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ABSTRACT

Back ground: Substance use disorders (SUDs) are becoming a significant public
health concern in the Globe and particularly in Ethiopia. The problem particularly affects
the youth resulting in undesirable health consequences, increased risk for disabilities,
and loss of productivity. Despite the significant burden of SUDs, treatment service
utilization remains poor among individuals with SUDs. The reason for the low utilization

is not fully explored and understood.

Objective: This study explored the facilitators and barriers to substance use disorders
treatment from the perspectives of service users and care givers from both formal and

informal treatment settings in Addis Ababa, Ethiopia.

Methods: A descriptive qualitative study was conducted using in-depth interviews with
18 participants receiving treatment for SUDs at Amanuel Mental Specialized Hospital,
Zewditu Memorial Hospital, Ferdows Cultural Medical and Rehabilitation Center and St.
Urael holy water site. Participants were selected through purposive sampling. Frame
work analysis was applied using the Socio-ecological model to categorize facilitators

and barriers at different levels.

Findings: Facilitators of treatment included personal motivation, prayer, positive family
influence, former service users’ role in treatment seeking, good service provision by
providers, and spiritually and culturally oriented treatment approaches. Barriers include
include negative family and community influence on treatment access, stigma
associated with mental health hospitalization, easy access to substances in treatment
facilities and within communities, high treatment cost, lack of insurance coverage and

limited-service availability.

Conclusion: Our findings are crucial for understanding the context of substance use

interventions, providing valuable insights to inform future intervention design.



1. INTRODUCTION

1.1 BACKGROUND OF THE STUDY

Substance use disorders have become a significant public health concern worldwide
with significant increase in the estimated number of substance users in recent years(1).
Substances such as cannabis being consumed widely worldwide. Opioids account for
the greatest portion of serious drug-related harm causing premature deaths from lethal

overdoses and disabilities(1).

The problem is also prominent in Africa. A Multilevel Analysis of the Demographic and
Health Surveys (DHS) conducted in 11 East African countries, including Ethiopia,

revealed that the prevalence of substance use among males was 43.7% (2).

Substance use is widespread in Ethiopia, especially among the youth. According to the
2016 Ethiopian Demographic and Health Survey (EDHS), nearly half (46.74 %) of
young people reported using substances occasionally or daily in the 30 days leading up
to the survey. Drinking alcohol, chewing Khat, and smoking cigarettes and other

tobacco products being common(3).

The issue becomes even more concerning in urban areas like Addis Ababa, where the
prevalence of problem drinking estimated to reach up to 2.7%(4). Similarly, the
prevalence of drug injection is high in the city, with an estimated total number of 4068
people who injected drugs in 2020. Young males with a lower educational level are
mostly affected. A significant percentage of them have positive test results for HIV,
hepatitis B, and C. mainly due to needle sharing(5).

Despite this significant burden of substance use disorders, treatment service utilization
remains poor among affected individuals. In a community based cross-sectional study
conducted in the town of Bahir Dar, Northwest Ethiopia out of 548 participants with

problematic substance use, only one 30.7 had sought help(6).

The reason for the low utilization is not fully known. Limited research exists in Ethiopia

that specifically assess these reasons. However, one study in sodo district, south



Ethiopia, which assessed obstacles to getting help for alcohol use disorder from
patients’ perspective, found a high prevalence of depressive symptoms and increased
alcohol use disorders related disability. Among the affected individuals, only 13%
sought help. The 87 % who didn’t seek help, reported high levels of internalized stigma.
And they mentioned the main obstacles to getting help were wanting to solve the issue
alone, thinking it would get better on its own, and not knowing where to turn(7).

Our literature review identified limited studies in Ethiopia that specifically focused on
assessing Facilitators and barriers for substance use Disorder treatment. While, The
above mentioned community-based, cross-sectional survey done in Sodo district, south
Ethiopia assessed treatment gap and health seeking behavior, barriers and stigma for
Alcohol use disorder (AUD). It did not include the broader spectrum of substance use

disorders and done only from the patients perspective.

This study aims to explore barriers and facilitators in health service use by patients with
substance use disorder. It will assess the perspectives and experiences of patients and
care givers in both formal and informal treatment settings.



1.2 STATEMENT OF THE PROBLEM

In Ethiopia, there is a significant health burden from substance use disorders and high
prevalence of substance use among its youth in both rural and urban areas. Among
individuals aged 15 to 24, the overall prevalence of occasional or daily substance use
reaches up to 46.74%, with the majority drinking alcohol, chewing Khat, and smoking

cigarettes (8).

The prevalence and health burden are more visible in cities like Addis Ababa. The
Prevalence of alcohol dependence and problem drinking among the adult population in
Addis Ababa is 2.7%. The Prevalence of drug injection is also high, with an estimated
total number of 4068 people injecting drugs in the city in 2020. A significant percentage
of these individuals have tested positive for HIV, hepatitis B, and C (4) (5).

However, there is a high gap in health service utilization among people with substance
use disorders. A study from Sodo, Southern Ethiopia showed that only 13 % of
individuals with Alcohol use disorder sought help, while a study from Bahirdar, Northern

Ethiopia found that only 30 % of individuals with problematic substance use sought help

(6) (7).

The reason for this low service utilization are not well explored or understood. There are
limited studies and information regarding facilitators and barriers to substance use

disorder treatment in Ethiopia.

By exploring perspectives from service users, both from formal and informal sources of
care, as well as care givers, this study aims to provide a comprehensive understanding

of the different facilitators and barriers to substance use disorder treatment.



2. SIGNIFICANCE OF THE STUDY

The result of the study will help provide treatment services tailored to the needs of the
service users. By identifying barriers, it will inform practical solutions that can be
implemented in health facilities to deliver effective, user-friendly care with improved
patient care and better treatment outcome. Additionally, by identifying these barriers
and facilitators, the study will support advocacy efforts for substance use help seeking

and contribute to policy making.

The research will help in developing more effective strategies, ultimately improving the
quality of care, recovery rates for individuals with substance use disorders, and help

seeking behavior.



2. LITERATURE REVIEW

2.1 BURDEN OF SUBSTANCE USE

Substance use remains a significant global public health concern, with wide ranging
impacts and negative health consequences, including premature death and
disabilities(1). Globally drug use is prevalent, in 2021, 1 in 17 people aged 15 to 64 had
used drugs in the preceding 12 months. In 2021, there were an expected 296 million
users, up from 240 million in 2011. Cannabis is the most widely used drug. Opioids
account for the majority of serious drug related harm. Opioids were used for non-
medical purposes by 60 million people in 2021.71% of premature deaths and disabilities

as well as 70% of lethal overdose deaths are related to opioids(1).

Alcohol and drug abuse are major contributors to the global burden of disease, as
measured in disability adjusted life years. In 2016, drug use was a risk factor for 31.8
million disability adjusted life years, while alcohol consumption was a risk factor for 99.2

million disability adjusted life years (9).

In order to determine the prevalence and contributing factors of substance use among
males, a multilevel analysis of the demographic and health surveys (DHS) conducted in
11 East African countries (Tanzania, Burundi, Comoros, Ethiopia, Kenya, Malawi,
Rwanda, Zambia, Mozambique, Uganda, and Zimbabwe) from 2015 to 2019. The study
included about 55,307 men, and the results showed that substance abuse is very
common among men in east African nations. With a 43.70% coverage rate for
substance abuse(2).

Ethiopia has a high rate of youth substance use, according to the 2016 EDHS(8). A
study analyzing secondary data from the 2016 EDHS, which included 10594 youths
aged 15 to 24, found that Overall, 46.74 % of people reported using drugs occasionally
or regularly in the 30 days before the survey. Of the subjects, 36.34 % consumed
alcohol, 12.56 chewed khat, and 0.95% smoked cigarettes or used other tobacco
products. The study also identified key factors associated with substance use, including
being male, exposure to media, employment, and residing in large central and

metropolitan areas (3) (8).



A systematic review conducted in 2017 to estimate the prevalence of commonly used
substances among students in Ethiopia analyzed 28 studies and found that a significant
percentage of high school students had been exposed to substances. The review
revealed a high life time prevalence of alcohol consumption, cigarette smoking, and
khat use, with overall life time prevalence of any substance use being 52.5%. The study
also revealed that khat and alcohol use were slightly higher among university students
compared to high school students, while cigarette smoking was more common among
high school students(10).

The majority of drug users at Haramaya University in eastern Ethiopia were either
smokers, khat users, or alcohol drinkers, according to a 2018 study that assessed the
prevalence, contributing factors, and effects of substance use among health and
medical science students. The study revealed one third of the participants reported
negative health consequences, including anorexia, insomnia, depression, gastritis,

dental caries and increased sexual activity(11).

