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Objective: This study examined patterns, determinants, and costs of
seeking care for mild to moderate psychiatric distress in order to de-
termine optimal approaches for expanding mental health care in rural
Haiti.Methods: A cross-sectional, zone-stratified household survey of 408
adults was conducted in Haiti’s Central Plateau. Multivariable logistic
regression models were built to assess determinants of first-choice and
lifetime health service use by provider type. Results: Thirty-two percent
of respondents endorsed God as their first choice for care if suffering
from mental distress, and 29% of respondents endorsed clinics and
hospitals as their first choice. Forty-seven percent of respondents chose
potential providers on the basis of anticipated efficacy. Suicidal individ-
uals were 7.6 times (95% confidence interval [CI]=1.4–42.0) as likely to
prefer community-based providers (herbal healer, church priest or pas-
tor, or Vodou priest) over hospitals or clinics. Depression severity was
associated with increased odds (adjusted odds ratio [AOR]=1.8, CI=1.5–
2.3) of ever having been to an herbal healer. Having a householdmember
with mental health problems was associated with increased odds of ever
having been to church pastors or priests (AOR=5.8, CI=2.8–12.0) and
decreased odds of ever having been to hospitals or clinics (AOR=.3,
CI=.1–.8). Median actual service costs were US $1 for hospitals or clinics,
$6 for herbal healers, and $120 for Vodou priests.Conclusions: Three out
of four rural Haitians said they would seek community resources over
clinical care if suffering from mental distress. Therefore, isolated
clinical interventions may have limited impact because of less fre-
quent use. Efforts to expand mental health care should consider
differential provider costs when selecting community resources for task
shifting. (Psychiatric Services 64:366–372, 2013; doi: 10.1176/appi.
ps.201200272)

The psychological aftermath of
the 2010 earthquake in Haiti
garnered local and interna-

tional attention regarding scarcity of
psychiatric services throughout the
country (1). In Haiti, as in most low-
and middle-income countries, most
persons with mental disorders lack
access to psychiatric care (2,3). In
rural areas, where half the population
resides, mental health services are
virtually nonexistent (4,5). In 2003,
an estimated ten psychiatrists were
working within the public sector,
most of whom were working in
Port-au-Prince (6).

As psychiatric services are devel-
oped and brought to scale in low-
resource settings, global mental
health practitioners have advocated
for scaling up interventions by task
shifting—in other words, delegating
the provision of psychiatric services
typically provided by specialists in
high-income settings to low- and
mid-level health providers in places
with a limited number of mental
health specialists (7–9). Belkin and
colleagues (10) have proposed a “5 3
5” procedure involving five skill sets
and five rules for implementing
community mental health care in
low-resource settings. These rules
complement the World Health Organi-
zation’s (WHO’s) mental health Gap
Action Program guidelines (mhGAP)
(11). The mhGAP guidelines provide
cogent manualized, stepwise treat-
ment for common psychiatric condi-
tions. They emphasize use of existing
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resources, the forging of partnerships,
and the development of solutions
that are both pragmatic and context
specific.
Belkin and colleagues’ first “5 3 5”

rule is ethnographic assessment of
cultural context. The second rule is
identifying and mapping care path-
ways to determine how and where
to improve skill sets for appropriate
identification, referral, and treatment.
The subsequent rules are specifying
decision support tools, using quality
improvement practices, and address-
ing sustainability, capacity building,
and ongoing management of health
workers to ensure quality of care
provided and performance improve-
ment. Ongoing management is im-
portant especially in settings where
low- and mid-level health professio-
nals receive minimal training and are
responsible for the majority of men-
tal health care. For the second rule,
culture, cost, and competency are
three factors that influence psychi-
atric care pathways (12–14), as ex-
plained below.
Culture refers to local explanatory

models of the causes, symptom pro-
files, and appropriate treatments for
mental illness (15,16). Some social
scientists and cultural psychiatrists
have argued that formal psychiatric
services are incompatible with spiri-
tual and social models of suffering
(17–19). In Nigeria, most psychiat-
ric patients endorsing supernatural
causes of their mental illness waited
4.5 years longer to seek biomedical
treatment compared with those en-
dorsing medical and genetic causes
(20). In addition, cultural stigma as-
sociated with mental illness may limit
psychiatric service use (21–23).
Cost refers to financial barriers.

