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Abstract

This study aimed to describe the experiences of community mental health workers, predominantly female, nurses and doctors
providing community-based mental health services in Borama, Somaliland. A qualitative explorative study using focus
group discussions was conducted. Data were collected from three focus group discussions with 22 female community health
workers, two medical doctors, and two registered nurses and analyzed using content analysis with an inductive approach.
Three main categories were identified from the analysis: (1) bridging the mental health gap in the community; (2) working
in a constrained situation; and (3) being altruistic. Overall, the community mental health workers felt that their role was to
bridge the mental health gap in the community. They described their work as a rewarding and motivated them to continue
despite challenges and improving community healthcare workers” work conditions and providing resources in mental health
services will contribute to strengthening mental health services in Somaliland.
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Background

Mental health problems are highly prevalent worldwide,
affecting people in every community and age group across
all global regions (Chaulagain et al., 2020). It is estimated
that 792 million people live with mental health problems
and that one in every 10 people globally experiences a men-
tal health problem (Dattani et al., 2021). Despite substan-
tial research in the prevention, treatment, and promotion
of mental health, the translation into real-world effects has
largely failed. The global burden of mental health problems
has increased dramatically in all countries within major
demographic, environmental, and sociopolitical transitions.
Human rights violations and abuse among people suffering
from mental health problems persist in many countries, with
large numbers of people locked away in psychiatric hospi-
tals, prisons, or living on the streets, often without legal
protection (Patel et al., 2018).

In low-resource settings, such as parts of Africa, mental
health continues to be a significant public health concern,
aggravated by a lack of knowledge, institutional neglect, and
widespread stigma (Iheanacho et al., 2016; Labinjo et al.,
2020). Mental illness is often associated with supernatural
causes, such as evil spirits, witchcraft, and is also often seen
as a punishment from God for bad behavior (Labinjo et al.,
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2020). It is also believed that a person with a mental illness
is prone to violence, unpredictable, and motivated by evil
spirits, many of which are believed to be incurable (Iheana-
cho et al., 2016; Labinjo et al., 2020).

Over the past three decades, Somalia has suffered from
prolonged conflict, displacement, poverty, and famine, all
of which have had a long-term impact on the population’s
mental health (Ibrahim et al., 2022). Almost all Somalis
have experienced or witnessed violence to some extent.
Conflict-induced humanitarian crises have affected the
social determinants of mental health and the well-being of
families and communities, as well as their access to basic
services and education (Lindvall et al., 2020). The health
infrastructure was destroyed during the war, and many
healthcare workers have been displaced and eventually
left the country. The mental health service in Somalia is
neglected, while the demand is enormous. To close the
mental health gap, community-based mental health services
engaging non mental health specialists have been proposed
by World Health Organization (WHO) due to the lack of
human resources, such as psychiatric specialists, particularly
in low-income countries (Chaulagain et al., 2020). However,
working as a community mental health worker can be one
of the most complex and challenging roles in mental health
services (Rossi et al., 2012).

The WHO Mental Health Gap Action Program (WHO,
2015) and the Lancet Series on Global Mental Health
(Frankish et al., 2018; Patel et al., 2008) highlighted the
importance of closing the mental health gap by developing
interventions that can be implemented by non mental health
specialist. The mental health gap is an action program
developed by the WHO, and aims to scale up mental
health services for low- and middle-income countries
(Campion et al., 2022; Frankish et al., 2018; Patel et al.,
2008). Community mental health workers have been
identified as a workforce that can tackle the mental health
gap as they possess the principles and practices needed to
promote mental health for a local population (Thornicroft
et al., 2016). Community mental health workers assist
in addressing the needs of a population in ways that are
accessible and acceptable to the local people, build on
the goals and strengths of people who experience mental
illnesses, promote a wide network of supports, services,
and resources of adequate capacity, and emphasize services
that are evidence-based and recovery-oriented. It has been
proposed that community mental health workers should
focus on how people can recover from mental illness,
thus strengthening people and the support around them
(Thornicroft et al., 2016).