The substance use problem is prevalent and visible in urban areas like Addis Ababa,
alcohol use disorder is also prevalent in the City. A study conducted to assess the
prevalence of alcohol dependence and problem drinking in Addis Ababa using 10,203
adults as a sample showed that 2.7%, fulfilling the definition of problem drinking. More
common among men. And the prevalence increasing with increased age and

employment (4).

Drug injection is very common in Addis Ababa; in 2020, there were an estimated 4068
drug injectors in the city. The majority of those impacted are young men with less
education. The most common injectable drug among this group is heroin, and the
majority of drug injectors report sharing syringes and needles. A significant portion of

them test positive for hepatitis B, hepatitis C, and HIV (5).



2.2 TREATMENT UTILIZATION FOR SUBSTANCE USE DISORDERS
To estimate the worldwide treatment rate for alcohol use disorders (AUDS) in the

general adult population, a systematic review was conducted. Analyzing thirty two
articles, this meta-analysis showed that, worldwide, about one in six AUD patients
receives treatment. In low- and lower-middle-income nations, treatment rates for AUDs
are typically even lower. To estimate treatment rates, using rates (the percentage of
AUD cases treated out of all AUD cases). 17.3% of the pooled estimate of AUD patients
were treated for their condition(12).

Similarly, a study conducted in the United States using data from the National Survey
on Drug Use and Health to examine trends in the use of treatment services by people
with substance use disorder in the United States from 2010 to 2019 revealed that while
outpatient visits for general health in the preceding year increased by 3.6 percentage
points, there was no change in the use of any substance use treatments during the
same time period. Additionally, there was a 6.2 percentage point increase in treatment
utilization among individuals involved in the criminal legal system. This discovery comes despite
the improved accessibility to general medical care and insurance coverage for individuals with

substance use disorder(13).

When we see treatment rates for substance use disorders in Ethiopia, A study
conducted, in Sodo district, south Ethiopia, a community-based, cross-sectional survey
carried out in March and April of 2014 revealed 13.9% of people have an alcohol use
disorder in the previous 12 months. Higher scores for depressive symptoms and
increased disability were found in individuals with alcohol use disorders. The treatment
gap was very large: 70.0% of participants with an AUD reported high levels of
internalized stigma, and around 87.0% (only 13% sought help) had never sought help
for their alcohol problems. Wanting to solve the issue alone, thinking it would get better

on its own, and not knowing where to turn were the main obstacles to getting help(7).

Similarly, just 30.7% of the 548 participants in a community based cross sectional study
with problematic substance use in the town of Bahir Dar, Northwest Ethiopia, had

sought help. Age above 35, a history of substance use in the great family, frequent



mental problems, and concurrent medical conditions were all significantly associated
with help-seeking behavior(6).

2.3 BARRIERS AND FACILITATORS TO SUBSTANCE USE DISORDERS
TREATMENT

A 2022 systematic review analyzed 12 previous systematic reviews and meta-analysis
to understand barriers and facilitators to substance use disorder treatment. Identified
three levels of barriers and facilitators: individual, social and structural. Structural factors
were the most common for both barriers and facilitators(14). At the individual level the
barriers included believing treatment was unnecessary, fear of incarceration and stigma.
While a desire to build a drug free identity, and a desire to change were facilitators for
treatment seeking at the individual level. At a social level, lack of social support,
negative friend influence and poor therapeutic relationship with treatment staff were
barriers. However a supportive family and positive peer influence, good rapport and
trust with treatment staff mentioned as facilitators for substance use disorders
treatment(14).

Structural barriers were related to resources and policies. These include limited
treatment availability, long waiting lists, insufficient training for treatment providers, high
coast. While skilled treatment providers in substance use disorders treatment, financial
support, access to treatment services aligned with service user need, supportive
community policies that encourage community support for recovery programs, and
provide resources for vulnerable populations are highlighted as structural
facilitators(14).

A qualitative study was conducted in West Virginia, USA, between June and July 2018
to look at the factors that facilitated and hinder drug injectors’ access to treatment
services. A wide range of barriers were mentioned by participants of the study as
keeping them away from seeking treatment. A lack of comprehensive support services,
low thresholds for termination, financial barriers, and poor management of withdrawal
symptoms are a few examples. The participants did, however, also identify some

facilitators for long-term recovery and treatment participation. These included the



support of program staff and health care providers, as well as the use of medications for
opioid use disorder(15).

A 2023 study from the Netherlands that was carried out to evaluate the general Danish
population's perceptions of barriers to getting treatment for alcohol use disorders. The
study included 1594 adults from the general population between the ages of 30 and 65.
The Findings indicated that stigma and shame are most frequent barriers, and these
include fear of being judged, admitting to others that one has a problem, being labelled
and the fear that others would find out. More severe alcohol users were more likely to
report barriers related to treatment services and a desire to manage alcohol issues on
their own. Compared to men, Women who drink heavily also expressed a greater

degree of fear about the consequences(16).

A 2018 study conducted in Canada to evaluate barriers and facilitators for treatment
seeking for drug and alcohol abuse. In a short-term inpatient substance treatment
program, the researchers conducted interviews with sixty patients and looked at factors
that encouraged and hindered treatment participation. Four themes emerged from the
thematic analysis: organizational characteristics, peer inspiration, perceived treatment
needs, and counselor rapport and trust. The acknowledgment of needs raised treatment
involvement, whereas the absence of perceived needs decreased it. Perceived

treatment needs function as both a facilitator and a barrier(17).

Treatment engagement was aided by the development of rapport between the patient
and the counselor, peer motivation, and trust. The absence of treatment provision,
infrastructure and treatment that are gender-responsive, poor communication with
nonclinical staff, and other organizational characteristics were all ranked by clients as
barriers to treatment engagement(17).

A 2013 study in Netherlands which looked in to Facilitators and barriers for treatment
seeking behavior in patients with cannabis dependence. In the study Patients who
sought treatment were compared with those who did not. Those receiving treatment
reported higher levels of cannabis use, greater dependency symptoms, a history of

treatment, pressure to seek treatment, a perceived lack of social support, and a more



favorable attitude toward treatment. Additionally, the patients reported more functional
di and mental health problems. The main concerns of cannabis-dependent community
members were the ineffectiveness of treatment, the desire for independence, and the
need to avoid stigma. While those who did not seek treatment mentioned preference for
informal help, lack of treatment need, and desire for self-reliance as their main reasons
for not seeking treatment(18).

The barriers for health seeking behavior among substance use disorders is not limited
to the factors associated with the service users but also Service level barriers and
facilitators play a role for patients to seek treatment. In 2023, a systematic review was
conducted in Canada to assess the factors that facilitate and hinder treatment
accessibility for problematic alcohol use at the service level. The 109 included studies
identified a variety of unique service level barriers that limit treatment accessibility either

separately or in combination.

These included, but were not limited to, the absence of a clear point of entry, the
complexity of the care pathway, the high cost, the long wait times, the lack of
geographically accessible treatment, the inconvenient appointment hours, the lack of
cultural or demographic sensitivity, the lack of anonymity or privacy, and the lack of

services to treat co-occurring mental health issues(19).

To review literatures on barriers and facilitators for SUDs treatment in low and middle
income countries (LMICs), we begin by reviewing a qualitative review synthesis. The
synthesis, completed in 2021, aimed to summarize researches on barriers and
facilitators of treatment in LMICs. The researchers performed a database search to find
peer reviewed empirical studies and included both qualitative and quantitative studies
about barriers and/or facilitators of treatment of SUDs. 28 studies were chosen, 14 of
which were qualitative and 14 of which were quantitative. The studies were conducted

in clinic or community settings (20).



The qualitative research revealed a wide range of barriers and facilitators, which were
then compiled based on cues to action, perceived costs, perceived benefits, self-
efficacy, perceived susceptibility/seriousness, and perceived costs. The study described
a variety of obstacles and enablers to substance use disorder treatment from the
perspective of the patients.

Several barriers were noted, such as lack of knowledge about treatment facilities,
transportation problems or distance from them, the influence of drug users, negative
perceptions or experiences with treatment facilities, and reservations regarding the
treatment approaches. Additionally, a few facilitators were noted, including family
support, outreach, positive treatment outcomes, and the detrimental effects of

substance use (20).

By design, the majority of the quantitative research were cross-sectional, observational,
and community-based. Perceived lack of problem or lack of need for treatment, as well
as low desire, were found to be barriers in these quantitative research, whereas
elements like strong family support and access to appropriate treatment were found to

support drug use disorder therapy(20).