Traditional healers may be preferred
over allopathic services because of
putative higher costs for the latter.
However, this is not the case in some
countries; in India, for example, tra-
ditional healers are more expensive
than biomedical treatment (24), as
may be the case in Haiti (25).
Competency refers to perceived

efficacy of services, such as expect-
ations that pharmaceutical medica-
tions, such as pills and shots, may be
more or less effective than traditional
healing methods (26,27). In India and

Nigeria, reasons given for help-
seeking behaviors include confidence
in cure, belief in particular healers,
and belief that mental disorders are
not amenable to biomedical treat-
ment (24,28,29).

Data are lacking on how these
factors influence care seeking from
biomedical versus nonbiomedical pro-
viders in Haiti. The latter group
includes herbal healers (doktè fey),
Christian priests and pastors, and
Vodou priests and priestesses (hougan
and mambo) (25,30–32). Many Hai-
tians adhere to Vodou beliefs and
practices, which blend Catholicism
and West African animism, emphasiz-
ing relationships among ancestors,
gods and spirits, and the social world
(33). If an individual fails to satisfy
spirits or is the victim of a curse, the
result is misfortune, including mental
illness (31). Vodou priests are often
sought to treat psychiatric distress
by reconciling relationships among
the living, dead, and ancestral spirits
(34,35). Individuals also seek treat-
ment from herbal healers, who attri-
bute illness to humoral imbalance (34).

Our study addressed Belkin and
colleagues’ (10) second rule: we
sought to map the influence of cul-
ture, cost, and competency on care
pathways related to psychiatric needs
in rural Haiti. This process was in-
formed by previous ethnographic
work on mental distress in rural Haiti
that addressed Belkin and colleagues’
first rule regarding context assessment
(36–38). In this study, we addressed
two questions. First, what factors
are associated with the first choice
of care if one were to suffer from
mild to moderate mental distress?

Second, what current factors, in-
cluding mental distress, are asso-
ciated with history of ever using
specific provider types for any reason?
Through these two questions, we in-
tended to identify target providers
for task shifting of screening, re-
ferral, and delivery of psychiatric
services for mild to moderate mental
disorders.

Methods
Research setting and
survey implementation
We conducted a cross-sectional, zone-
stratified household survey of 408
adults in May and June 2011 in the
rural Central Plateau of Haiti. Surveys
took place in the communal section
of La Hoye in partnership with a
local nongovernmental organization
(NGO) providing health care in the
area. Four of the 17 zones were not
included in the sampling frame be-
cause they had low population density
and were difficult to safely access
during the rainy season. La Hoye
had an estimated 2011 population of
12,941 individuals living in 2,675
households (39).

One of four trained research assis-
tants delivered each survey orally in
Kreyòl. Survey duration was approxi-
mately one hour. Research assistant
training consisted of two days of
didactics on survey delivery, sampling,
and basic epidemiologic methods,
as well as three days of pilot survey
delivery to ensure that psychometric
tools were correctly administered.
Ongoing feedback and training took
place throughout data collection.

Participants were selected via a
modified version of WHO’s “random
walk” protocol (40). Using this pro-
tocol, research assistants began at a
central zone location and proceeded
in opposite directions, sampling one
resident in every household encoun-
tered. A household was defined as
a group of people sleeping in the same
compound (lakou). Because data are
not available regarding the age struc-
ture of the Central Plateau, research
assistants rotated the target age for
participants (18–30 years, 31–50, or
.50), with individuals under 18 being
ineligible. If no one in the preferred
age range was present, the research
assistant chose the person closest in
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age to the preferred age category.
Research assistants alternated recruit-
ing male and female participants and
obtained verbal informed consent
because most rural Haitians are not
literate. All participants who endorsed
current suicidal ideation had a follow-
up interview with an American-
licensed counselor and were referred
for additional care if needed. The
institutional review board of Emory
University and the Haitian Ministry of
Health approved the study.

