care in this study seems shorter when we compare it with other
studies conducted in Ethiopia before, which were 38 to 52 weeks (5,9). This may be a reflection
of increasing mental health service sites in the country over the last several years. Those who
visited sheikh, priests and, herbalists asfirst choice experienced more delay to seek modern mental
health care compared to those who first went to modern health services. Thisresult isstill delayed
when we compare to study done in south Asia which the delay befor getting care was 3 weeks
(20).

When we see the utilization of service based on sex , there still dominance of male over female.
These might aso explain such a gender difference in health service utilization: first, men
tend to be more violent and unmanageable in the community than women when they
become psychotic and are therefore more likely to be seen at the psychiatric services. There
is still difference care seeking which is the same like pervious study different. The
other explanation could be the dominance of paternalistic society, where in most cases
men are breadwinners of the household and women are economically dependent, it
may be themen who make the decisions about health-care seeking of the family.
However, further study is necessary to determine the reason for gender differences in
psychiatric service utilization.

There is improvement in referral system patient even if it is still low. Around 28.6 % patient has
referral letter which twice than that of pervious study (12.4%)(3). when we see
recommendations to seeking care at the modern institution, still majority 250 (65.1%) of
participants sought treatment for their illness with advice of family members or reatives,
followed by others 70(18.2%) like former  patients, police or religious healers and Patient
Himsdf there is no significant difference on thistrend. This shows that Because of the lack of a
proper referral pathway and the presence of a substantial number of patients by- passing
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lower levels of care, the mental hospital is seen to be overcrowded by all kinds of patients,
including patients with physical problems and others whose problems could be
managed at primary or secondary health-care level.

The study shows that there is difference in attending Amanuel hospital as the site of getting mental
health care. The distribution showed that Addis Ababa(41.1%) and Oromia region (29.7%) are
major of patients when compared to Others(3.6%) like Dire Dawa , Harari, Tigray, Afar and
Somali. This can be explained by the distribution of mental health service facility into different
regionswhen we compare to pervious study (5).

The longest delay to visit Amanuel hospital was associated with diagnosis of SUD (32 weeks)
rather than that of pervious study in Amanuel which was Epilepsy (104 weeks). This may be
explained by the increment of awareness about medical treatment of Epilipsy than that of
pervious belief of ‘evileye” asproposedonperviousstudy.

4.13.2. Strength and limitation of the study

One of the major strength of the study was usage of a pathway encounter form developed by a
WHO collaborative study which is important in collecting data on the number of patients with
mental disorders seeking service from both formal and informal sectors. In addition to that it also
helps to identify major sources of consultation used by patients for psychiatric care. The study can
also use to evaluate a change that occurs through those 18 years; the last time asimilar study was
done at the same setting ; with respect to work done improvement psychiatric service.

However, the study has its own limitations. First, the fact that the current study is done during
times of COVID-19 and aso Political crisis, those things might influence the flow of patient
towards the hospital. The second was we relied on patients’ or care givers retrospective recall of Symptoms and
duration of illness, and various care givers the patient visited before arriving at Amanuel, which
might subject some of our data to recall bias. The third limitation could arise from socia
desirability bias, in that patients might not truly acknowledge some of their pervious source of
care like traditional healing. The other limitation is that because the study conducted in one
tertiary mental health hospital anong patient with mental illness and might not be generalized. As
if it | was cross-sectional study inferencesaboutcausalitycouldn’t be made.
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5. Recommendation

« Since half of the patient use traditional and religious treatment on the point of entry to
care | recommend that thereis still need of awareness creation about psychiatric
illnessin society.

« | recommend working with religious and traditional healer by teaching signs of mental
illness which may help reduction of Delay.

« Still only quarter of patient had referral letter while visiting ASMH | recommend to
improve referral system in our health facilities

« Sincelongest delay was showed on SUD patient | recommend Advocating on treatment

of SUD to be continued.

Finally | recommend on to work on decentralization of mental health service.
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Data Extraction Tool

A7 Qo7 C 6C9° i THRL : b (Encounter form/ pathway to care)

V. P70 PG mHA Th ovlB PN

1.09G 7k 404 &CA 1 209y 2 A J-779Y,
2.2 1 078 2 0T
3.0L:9° Gav-l-/
4.8 20MF V8- 1410 2 10 3 ¢
Pé.000 4 “10-/OA 09T
14
5.,av$¢ ¢ hhaN, 1 A%0 AN 2 ha%a Ala
a6k, ANNO.@,’7
LNV
6.0 T9°VCT LLE 1 o NG
TI°VC T N7V
2 1-4
3 5-8
4 9-10
511-12
6 Pov- - 9°UCT/
nAB ST e?
7 CavPBavl 080
708715 1 8.20-0 TG 4.4
1.ACAL00
2.00:1A 9"
3.htAn
4. 7C kN7
8.0¢~ Aav/M 5.0,4
1.A07%
2.P47%9°