A 2011 study conducted in rural India with an aimed to explore the reasons why
individuals with alcohol and drug dependence in the general population do not seek
treatment. The researchers were motivated to conduct the study after they observed
that Punjab, a state in north India, has a notably high rate of substance abuse among its
adult population, yet most affected individuals do not seek treatment. Researchers
visited the homes of rural residents in a randomly selected village to collect data, using
DSM criteria to diagnose substance dependency. The findings revealed several
barriers to treatment, including certain beliefs, societal pressures, and personal
obligations. The most frequently reported barrier was time conflict, cited by 51.2% of
participants. Other, less common barriers included the presence of "absence of a
problem™ and "fear of treatment”. Issues such as Poor treatment availability and
difficulty accessing care were less prominent. Females with substance use disorder
reported significant concerns related to privacy, treatment anxiety and the belief that thy

didn’t have a problem (21).



In 2021, a different study was carried out in the Ghanaian Sunyani Municipality to
investigate the factors that encourage and hinder drug users from seeking medical
attention. The study used a qualitative technique using a descriptive study design. A
total of twenty-two participants were involved in in-depth interviews; the first group of
participants was drawn from the ghettos, which are neighborhoods in the city where
drug users are typically concentrated. Hospital-based records were utilized for the
recruitment of the other group of participants. The findings demonstrated that drug
users had health risks that include drug dependence, malaria, problems with the lungs
and respiration, cardiovascular problems, and skin problems. Drug users reported

having bad health status and a poor quality of life.

The interviewees' perceived benefits, perceived severity, and cues to action, among
other factors, all influenced their health-seeking habits. Drug users accessed healthcare
from a variety of sources. Their health-seeking behaviors were facilitated by factors
such as perceived severity, ease of communication, and benefit; however, other barriers
to seeking healthcare at health facilities included fear of being arrested by law

enforcement, lack of knowledge about the condition, and cost(22).

In a study done in 2019, six adult participants from Somalia, Eritrea, and Sudan who
had interacted with the Norwegian healthcare system participated in in-depth individual
interviews as part of a qualitative study on immigrants from east Africa conducted in
Norway. With the aim of investigate substance use and help seeking barriers of access
to Norwegian health care service.

Five themes emerged from the analysis, wherein participants talked about their
experiences seeking help for substance use problems. Lack of knowledge and
information, mistrust of a "white system," fear of rejection from family and ethnic
community, racism as a barrier to seeking help, positive experiences, and

recommendations for future treatment methods were some of these themes(23).



An assessment of service users and providers experiences with a brief intervention for
alcohol use disorders was conducted in rural southern Ethiopia. Researchers
interviewed 26 participants. Service users reported the intervention benefited them in
terms of reductions in alcohol consumption, increased work capacity, increased
earnings, minimizing wasted money, and ability to provide for their families. However,
few participants returned for follow up. Due to several factors: the belief that their
problem was not serious and manageable by their own, lack of awareness that alcohol
use disorders are treatable, financial limitations for transportation and stigma from

peers(24).

Although there are abundant studies from Europe and North America exploring the
different facilitators and barriers for substance use disorders treatment, studies from
Africa and particularly Ethiopia are limited. The few studies from Ethiopia are small
scale and don’t include comprehensive Socio-Ecological model and multi-level
contributors as facilitators and barriers for treatment service utilization by people with

substance use disorders.



4. CONCEPTUAL FRAME WORK

This study used Socio-ecological model to categorize facilitators and barriers of SUDs
treatment from experiences of service users and care givers across different levels.
Among the different models, the socio-ecological model was chosen as it helps in
providing organizational structure for levels of influences for substance use and

recovery.

The model considers three levels: Micro level factors, which focuses on individual
factors; Meso level factors, which involve community and social environments, exploring
environmental and neighborhood factors; and Macro level factors where policy and
structural environments are explored, assessing the impact of economy and policy on

substance use and health outcomes (25).



Barriers:

- Lack of perceived
need for treatment.

- Desire for self-
reliance

- Low motivation

- Stigma

-Lack of social
support

-negative peer
influence

-poor relationship
with treatment staff

- Fear of judgment by
others

- Neighborhood
disadvantaoces

-Low socio economic
status

-limited treatment
availability

-High cost of
treatment

-insufficient training
for treatment
providers

-Long waiting lists

-Lack of knowledge
about treatment
centers

Substance
Use Disorders
Treatment

Individual Level
Factors (Micro)

Community and environmental
level Factors (Meso)

Economic and policy level Factors (Macro)

Facilitators:

-Desire to change

-Acknowledgment of
treatment needs

-Poor coping skills

-Supportive family
and friends

-Engagement in
substance free
activities

-good relationship
with treatment staff

-High socio economic
status

-Community level
health insurance

- Improved access to
health care

- Supportive
community policies

- Skilled treatment
providers

-Resource for
vulnerable population

-Outreach programs

Figure 1 Socio ecological model of factors that may promote or hinder substance use
disorder treatment and recovery (25)




5. RESEARCH QUESTION

e What are facilitators and barriers to health service use from the perspectives of
patients with substance use disorders being treated at formal sources of care
and from perspectives of their care givers?

e What are facilitators and barriers to health service use from the perspectives of

substance users receiving treatment at informal sources of care?

6. REASEARCH OBJECTIVES:
6.1. GENERAL OBJECTIVE:

To identify the barriers and facilitators influencing the use of health services for

substance use disorder patients in Addis Ababa, Ethiopia.

6.2. SPECIFIC OBJECTIVES:
e To explore the barriers influencing the use of health services from the
perspectives of service users and care givers from both formal and

informal sources of care, in Addis Ababa, Ethiopia.

e To explore the facilitators influencing the use of health services from the
perspectives of service users and care givers from both formal and

informal sources of care, in Addis Ababa, Ethiopia.



7. RESEARCH METHOD

7.1 STUDY DESIGN
The study employed a descriptive qualitative study design to explore and identify

barriers and facilitators for substance use disorders treatment.

The qualitative model is informed by the Socio ecological model of health behavior for
SUDs.

7.2 STUDY SETTING
The study setting for the research was Zewditu Memorial Hospital (ZMH), Amanuel
Mental Specialized Hospital (AMSH), Ferdows Cultural Medical and Rehabilitation

Center and St. Urael holy water site.

ZMH is located in central Addis Ababa, Ethiopia, in the Kirkos sub-city. It was built and
operated by the seventh day Adventist church before it was nationalized in 1976 by the
Derg regime. It provides outpatient and inpatient care across a range of specialties,
including psychiatry. The substance use disorders treatment center opened in 2016,
and the psychiatry service began in 2008. Currently, as of 2024, there are 3 OPDs for
general adult psychiatry, one for child and adolescent psychiatry, and a separate OPD
for psychotherapy. There are four inpatient beds available at the substance use disorder
treatment center for inpatient treatment. The center also provides outpatient treatment
for substance related disorders. The center offers group treatment, individual
psychotherapy, and detoxification services. In 2016 E.C alone the psychiatry
department provided treatment for 445 patients at its OPDs and 40 patients received

inpatient treatment at the substance treatment center.

AMSH was founded by Italians in 1930 E.C. Since then, it has functioned as Ethiopia's
sole public specialized mental hospital. The hospital, which is situated in the Addis
Ketema Sub-city in the western section of Addis Ababa, offers both inpatient and
outpatient services to people with mental illness and other medical conditions. With 13
outpatient departments (OPDs), 23 emergency beds, and 11 private wing beds, AMSH
has 259 beds. Monthly, the hospital serves 10,320 patients on average. AMSH provides



both inpatient care, including a 14-bed specialized ward, and outpatient services for
substance related treatment.

Ferdows Cultural Medical and Rehabilitation Center is located in Addis Ababa and
offers traditional treatment using different herbal medications and procedures such as
cupping. The center also provides mental health outpatient and inpatient services
including in patient substance use disorders treatment and rehabilitation. The mental
health service is provided by a religious leader and his colleagues who administer
Ruga/Quran treatment and a psychiatry nurse who prescribes medications, make

rounds and delivers group therapy.

St. Urael holy water site is in Addis Ababa, Urael. It is part of the Debretsige Kidus Urael
Church which was established in 1875 E.C. (26) the site offers holy water treatment for
people with different health issues, mental health issues including those kept at the site

for problematic substance use.

7.3 STUDY POPULATION
The study population is individuals with Substance use disorders receiving care at the
substance treatment ward of AMSH and ZMH, their care givers, and Substance users at

Ferdows Cultural Medical and Rehabilitation Center and St. Urael holy water site.

7.4 INCLUSION CRITERIA
e Patients with a diagnosis of substance use disorders receiving care at the

substance treatment ward at AMSH and ZMH.

e Care givers of patients with a diagnosis of substance use disorders receiving
care at the substance treatment ward at AMSH and ZMH.