Measures
Survey variables included age, gender,
marital status, education, religion,
distance to work, type of work, dis-
tance to and type of water source,
household size, socioeconomic sta-
tus (SES) from 0 to 9 (respondents
identified the number of household
possessions owned from a list, such as
a tin roof or a bicycle), plots of land
owned, trauma related to earthquake,
general trauma (such as exposure
to a fire or an accident), household
mental illness, perceived causes of
mental illness, number of children,
months of food insecurity, mental
illness stigma, alcohol use, help with
household activities, monthly income,
living or working in the Dominican
Republic or Port-au-Prince, and de-
pression symptomatology and suicidal-
ity. [A table available online as a data
supplement to this article contains
a detailed description of study varia-
bles.] Surveys were double-entered
into Excel 2007 each day, and data
entry errors were reconciled with Ex-
cel Compare v2.4 (41).
To assess depression symptom se-

verity, we used the Beck Depression
Inventory (BDI), which underwent
a transcultural adaptation process to
optimize semantic, technical, content,
and construct equivalence (Cronbach’s
a=.89) (38). BDI linear scores were
used in regression models because
there is no validated clinical cutoff
score for Haitian populations. Re-
spondents were coded as experienc-
ing suicidal ideation if they endorsed
1 or higher on BDI item 9.
In previous ethnographic work, we

found that individuals in the study
region drew from multiple sources
of care for unexplained illness, includ-
ing Vodou priests, religious leaders,

biomedical doctors, and neighbors
and friends, and that cost of care
differed substantially among sources
(36). To test these qualitative findings,
participants were first asked if they
had ever used any of these resources
for health care and the cost of the
most recent service, in Haitian goud
(41.85 goud=U.S. $1).

Second, to determine the preferred
order of accessing resources and to
identify factors associated with de-
cision making, survey respondents
were asked, “If you were suffering
from sadness, sad heart, or stress that
made your life difficult, to whom
would you go first for help?” (Kreyòl:
Si ou te gen tristès, kè pa kontan, stres
ki rann lavi yo difisil, kiyes ou t’al wè
an premye pou ede ou?). Kreyòl
terminology was selected based on
ethnographic work, in-depth inter-
views, and conversations with trilingual
research assistants (fluent in Kreyòl,
French, and English), indicating that
the terms tristès and stres were local-
ly understood for mild to moderate
mental distress. Furthermore, qualita-
tive research revealed that heart-
related terms (Kreyòl: kè) were used
to communicate mental distress (37).

Analysis
First, we built a multivariable polyto-
mous logistic regression model with
binary outcomes: turning to God, turn-
ing to family and friends, going to a
hospital or clinic, or seeking another
community-based care provider first
for mental health care. The category of
other community-based care provider
included a Vodou priest, church pastor
or priest, community health worker,
herbal healer, community chief, or an
NGO. These responses were collapsed
because sample sizes were insufficient
to model individually (N#7). Second,
we built four separate multivariable
logistic regression models with binary
outcomes, including ever having been
to a Vodou priest, an herbal healer,
a church priest or pastor, or a hospital
or clinic for care.

Because of the exploratory nature of
the study, all variables listed above
were included in each model. Back-
ward elimination procedures (a=.05)
were used to arrive at final models (42).
For polytomous logistic regression
only, variables were screened individ-

ually, and only those achieving a p,.20
were entered together into the model
for backward elimination. To establish
significance of individual predictors,
Wald chi square tests were used. For
significance of group predictors (re-
ligion, for example), likelihood ratio
tests were used. The fit and discrimi-
nation of final logistic models were
evaluated with Hosmer and Leme-
show’s goodness-of-fit test and the area
under the curve, respectively. Multi-
collinearity was assessed with condition
indices and variance decomposition
proportions (43). We used SAS 9.3
(44) for all analyses; associations were
evaluated for statistical significance at
a=.05 with two-tailed tests.

Results
Anticipated first choice
of care for mental distress
Regarding first choice of care for
mental distress, 32% (N=130) of re-
spondents stated they would turn to
God first, 29% (N=116) stated they
would go to a hospital or clinic first,
25% (N=101) to family and friends,
and 8% (N=32) to church pastors or
priests. “They give the best care” was
the most commonly endorsed reason
for selecting a given provider first
(47%, N=190), followed by “They
make me the most comfortable and
understand me” (21%, N=85), “They
are closest [in proximity] to me” (17%,
N=69), “That is the way it always has
been” (8%, N=31), and “They are
least expensive” (5%, N=22). Seven
(2%) respondents stated they would
go nowhere for help, and four (1%)
refused to answer the question.

