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Abstract
Background
Mental illnesses and disabilities as well as epileptic diseases remain an important public health issue. In Côte d’Ivoire, the provision of psychiatric care and specialised psychosocial facilities is almost non-existent. This study is based on the hypothesis that the care of people suffering from mental illness and epilepsy in Côte d’Ivoire is mainly in the hands of non-conventional mental health care facilities, including so-called ‘Prayer Camps’. These work according to traditional and spiritual principles and are mostly not registered or controlled by the Ivorian authorities.

Methods
This study is the first stage of a multi-stage study. For the first stage, a quantitative method with an exploratory and descriptive aim was chosen. 541 non-conventional mental health care facilities in Côte d’Ivoire were mapped, typologised according to their spiritual orientation and treatment methods, and examined according to some charactersitics. Semi-structured interviews with 435 facility leaders were conducted.

Results
The article provides a typology of four types of non-conventional mental health care facilities in Côte d’Ivoire including Christian Prayer Camps, Traditional Healing Centres, Phytotherapy Centres, and Roqya Centres. It explores their administrative embedding, the qualification of the facility leaders as well as their willingness, in principle, to cooperate with conventional mental health care centres. A considerable number of non-conventional expressed a desire or acceptance of cooperation with psychiatric organisations.

Conclusions
The next stage of this multi-stage study will be to assess the clinical and legal situation of the patients in these centres. The aim is to interview the patients in order to analyse their perceptions and to capture the concerns of relatives and staff in the centres as well as the human rights situation in a mixed-method study. The long-term objective is to establish future cooperation between conventional psychiatric care providers and suitable non-conventional mental health care facilities and to implement a community mental health care policy in Côte d’Ivoire.
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Background
Mental health, as well as cognitive and intellectual disabilities, remain a public health issue. In most Low- and Middle-Income Countries (LMICs), the provision of psychiatric care and specialised psychosocial facilities is almost non-existent in many countries. In some countries, there are however a few large, yet outdated, psychiatric hospitals. For families and patients, traditional or spiritual healers’ centres are often the first recourse for care. Human rights violations have been reported in both conventional and non-conventional mental health care settings to varying degrees in international surveys in many countries, documented mainly by investigative journalists and human rights organisations, but also in academic publications [1–8]. The situation of the mentally ill is particularly alarming in non-conventional mental health care facilities. In these facilities, patients are sometimes shackled and deprived of food and decent shelter. They may be physically and emotionally abused and deprived of their dignity. Health responses and legal provisions to protect the rights of these highly vulnerable populations are therefore essential.
It is in this context that the World Health Organization (WHO) has called for global and national mental health initiatives, including through the Quality Rights Program [9] and the Mental Health Action Plan 2013–2030 [10]. Initiatives such as the implementation of the Revised Mental Health Act 2012 in Ghana have enabled authorities to regulate abusive practices in Prayer Camps and thus free people with mental disorders who were previously shackled in these camps [11, 12], but profound changes are pending [1]. One of the priorities of the WHO Mental Health Action Plan [10] is the urgent need for increased availability of services that promote and protect human rights and dignity of people with mental illness [13]. As the Prayer Camps have provided care for the mentally ill so far, it is important to look closely at how they are doing this, in order to possibly advise the leaders on rights to quality care and encourage them to work with trained mental health professionals, provided that it is possible to include them—at least temporarily—in the development of community-based care [12, 13, 15, 16]. Emphasis is placed on the collaboration between mental health professionals and traditional and spiritual healers in the provision of quality care by drawing on examples from Ghana and Nigeria. Furthermore, this cooperation aims to monitor and supervise all conventional health care centres and service delivery points using the WHO QualityRights assessment tool.
In 2019 a regional survey was carried out in the Gbêkê region as a pilot study to report on the health situation of people with mental illness in spiritual healing centres, commonly known as ‘Prayer Camps’ [17]. This work was produced within the framework of a Community Mental Health project called the SAMENTACOM (Santé Mentale Communautaire) Project [18] in the Gbêkê region. This study made it possible to identify and map 71 Prayer Camps and to record around a hundred people with mental illness and epilepsy. The report also revealed violations of the fundamental human rights of patients in these facilities, characterised by deprivation of food, cases of forced fixation (shackling), and the inability of patients to access medical treatment [17].
There are real obstacles to working with those responsible for these informal community structures in light of silence within the legal community and indifference on the part of the administrative and health authorities. Therefore, it seemed appropriate to probe the full extent of the situation of people with mental illness and epilepsy in non-conventional mental health care facilities on a national level. Therefore, this first stage of a multi-stage study tried to find a relevant number of these non-conventional mental health care facilities caring for people with mental illness and epilepsy in Côte d’Ivoire with the aim of obtaining an overview of the supply of non-conventional mental health care. The aim was to record elementary characteristics of these facilities in order to be able to examine a selection that is as representative as possible in more detail in a second step. The long-term objective is to establish and implement future collaboration and a real community mental health care policy in Côte d’Ivoire.
Outline of the results presented in this text:

	An inventory and mapping of non-conventional mental health care facilities, also known as Prayer Camps, in parts of the Ivorian territory was started.

	A typology of 541 found non-conventional mental health care facilities was designed.

	Some structural characteristics of the non-conventional mental health care facilities were studied, such as the number of patients treated (inpatient and outpatient care), and the education and training of the facility leaders.

	The attitude of the facility leaders towards future collaboration with conventional psychiatric care was determined.




Methods
In Côte d’Ivoire, the health authority does not maintain a database on non-conventional mental health care facilities. Data collection at regional or district level is also almost absent. Therefore, the data collection methodology of this study is composed of a pre-survey and the actual field survey. The pre-survey was carried out over one month by 31 community informants. The mission of 31 community informants was to build up a database of the existing range of non-conventional mental health care facilities. This was supported by the database of the National Traditional Medicine Promotion Program (PNPMT).
Once the database of non-conventional mental health care facilities in Côte d’Ivoire had been set up, 15 interviewers from four universities in Côte d’Ivoire (Bouaké, Korhogo, Daloa, and Abidjan) were recruited. They were trained in the use of the KoboCollect application, the steps to be taken once in the field, the objectives, methodology, schedule, and the expected issues of the survey.
After the recruitment and training of the interviewers, the field survey took place from 10 to 2020 to 2 July 2020 in the 31 regions of Côte d’Ivoire. There was an interruption of about seven weeks, as the COVID-19 pandemic interfered with the conduct of the study.
Based on the results of the pre-survey, the interviewers began their research in the regional capitals and their surrounding villages. Telephone arrangements with the heads of the facilities enabled the interviewers to flexibly plan their investigations and interviews in the individual regions. Public transport including bush taxis and motorbike taxis served as means of mobility for the interviewers in the field. The procedure was to use the bush taxis to travel to the villages. Once the non-conventional mental health care facility was identified, they borrowed motorbike taxis to visit the facility, which in some cases was located in another village, conduct interviews, and collect data. Activities were coordinated by the coordinator of the SAMENTACOM project (MCF-CI). Three researchers were in charge of supervising the field activities. To ensure ethical research, authorisations for data collection were obtained from the Director of the Psychiatric Hospital of Bouaké, the Ministry of Health and Public Hygiene, and the health authorities in every region.
For the survey, a quantitative method with an exploratory and descriptive aim was chosen. A standard semi-structured questionnaire was used for data collection (Additional file 1). This tool was embedded in 15 digital tablets equipped with GPS devices. The tablets enabled the interviewers to digitally record the responses of the facility managers to the questionnaire, as well as to collect ethnographic data, including photos.
The processing and analysis of the research data were carried out by a statistician. Data processing and analysis began with the creation of an online data backup platform to connect interviewers to the database during the surveys. This online database was created through the KoboToolBox application. The data collected by the interviewers were sent to the database. They were then processed and statistically analysed using IBM SPSS applications for multivariate processing and Microsoft Excel 2013. After the statistical processing, the data underwent a cartographic processing phase. The GPS coordinates of each structure were processed and transformed into geographical data using DNRS Gamin software. Then, the mapping of non-conventional mental health care facilities was carried out using the free software QGIS 2.18 in a WGS 1984 Coordinate and Reference System. Overall, the survey fulfilled its expectations, resulting in consistent data that has been processed and analysed.
Results
The study found 541 non-conventional mental health care facilities. Non-conventional mental health care facilities refer to any private mental health care facility not organised by the state and not oriented towards science based medical psychiatry and neurology. However, 16.08 % of the facilities have a village authorisation, 14.78 % are recognised by their respectively associated higher-level structures and 13.86 % have a certificate from the Ministry of the Interior or the national program for the promotion of traditional medicine. There was no evidence of any kind of control exercised on the part of these institutions and organisations.
Overall, the facilities surveyed in this study are mainly located in the Southern half of Côte d’Ivoire and are equally located in both rural and urban areas. The region of Gbêkê, including its capital Bouaké, represents 15.53 % of the surveyed facilities with a total of 84 facilities, making it the highest recorded number in the survey (Fig. 1).
Four different types of co-existing non-conventional mental health care facilities involved in the care of people with mental illness and epilepsy were identified. The categorisation of the non-conventional mental health care facilities implies a typification in which two aspects played a role: the spiritual orientation and the treatment practice. The four types include Christian Prayer Camps, Traditional Healing Centres, Muslim Roqya Centres, and Phytotherapy Centres. This categorisation results from the designations of the leaders of the surveyed facilities based on their specific practice and from the terminology of the National Traditional Medicine Promotion Program (PNPMT) (Table 1). The terms ‘facility’, ‘centre’, and ‘camp’ are used synonymously in this text and cover facilities of various sizes and frequencies of patients.
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Fig. 1Map of regional distribution of surveyed non-conventional mental health care facilities by type of facility



