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Executive Summary 

Introduction: Marburg virus disease (MVD) is a severe viral hemorrhagic fever that causes 

outbreaks, which have profound psychological, social and economic impacts due to MVD’s high 

mortality rate and strict isolation requirements. 

The Ministry of Health (MoH) officially declared an MVD outbreak in Jinka town, South Ethiopian 

region, on Nov 14, 2025, that resulted in 14 confirmed cases (nine deaths and five recovered 

cases). It was declared controlled and over on January 26, 2026. The rationale of this 

assessment is to identify the psychosocial impacts of the outbreak, the interventions taken and 

the gaps identified, with recommendations for similar future outbreaks  

Methods and materials: The study was conducted from April 20 to 28, 2026, in Jinka town, 

South Ethiopian region using a mixed method consisting of focus group discussions (FGD) and 

key informant interviews (KII), combined with a desk review of existing literature and relevant 

documents, including technical reports and client files at the global, national and field level.  

Three FGDs and one KII were conducted using a semi-structured questionnaire developed for 

this purpose. A desk review of available literature, client files and technical reports was also 

conducted. 

Finding and recommendations: The most common psychological, behavioral and emotional 

reactions to MVD that people expressed were fear, sleep difficulty, attention difficulty, reduced 

interest in routine activities, poor social interactions and unexplained physical symptoms like 

headache.  Additionally, feelings of emptiness, intense sadness, hopelessness, difficulty 

accepting loss, numbness, poor time orientation, overthinking, stress, low mood and mistrust of 

the community on health system were manifested. The impacts identified included stigma and 

discrimination towards frontline workers, and MVD patients and survivors and their families; 

change in or loss of previous roles and responsibilities; economic hardship/lack of essentials; 

reduced functioning; disruption of cultural mourning practices; and social exclusion at school, 

workplaces and marketplaces resulting in school dropout, loss of employment and reduced 

access to social and economic opportunities. The coping mechanisms identified included 

engaging in religious and spiritual practices (prayer, reading the Bible and listening to spiritual 

songs), engaging in sports activities with friends, peer support and encouragement, following 

daily updates, taking showers, calling relatives on the phone, and not informing family members 

that they were working in the MTU to lessen the pressure and the family’s stress. 

The interventions undertaken included integration into preparedness and response plans at 

national level, provision of practical stress management and basic psychosocial skills; individual 

counseling; group counseling; provision of basic psychosocial supports implantation of low-

intensity, brief, scalable psychological interventions (Group Interpersonal Psychotherapy (IPT-

G) and Group Problem Management (GPM)); case identification, support and referral; and 

awareness creation and promotion activities. These interventions helped those affected recover 

from their conditions, resume their routine activities, reintegrate into their community, focus 

more effectively, manage their fear and stress, and interact well with their colleagues, families 

and communities. 

Gaps identified include a lack of MHPSS structure within the system; lack of integration with 

emergency preparedness and response at the regional and sub-regional level; lack of MHPSS 
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staff and a delay in MHPSS staff deployment; lack of pre-deployment orientation on self-care 

and stress management for frontline emergency workers; inadequate intra-and post deployment 

psychosocial support for staff working on MVD; inadequate support at treatment centers; lack of 

sustainable support for the families of HCWs who lost their lives; poor interaction between 

HCWs, patients and families; inadequate commitment on the part of some staff; and a gap in 

the technical and emotional capacity of some treating HCWs. The following recommendations 

were put forward to address these gaps: 

• Integration of MHPSS into emergency preparedness for and response to infectious 

diseases at all levels. 

• Consideration of MHPSS within existing system. 

• Timely assignment of MHPSS staff and timely deployment of additional staff during 

emergencies. 

• Provision of training for emergency workforce on self-care, stress management and 

basic psychosocial skills, before deployment. 

• Provision of psychosocial support for emergency workers during and after emergencies. 

• Adequate and holistic basic and psychosocial support at treatment units. 

• Linking families of HCWs who lost their lives during this outbreak to a sustainable 

support system.  

• Improving HCWs’ approach, interaction and communication with patients.  

• Improving the commitment of some government HCWs.  

• Working on the emotional and technical capacity of some treating HCWs at MTU. 
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Introduction  

Marburg virus disease is a severe viral hemorrhagic fever caused by Marburg or Ravn virus, 

transmitted from fruit bats to humans and between humans through direct contact. It is often 

fatal in humans, with the case fatality rate ranging from 24% to 88% in past outbreaks and 

averaging 50%. The clinical features of MVD are an abrupt onset of fever, severe headache, 

malaise, muscle aches, vomiting, abdominal pain and diarrhea, with hemorrhagic manifestations 

in its most severe form. 12 

The most recent MVD outbreak occurred in Jinka town, South Ethiopian region. The first index 

case was admitted to Jinka General Hospital on October 22, 2025, but the outbreak was 

officially declared by the MoH on Nov 14, 2025. The outbreak resulted in 14 confirmed cases 

(nine deaths and five recovered cases), and the outbreak was declared controlled and over on 

January 26, 2026, after two incubation periods (42 days) following the last confirmed death.  