Our final polytomous logistic re-
gression model achieved an estimated
R2 of .30. All final logistic models had
no significant multicollinearity or lack
of fit (all Hosmer and Lemeshow
p values ..17) and achieved accept-
able discrimination (all areas under
the curve ..70).

Individuals expressing suicidal ide-
ation were 7.6 times as likely as others
to respond that they would first seek
care from other community-based care
providers compared with hospitals or
clinics (Table 1). Persons who stated
that suffering from mental distress is
never an individual’s fault were 3.5
times as likely as others to respond
that they would turn to God first over
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hospitals or clinics and were .4 times
as likely to respond that they would go
to other community-based providers
first compared with hospitals or clin-
ics. Individuals responding that di-
sasters can cause mental distress were
2.8 times as likely to respond that they
would turn to God over hospitals or
clinics.

Predictors of using any
type of care over lifetime
Of our sample, 92% (N=376) re-
ported having sought treatment at
hospitals or clinics, 25% (N=104)
having been to herbal healers, 24%
(N=97) having sought care from
church pastors or priests, and 12%
(N=50) having sought treatment from
Vodou priests. The reported median
cost of care from hospitals or clinics
was 50 goud (US$1.2), whereas the
median cost of care from Vodou
priests was 100 times higher: 5,000
goud (US$120) (Table 2).
Individuals living with someone suf-

fering from mental distress were .3
times as likely as others to have been to
a hospital or clinic (Table 3). Respond-
ents who endorsed suicidal ideation
were 3.7 times more likely than others
to have been to a Vodou priest. For

each 1-point increase on the SES scale
(increasing affluence), the odds of ever
having been to a Vodou priest de-
creased by a factor of .7.

For each 10-point increase in BDI
scores, the odds of having been to
herbal healers increased by a factor
of 1.8. Individuals expressing that
“thinking too much” could cause
mental illness were 2.9 times as likely
to have sought care from church
priests or pastors.

Discussion
This study was an examination of two
issues related to care pathways in rural

Haiti: factors associated with antic-
ipated care seeking when suffering
from mental distress and factors
associated with any lifetime use of
specific providers for any cause. We
examined whether cultural factors,
cost, or perceived competency influ-
enced anticipated preference and
prior service use.

Cultural factors
Turning to God for care was the
preferred resource for anticipated
care seeking for mental distress even
though it was not listed as an answer
choice on our survey but written in as

Table 1

Polytomous multivariable logistic regression of 387 Haitian households surveyed for first choice for seeking mental
health carea

First choice as source of care

God Family and friends Other community-based resourceb

Covariatec AOR 95% CI AOR 95% CI AOR 95% CI

Demographic characteristic
Number of living children 1.1* 1.0–1.2 .9 .9–1.0 1.1 .97–1.2
Owns plot of land 1.2 .98–1.6 1.4* 1.1–1.7 1.3* 1.0–1.7

Mental health status
Endorsed suicidal ideation 3.5 .7–18.1 4.9 .96–25.4 7.6* 1.4–42.0
Someone in household suffers from mental
distress 4.1** 2.2–7.9 1.8 .96–3.2 1.3 .6–2.6

Exposures and causal models
Lived in earthquake-damaged village .4* .2–.9 .2* .1–.6 .8 .3–2.0
Have ever been stolen from 2.3* 1.1–5.0 1.1 .5–2.5 .7 .2–2.4
Endorsed that if someone suffers from mental
distress it is never their fault 3.5** 1.9–6.4 1.8 .97–3.2 .4* .2–.9

Endorsed that disasters can cause mental distress 2.8* 1.1–7.1 1.6 .6–4.4 1.8 .5–6.5

a From 408 total respondents, the final sample excludes 11 respondents who would not seek mental health care and 10 with missing data for one or two
items. Mental health care was defined as care sought for sadness, sad heart, or stress. Mental distress was defined as sadness, sad heart, or stress that
makes life difficult (Kreyòl: tristès, kè pa kontan, stres ki rann lavi yo difisil).

b Includes Vodou priest (hougan), church pastor or priest, community health worker, nongovernment organization, chief of the community, or traditional
herbal healer (doktè fey).