Table 1Distribution of surveyed non-conventional mental health care facilities by type of facility


	Type of Facility
	Total Number
	Percentage (%)

	Christian Prayer Camp
	326
	60.26

	Traditional Healing Centre
	127
	23.48

	Phytotherapy Centre
	59
	10.91

	Roqya Centre
	29
	5.36

	
Total 
	
541 
	
100 




Christian Prayer Camps
The data reveals that Christian Prayer Camps seem to be the most dominant non-conventional mental health care facility in Côte d’Ivoire. 326 Christian Prayer Camps have been recorded which account for 60.26 % of all surveyed facilities. These are under the responsibility of a Christian religious leader (pastor, prophet, priest), who is said to hold healing gifts received from God. They treat physical, spiritual, and mental health problems through prayer, fasting, and additional practices including medicinal plants. Sometimes they employ violent measures such as shackling and beating.
These Christian Prayer Camps are each associated with diverse Christian religious movements including the Christian Ministry Alliance (CMA), the Celestial Church of Christ, the Dehima Church, Pentecostal churches, and the Harriste Church. The CMA dominates the surveyed Prayer Camps by accounting for 25%. Looking at the 15 most frequented Christian Prayer Camps (out of 326 overall), the number of patients receiving treatment during the conduct of the survey ranges between 11 and 130. Accordingly, the facilities vary significantly in size.
It should be noted that these centres do not have a patient identification register. We could only determine these estimates on the basis of statements made by the leaders of the facilities. This also applies to the following data of the other facility types.
Traditional healing centres
This study identified Traditional Healing Centres as the second most common non-conventional type of mental health care facility in Côte d’Ivoire. 127 recorded centres represent 23.48% of all 541 surveyed facilities and were found all over the country. A Traditional Healing Centre is defined by the fact that it treats health problems by combining local African spirituality with extracts from plants, trees, animal skin, and bones. Traditional healers, in addition to using local or traditional medicinal practices, in some instances resort to spiritual practices based on traditional religions. The combination of medicinal and spiritual treatment enables them to treat mental illness on both a physical and spiritual level.
There are many different affiliations among Traditional Healers. The recorded Traditional Healing Centres are dominated by healers who practice animist practices, which are employed in a total of 83% of the centres surveyed. This is followed by the Marabout (healers using Islamic and spiritual practice) who account for 6% of the centres, the Komian (spiritual priests or mediums in Akan culture) accounting for 8%, and diviners (healers who appeal to certain deities or ancestors) with 3%. Out of the 15 most frequented Traditional Healing Centres, the number of patients in care during the conduct of the survey ranges between 7 and 320.
Phytotherapy centres
The third type of non-conventional mental health care facilities identified and investigated in this study are Phytotherapy Centres. 59 Phytotherapy Centres were recorded in this survey, accounting for 10.9% of the total number of surveyed facilities. These facilities are defined by the leadership of a Phytotherapist who makes use of plants and tree extracts as medicinal plants for the treatment of health problems. In the present context, there are Phytotherapists who have obtained recognition from the National Program for the Promotion of Traditional Medicine of the Côte d’Ivoire. Looking at the 5 most frequented Phytotherapy Centres, the number of patients receiving treatment at the time of the survey varies between 20 and 60.
Roqya centres
With 29 recorded facilities, Roqya Centres account for 5.36% of all surveyed non-conventional mental health care facilities in this study. They are defined as Islamic facilities lead by a Muslim religious leader who treats occult diseases through Koranic verses and substances such as water, honey, herbs, oil, and perfume. The treatment is drawn and inspired from Koranic medicine, which often proceeds with exorcism sessions using techniques of atonement from the satanic spirit called Djinn or Sheitan, which is said to be the cause of all types of illness. In the 5 most frequented Roqya Centres identified, the number of patients receiving treatment at the time of the survey ranges between 10 and 120.
Type of care and qualification of the facility leaders