¢ Individuals who are receiving treatment for substance use at Ferdows Cultural
Medical and Rehabilitation Center, and St. Urael holy water site.

e Those who are willing to participate in the study and can give informed written
consent.

e Those who are able to speak Amharic language

e Those who are 18 years of age and above



7.5 EXCLUSION CRITERIA
e Acute psychiatric or medical symptoms hindering the conduct of a research

interview.

7.6 SAMPLING

Purposive sampling method was used based on the inclusion and exclusion criteria to
select participants for the research. A total of eighteen participants were included, Six
participants from AMSH (Three individuals with substance use disorders and Three care
givers), Five participants from ZMH (Three individuals with substance use disorders and
two care givers), Four participants from St. Urael Holy water site and Three participants
from Ferdows Cultural Medical and Rehabilitation Center. The final sample size was

determined by theoretical saturation.

7.7 DATA COLLECTION METHODS AND PROCEDURE

Data was gathered by conducting Semi-Structured interviews at the AAU office in
AMSH, the Psychiatry outpatient department offices at ZMH, participant’s dormitories
and a secluded corridor at St. Urael holy water site, and inside a gym and outpatient
office at Ferdows Cultural Medical and Rehabilitation Center.

Participant’s information such as age, gender, marital status, education level, days since
admission and type of substance use was collected using a structured form created for
this purpose. A topic guide was used to guide the interview. The topic guide was
developed based on the literature review and structured around the socio ecological
model to ensure comprehensive exploration of facilitators and barriers at different levels.
It included, Pathways to care, facilitators and barriers to treatment, treatment experiences
of individuals across different care settings, and participant recommendations. The topic
guide was pilot tasted and its content was refined during data collection period to gather
the necessary information. The topic guide was translated into Amharic language, which

was the interview language. All interviews were audio recorded.



7.8 OPERATIONAL DEFINITIONS

e Substance use disorders: As diagnosed by health care providers or traditional
and faith based treatment providers.

e Formal treatment settings: Health care facilities that provide SUDs treatment.

e Informal treatment setting: Non- medical or alternative treatment centers that
provide care for SUDs based on cultural, religious, or traditional approaches.

e Care givers: Family members or guardians actively involved in supporting a
patients treatment journey.

e Cupping: A traditional treatment method involving the application of suction cups
to the skin to remove blood or toxins (which are considered to be harmful)

e Quran based treatment: An intervention involving Quran recitation, prayer, and

Islamic faith based rituals.

7.9 DATA ANALYSIS

The Interviews were transcribed verbatim. Open code version 4.03 (27) was used for
coding and managing of data. The Data analysis was done by the primary investigator
using Frame work analysis, a structured method for qualitative data analysis that

provides a systematic approach to organize, examine and determine themes.

Frame work analysis was developed in 1980s by Ritchie and Spencer at the National
Centre for Social Research in the UK for application in policy. Central to the approach is
the development of a ‘thematic framework’ specific to the research study, allowing for
systematic labeling, classification, and organization of data based on main themes,
concepts and categories. From initial collection and management to the creation of
explanatory accounts, it is matrix-based and comprises interrelated phases that offer

clear guidance on data analysis (28) (29).

The data analysis process for this study involved multiple stages: familiarization with
data through repeated transcript readings, generating initial codes, identifying emerging
themes, organizing them within the predefined frame work while remaining open to
newly emerging themes. Finally, the report of the frame work analysis was produced,

incorporating direct participant quotes.



7.10 TRUSTWORTHINESS

To ensure trustworthiness of the findings, the researcher engaged in regular
discussions with advisors throughout the data collection and analysis process.
Feedback was received on the topic guide and interview transcripts, refining and
improving them. The researcher cross checked the generated codes with advisors.
Efforts were also made to ensure that interview questions remained open ended to

avoid leading responses.

7.11 ETHECAL CONSIDERATION

Ethical approval for the study was obtained from the Department of Psychiatry, College
of Health Sciences, Addis Ababa University, Addis Ababa Health Bureau, AMSH and
ZMH. The purpose of the study was explained to all participants. Participants in the

research were included on a voluntary basis.

Participants provided signed informed consent and consent for audio recording prior to
the interview. They were informed about the study's goals, process, and benefits, as

well as their right to leave the interview at any moment.

In order to maintain confidentiality, the interviews were taken place in a private setting,

the information is kept in a safe place with access limited only to the researcher.



8. FINDINGS
8.1. SOCIO-DEMOGRAPHIC CHARACTERISTICS OF THE PARTICIPANTS

The study included 18 participants from both formal and Informal treatment settings. All
Participants ages ranged from 20 to 57 years, while care givers age ranged from 32 to
53. Among the participants thirteen were men and five were females. All individuals
receiving care were men. Two participants were from Adama while the rest were from
Addis Ababa. Of those receiving treatment, one was married the rest were single. All

the care givers were married.

Six participants were from AMSH, including three participants receiving care and three
care givers. Five participants were from ZMH, with three receiving treatment and two
care givers. Three participants were included from Ferdows Cultural Medical and

Rehabilitation Center (FCMRC) and four participants from St. Urael holy water site.

For those receiving care at both the formal and informal treatment setting the maximum
days of admission during interview was 11 months on care and the minimum was Two

days.



Table 1 Socio-Demographic characteristics of participants

Socio-demographic Categories Individuals Care Givers (n=5)
Characteristics Receiving Treatment
(n=13)

Sex of the participants Female 0 5
Male 13 0

Marital status of the participants | Married 1 5
Divorced 1 0
Single 11 0

Treatment setting AMSH 3 3
ZMH 3 2
FCMRC 3 0
St. Urael Holy-water | 4 0
site

Types of substances used Alcohol 9 -
Khat 5 -
Cannabis 4 -
Tobacco 7 -
Opioid - Pethidine 1 -

Relationship with the person Mother - 3

receiving treatment
Wife - 1
Sibling - 1




In this study the facilitators and barriers of substance use disorders treatment in Addis
Ababa, Ethiopia was explored, and the findings of the study identified 13 sub-themes and

they are organized under the 3 themes.

Identified sub-themes at the Micro level theme are Self-motivation and Prayer; Meso level
sub-themes include; Family Influence, Former service users influence, Good service
provision by providers, Stigma, Lack of Community awareness, Access to substances,
and Undervalued Spiritual and Cultural Care in the Health Facilities. At Macro level
identified sub-themes are; Cost and Health insurance, Service availability, combined

treatment for SUDs and Severe mental illness, Recommendations for government.
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Figure 2 Facilitators and Barriers of SUDs treatment Addis Ababa, Ethiopia



8.2. MICRO LEVEL FACILITATORS AND BARRIERS

8.2.1 Self-motivation

Participants mentioned the impact of their substance use on their lives a contributing
factor for them to seek treatment. Particularly, the impact of their substance use on their
families and their relationship with them, and the impact on their physical health. One
participant described how his substance use and the impact that had on his family
motivated him to seek treatment.

“‘What made me decide to get treatment here is that my substance use hurt me... |
want to live with my daughter, but because | have given all my time to my addiction, |
have neglected my family, forgotten them. | only focused on my addiction and nothing
else. But now, when | sometimes stop and think, | realize | have to live with my
daughter, and | need a life of my own. | have to stop using substances. The more |
indulge in my use, the closer | get to death. What if | don’t use? | am not getting
substances here, and | see that it is possible to live. That is the hope | came here with.”
(AMSH, M23)

While the impact of substance use had motivated participants to seek treatment, for
some, it was their inability to quit substances use on their own led them seek treatment
in a health facility. Two participants reported the lack of awareness of the magnitude of

their problem delayed their treatment.
8.2.2. Prayer

Participants from both formal and informal treatment settings reported the importance of
prayer in their treatment process and that of their loved ones. Participants from a
traditional treatment center highlighted how their ability to regularly pray at the facility
played a positive role in their treatment process and engagement, and was one of the

reasons for preferring treatment at the center. One patrticipant stated:

“If I go to a modern medical facility, it is not something they can remove with
surgery...But here, | know that | have to quit my addiction, secondly the Quran is recited
over me, | pray my prayers properly, and there are traditional medicines as well. These

things benefit you. Because of this, | preferred to come here.” (Ferdows, M35)



One care giver of an individual receiving treatment at a health facility describes how the
presence of a church near by the facility and how it has been contributing in her son’s

treatment described it as:

“...I found the place very attractive, it is a place that can change a person. And the
presence of a church beside it invites for prayer, it makes this place very unique...
There is religious teachings at night, there is prayer in the morning. For those who
follow the religion, it makes them connect with their spiritual life. It makes them start

their day with prayer. | believe that is helping him.” (AMSH, F53)

8.3. MESO LEVEL FACILITATORS AND BARRIERS

8.3.1. Family Influence

Participants mentioned the contributions their families made to their treatment before,
during, and after admission. These contributions ranged from advising and persuading
them to seek treatment to selecting treatment settings and gathering information about
available services. Families also facilitated the admission process, including providing
financial support. After admission to health facilities, families continued to support
patients by encouraging them in their treatment and providing caregiving throughout the

recovery process. One patient describes his families’ role as follows:

“...My mom told me about the service here. She said, 'you can get treatment at
Amanuel...You will stop the addiction if it is your choice to stop.' | agreed with her
suggestion right away, and | came here. She also said, 'If he gets well, | will make a
sacrifice. Even if | don’t have anything else, | will sell my gold.' And she did, she sold her
gold to get me here. Not only that, but she keeps encouraging and advising me so that |
am emotionally fine. My sisters also support me. They say to me, 'Tell your doctor
whatever you feel. Unless you tell them, you will go back to your addiction.' They always

encourage me, my sisters...” (AMSH, M27)

While many participants reported how their families played a positive role in helping

them access treatment and support them during their treatment, there were also some



who described how their family’s actions prevented them from getting care at health
facilities.