However, working as a community mental health worker
can be one of the most complex and challenging professions
in mental health services delivery (Agyapong et al., 2015;
Akol et al., 2018; Rossler, 2012). Studies have reported that
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health professionals working on community mental health
teams suffer from increasing levels of stress and burnout
following growing workloads and administrative tasks, as
well as a lack of resources. The effects of time management,
safety issues, role ambiguity, role conflict, lack of training,
lack of proper supervision, poor general working conditions,
lack of funding, and resources also have a significant impact
on workers’ well-being (Agyapong et al., 2015; Akol et al.,
2018; Rossler, 2012).

Somaliland is one of the countries with the highest
prevalence of mental health disorders globally, with two
out of every five people estimated to be living with a severe
mental illness (Rivelli, 2010). People with mental disorders
are highly marginalized in the Somali community and
people with mental health problems are often isolated at
home, held in chains, abused, and sometimes even kept in
Ilajs (traditional healing centers) or prisons for years without
release (Abdi Abdillahi et al., 2020; Handuleh et al., 2014).
Studies have further shown that very few have access to
treatment due to stigma and the shortage of trained mental
healthcare providers (Handuleh et al., 2014; Leather et al.,
2006).

To address the lack of access to mental healthcare in
Somaliland, in 2013, members of the Somali diaspora in
collaboration with Amoud University College of Health
Science in Borama, Somaliland, initiated and mobilized
resources to establish a community-based mental health
program. The program continued until 2021, when
ownership of the project was handed over to Somaliland’s
Ministry of Health (Abdi et al., 2021). In the initial phases of
the mental health project, maternal, neonatal, and children’s
health were included in the program due to the stigma
associated with mental illness. This approach increased
community acceptance of the project. From 2015, after the
community became accustomed to the project and realized
its benefits. The findings from the project showed that 202
out of 237 individuals with mental illness were unchained
due to the community-based mental health programs
implemented in the Awdal region of Somaliland (Abdi et al.,
2021).

To date, there is no research on how community mental
healthcare providers can support closing the mental health
gap in Somalia. Thus, the present study aimed to describe
the experiences of community mental health workers in
providing community-based mental health services in
Borama, Somaliland. Understanding their experiences will
be useful in guiding the newly revised mental health policy
in Somaliland on how to utilize community mental health
providers’ knowledge and resources.
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Methods
Design and Setting

The study, which was conducted in 2019, used a
descriptive qualitative study design using focus group
discussions (FGDs) and was part of a project implementing
community mental health services in the Awdal region of
the self-declared Somaliland. The republic of Somaliland
declared independence from Somalia after the civil war’s
1991 and has been stable for two decades during which
health infrastructure has been significantly rebuilt. The
data were collected in the city of Borama, which is the
third-largest town in Somaliland, with a population of
278,000 (United Nations Population Fund, 2014). Borama
has one main regional hospital, a teaching hospital and ten
Maternal and Child Health facilities. The Borama regional
hospital has one psychiatric ward to which all patients
with mental health problems are referred. In addition,
there are many traditional healers in the community,
and many people take their relatives with mental health
problems to them.

In 2013, a community-based maternal, neonatal, child,
and mental health project was established in a small sector
of Borama and slowly expanded to the whole of the town
and to two other smaller towns, Baki and Dila (Abdi
et al., 2021). The overall project aimed to improve access
to essential services (maternal, neonatal, child health,
and mental health services) for the population in defined
areas in the Awdal region. The current study focused on
community health workers engaged with the mental health
project. The project started with 10 pretrained FCHWs,
one nurse, and one doctor in a small sector of Borama
with a population of approximately 10,000 inhabitants.
In the context of Somaliland, the FCHWSs are lay women
who are not required to have any health education, but
they are given training in mental health. In this study,
the community health workers also included doctors and
nurses, in addition to the FCHWSs.