Nearly half of the investigated facilities provide inpatient care and ambulatory care (46%). While 30% solely provide ambulatory care, 24% of the facilities offer only inpatient care. According to the facilities, the families are often involved in the care and nourishment of the patients. However, it frequently occurs that after having sent the patient to the facility, families abandon patients starting the first day or over time (for lack of means or as a conscious decision) and care is solely provided by the facility. In about half of the surveyed facilities, treatment is “free of charge” and based on donations from families based on successful treatment. In the remaining (50%) of the surveyed facilities, treatment is usually paid as a fixed fee. However, in both cases, any other costs relating to food, clothing, and other necessities that need to be paid for during the patients’ stay are not included.
Of the 541 surveyed non-conventional mental health care facilities, the leaders of 80.40% (435) of these facilities were interviewed. About 44% of those surveyed facility managers are unschooled and 26% have primary education. Those with secondary education make up 23% of the total, while 7% have tertiary education. In this environment, educational attainment has no relevance, as the mastery of healing techniques and gifts is paramount. However, the interviewed facility managers stated that they pursue associated professional activities or carry out secondary activities occasionally during the exercise of their function as facility managers, while the majority is engaged in agriculture (65%). 17% of those surveyed mainly engaged in housework. 12% stated that they are working as craftsmen and 3% reported to be working in the private sector or as public servants. Non-conventional mental health care facilities are predominantly male-dominated. Approximately 7% of the surveyed facility leaders were men, compared to 33% women. The presence of women in this sector is most visible in the Christian Prayer Camps and the Komian, as well as with Traditional Healers in Akan country, where the practice has always been dominated by women. The presence of women in charge of Prayer Camps is part of a Christian context, where in some communities women have the right and legitimacy to exercise a religious ministry.
Attitude towards the care provided in psychiatric care services
The survey shows that the majority of facility leaders have an accepting attitude towards the care provided in psychiatric care services. Moreover, nearly half of the interviewees express a positive attitude towards cooperation with psychiatric care services. More precisely, 199 camp leaders considered psychiatric care provided in conventional psychiatric care facilities as ‘acceptable’, 96 leaders described it as ‘satisfactory’, 132 leaders did not have an opinion about it, and 11 considered it to be ‘bad’.
Overall, 248 camp leaders (57%) expressed their need for ‘knowledge sharing’ with psychiatric care services and 238 declared their ‘desire/need for assistance and training for better health care management/provision’. 205 interviewees spoke in favour of patient exchanges and 125 expressed the need for consultation within the facility. This is in line with the finding that 280 facility leaders suggested the inclusion of non-conventional mental health care facilities in the care of patients for better health care delivery. Beyond collaboration in terms of health treatment, the construction of sanitary structures (187) and the provision of equipment for existing facilities (156) were suggested measures for the improvement of the overall health care delivery. 128 camp leaders argued in favor of the integration of mental health care in primary health care centres.
Discussion
The study attempts to gain a first impression of how prevalent non-conventional mental health care facilities are in West African countries. With limited resources and a small number of researchers, this study found 541 non-conventional mental health care facilities in Côte d’Ivoire. The survey started in Bouaké, in the centre of the country, but the researchers spread out to the other areas.
The question arises whether an estimate of the total number of Christian Prayer Camps, Traditional Healing Centres, Phytotherapy Centres, and Roqya Centres in Côte d’Ivoire is possible based on this survey. We can attempt a rough extrapolation: based on the approach taken in this survey, we can assume that most non-conventional mental health care facilities were identified in the Gbêke region, since Bouaké, the capital of this region, was the research team’s physical location and they are well connected in the surrounding area. It was therefore easiest for the team to logistically cover this region, which has a population of about 1 million. If we assume that all non-conventional mental health care facilities were identified in this region—there