Participants at the holy water site mentioned being placed in treatment against their will
by family members. They all expressed being kept at the center against their will. They
also reported negative experiences with the treatment and felt that it did not help with

their substance use problem.

One factor they reported was a lack of understanding about SUDs and its treatment
within their families. One participant with problematic alcohol use kept at a holy water

site involuntarily describes his experience as,

“... As you can see, | am here chained, it feels like they expect me to stop using by
force, but | don’t think addiction works that way, that you stop by force. If they catch you
using substances they whip you and chain you... if it is about holy water, if you believe
in it, it should heal you no matter where you are, even outside this compound. ... The
chaining, the whipping and the intimidation only makes you distressed and | don’t think
it help with the real problem.” (Urael, M33)

As someone who had previous treatment at a health facility, he continued to compare
the two experience stating:

“You can’t compare the treatment here to that of a health facility. For example, if a child
cries because he wants a phone, you need to calm him down, but you also don’t want
him to break it. So, you give him something else to console him. You wouldn't let him
break the phone and then whip him while expecting him to stop crying. But, here
treatment is done by force... Now, Even if | want treatment from a psychiatrist, | can’t
get it. | have health insurance, but they took it from me, along with my ID. | am being
held hostage.” (Urael, M33)

Another participant describes how he got in to the holy water treatment and his

experience as:



“l came here because my family had a discussion first. Then they waited for me to get
drunk, and my sister brought me here. | don’t know where | was because | was drunk.
When | woke up, | found myself here, chained... Families think this way, they believe it
is a spiritual thing. They think the treatment here is good for that. They even think a
spell was put in my alcoholic drink...We were told we would be chained until we calmed
down. The chaining is wrong. Even if | were a criminal in a prison, | would be in a
controlled environment, but | wouldn’t be chained. The chaining affects you... it makes

you angry...” (Urael, M47)

8.3.2. Former service users influence:

Former service users played a role in providing information about treatment and
services to service users and their families. They shared them their experiences, which
helped families and service users in choosing treatment facilities. Families and service
users were also encouraged by their outcomes. One participant from a formal source of
care described how a former service users experience encouraged him to come to the

particular facility, He said:

“There was someone who had treatment here and what we heard about it made us
eager. One thing was the environment, the cleanliness, the physicians, how they treat
patients like their own family. So, when | heard that person say those things and met
him in person, | asked him about it, and he confirmed everything. That made me more
determined, and that’s why | came here.” (ZMH, M35)

8.3.3. Stigma

Participants mentioned the stigma they face in their communities for being substance
users. Families also supported these accounts, also mentioning how stigma affects their
loved ones. The forms of stigmas participants reported include having difficulty in finding

a spouse and challenges in securing a job due to their substance use.

However, the stigma that most influenced their treatment seeking behaviors and
experience was associated with mental iliness. Especially, the label they received when
admitted to a specialized mental hospital. Participants from a specialized mental



hospital expressed concerns from the outset about seeking treatment there, fearing they
would be perceived as mentally ill. This concern persisted during and after treatment, as
they worried about being identified as someone who had received care at mental

hospital. Below are accounts from a service user and a care giver respectively from that

facility:

"What worried me was that after | got here and even after | left, our community wouldn’t
believe it was for addiction. If my friends found out | was at Amanuel... I'm sure they
would think | went crazy. That worried me." (AMSH, M27)

“...After we came here, we ran into one of our neighbors... | was startled to see her. She
doesn’t want people to know either. If others found out, they wouldn’t take what they
(our sons) say seriously; they would never see them as sane. We agreed to stay quiet...
She didn’t even greet me when we met again...” (AMSH, F42)

8.3.4. Community awareness

Participants also highlighted not only stigma but also lack of awareness in their
communities about the nature of SUDs contributing negatively to their efforts to access

treatment. A participant who is a mother taking care of her son at a health facility stated:

“l was on my own. People told me not to tire myself out in vain. They said, ‘He (my son)
has no hope.” The community hasn’t really understood the illness... Starting from my
own household, everyone tells me to stop trying, pointing out that my son has no hope
of getting better.” (AMSH, F53)

One patrticipant, a wife of a service user at the other health facility describes how her

community and family reacted towards her husband getting treatment for his problem:

“This kind of medication (Opioid) addiction can be understood by health professionals,

others don’t get it easily. A very close family member once said to us, just stop injecting
yourself, it is simple just stop. What else do you need?’... They saw it as indulgence ... /
was like, it is an addiction, it is not easy to get rid of, and it needs treatment...being told

he was just spoiled was like a torch for him. He has told me that now...” (ZMH, F32)



Another service user from the same facility describes how his community and friends
approach his problem:

“...If someone is drowning because they can’t swim, you rescue them if you can. You
don't just give them advice. An addict is similar, you help the person, you don’t advise

them, insult them... it is like pouring water on a stone...” (ZMH, M34)

8.3.5 Good service provision by providers

Participants at the different treatment settings reported good care from providers. Most
of them reported good relationship with providers, proper checkups, and praised and
tanked treating staffs, especially nurses and physicians. Many described the
relationship they have with care providers as familial. They mentioned the care received
from providers exceeded their expectations and helped them in their recovery. One

participant receiving treatment for SUD describes his experience with care providers as:

“To tell the truth, the professionals are like your family, they give you energy and
morale. They Create a good environment for treatment...the professionals are unique,
they are always on time, they give you medications on time...they should be
encouraged, they should continue their good work. | have had the chance to meet two
or three physicians, and they are all good at their jobs, their motivation is nice, this
should be maintained.” (ZMH_P1)

8.3.5. Access to substances

Participants, both service users and families, reported access to substances at health
facilities as problematic. Participants pointed out the lack of control, which allowed
substances to be smuggled in to facilities, and individuals with SUDs gaining access to
them. Some reported negative previous treatment experiences, where they were able to

access substances leading them to avoid choosing the facility this time around.

Not only within the facilities, but families and service users also noted the abundance of
establishments in their communities where substances are easily accessible. This

contributes to the development of their problems and to multiple relapses. Especially,



families emphasized the need for stricter regulations and the shutting down of
establishments in their communities where substances are easily accessed, such as

‘Areke’ houses, khat houses, shisha places.

8.3.6. Undervalued Spiritual and Cultural Care in the Health Facilities

Participants receiving treatment at a facility that combined traditional, spiritual and
modern treatment approaches reported positive treatment engagement and experience.
They mentioned several factors that helped in their recovery and influenced their
preference for receiving care at the center, with the facilities spiritual orientation playing
the major role. The factors they pointed out include the ability to perform their daily
prayers properly, on time and together with other service users, Quran based treatment,
the increased connection and closeness to their God they experienced during their
treatment, and experiencing easier understanding and communication through shared
faith. They also mentioned the strong sense of brotherhood and cooperation among the

service users strengthened by shared spiritual practices, one participant stated:

"As | told you, there is the Quran here, you get closer to Allah. There are many things
you don't find there (health facility) that you have here... | think this one is better.

There are social activities: you wake up early together, go to class (group therapy room)
together, eat together. It feels like a family, and that is so nice. Compared to a health
facility, here the treatment is simple. Even the herbal medicines they give you is mixed
with honey. You are not afraid of anything, you don’t worry about medication time..."
(Ferdows, M35)

The participants at this facility also reported benefitting from the physical exercise
incorporated into their treatment. They mentioned that having access to a gym helped
their treatment. One participant describing it as a form of meditation on its own. At the
same time, they expressed the need for more gym equipment and suggested addition of
a soccer field in their compound.