In 2015, the project was expanded, recruiting a further
30 FCHWs (total 40), four nurses (total five), one doctor

Table 1 Demographic characteristics of the participants

(total two), and one project manager. The services were
scaled up to the whole of Borama, Baki, and Dila. Before
their deployment, FCHWs received 3 months training in
basic knowledge of mental health, and how they could
detect people with mental illness and refer them to the
hospital. Furthermore, they received skills such as com-
munication, sensitization with the family, raising aware-
ness to reduce the stigma and techniques in counselling.
Throughout the project the FCHWs received a monthly
recap training from the doctors and nurses in the project.
The training of the FCHWs was provided by nurses, doc-
tors in the project as well as through lectures from Col-
lege of Health Sciences at Amoud University. The FCHWs
worked 6 h per day for 6 days per week and were required
to visit six families each day. Their activities included
identifying people with severe mental disorders, educat-
ing the whole family, counseling patients, and distributing
medicines to patients in their home environment. Due to
financial constraints, from 2018, the team was reduced
to 20 FCHWs, three nurses, two doctors, and one project
manager until its end in 2021. However, the FCHWs, doc-
tors, and nurses worked as a team (Abdi et al., 2021).

Participants and Recruitment Procedure

All staff in the community mental health project were
eligible to participate and were asked for their oral consent
to participate in the study. In total, 26 participants agreed to
be enrolled in the study. The 26 participants comprised 22
FCHWs, two medical doctors, and two registered nurses (see
Table 1 for participant characteristics).

Data Collection

The data were collected using FGDs. A predefined semi-
structured interview guide was used (Table 2). The inter-
view guide was not pilot tested because there were no exist-
ing community health services conducting similar work to
that of the participants we were interviewing. However, the
interview guide was discussed with the advisory committee

FGD Variable Participants (n=26)

1 Gender 25 females (22 FCHW and 2 nurses), 1 male medical doctor
Age Mean age 26.5 years. FCHWSs ages ranged from 17 to 30 years. Doctors and nurses from 29 to 36 years
Education 11 participants had university-level education (2 doctors, 2 nurses and 7 FCHW), 14 FCHWs

secondary-level, and 1 FCHW intermediate-level.

Experience in mental
health services

2-6 years
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Table 2 Interview guide

Topic

Questions

Community health worker’s role

Can you tell me about your role as community health workers? What is your role?

Can you describe of how a typical day of your work looks like?
(Follow-up with what, how, why, why not, whom, when)

Challenges and possibilities

What is that you encounter when working as a community health worker?

What are the possibilities working as a community health worker?
What are the challenges you encounter from the community?
How can you solve these challenges?

Can you tell me about the success or non-success in your work?
(Follow-up with what, how, why, why not, whom, when)

Community’s view

Traditional versus hospital care, how does the community see that?

Any other information?

(project leaders, project manager, and coordinators) and the
researchers before conducting the FGDs.

In total, three FGDs were conducted, with one group
consisting of doctors and nurses (FGD3) and two groups
with FCHWs (FGD1 and FGD2). Each FGD lasted from 45
to 60 min. All FGDs were audio-recorded and transcribed
verbatim in Somali, and the Somali transcriptions were
then translated into English by a research assistant who
was bilingual with formal qualifications related to language
translations and was not part of the project. The translated
transcript was checked by the coauthor who conducted the
FGDs to ensure the reliability of the translation.

Data Analysis

All translated and transcribed data were analyzed inductively
using manifest content analysis (Elo et al., 2014). Manifest
content analysis represents a systematic and objective
means of describing and quantifying phenomena in which
data can be reduced to concepts that describe the research
phenomenon. The inductive approach of content analysis is
most suitable when little is known about the content under
study as it enables researchers to analyze data in areas in
which only limited knowledge exists (Elo et al., 2014).
Inductive reasoning was applied to see which themes
emerged from the raw data through repeated examination
and comparison of the data (Elo et al., 2014). All the
transcripts were read thoroughly by the first and last authors
to understand the content. Words, phrases, or other text
that responded to the aim were highlighted. Open coding
was then performed, meaning that the phrases, words, or
text were condensed into meaningful units. Next, all the
transcripts were coded and grouped into clusters based on
their similarities. Each cluster code was used to build a
subcategory, which were formed into categories (see Table 3
for an example of the analysis process). All the authors
discussed the process of analysis to ensure the credibility
and confirmability of the identified categories.
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Ethical Consideration