Studies conducted in different countries where MVD outbreaks have occurred indicated that 

such outbreaks pose significant public health challenges but also have profound psychological, 

social and economic impacts3. The strict isolation and quarantine MVD requires have social and 

psychological impacts on communities as well as healthcare providers. Those who are put 

under strict isolation suffer from a lack of social interaction with their families and communities, 

in addition to anxiety, insomnia, anger, poor concentration and impaired work performance4. 

The fact that the outbreak has a public health impact as well as psychological and social 

impacts suggests that we must take a comprehensive approach in ensuring that appropriate 

policies and systems are in place to mitigate and prevent potential impacts5. 

The rationale of this assessment is to identify the psychosocial impacts of the MVD outbreak in 

Jinka town, the interventions taken and the gaps identified, with recommendations for future 

outbreaks. This will contribute to the learning evidence and resources on MVD, and will 

ultimately advocate for the integration of MHPSS into emergency preparedness for and 

response to infectious diseases. 

  

 
1 https://www.who.int/health-topics/marburg-virus-disease/#tab=tab_1  
2 https://www.cdc.gov/marburg/index.html  
3 Gashugi, Y. et al. Mental Health Impacts of Marburg Virus Disease in Rwanda. Rw.Public Health Bul. 2024. 5 (4): 16-23. 

https://dx.doi.org/10.4314/rphb.v5i4.2 
4 assim G, Jameel M, Brennan E, Yusuf M, Hasan N, Alwatani Y. Psychological impact of COVID-19, isolation, and quarantine: A 

cross-sectional study. Neuropsychiatr Dis Treat. 2021;17:1413 
5 Ezie KN, et al. Marburg Virus Outbreak in Equatorial Guinea: Need for Speed. Annals of Global Health. 2024; 90(1):5, 1–7. DOI: 

https://doi.org/10.5334/aogh.4178 

https://www.who.int/health-topics/marburg-virus-disease/#tab=tab_1
https://www.cdc.gov/marburg/index.html
https://dx.doi.org/10.4314/rphb.v5i4.2
https://doi.org/10.5334/aogh.4178
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Objective of the Study 

The general objective of the study is to explore and document the mental health and 

psychosocial impacts of the MVD outbreak on affected patients, their families and service 

providers, including common psychological manifestations, coping mechanisms and the 

effectiveness of MHPSS interventions in Jinka. The study’s specific objectives include the 

following: 

• identifying the mental health manifestations, common psychological symptoms, and 

behavioral and emotional reactions of MVD patients, their families and service providers;  

• determining the psychological and social impacts of MVD outbreak, including impacts 

related to medical interventions or treatment; 

• outlining the coping mechanisms utilized by clients, their families and service providers; 

and  

• summarizing the mental health and psychosocial support interventions provided, and 

specifying the impacts of the intervention provided. 
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Methods and Materials 

Study area: The study was conducted in Jinka town, South Ethiopian region. Jinka serves 

as the administrative town of the Ari zone. It is located roughly 750 kilometers south of Addis 

Ababa, the capital city of Ethiopia. The town is seen as the gateway to the Omo Valley and is 

home to diverse ethnic groups including the Ari, Mursi, Hamer, Karo, Bena, Dassanech and 

other indigenous communities.  

The area experiences a predominantly tropical climate characterized by moderate 

temperatures. The mean annual temperature is approximately 21° C, while the average annual 

rainfall is around 1,300 mm. 

According to recent administrative reports, Jinka has basic infrastructure including health 

facilities, educational institutions, banking services, electricity, telecommunications and 

transportation services.  

The town is home to Jinka General Hospital and several health centers, including Millennium 

Health Center and Bitemal Health Center, that provide healthcare services to both urban and 

rural populations in the Ari zone and neighboring areas. Additionally, there are a number of 

health posts and private health facilities. 

Study period: The data collection was conducted April 20–28, 2026.  

Study methods and materials: The study was conducted using mixed methods including FGDs 

and KIIs, combined with a desk review of existing literature and relevant documents, including 

technical reports and client files at the global, national and field level. Data collection started at 

the field level on April 20 in Jinka town, following an orientation for field data collectors 

(International Medical Corps’ MHPSS team) conducted by the MHPSS MVD manager. During 

the orientation, the manager elaborated on the objective, methods and materials needed, 

including the data collection tool.  