Similarly, they reported benefiting from traditional medicine they received, they
described the medicines as drinkable, ointments, substances applied to the nose. They
mentioned their benefits, including healing from addiction and recovery from other
physical ailments. They particularly mentioned benefits of Cupping, believing it helped
remove bad blood from their bodies. One participant described his mined cleared after
the cupping and he fully realized the extent of his substance use after that, he said:

“The cupping removes dirty blood from you that makes you think. For me it is from the
day | had the cupping that | started to realize the addiction is causing me problems.
When the blood was removed my mind cleared, then | started to request for more

cupping.” (Ferdows, M31)

Another participant at the same center explains how the traditional medicine he took

helped him recover from his addiction:

“...Let me explain it, For example, they have traditional medicine that removes the
addiction from inside of you. They gave me a medicine that | drank, then | vomited, and
| saw tobacco coming out of me. | even tested the tobacco in my mouth. They gave me
that on my 15% day, and | understood something came out of me. They also give us
medicine that makes you have diarrhea, you see khat coming out as well. You witness
your healing. | think of it that way” (Ferdows, M35)

Participants at the center with combined traditional and modern approaches, as well as
one participant from a formal source of care, reported supernatural explanations for

their substance use problem. The participant from the health facility also reporting that
this was the reason for their previous spiritual treatment seeking. A participant from the

facility with the combined approach stated:

"...The Quran is recited over me to make me stop my addiction, it is a cultural practice,
because it is due to possession. Thanks to God, things have changed now..." (Ferdows,
M38)



One participant reported that the medication prescribed to him at a health facility has
been adjusted by religious healer in the traditional treatment facility, he states:

“... lused to take 75 mg of medication for my sleep, but, now ‘Ustaz’ has reduced it by
25 mg, so | am only taking 50 now.” (Ferdows, M31)

8.4. MACRO LEVEL FACILITATORS AND BARRIERS

8.4.1. Cost and Health insurance

The high cost of treatment was mentioned as a challenge to accessing care by both
Service users and families, especially in a setting where health insurance doesn’t cover
SUDs. However, it was not the case in another government facility where insurance
could be used. A participant from a holy water site also mentioned that, even if he
wanted to seek treatment at a health facility, he couldn’t afford it. A mother who has

facilitated her son’s admission to a treatment center stated,

“I begged someone for money to pay for my son’s treatment. He was my brother, and |
said to him, ‘1 was asked this much for a bed and before my son gets worse, let’s help
him’... Of course, getting money is difficult. For me, someone covered it because | had
someone to turn to. But how can others afford it? If the government could pay, these

kids could work and become productive citizens. ...in private centers, It is even around

90 thousand...it is as if this is a time when the poor are left to die.” (AMSH, F53)

In contrast a participant from another facility describes how useful health insurance has

been in his treatment:

“The cost of treatment is very difficult. If | didn’t have health insurance, imagine how
much | would be paying. Having a health insurance is like having a great life insurance.
Without it what would | do? | only paid 1.5 k, which covered all my expenses, including
meals and treatment. But without health insurance, that amount wouldn’t have even

covered my bed payment” (ZMH, M57)

One patrticipant, a mother caring for her son, had a somewhat different perspective on

the lack of insurance coverage, she said:



“Health insurance doesn’t work, | don’t know how it applies to those who are poor. |
don’t know if there is another way... May be they removed the insurance coverage as a
lesson, to teach them, since the addiction happens because of lack of discipline...
When there is payment involved, people will think of the treatment highly, when they
see their family making sacrifices for their treatment, it makes them value it more.”
(AMSH, F42)

8.4.2. Combined treatment for SUDs and Severe mental illness

Most of the participants in the health facility, where SUDs treatment services and
services for other mental illnesses are given together, mentioned the need for a
separate treatment. They pointed out issues such as patients with severe mental illness
being admitted to their wards and sharing spaces with them. One participant expresses
the distress caused by this arrangement as:

“First, when you spend your day mixed with the mentally unstable, you feel like you are
one of them. It creates a fear of losing your freedom. Sometimes, it can be a source of
conflict with them. It makes you get bored of the place and also makes you hate it.

Separate treatment seating is important...” (AMSH, M23)

Another service user at the same facility sated, “.../ was afraid until | got here, and |
cried a lot. It was because of the fear | had back then, it was because of the patients |

saw. But now, | am okay | am normal...” (AMSH, M20)

8.4.3. Service availability

Participants noted the lack of adequate number of facilities for SUDs treatment and
rehabilitation, emphasizing the need for service expansion. They also pointed out the
limited capacity of existing treatment centers in terms of space and the number of beds

available for service users.

They expressed concerns about the imbalance between the high burden of the SUDs

and the limited service available, including the shortage of beds even in existing



facilities for in-patient treatment. A wife, who was caring for her husband receiving
treatment for Alcohol use disorder and withdrawal, described her experience as:

“He got sick at one point and when | brought him here, | was told there were no
available beds and that we had to go back. So, | took him home. | lost hope, / couldn’t
bring him back because of that. It has been a year since then.... | see that the
government has established this service, otherwise, where would all these patients go?
But, there should be more similar facilities, closer to the center of the city, All Ethiopians
are suffering from this problem....The service must expand, Two, three more facilities
like this one should be established.” (AMSH, M53)

8.4.4. Recommendations for government

Participants highlighted the need for government support in reaching individuals
affected by substance use disorders, awareness creation, service expansion, and

regulating establishments that provide easy access to substances

Participants reported that many young people struggle with SUDs but haven’t received
treatment. They urged the government to actively get involved in bringing them into
treatment and they also emphasized the importance of increasing awareness so that
individuals with the problem can seek treatment.

One participant from the combined traditional treatment center reported the need for
government recognition and support for traditional treatment centers. While a participant
from the holy water site called for the government intervention to prevent involuntary

treatment at the site. He stated:

“Those with possession and those with SUDs should be identified. The government is
building rehab centers, it is doing that for us. But we are here hidden. The Government
should rescue us from being chained. We have health insurance, and we should get
treatment” (Urael, M33)



9. DISCUSSION

This qualitative study aimed to explore the facilitators and barriers to substance use
disorder treatment in Addis Ababa. What makes this study unique is its inclusion of
participants from diverse treatment settings, both formal and informal sources of care as
well as perspectives from both individuals with SUDs and care givers. The study used
Frame work analysis to categorize these various facilitators and barriers at different

levels using the socio-ecological model.

The findings revealed facilitators and barriers for substance use disorder treatment
across all three levels micro, meso and macro. ldentified facilitators for seeking
treatment and having a positive treatment engagement and experience are mainly at
the individual, community and social levels. These includes personal motivation mainly
from the impact of substance use on family relationship and physical health; their
inability to quit on their own; prayer; and positive family influence especially in facilitating
treatment initiation and hospital admission. Other facilitators include the role of former
service users in recommending and informing about services, good service provision by

treatment providers, and spiritually and culturally oriented treatment approaches.

The barriers to substance use disorders treatment identified in this study are mainly at
the community, social and structural levels. These include negative family and
community influence on treatment access, mainly due to a lack of awareness and
knowledge about SUDs and their treatment, stigma associated with mental health
hospitalization for SUDs treatment. Another barrier identified is easy access to
substances both within treatment facilities and in the broader community. At structural
level barriers include high cost of treatment, lack of health insurance coverage, and
limited service availability. The barriers identified in our study align with findings from
2022 systematic review synthesis. Which includes lack of awareness, unsupportive

family roles, Stigma, and structural barriers such as financial concerns (14).

In contrast, while the structural barriers in the 2022 study are mainly related with legal
issues and policy regulations(14), our study found more barriers related to inadequate

service availability, lack of insurance coverage. Additionally, our study identified the



easy availability of substances within both treatment facilities and community
establishments as a barrier. In contrast to our study, A 2021 qualitative review synthesis
on Barriers and Facilitators to Substance Use Disorder Treatment in Low-and Middle-
Income Countries, identified barriers such as distance or transportation problems and
influence of others who use substances(20). These were not highlighted in our study.
The transportation problem not reported by our participants was may be due to the
treatment centers being located in the middle of Addis Ababa, with most of the
participants residing in the same city. This study also highlighted additional barriers,
such as involuntary admissions and the health insurance gap, which were not

mentioned in the review.

In our study we found personal motivation as a key facilitator for treatment seeking
driven from the impact on families, relationships, physical health, and inability to quit. A
synthesis of multiple systematic reviews on facilitators and barriers of SUDs treatment
published in 2022 also identified barriers and facilitators at three levels: individual, social
and structural. Personal motivation was a key facilitator at the individual level which
aligns with the results from our study, but in contrast to our study, in the systematic
review synthesis, the personal motivation is mainly related to forming a non-addict
identity. Additionally, our study found prayer, which was not highlighted in the
systematic review synthesis. That study also found Family support as a facilitator, which
aligns with our finding, but our study found additional factor which is the role of former
patients as facilitators(14).