The project received ethical approval from Research Ethical
Committee at Amoud University and permission from the
Awdal Region Health Officer. The participants were given in
Somali both oral and written information about the study and
informed that they could withdraw from the study at any time
without compromising their jobs. As the nature of this study
was not to collect any sensitive or personal information from
the participants, only verbal consent was sought. This was also
stated in the ethical approval of the project. The data was kept
confidentially and only the last author had access to the audios.
The interviews were anonymized after transcription.

Results

The following three categories were identified in the analy-
sis: (1) bridging the mental health gap in the community; (2)
working in a constrained situation; and (3) being altruistic.
The findings indicated that the FCHWs, doctors, and nurses
performed a broad spectrum of roles offering support and
showing commitment to their patients. The participants’
statements revealed that they faced some obstacles while
providing care to the community, and they further described
their working situation as relatively “constrained”. However,
the findings also revealed workers’ emotional responses to
their roles and that the health services were delivered with
benevolence and were appreciated by the patients. The three
identified categories and their associated subcategories
are presented in Fig. 1. They are also discussed in depth
below and illustrated with representative statements by the
participants.

Category 1: Bridging the Gap in Mental Health
in the Community

This category reflected how community mental healthcare
workers viewed their work as well as the demand and
guiding values they experienced.
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mental health problems

and few incentives

health workers and nurses. This

nurse and female community

could impact negatively on their

health workers to increase their

motivation. Low salary in relation

to the burden of their work.

knowledge. There is no official

training except on job training, and
this can decrease the motivation

Motivation through the help the

give to the patients.

of the female health workers. Our

salary is very low compared to the
work we do. But we want to help

these patients. We know they don’t

have anyone else.

Rewarding job

Helping people with mental illness Helping people with mental illness is

My job is good, the best blessings

rewarding

is rewarding particularly when they
don’t have anyone who is helping

them.

in both this life and after is to

help those who are mentally ill. It
is humanly to work for the poor
people who have no one helping

them

Connecting Families to Mental Health Services

All participants highlighted the stigma and discrimination
surrounding mental illness in the community, which resulted
in caregivers hiding mentally ill persons in isolation.
Initially, it was difficult for the FCHWs to gain access to
homes to support families with mentally ill persons. To
earn trust in the community, the FCHWs started to sensitize
the community about mental health and the importance of
seeking care. Although care for newly diagnosed patients was
paramount, caregivers and mentally ill persons also required
support and information about the care that mentally ill
people needed from family and friends. Because most of the
recently detected cases of mental illness were either referred
to the hospital or treated at home by a psychiatric specialist,
the FCHW continued to visit the household and offer
support to the families. When medication was prescribed
to a patient by the project’s psychiatric doctor, the FCHWs
followed up on the case to ensure the patient received the
prescribed medication, also providing support and education
to the caregivers. The FCHWs not only gave information and
motivated the family and patient to seek care themselves but
also acted as a bridge between the patient and caregivers and
the project doctors, project nurses, and health professionals
in the hospital. A female health workers stated:

If you are helping a patient, you are going to their
home, taking them to the hospital, and staying with
them until the doctor finishes checking the patient.
We are not only giving them information, but every
morning, we also try to help them and connect them to
the health centers and be there for them. (FGD1, R7)
If the family refuses to take the patient to the hospital,
we call the doctor, so the patient can get treatment
them in their home. (FGD2, R5)

Building Trust in the Community

Building trust was important for participants, whether they
were FCHW s, doctors, or nurses due to the stigma related
to mental health problems. The participants highlighted
that young people—particularly girls—were in a vulnerable
situation. The most difficult experience that the FCHW s
discussed was when families hid their family members,
most often girls. The FCHWs described how families
chained their daughters in their rooms both because they
were ashamed of what the neighbors and community might
say and to protect their daughters from abuse of harm. As
one female community health worker stated:

Several times, I visited a mother who was hiding
her daughter, who was tied with a chain. When
the mother came to know that we work for people
with mental illnesses and that many of them take
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Bridging the gap in

mental health in the

Working in a
constrained
situtation

community

Community
mental health
workers’
experiences

Being altruistic

Fig. 1 Community mental health experiences on delivering mental health services in the community

medicines and recover, she contacted us later and
received our support. Her daughter’s illness was
diagnosed by the doctor as bipolar disorder. (FGDI,
R4)

According to the participants, some family members
and patients were in denial regarding the mental health
problems, but knowledge of other patients’ successful
outcomes changed their minds and led them to accept
seeking the community mental health services that the
FCHWs offered. Aside from their devotion to providing
mental healthcare services, the FCHWs empathized with
the need for financial support of the more vulnerable
families who could not afford the medical bills. As the
community mental health program did not have sufficient
funding to pay for all the medications the patients needed,
the FCHW:s contributed to paying some medication fees.
The participants emphasized that it was part of their role to
be compassionate and supportive and not only to make the
patients and caregivers aware of the illness, seek care, or

accept treatment. Therefore, the FCHWs and nurses came
to the support of families when they had, for instance,
other socioeconomic problems.

Category 2: Working in a Constrained Situation

In this category, the participants discussed some of the
challenges they experienced in providing care to patients
with mental illness and their families.

Stigma as a Hindrance to Accept Mental Healthcare

The participants reported that most community members
believed that mental illness was not curable, which made
their work harder. As one of the participants said, “Some
say that medicine gives some relief from the disease, but it
does not remove the disease” (FGD3, R5).

Community members would keep the patient tied at
home with no proper hygiene and nutrition to control the
person because most viewed a person with mental illness

@ Springer
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as potentially aggressive at any time without any warning.
Binding people with mental health problems, such as
schizophrenia or/and psychosis, caused them to develop
physical complications and lifelong deformity. A lack of
knowledge and understanding of mental health conditions
resulted in some family members denying the condition’s
existence. Despite the FCHWSs’ efforts at sensitization, the
participants felt that some communities still upheld the
belief that mental illness does not exist. The most vulnerable
people affected by these beliefs were children with severe
mental disorders whose parents denied that their children
had mental illnesses and prevented them from taking the
prescribed medicine. According to the participants, the
parents who rejected the treatment were mostly afraid of
what other people might say about their child. As one of the
doctor and nurse noted:

There are many children with psychosis problems, but
their parents reject the existence of the disease. (FG3,
R3)

This case we had ... the patient’s uncle took him but
came to me again. He said that the boy does not have
the disease that you are telling us about, why do you
label him as a mentally ill person? (FG3, R2)

Traditional Belief as a Hindrance to Mental Healthcare

All FGD participants highlighted that modern medication
was not something that community members sought when
they or their relatives were suffering from mental illness.
According to the participants’ experiences and perceptions,
most community members sought traditional and spiritual
healers to treat mental illness in the community, which was
a hindrance to providing community mental health services.
The popularity of traditional healers was due to cultural
understanding within the community and the people’s belief
that most mental health illnesses were associated with an
evil spirit. The participants described how the community
trusted traditional healers to cure mental illness, stating that
some family members would stop the patient from taking
the prescribed medication and prefer them to visit traditional
healers for treatment.

Some people take the patient to the Sheikhs.
Particularly our elderly people believe in taking the
person to the traditional healer’s center. It is argued
that the patient’s father was a member of a specific
group, so when their father died, it is believed that the
father’s spirit moved into his child. (FGD1, R2)

Shunned and Ostracized by the Community

The FCHW:s felt that some community members shunned
them and viewed them as uneducated and inexperienced.