 

Orientation session before data collection with International Medical Corps’ MHPSS team, Jinka town, April 2026 
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Following the brief orientation, an action plan was set indicating who carries out the collection 

and when to conduct KIIs, HCW and community FGDs, and document reviews. 

On the same afternoon and the following day, the team continued by reviewing the existing 

MHPSS–MVD documents.  

They conducted three focus group discussions (one FGD with healthcare workers working in 

the MVD MTU and two FGDs with MVD survivors, their families, those who lost loved ones, 

peers and caregivers) and one key informant interview (with a psychiatric nurse who worked at 

Jinka MTU). Each FGD lasted 90 to 120 minutes, and the KII lasted about 30 minutes. One 

facilitator and one note taker facilitated the each FGD. Twelve HCWs who had been working in 

Jinka MVD MTU participated in a two-hour FGD at Jinka general Hospital. 

A semi-structured questionnaire/tool was developed for data collection for each of the data 

collection methods; it is annexed in this document. 

All FGDs and the KII were audio recorded in Amharic, transcribed verbatim and translated into 

English. 

A desk review of available literature was also conducted. Additionally, the field team reviewed 

the MVD–MHPSS technical report and files on 17 MVD client who were provided MHPSS 

services (this included eight GPM+ participants, six IPT-G participants, and three individual 

counseling participants, of whom one was the only HCW to survive MVD, one was a frontline 

support staff member under isolation with suicide ideation during MVD, and one was a 

community member who visited Jinka General Hospital and was diagnosed with a moderate 

depressive disorder). 
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Findings 

A. Common psychological symptoms, and behavioral and emotional 
reactions of MVD clients, their families and service providers to 
the outbreak 

The findings from the participants and the document review indicated that common reactions to 

the MVD outbreak include fear of contracting the disease, of death and of infecting loved ones; 

sleep problems (including difficulty falling asleep); lack of or inadequate attention or 

concentration; avoidance or lack of interest in activities they previously engaged in, including 

going to work, school and the market, as well as eating, drinking and talking; interpersonal 

conflict, including with family, colleagues and supervisors; poor social interaction; and 

unexplained physical symptoms like headaches.  

Additionally, community FGD participants mentioned experiencing feelings of emptiness, 

intense sadness, hopelessness, difficulty accepting loss, numbness, poor time orientation, 

overthinking, stress and low mood. They also experienced mistrust, particularly towards 

government health systems/health facilities. HCW FGD participants also experienced 

hopelessness, frustration, disputes and poor interaction with others. Their emotional reactions 

became more intense following their assignment to an MTU, the confirmation of an MVD case 

among HCWs or the death of other HCWs, but they became hopeful after the first MVD case 

recovered. 

“When I look back, it was a difficult moment—feelings of emptiness, 

hopelessness, fighting with myself—how can I continue living?  

It’s like a big mountain in front of me. I don’t know how to explain it.  

It was beyond my capacity; even I was unable to explain it.” —  

An adolescent who lost both parents to MVD 

“I lost my mother to cancer 10 months before I lost my father to MVD, and I was 

there caring for my mother while she was bedridden and suffering from cancer 

and for my father while he was suffering from MVD. My sister and I later 

contracted MVD, and I experienced the most difficult moments both in the 

hospital as well as in the isolation center. Watching people suffer, lose their 

bowel control, their bodies taken away after they die in isolation, was difficult for 

me to experience at this age. For me, the time I spent at the isolation center was 

a very trying and difficult one.” — An adolescent MVD Survivor who lost his 

father to MVD  

"When the disease was declared, I entered the treatment center.  

At that time, there was no such thing as sleep. We thought death was imminent. 

When I went to my family, I was careful not to let my children  

touch me." — HCW FDG participant 
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Another HCW FGD participant mentioned that the emotional reaction was strong following his 

assignment to the MTU, after which he had quarrels with his friends and family. His family 

advised him to quit the job, but he decided to work. 