Our study shows the significant role families play in an individual’s treatment journey for
SUDs. This influence starts from the individual’s motivation to seek treatment which is
often driven by the impact of substance use on their families and their relationships.
Bing distanced from their families and their desire to repair those relationships playing a
major role in the decision to seek help. Families continue to be involved throughout the
process, helping individuals come to treatment settings and facilitating the process,
including handling financial aspects. This findings aligns with a qualitative study that
Explored Individuals’ Motivators for Seeking Substance Use Treatment, Which reported

that repairing strained family relationships was a motivator for seeking help. That study



also identified the role of families and friends helping individuals in decision making to
seek treatment. But, unlike our findings, the study reported direct verbal persuasion was
not an effective way of influence for seeking treatment. In contrast, our study found
verbal persuasion and advices from family members a key role in influencing individuals
to seek treatment. Also our study highlights the significant sacrifices families make to
access treatment, such as financial struggles and navigating a complex system to select

and access treatment (30).

However our study also revealed that families can sometimes become a barrier to
treatment access, especially when there is a lack of understanding about SUDs and
their treatment. Our results align with a systematic review on Barriers and Facilitators to
Substance Use Disorder treatment, which highlights family support as a key facilitators
while also identifying family roles as barriers for treatment for individuals with substance
use disorders(14). This dynamic is also reflected in our study, where families play both
facilitating and hindering roles. But, our study reveals the coercive nature of family
actions, especially in cases where individuals are involuntarily admitted and subjected

to practices like chaining, which was not highlighted in the review.

The participants of our study reported being chained and forced in to treatment at the
holy water site by their families, describing it as a distressing experience. They
experienced physical restrain, a lack of autonomy and feeling like being held a hostage.
Participants emphasized that addiction can’t be treated through force. In the first year
after being released from the hospital, patients who were sent to involuntary
commitment for substance use disorder all relapsed and experienced severe medical
morbidity, according to a study on outcomes for patients discharged to involuntary
commitment for substance use disorder directly from the hospital (31).

Although not in a clinical setting, our study also shows individual’s negative experience
and poor recovery in a cultural and spiritual context, where individuals were involuntarily
admitted and coerced as a means of treatment. It also shows how cultural and spiritual
beliefs can perpetuate corrosive practices under the perception of treating SUDs,

highlighting the need for culturally sensitive interventions.



Spiritual and culturally oriented treatment emerged as both facilitator in the treatment
process and a motivator for seeking treatment at a setting where Spiritual, cultural and
modern approaches were combined. Spiritual practices such as prayer, scripture
recitation, herbal medicines and cupping were the integral part of participant’s positive
treatment experience and recovery. Additionally inclusion of physical exercise in the
treatment program pointed out by participants as beneficial to their recovery. The
holistic nature of the treatment, which addresses the different psychosocial needs of
patients helped in better service user's engagement and experience at the facility.
These findings align with a study that suggest there is some evidence supporting a
beneficial relationship between spirituality or religion and recovery from substance use
disorders(32).

A study by Breslin and collogues on a Holistic Approach to Substance Abuse Treatment
states that offering patients a program that is more diverse in nature with emphasis on
helping them express feelings through holistic means has led to enhanced patient
satisfaction with their treatment experience. The activities involved in the program
include Tai Chi (a form of meditation), art therapy, dance therapy, leisure activities (e.g.
bowling, museum visits). Spirituality in this context focusing on values, beliefs, and

purpose rather than organized religion(33).

Therefore, this integrated holistic approach to the mental health needs of individuals
with SUDs could be a model to incorporate in to formal treatment settings as well.
However, spiritual beliefs and cultural explanations for the cause and treatment of
substance use disorders could also be a barrier for SUDs treatment. In our study we
see Individuals and especially families preferring cultural and spiritual treatments while
differing evidence based medical treatment at a formal source of care. And that
resulting in negative treatment engagement and experience especially at the holy water
site. also the practices even in the integrated cultural and modern treatment setting
where religious healers reported prescribing medications and different herbal medicines
applied through different means for the purpose SUDs treatment raises the potential

challenges regarding safety of the treatment approach.



The findings from our study could serve as a foundation for further research on how to
incorporate culturally oriented and holistic treatment into existing treatment protocols for
SUDs.

Good service provision by service providers was a key facilitator for better treatment
engagement, collaboration and positive treatment experience for many participants.
This, in turn, has the potential to enhance future treatment seeking behaviors among
service users, both for themselves and others. Former service users were identified in
this study to positively influence others access to treatment, with one of the factors

being their own positive experience with providers.

Participants of our study from Amanuel mental specialized hospital, where treatment for
SUDs and severe mental iliness is combined, reported emotional distress and
discomfort. They described this treatment arrangement as a source of stigma.
Participants feared being labeled as mentally ill by their communities, which they saw as
socially damaging and emphasized the need for separate treatment setting. This could
be related to the communities and the service user’s attitude towards the facility, as it is
the only specialized mental hospital in the country and is culturally and linguistically
associated with stigma. This issue could be part of the broader nationwide stigma
surrounding mental health in Ethiopia, which contributes to the underutilization of
available mental health services(34).

The result of this study found that one of the Barriers to treatment access for individuals
with SUDs is lack of insurance coverage. Ethiopia’s Community Based Health
Insurance (CBHI) system, managed by the Ethiopian health insurance agency, had
enrolled 32 million people as of 2020 and it is a key component of the country’s pursuit
of universal health coverage(35,36). In this study, we found that health insurance
coverage significantly impacts access to treatment for individuals with SUDs.
Participants in settings where CBHI scheme is applied emphasized the need for SUD
treatment to be included in the coverage. Meanwhile, in one of the hospitals where

CBHlI is applicable, patients reported benefiting from it. This shows the necessity of



expanding the health insurance program with uniform legislation to ensure the inclusion

of SUD treatment in the scheme.



10. STRENGTHS AND LIMITATIONS

The inclusion of diverse treatment settings such as hospitals, spiritual and traditional
treatment facilities, provides a comprehensive perspective on the facilitators and
barriers to substance use disorders treatment in Addis Ababa. Additionally, inclusion of
both individuals undergoing treatment for SUDs and care givers gives a broader

perspective.

However, while participants discussed policy and government level factors, the study
would have been further strengthened by including perspectives from policymakers and
government officials. Similarly, adding perspectives of service providers would have
provided additional perspectives in to the facilitators and barriers of substance use

disorders.

Although, participants from traditional and spiritual treatment centers mentioned the role
of their families in the treatment process, including accounts of family members from the
informal sources of care could have offered additional insight in to the barriers to

substance use disorder treatment.

Data collection and interpretation in informal treatment setting may be influenced by the
researcher’s personal or professional biases. Researchers clinical back ground may
influence interpretation of spiritual and cultural treatment practices. To mitigate that,
bias was addressed through ongoing self-reflection, respectful engagement with

participants and regular discussion with advisors.

The study did not explore psychiatric comorbidities, which could have provided
additional insights into the barriers and facilitators related to co-occurring mental health

conditions among individuals with substance use disorders.

The inclusion of all male service users may have limited the variety of participants, but it

was tried to be mitigated by including female care givers



11. CONCLUSION

This study provides a comprehensive exploration of facilitators and barriers to SUDs
treatment. We Included perspectives of individuals with SUDs and care givers in various
treatment settings in Addis Ababa, Ethiopia. The findings show that treatment seeking
behavior and treatment experience are influenced by individual, community and social

level, and structural level factors.

At the individual level, personal motivation mainly due to the impact of substance use on
family relationships and physical health, and Inability to quite substance use. Prayer,
spiritual and culturally oriented treatment especially in a setting where traditional and
modern approaches were combined were facilitators for treatment seeking behavior and

better treatment engagement and experience.

At the social and community level, family support was crucial both in initiating treatment
and hospitals admissions as well us during treatment process. At the same time,
families were barriers to treatment access for some individuals as means of involuntary
placement to spiritual healing places where participants had negative treatment
experience. Recommendations and information provision by former patients helped in
encouraging treatment seeking. A lack of community awareness played a negative role
in treatment access, while stigma related to mental health hospitalization was a barrier

as individuals feared being labeled as mentally ill.

At the structural level, high treatment cost, lack of insurance coverage, limited-service
availability and easy access to substances in treatment facilities and within communities

were identified barriers.



12. RECOMMENDATION

Conducting further research to develop context specific substance use
interventions. With focus on interventions to the unique socio-cultural, economic
context.

Enhance collaboration between formal and informal care settings and Exploring
ways to integrate lessons from informal care sources to formal treatment
systems.

Promote awareness and education for families and communities about
substance use disorders and their treatment to improve support and reduce
stigma.