were 84—and that the number of non-conventional mental health care facilities in the whole country is about the same, and if we extrapolate this number to the total population of Côte d’Ivoire - about 24 million - we arrive at a total of 2016 centres in the entire country. Based on this estimate, the 541 centres recorded in this study make up about 26.8 % of the total number of centres running in the country were. However, both assumptions are questionable, as presumably not all facilities in Gbêke were recorded, so that the total number of non-conventional mental health care facilities in the country is probably even higher. Whether there are regional differences can only be clarified by a more comprehensive study, or if all non-conventional mental health care facilities were required to apply for a license for their activities and were registered, which would be a welcome improvement.
However, the number of facilities found is high enough to provide information about the different types of centres, the numbers of people with mental illness they treat, the educational or professional background of the facility leaders, and their attitudes towards possible cooperation with psychiatrically trained staff.
In the study, a considerable number of mental health care facility leaders expressed a desire or acceptance of cooperation with psychiatric organisations. However, this would need to go hand in hand with the outlawing of practices that mistreat and humiliate people with mental illness. This would require general training in WHO Quality Rights, as well as an agreement with leaders to observe them in their centres.
Conclusions
The article provides a typology of four types of non-conventional mental health care facilities in Côte d’Ivoire according to their spiritual orientation and treatment methods including Christian Prayer Camps, Traditional Healing Centres, Phytotherapy Centres, and Roqya Centres. Through semi-structured interviews it provides results on the qualification of 435 facility leaders as well as their willingness, in principle, to cooperate with conventional mental health care centres. A considerable number of the leaders expressed a desire or acceptance of cooperation with psychiatric organisations. This data can be used by authorities and non-governmental organisations to support decision-making.
This first phase of a multi-stage study does not provide information on the social background of the leaders of the facilities, the therapeutic background of the patients, the living conditions of the people, the norms that govern the functioning of these facilities, and the belief systems related to mental illness and epilepsy in Côte d’Ivoire. The study did not take into account patients’ perceptions as well as perspectives of the patients’ relatives.
In the absence of data on the outcomes of treatments from the perspective of patients and families, it sounds premature to endorse an approach of future cooperation. However, cooperation between the Ivorian healthcare system and these centres seems to be a suitable option, especially given the lack of alternatives. The centres are predominantly the first points of contact for people with mental illness and epilepsy in the country who are mostly brought there by their families. This will not change easily. In the case the care in the non-conventional facilities is not replaced by an adequate, outpatient, psychiatrically competent mental health care system, constructive cooperation seems to us to be the next step. However, further, more detailed research and practical steps are needed to evaluate this perspective more precisely.
The study was planned as a multi-phase study. A second phase of the study is needed which will examine about 100 non-conventional mental health care facility leaders in more detail and request socio-demographic data on the individual patients and leaders, treatment methods, spiritual and ethical background. The investigators will stay in the centres and record their observations. In addition, cooperation between psychiatrically competent health care centres and a group of about 20 non-conventional mental health care facilities will be initiated and evaluated.
If cooperation could be established and combined with training for non-conventional mental health care facility leaders, there is hope that an urgently needed greater state provision of outpatient psychiatric care might well meet with a willingness on the part of the non-conventional facilities to make use of this help, especially if it can be integrated into the care provided in the centres.
Acknowledgements
Not applicable.
Author’s information
Asseman Médard Koua, Associate Professor, Director of the Psychiatric Hospital of Bouaké, Coordinator of the SAMENTACOM project (MCF-CI).