@ Springer

The stigma and discrimination surrounding mental illness
and the fact that the FCHWs did not have a medical
background prompted some community members to forbid
the FCHWs from visiting their houses. The participants
described this as one of their biggest challenges because
even though they had training and were supervised daily by
the nurses and doctors, they were not well accepted by the
community, particularly in the project’s early stages. This
lack of acceptance jeopardized the health and security of
the people with mental illnesses whom the FCHWs were
expected to refer to the hospital. The FCHW s also reported
the challenge of wealthy or middle-class families refusing
home visits or their advice. Sometimes, these families
claimed that a doctor was already seeing their mentally ill
relative. One strategy that the FCHWs applied in certain
situations was to bring doctors or nurses with them when
carrying out home visits. One female worker noted:

Those who have a better life [middle-class families]
do not allow you to knock on their doors or visit them,
and maybe they have two or three persons with mental
illness at home. (FGD2, R2)

All participants described how they strived to reach the
patient and family members to assist them in recovering
from their mental illness. However, despite these efforts,
some community members undervalued their work,
denounced them as liars, and even poured water or spat on
them. The FCHWs were accused of both doing the work
to earn money at the cost of the relative with the mental
illness and giving medications that were making the patient
much worse. Some FCHWs also reported facing threats
from the patients and sometimes the family. As one of the
FCHW said, “she [the mother of the patient] abused us and
said that we were making her son mad in reference to the
medications being given to the patient. So, there are such
obstacles” (FGD2, R3).

Working in a Neglected Area

While the participants explained the challenges of
performing their duties due to the uncertainties they faced
from the community, the greatest challenge they encountered
was the lack of resources. For instance, FCHWs walked
long distances with no means of transportation to the
community to which they provided services. They faced
similar difficulties in other related responsibilities, such
as sensitizing the community to mental health, referring
and linking patients to healthcare personnel, and carrying
out house visits and follow-up visits to ensure that the
patient was taking their medication. With these numerous
responsibilities, the FCHWs felt that the wages attached to
the job were minimal. However, they emphasized that the
project aimed to rebuild their community after the previous
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war and conflict, and they wanted to contribute to this
rebuilding. The participants stated that the government and
other stakeholders neglected the mental health. They felt
that the area was underprioritized, with little or no resources
spent on mental health prevention or treatment.

The biggest problem is that mental health is not a
priority area in Somaliland. (FGD3, R1)

Category 3: Being Altruistic

In this category, the participants described their empathic
view based on humanistic and religious principles. They
described themselves as being overprotective of and
affectionate and warm towards people with mental health
problems. Being caring, spiritual, and compassionate
towards people with mental illnesses and their families were
some of the diverse attitudes that characterized the moral
viewpoints of the participants. They also highlighted that
even though their work contained a significant burden, it
was also rewarding.

The Burden of Working with Mental Health Problems

The participants stated that they had many responsibilities,
which required substantial effort and time. In most cases,
they even went an extra mile to give their patients the
best care they could. They emphasized that as Somaliland
does not have many nurses and doctors with psychiatric
backgrounds, the FCHW training had many benefits, not
only serving as a link between healthcare providers and the
community but also taking the burden from the doctors and
nurses.

The female community health workers do more work
compared to others. She [female health worker] finds
the patient, connects to the doctor. She is required to
bring patients and follow up on their situation. They
work in a very large area. The number of female
health workers in Borama is 20, yet they have a very
low salary. The job requirements put pressure on the
women to work hard. (FGD3, R3)

The participants reported that working with mental health
problems might cause them stress because the issues are
complex and they must deal with policy makers, managers,
and the community, as well as traditional healers. The
participants requested training for and support in their daily
work.

Rewarding Job

Despite the challenges they faced in the community and the
hardships they encountered in executing their duties, the

participants felt motivated to carry on after seeing patients
recover from their mental illnesses through the services they
rendered. Due to their Islamic beliefs, they also thought that
the job was rewarding. They believed that helping a person
with a mental illness is a humane act and that their work
would be rewarded both in this life and the next.

My job is good. The best reward in both this life and
after is to help those who are mentally ill. It is humane
to work for poor people who have no other person
helping them. (FGD3, R1)

According to the FCHWs, the work gave them not only
a sense of reward but also the motivation and inspiration to
pursue their dreams of continuing their education. Seven of
the 22 FCHWs continued on to higher education, and other
FCHW s were planning to do so.