Advocacy for expanding access to affordable SUDs treatment.
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ANNEX I: PARTICIPANTS’ INFORMATION SHEET

My name is Dr. Seadedin Mohammedali. | am a psychiatry resident at the Department
of Psychiatry of Addis Ababa University. My advisors are Professor Solomon Teferra
and Dr. Awoke Mihretu. | am conducting a study on facilitators and barriers of
substance use disorder treatment in Addis Ababa, Ethiopia. The purpose of the study is
to explore this facilitators and barriers. You are selected to participate in this study
because you are currently seeking care at the substance treatment ward or outpatient
substance treatment service at Zewditu Memorial Hospital or Amanuel Mental
Specialized Hospital or you are receiving holy water treatment for substance use
problem at Entoto Maryam holy water site or you are a care giver. By participating in the
study, you will be contributing to the development of practical solutions to enhance
patient care, support health advocacy, inform policy-making, and improve treatment

outcomes and recovery rates for substance use disorders.

The interview will take about 30 to 40 minutes, with a break in between. It will be
conducted in a private office and will be audio recorded. Additionally, Notes will be
taken during the interview so that | don’t miss anything. The audio records and
additional notes will only be used for this research and | will not use your name or other
identifying information. To ensure confidentiality, | will assign a code (numbers) that will
be used on all research notes and documents. The audio-recording will be deleted after
transferring the data to a personal computer in a written format. The data will be stored

in a secure location with access limited only to the researcher.

Your participation in this study is voluntary. If you decide to take part in this study, you
will be asked about your experience in the treatment service you are receiving / your
experience as a care giver about the treatment service / your understanding of

facilitators and barriers for treatment service provision for substance use disorders.

If you decide to take part in this study, you need to understand the purpose of the study
and sign a consent form. Even after signing the consent form, you are still free to
withdraw anytime during the interview. Whether or not you decide to participate will

have no effect on your care at ZMH, AMSH, St. Ural holy water site or Ferdows cultural



medical rehabilitation center. There will not be any direct benefit for you due to your
participation in this study.

The researcher has not identified any risk to be incurred by participating in this study. If
you feel uncomfortable with any of the question in the interview, you have a right not to
answer. After completing the interview, you will be paid 100-birr reimbursement for your
time and transportation.

This research project is reviewed and approved by the Ethical Committee of Addis
Ababa University, School of Medicine, and Department of Psychiatry. If you want to
have more information or if you have any complaint, you can contact the committee
through the address below. You can also contact the members of the research team by

the contact information provided below.

Principal Investigator: Dr. Seadedin Mohammedali
Advisors: Professor Selomon Teferrra
Dr. Awoke Mihretu
Phone: (+251)920862891
Email: saededin3@gmail.com

Address of Department of Psychiatry, Addis Ababa University:
Phone- (+251)118962052

Ethics committee office at Addis Ababa University:

Phone- (+251)115 538734
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Annex I[I-INFORMED CONSENT FORM

| have received information and understood the information provided about the
research, procedure, risks, benefits and that participating in the research won’t impact
the treatment | receive at AMSH / ZMHY/St. Urael holy water site/ Ferdows Cultural
Medical and Rehabilitation Center. | am informed that an audio will be recorded during
the interview and that the researcher will ensure my confidentiality. | consent to
participate voluntarily in the research on facilitators and barriers of substance use
disorder treatment in Addis Ababa, Ethiopia.

Participant Signature Date

Researcher’s Signature Date
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Annex IlI- SOCIO-DEMOGRAPHIC CHARACTERISTICS OF
PARTICIPANTS

Date:

Thank you for agreeing to participate in the study. I will now ask you questions about

yourself.

Age:

Sex:

. Residence:

. Marital status:

. Educational status:

1.
2.
3
4. Religion:
5
6
7

. Occupation:

8. Types of substance use:

9. Days since admission:

P+NAFLPTF MUNLPST Ni-hHN ADPPC AOLEPF

$7:

NPT+ AL AMA+E AAFATTFU ATMAITAT:E AUT NALNP mPEPTFT AML PP FAU:
ogm;:

9
A A

Yo met:

PINF U3

PFTINUCT B8:

G'D"'P:

PYaI® 4L

N+ P&RNT 1H.:




Annex IV- TOPIC GUIDE

For Service Users:

1. Is this your first time using the service? If No, what was your previous experience

like in using the service?

2. How did you hear about the treatment service at this center?

3. Can you tell me how you decided to use the treatment service?

What motivated you to seek treatment?

What things seemed attractive about the treatment service?

What concerns did you have about using the treatment service?
How did societal attitude or stigma towards substance use treatment

influence your decision, if at all?

4. What factors encouraged you to seek treatment?

How did family or community support influenced your decision to seek treatment?

How do people who are important to you such as your family and friends Support

your involvement in the treatment service?

7. Were there challenges to accessing the treatment service? If yes, what were the

challenges?

8. What specific barriers did you encounter when trying to access the service:

Transportation Difficulty?
Distance from your residence?
Treatment Costs?

Long waiting list?

9. Regarding your experiences using this service.

How do you describe the Quality of care you are receiving

Tell me about the strengths of the treatment service? What has been
helpful?

Tell me about the weaknesses of the treatment service? What was least
helpful or what is missing?

Have the treatment service you are receiving met your expectation?

10.What are your suggestions for improving the experience?



Nh&A e+P+L PPA ®MEP anan/ P

AR1AAT +M PP F:-

1.
2.
3.
4.

10.

11.

12.
13.
14.
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o PAPIAH F9(?
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15. 2UTT A1t AAMea™ POMA>PEY +PACPTF N+ARAN:
o APLTT LAY PATANNN Mot ATLTF £T1ARFA:
e NANTRT A1A% A+ AL AN P10 PIFPTFD- 11CF 2187 TF®-?
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For Care Givers:

How were you involved in seeking treatment for the patient?
What challenges did you face in assessing treatment services for the patient?
How does societal attitude or stigma affect your support for the patient?

P w0 P

Can you describe any financial difficulties you have experienced due to the
treatment cost?

In what way does your family or community support the treatment process?
How do you describe the quality of care the patient is receiving?

Have the treatment service met your expectation and the need of the patient?

© N o 0

What improvement would you suggest to make the treatment service more

effective?
AANFTH Y PF:-
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15.

16.

NUATRT®- @ch, oC +LLH PIMA>PF PITHAN FICT A?
UNZHAN PARTHT A8 URTRTY N+ARAN+ PAD- AZ8E I ATPANNT MRIP T7AQA
PFNI®- Yngeg Pamey Tt Ut AL ANTPEA ALCH INC ?
PAUNLAN ATPANNT MEIP TIAA AFNT®- PAPT £I& AL +ROF AECIAALLIN
£I174?
N+ANP MLITE MUNZAN: PAHAIRTE-T {2+ NPT ABY7 L AP LTS 1O-?
FNTD/+7490 APTTH PAD-T PURTRS AT+ N+ARANE:

o APTT PATTY PATANNN M-t ATLT RIARTFA:

o NANTRT A7A% 4+ AL AN, P10 PIFPFD- 11CF 2127 TF®-?

e NAUNTRT A1AAF MTNLPTF 174752 NI°T PIHFD- LAPAAP FA?

o PANIPT A1A kT SNADET 174752 9o PILAD- 11C ANTPA?

o PMG NAPLPTY UNTPT AAMM ATRAF AT T-+2
PAIRE AT ek ACAP ATEMNET US AT +@r 24 ? PFNTRMTN €A AT A%A
NA®- PANA?
PAAIRET AT ek PNAM @ Mu3-T9 ATREZ9 92 ABAAA AANF NAD PANA?
NACAT 228 (PARYINt PMG 7AN ARYF ) Fhanm- UngeT A8 P7% P28, 11CT Ak
? PNLST
NACKT BLE (PR3Nt PMG 7A A ALYYF ) Fhaam- URIRT A8 P17 +180% /
MmATNA PING Ak? PNZAT



For Substance users receiving treatment at St.Urael holy water site and Ferdows

Cultural Medical and Rehabilitation Center

1. Is this your first time seeking treatment here?
If not, can you describe your previous experience receiving treatment at this site?
2. Can you tell me how you decided to use the treatment service at this site?
3. Did you try to seek treatment service from medical service before coming here?
If so, how was the experience like?
Were there challenges that you encountered?
Tell me about the challenges?
4. Have you received medical treatment for substance use before?
If yes, how would you describe that experience?
5. Have you ever been admitted to a health facility for substance use disorder?
If yes, how would you describe that experience?
6. How did you decide to seek treatment here instead of medical treatment at health
facility?
7. Were there any barriers that prevented you from seeking treatment at a health
facility? If so, what were they? Tell me about them
8. How do you describe the care you are receiving at this site?

9. What is better here compared to treatment services in a health facility?
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