Author contributions
AMK is a Professor of Psychiatry and was the national coordinator of the study. FDBD is a psychiatrist and supervised the work and surveys in the Central and Eastern areas. RNK is a social anthropologist and supervised the work and surveys in the Western and Southern areas. ZC is a sociologist and supervised the work and surveys in the Northern area. ES is the cartographer and statistician of the study. EDK is a psychiatrist and was in charge of writing up medical data. ANJVK is a sociologist of therapeutic practices in prayer camps and contributed to the field survey. SH holds a Master of Science in Development Studies from the School of Oriental and African Studies, University of London, and contributed to data interpretation, text design, and text revision. GH is a psychiatrist, neurologist, ethicist and contributed to the conception of the study, data interpretation, text design, and text revision. MH is a psychiatrist, psychotherapist, sociologist, and contributed to the conception of the study, data interpretation, text design, and text revision. All authors read and approved the final manuscript.

Funding
The Mindful Change Foundation financed the study and advised about the original design and the interpretation of the results. It is a non-profit organisation and exclusively pursues the goal of improving social psychiatric care in underserved countries by funding model projects, including anti-stigma campaigns, public relations and research.

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interest
The authors declare that they have no competing interests.


References
	1.
Human Rights Watch [Internet]. “Like a Death Sentence” Abuses against Persons with Mental Disabilities in Ghana. 2 October 2012 [Accessed 2021 July 5]. Available from: https://​www.​hrw.​org/​report/​2012/​10/​02/​death-sentence/​abuses-against-persons-mental-disabilities-ghana.

	2.
Edwards J. Ghana’s mental health patients confined to prayer camps. Lancet. 2014;383(9911):15–6. https://​doi.​org/​10.​1016/​S0140-6736(13)62717-8.CrossrefPubMed

	3.
Carey B. [Internet]. In West Africa, a Mission to Save Minds. New York Times. 11 October 2015 [Accessed 21 October 2021] Available from: https://​www.​nytimes.​com/​2015/​10/​13/​health/​mental-health-care-in-west-africa-is-often-a-product-of-luck.​html

	4.
Werner M. [Internet]. Breaking the chains—Sierra Leone’s uphill struggle to reform mental health. 13 November 2019. The New Humanitarian. [Accessed 21 October 2021] Available from: https://​www.​thenewhumanitari​an.​org/​feature/​2019/​11/​13/​Sierra-Leone-mental-health

	5.
The New York Times [Video on Internet]. The Chains of Mental Illness in West Africa. 11 October 2015 [Accessed 21 October 2021] Available from: https://​www.​youtube.​com/​watch?​v=​uKd9MxBzAUc

	6.
Human Rights Watch [Video on Internet]. People with Mental Health Conditions Living in Chains. 06 October 2020 [Accessed 21 October 2021] Available from: https://​www.​youtube.​com/​watch?​v=​nqDxX0aMJ7s.