c For all comparisons, the reference was hospitals or clinics.
*p,.05, **p,.001 (Wald chi square)

Table 2

Costs of mental health care obtained by 408 Haitian households, by
provider type

Ever
received
care

Cost
(Haitian goud)

U.S.$
equivalentCare provider N % IQRa Cost ratiob

Hospital or clinic 376 92 50 1 15
Herbal healer (doktè fey) 104 26 250 6 80 5
Church pastor or priest 97 24 0 0 0 —
Vodou priest (hougan) 50 12 5,000 120 2,700 100

a Interquartile range
b The reference group is hospitals or clinics.
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Bondye (God). God was also the first
care choice for respondents who un-
derstood mental distress to be caused
by factors outside the control of the
individual (such as disasters). Individ-
uals who previously sought out church
pastors or priests were more likely to
state that mental distress is caused by
“thinking too much” (45). Religion
also influenced the type of care sought.
Catholics, Episcopalians, Vodouists,
and those with no religious affiliation
were more likely than Protestants to
seek help from Vodou priests.

Cost
Our findings indicated extreme cost
differentials across care pathways.
The median cost of visiting Vodou
priests was 100 times higher than the
cost of visiting hospitals or clinics. The
very poor—those making less than

1,000 goud per month, including
small-scale farmers and those with-
out household amenities—were more
likely than other Haitians to use the
most expensive forms of treatment,
which were Vodou priests and herbal
healers. This finding raises opportu-
nities for improvement in the per-
ceived quality and availability of
affordable services.

Competency
Rural Haitians identified “they give
the best care” as the most important
determinant when choosing a pro-
vider for mental distress, thus high-
lighting the importance of perceived
treatment efficacy. Our finding that
religious and other community re-
sources combined outranked biomed-
ical care corroborates our recent
qualitative exploration ofmental health

care in rural Haiti: persons with
mental distress and their families
view biomedical practitioners as less
able than religious leaders to provide
adequate treatment and explanations
for mental illness (36). This likely
reflects the dearth of biomedical
providers trained in mental health
in rural Haiti.

The results of our study, when
interpreted in light of Belkin and
colleagues’ framework (10) and the
mhGAP guidelines (11), set the stage
for improving psychiatric care path-
ways. Because 92% of respondents
had visited a biomedical provider at
least once in their lifetime, we rec-
ommend that biomedical providers
receive training to screen for and treat
psychiatric conditions. Training health
workers to include psychosocial and
culture-specific interpretations of

Table 3

Multivariable logistic regression models of any use of mental health care over lifetime among Haitiansa

Hospital or clinic
(N=376)b

Herbal healer
(N=104)c

Church priest
or pastor
(N=97)d

Vodou priest
(N=50)e

Covariate AOR 95% CI AOR 95% CI AOR 95% CI AOR 95% CI

Demographic characteristic
Socioeconomic status (number of
household possessions) ns ns ns .7* .5–.9

Drinks well water ns ns ns 3.3* 1.4–8.1
Income .1,000 goud (US$21) per month ns .5* .3–.9 ns ns
Small-scale farmer ns 2.5* 1.3–5.2 ns ns
Months without food (3-month intervals) ns ns 1.5* 1.1–2.0 ns
Have someone who can help make food ns ns ns 2.6* 1.1–6.1

Religion (reference: Protestant)f

Catholic ns ns .4** .2–.7 3.4* 1.5–7.6
Baptist ns ns .9 .4–1.9 1.7 .5–5.9
Other religiong ns ns .6 .2–1.6 5.4* 1.7–16.6

Mental health status
Endorsed suicidal ideation ns ns ns 3.7* 1.3–10.2
Beck Depression Inventory score (10-point change) ns 1.8** 1.5–2.3 ns ns
Someone in household suffers from mental distressh .3* .1–.8 1.9* 1.1–3.3 5.8** 2.8–12.0 ns