A . 0A "0 hAa-a SPAAY® Cm. 50 A ov-Par-anlB

1. cha PGP CaC TG ...,

2LPARCMGTAANTO- LONI® ..o

32|Page



3. PAAICMGTANTO COGL 1T e
4 BT o, VS A (P Plo®/9999)

AH.PAA PV 0 & S0

144 AHY oopto- A75.3 000V jaond 917

LR 1.2.ch1. "%
1.3.0100, -----mmmmmmeeeeee 1.4.LA1CAVA NN ov- £
1.5.0 Ao

2. P4 AMLPTLHPNT?
21.42

22.h

3. ANV od° P oL A 20VARI LU THaw G Range G A 1A TNLAP 0T S 0AV 7P &
ILLa - FA?

3.1.h2

3.2.AL

oo AaoP ool CULACS I A1V T TANL S0 102

1. PRI TACATATITT T TL%? (A0 mOA: CAICAVANNITAPENTL::
- P00 LTACAELT (ANT0T): mshaA: mGM0,.e: eIAhANLh: PO A:
ATrhA)

2. a’F? (AN LA 79" L)
[ IO +5H04 ... ol T4 ... Gav 4T

3. AWLVTAP@T? (A9°AN: PLANALNNETNTALAEE 1COE YA HRELACE hhy®:
PAAIC NI GTOAoo-2: €N: LY: PAICAAMNNITAPE: Ao-F0.: TAN)

33|Page



4. AN LR TLLG TNl P17
1.1, &Aké-0 1.2007% 13010, 1.4 PANCAVAONAoD- ¢

8. NawP.avl PLMNICT NI oo L0977 COALLONLANPT?
LtP A% +q 1

W, WPIPWPIPIPIPIPIPIPIPIPIPIPIPPIPIPIPIPIPIPPIPIPIP P Y

9. PANI°TACASITATITTTOTLS? (A9°AA: mOA: PAICAANNITAPENT L :
- P0LO0A: TFACHELT (AN T0T): mShAr SN0 0: PIAhA LN PO A:
A VA

10. @’E? (A200.A®-79°Lay)
[ IO ¢G0T (VTR | PR | T Gaw 3101

1. ANL VIR T? (AY°AA: PLANKLANE TN 70T 1CNE LA NALONCE hh9°:
PhAIC NI GTOAoo- 22 €N: LY: PAICAAMNNITAPE: Ao-F0.: TAN)

12. AN PR 79.05- "1 ool P17
1.2, &ké0 1.200,7% 130100, 1.4 PANCAVAONAoD- ¢




13.

16.

AlLL CONLOTPSTIICP21I°TINC?

NavP.avl P @LANI°GT 00 J Ao L LNI° "7 CUN LN LANPA?

Lt 0%t PG

W, WP PP IPIPIPIPIPIPIPIPPIPIPIPIPIPIPIPIP Y

17.

18.

19.

20.

21.

ChRIPTACATATIVT 152 (A9°A0: mOA: CAICAANNITAPENTL::
- P0LOA: LTFACKELT (AN T0T): mShAr mGM0.0: PIANA LN PO A:
A“TIhA\)

av’E? (K710 LA®-79° L)
[ IO ¢G5 T04 ... (1Y% o | D952 Al PO Gao 141
AN LNVTACOT? (AY°AA: PLANKLANE 70T 1CNE LA NALONCE hDY°:

PhAIC NI GTOAoo- 22 €N: LY: PAICAAMNNITAPE: Ao-F0.: TAN)

AN LRTLYL STV 1ol P17

1.3.  Akén 1.24072 1.30-100, 1.4 PRICAVANA0L- ¢
1704 ...

AN L LONLOTPSTTICETI710C?




22.

24.

PG O-TVCPaEEavld P17 (R0 LAD-TI° L)

NaovP.avl @LANI°G 00 J Ao L LNI° "7 CUN LN LANPA?

Lt 0%t PG

W, WP PP IPIPIPIPIPIPIPIPPIPIPIPIPIPIPIPIP Y

25.

26.

27.

28.

20.

30.

ChRIPGTACATATIVT 152 (A9°A0: mA: CAICAANNIGTAPENTL::
- P0LO0A: LTFACHELT (AN T0T): mShAr mGM0.0: PIANA LN PO A:
A“TrhA\)

av’E? (A0 LA®-79° L)
[ TR ¢S04 .............. ol-Hdk........ ... Gav 114 T
AR LTTTACOT? (A9°AN: PLANAKLANETNTOALTT: 1CN: YA NALOACE 9!

PARIPChNIGTAAov-£: €N: LV: PAICAVAMNNITAPE: QAe-F0.: TAN)

AU LRTSLG- 1Tl P12

1.4. A0 1.2400.72 1.30-00, 1.4 PAICAVANAOD- @
1.80A ................

AL LONLOTPTTICPTI°FINC?




31. 1AM T PG NG I TC? (MALIAR:E DAAPAICNA)

32. NavP.avl L. MNI°G 0N FAao L NI 7 COALLONLANP?
LtP A% +q T

NAARCMm.T V0o oL A9 279 AN

1. PawBanl 04 91900

1. ¢H°Am-
| SR (ng°) 7
................... VY R (. oL 11 11V o o i v )]

2. nLeramao-
| SRR (ag°) P77
................... Jovoioiiid coeiecviiiieccveeeeeeaenn (PP /O ®/9%%%)

37| Page