	7.
DW News [Video on Internet]. Ghana: Dealing with the Mentally Ill – Global 3000. 10 June 2014 [Accessed 21 October 2021] Available from: www.​youtube.​com/​watch?​v=​C-XA9KMDsK4

	8.
Channel 4 News [Video on Internet]. Life in chains: the plight of Somalia’s mentally ill. 09 October 2013 [Accessed 21 October 2021] Available from: https://​www.​youtube.​com/​watch?​v=​IWuZJeBJ-Vs

	9.
World Health Organization [Internet]. WHO QualityRights. Act, unite and empower for mental health [Accessed 5 July 2021]. Available from: https://​www.​who.​int/​mental_​health/​policy/​quality_​rights/​QRs_​flyer_​2012.​pdf?​ua=​1.

	10.
World Health Organization [Internet]. WHO Mental Health Action Plan 2013–2030 [Accessed 5 July 2021]. Available from: https://​www.​who.​int/​publications/​i/​item/​9789241506021.

	11.
Walker G, Osei A. Mental health law in Ghana. BJPsych Int. 2017;14(2):38–9https://​doi.​org/​10.​1192/​S205647400000176​8.CrossrefPubMedPubMedCentral

	12.
Yaro PB, Asampong E, Tabong PT, Anaba SA, Azuure SS, Dokurugu AY, Nantogmah FA. Stakeholders’ perspectives about the impact of training and sensitization of traditional and spiritual healers on mental health and illness: a qualitative evaluation in Ghana. Int J Soc Psychiatry. 2020;66(5):476–84 https://​doi.​org/​10.​1177/​0020764020918284​.CrossrefPubMed

	13.
WAHOOAS [Internet]. WAHO Statement on World Mental Health Day. 2020 Oct 10 [Accessed 5 July 2021]. Available from: https://​www.​wahooas.​org/​web-ooas/​sites/​default/​files/​actualites/​2290/​press-release-waho-commemorates-world-mental-health-day-10102020.​pdf.

	14.
Arias D, Taylor L, Ofori-Atta A, Bradley EH. Prayer camps and biomedical care in Ghana: is collaboration in mental health care possible? PLoS One. 2016;11(9). https://​doi.​org/​10.​1371/​journal.​pone.​0162305

	15.
Musyimi CW, Mutiso VN, Nandoya ES, et al. Forming a joint dialogue among faith healers, traditional healers and formal health workers in mental health in a Kenyan setting: towards common grounds. J Ethnobiol Ethnomed. 2016;12(4) https://​doi.​org/​10.​1192/​bjp.​2017.​12.

	16.
Ofori-Atta A, Attafuah J, Jack H, Baning F, Rosenheck R. Joining Forces Research Consortium. Joining psychiatric care and faith healing in a prayer camp in Ghana: randomised trial. Br J Psychiatry. 2018;212(1):34–41. https://​doi.​org/​10.​1192/​bjp.​2017.​12.CrossrefPubMed

	17.
Kouassi K., Sreu E., Koua A.M. Les camps de prière: quelle soupape de sécurité sanitaire dans un désert d’offre de soins psychiatrique dans la région sanitaire de Gbêkê (centre-cote d’ivoire)? RIGES. 2019; numéro spécial: 306–307. Available from: https://​www.​riges-uao.​net/​volumes/​numero-special/​fichiers/​art17.​pdf

	18.
SAMENTACOM. Le Project SAMENTACOM [Accessed 5 July 2021]. Available from: https://​samentacom-ci.​org/​le-projet/​.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Survey of non-conventional mental health care facilities in Côte d’Ivoire: first stage


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/13033_2021_506_Fig1_HTML.png
10°00"N

8°0'0"N

6°0'0"N
1

8°D'I0"W 6“0'[0"W

4°0'I0"W

MALI

LOH-DJIBOVA

¥

BURKINA FASO

BELIER

BOUNKANI

GONTOVUGO

37
"».’ :'", GHANA

INDENIE-
RELER fioroNou! ByuABlIN

AGNEBY-TIASSA “

4°0'0"W

. Traditional IHealing Centre
'|‘ Christian Prayer Camp

(' Roqya Centre
g Phytotherapy Centre

Type of facility Administrative boundaries
Regional boundaries

National boundarics

Source ; Enquéte CartoPsy CI, 2020

Author : SREU Eric, 2021

10°00"N

8°0'0"N

6°0'0"N





OEBPS/css/sidebar.gif