Exposure and causal models
Had family member who died in earthquake ns ns 1.9* 1.1–3.2 2.3* 1.2–4.4
Lived in earthquake-damaged village ns ns .4* .1–.9 ns
Had ever suffered from a life-threatening illness 4.8* 1.6–14.0 ns .4* .3–.8 ns
Believes “thinking too much”
can cause mental illness ns ns 2.9* 1.5–5.5 ns

a ns, eliminated through backward selection for given model
b Out of 405 (92%); excludes 3 respondents with missing data for household mental illness
c Out of 403 (26%); excludes 2 respondents with missing data for “is small-scale farmer” and 3 respondents with missing data for household mental illness
d Out of 404 (24%); excludes 1 respondent with missing data for months without food and 3 respondents with missing data for household mental illness
e Out of 408 (12%)
f Construct p values were p=.007 (ever been to Vodou priest) and p=.009 (ever been to church priest or pastor).
g Included individuals self-identifying as Episcopalian, Haitian Vodouist, and practicing no religion
h Mental distress was defined as sadness, sad heart, or stress that makes life difficult (Kreyòl: tristès, kè pa kontan, stres ki rann lavi yo difisil).
*p,.05, **p,.001 (Wald chi square)
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idioms of distress would enhance
communication (46,47). Haitian bio-
medical practitioners aremore likely to
interpret idioms as physical ailments
(such as anemia or gastroesophageal
reflux), whereas lay persons use idioms
as psychosocial complaints (37).
However, diversion of mental

health care from other community
resources to hospitals or clinics should
not be the primary means of providing
care (48). As demonstrated in Nigeria,
the time to clinical presentation may
be up to tenfold greater for individ-
uals who believe in supernatural
causes of illness—an effect that may
be related to the lack of perceived
competency of biomedical care pro-
viders (20,36). Instead, affordable
existing community resources should
be supported and partnerships forged
with biomedical services. However,
the common recommendation in
global mental health of using existing
community resources may be prob-
lematic for some providers, especially
Vodou priests, in light of the cost data
seen here. Liaising with religious
leaders would be beneficial because
their services do not incur a cost and
they have high levels of perceived
treatment efficacy. Moreover, in
Haiti, religious leaders already refer
persons with mental distress to bio-
medical practitioners (36). NGOs are
another resource that often provides
services without charge.
We would, however, caution against

programs that implement commu-
nity mental health primarily through
hougan or herbal doctors, because
these providers tended to be most
expensive and thus risk financial ex-
ploitation of the most impoverished
Haitians. Ultimately, effective and
sustainable community mental health
programs should build capacity across
multiple social and health services, as
has been initiated through Partners
in Health/Zanmi Lasante’s postearth-
quake endeavors (49).
Oversimplification of care seeking

is a primary limitation of this study.
Our data were limited to anticipated
care seeking for mental distress rather
than actual care sought. Although our
epidemiologic study illustrated where
people anticipated going for treat-
ment, this study did not reveal ob-
jective differences in psychiatric

outcomes based on service use. Sec-
ond, the interpretation of mild to
moderate mental distress (tristès, kè
pa kontan, stres ki rann lavi yo difisil)
could vary among respondents, thus
leading to different choices for first
care or associated factors. Third,
because Vodou practice is stigma-
tized, our data likely underestimate
the prevalence of individuals who
sought care from Vodou priests. Last,
with regard to actual treatment sought
and concomitant costs, we included
treatment for any reason, not just for
psychiatric distress. That said, persons
with suicidality and depression symp-
tomatology were more likely to use
other nonbiomedical community re-
sources, and some of these services
were very expensive.

Conclusions
To our knowledge, this is the first
study in rural Haiti to examine
anticipated care seeking for mental
distress and to investigate the associ-
ation of current mental status with
prior care seeking for any reason.
Perceived efficacy was a dominant
predictor of anticipated care seeking,
and low perceived competency of
biomedical services may be a deter-
rent to seeking care (36), which could
be addressed through improving psy-
chiatric training in biomedical cur-
ricula. Isolated clinical interventions
in Haiti’s Central Plateau may have
inadequate impact on mental dis-
tress because of limited preference
for biomedicine as a first choice for
psychiatric care. Expanding psychiat-
ric services therefore should augment
community-based resources to the
extent that it is practical and cost-
effective (10,48). However, the finan-
cial data from this study illustrate that
not all community-based providers
were comparable in terms of costs.
In this Haitian population, as well as
in other low-income settings with
high reliance on traditional healing, fi-
nancial consequences of community-
based treatment pathways warrant
further attention.
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