Discussion

This study explored the experiences of FCHWSs, doctors,
and nurses in providing mental health services to the
community. The study was part of a larger project
implementing community mental health services in the
Awdal region in Somaliland. The project was the first of its
kind in the Somali region to tackle mental health problems
by engaging FCHWs, in collaboration with doctors and
nurses. Our findings showed that community health workers
understood their role was to bridge the mental health gap in
the community. They maintained that community mental
healthcare was strangled due to the ostracization of and
traditional beliefs about mental problems, which served
as obstacles to providing mental health services. A lack of
support from the government and other stakeholders was
another challenging aspect of the FCHWs’ work. However,
they felt benevolent toward their patients and worked hard
despite the challenges, making a patient-centered approach
their main objective.

The findings of the study suggested that FCHWs had
more challenges regarding their work compared to doctors
and nurses working on the same project. They struggled
to be recognized as community health workers due to
their lack of healthcare education. Similar challenges have
been reported in previous studies (George, 2008; Sarin &
Lunsford, 2017). Despite the challenges that the community
mental health workers in this study reported, they felt
motivated to care for people with mental health problems.
They highlighted that their faith in God kept them strong in
continuing to render their services to the community because
they felt that the work was rewarding. This finding is in line
with several studies that community mental health workers
perceived the significance of their work as extending beyond
the prescribed job description to duties outside their scope
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(Agyapong et al., 2015; Ozcan et al., 2021). Many of
them highlighted their faith as a motivator and driver to
serve vulnerable people (Ozcan et al., 2021). The issue of
community health workers being altruistic can be seen in
the light of stress-buster and preventing them from burn-out
(Chow et al., 2021).

The FCHWs benefited from participating in the overall
project and became more confident and motivated to
continue with higher education. Increased self-efficacy
among FCHWs while implementing community health
services was also reported in a previous study (Sarin &
Lunsford, 2017). Although, the FCHWs received weekly
supervision, they emphasized they needed more training
in order to feel confident for the work they are doing. One
potential area where the FCHWs could be trained is in the
development and implementation of tools to screen people
they suspect having mental health problems. For example,
FCHWs in this study asked the households if there was
someone with mental illness or observed anyone in a chain.
Therefore, training them on mental health screening tools
is needed. More importantly, culturally developing or
validating existing screening tools for mental health illness
would guide FCHWs to refer the patient to healthcare
(Allden et al., 2009; Kaiser et al., 2019).

Although the participants in our study experienced
their role as bridging the gap, they felt that the community
frequently turned to traditional healers. One reason for the
community’s preference for traditional healers was that the
healers delivered care to places near where people lived
and worked, improving the accessibility of the service they
offered. In addition, traditional healers explain the reason for
mental health problems when people seek care from them,
which might increase their credibility in the community
(Akol et al., 2018; Baumgartner et al., 2015). Traditional
healers can become a therapeutic ally in community mental
health system (Akol et al., 2018). However, studies reported
the mutual lack of trust between the healers and the modern
health practitioner (Akol et al., 2018; Burns & Tomita,
2015). Therefore, it is crucial to find innovative way of how
traditional healers and modern health practitioner could
collaborate without hampering the safety of people with
mental health problems (Akol et al., 2018; Burns & Tomita,
2015; Pouchly, 2012).

Another challenge for the community health workers
in our study to bridge the gap for the community to
seek mental healthcare was the stigma and attitudes
surrounding mental illness (Asher et al., 2017; Marrow
& Luhrmann, 2012). A reduction in the public stigma
attached to mental illness is needed to promote the
patient’s integration into society (Kakuma et al., 2010).
Several studies have highlighted the fact that stigma is
a barrier to help seeking, creates poor access to mental
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health services, and contributes greatly to mental health
treatment gaps. These gaps exist principally in low- and
middle-income countries, making it crucial to identify
effective and efficient strategies to reduce stigma in
those settings (Arthur et al., 2020; Kaur et al., 2020).
Collaboration between traditional healers and modern
medical practitioners on awareness about mental
health could possibly reduce the levels of stigma and
discrimination (Pouchly, 2012).

Similar to our findings, a study conducted in Ethiopia
showed that families hid and chained their family member
with mental illness due to shame but also to protect the
person (Asher et al., 2017). This chaining leads to human
rights violations for people with mental illness (Asher
et al., 2017). According to the FCHWSs in our study,
community perceptions of and the lack of knowledge
about the causes and treatment of mental health problems
posed a challenge for the FCHWs to perform their work
as expected (Labinjo et al., 2020). Increasing community
awareness as well as engaging people who have recovered
from mental illness is important to implementing health
education and prevention of mental health (Eaton et al.,
2017). Using community health workers to reduce stigma
around mental illness has been shown to have a positive
impact (Abdi et al., 2021; Eaton et al., 2017).

Our findings indicated that the participants worked
in a strenuous situation due to there being little or no
resources dedicated to mental health to support mental
health workers in managing mentally ill patients both at
the community and hospital levels. This is the case not
only in Somaliland but also in other African countries,
where less than 1% of the health budget is spent on mental
health services, and most of the money goes to urban
based mental health institutions (Cole & Tembo, 2011).
Furthermore, people who are already reluctant to seek
help for a mental health problem because of stigma might
be forced to delay treatment until their needs are acute
due to the high cost of out-of-pocket payments, making
the necessary care even more expensive and potentially
catastrophic. In our study, the participants reported that
they paid some of the patient’s medical treatment out of
their own pocket, which is not a sustainable solution.

Systematic decentralization of mental healthcare to the
community level has long been recommended by WHO.
Whether this model is feasible in the context of Somaliland
should be further explored. Recently, the Ministry
of Health and Development (MOHD) in Somaliland
developed a mental health strategic plan to reduce the gap
between mental health problems and the service provided
(Setchell, 2022). Somaliland’s MOHD is trying to find
solutions to address human resource shortages to deliver
mental health interventions.
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Strengths and Limitations

The study has certain strengths and limitations that should
be outlined. One strength is that data were collected
data from all staff (FCHWSs, doctors, and nurses) who
implemented the community mental health services in
the Awdal region, Somaliland. To ensure the credibility
and confirmability of the findings, the first and last
authors performed the analysis together. The FGDs were
conducted in the participants’ own native language, which
has the advantage of making it possible to obtain firsthand
information from the participants without missing details,
contributing to rich data. However, it can also lead to the
moderator (last author) missing or failing to ask follow-up
questions because of a possible insider perspective.
However, the moderator was experienced in leading FGDs,
and the use of the interview guide contributed to the
credibility of the study and ensured that the discussions
aligned with the aim of the study. Another strength is that
the moderator and first author were not involved in the
implementation of community mental health services
in Somaliland. Instead, they conducted the study as
external evaluators. One potential limitation is that the
interview guide was not pilot tested prior to conducting the
FGDs. This was due to the studied project being the only
community-based mental health service in Somaliland at
the time of the study. Nonetheless, the interview guide was
discussed in the advisor committee for the project.

The study findings must be considered in light of all
the participants being from one region and being involved
in the implementation of the project. However, findings
can be transferred to similar cultural traditional belief
system related to mental health issues, since they may
also face ‘health system challenges in the backdrop of a
post-conflict status.

Conclusion

The study highlighted several challenges that the
community health workers faced. Importantly, it also
showed the importance of having FCHWs to bridge the
gap in the mental health system and that an enabling work
environment is crucial to maximizing the productivity
of community healthcare workers. Policymakers and
stakeholders need to allocate adequate funding and
organize periodic training to FCHWs, as well as build on
their altruistic motives to take quality mental health care
to the community, which may motivate other healthcare
providers to integrate mental health services in their area

of operation. Participants in our study highlighted that
the community frequently turned to traditional healers.
For this reason, it is crucial to find innovative way of
how traditional healers and modern health practitioner
could collaborate without hampering the safety of the
patient. This current project has only been driven by
the community and a nongovernmental organization;
therefore, it needs to be incorporated into the wider
healthcare system.
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