“Yes, I was initially at the treatment center. Seeing many things there, the feeling 

at the center itself is very heavy. When Marburg was declared initially, we didn't 

want to go in. 'No.' We went in because we were compelled to. At that time, my 

family felt it. My family is not based in Jinka. When they heard the MVD 

declaration, my family asked me, 'Why are you going? We are afraid for you.' I 

said, 'It's my job. I will go in.' Initially, it was a great shock, but I went in at that 

time. When we got into the MTU, the environment looked horrifying—patients 

bleeding, crying, feeling pain—and due to the tension inside MTU, we also 

started having headaches and other symptoms.”—Another HCW FDG participant 

“The situation was very tense, and we were in a difficult and frustrating situation 

until the first patient recovered. Witnessing the first recovery gave us hope that 

we might also recover if we contracted the disease. That situation gave us an 

opportunity to be hopeful. Our situation also significantly improved following the 

training on stress management provided by International Medical Corps, in 

collaboration with EPHI & WHO.” — Another HCW FDG participant 

The psychiatric nurse who participated in the KII mentioned that he was shocked when he heard 

the confirmation that the disease was MVD, and experienced self-doubt, sleep problems, 

obsession, poor appetite, panic, extreme fear of infection, difficulty concentrating and a related 

decline in performance.  

“When the outbreak first occurred, we had no awareness that it was MVD. Many 

staff had already been sick, and we had been interacting with them, talking to 

them and even touching them. When it was later confirmed as MVD, there was a 

lot of shock. I even began to doubt myself. When patients were referred, we were 

the ones supporting them, so we thought we might also be infected. I had severe 

sleep problems. I became obsessed, imagining contamination whenever I 

touched something. My appetite was affected, and I had difficulty concentrating. 

My work performance declined. There was panic and extreme fear, especially 

because of the high fatality rate. At that time, it felt like everyone was infected 

and sick, and it became like a struggle just to survive. The fear of infection was 

overwhelming. Later, however, we realized that it was something that could be 

overcome.”  

When we asked for a time when the stress was the highest for him and his colleagues while 

working in the MTU, he replied that it was when one of the healthcare providers who was 

working in the MTU got infected and was confirmed to have MVD. 
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“Yes, personally, the most shocking moment was when a staff member became 

exposed while working in treatment. We lived together, yet she didn’t even know 

where she had been exposed—whether in the donning/doffing area, during 

patient care, at the station, or through outside contact. There was no information. 

Since we had been working closely with her, that period was very confusing and 

distressing. Our reactions became very intense. That moment stands out as a 

key point in the timeline. Yes, at that time, we did everything possible—even 

taking antiviral medications excessively.  

We gave PCR samples daily.  

“Psychologically, we began to misinterpret symptoms—if someone had a fever, 

we would assume it was MVD infection. Headaches, insomnia and stress-related 

symptoms increased. Fear was very high, and our  

performance decreased. We could not concentrate. Even after leaving  

work, people remained mentally preoccupied. Many had families and  

were worried about infecting them.” 

The client file review indicated symptoms including persistent sadness, crying, difficulty 

maintaining concentration, decreased appetite, sleep disturbance, excessive worry or anxiety, 

anger, fear, shame, fear of looking at people directly (avoiding eye contact), feelings of 

loneliness/isolation, shock, fear of infection/death, guilt, emotional distress, poor social 

interaction, low self-esteem/confidence, interpersonal conflict/dispute, avoidance/social 

withdrawal due to stigma and discrimination, recurrent thoughts or flashbacks, low interest in 

daily routine (school, work and home activities), and suicidal thoughts/ideation. 
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Table 1: Cognitive, emotional, behavioral and physical manifestations of MVD, Jinka, 

Ethiopia, April 2026 

Cognitive Emotional Behavioral Physical 

Difficulty 
maintaining 

concentration 
Persistent sadness Decreased appetite Fatigue, weakness 

Excessive worry Crying Sleep disturbance 
Joint pain and 

generalized body 
pain 

Fear of 
infection/death 

Feeling anxious  
Fear of looking at 

people (avoiding eye 
contact) 

Reduced energy 
characterized by 

inability to do 
routine (e.g., 

walking) 

Recurrent thoughts 
or flashbacks 

Anger 
Interpersonal 

conflict/dispute 
Headache 

Low self-esteem or 
confidence 

Guilt 
Social 

withdrawal/avoidance 
 

Suicidal 
thoughts/ideation 

Fear, emotional 
distress 

Low interest in daily 
routines (school, 

work, home activities. 
Vomiting 

 Shame, shock 
Poor social 
interaction 

Diarrhea  

 
Feelings of 

loneliness/isolation 
  

B. Psychological and social impacts of MVD outbreak 

The community FGD participants mentioned that they experienced stigma and discrimination, 

change in or loss of their previous role and responsibilities (e.g., caregiver), economic 

hardship/lack of essentials, reduced functioning, disruption of cultural mourning practices and 

social exclusion at school, workplace or marketplace, resulting in school dropout, loss of 

employment, and reduced access to social and economic opportunities. 

“Before, I used to focus on my education and study well, and I was dependent on 

my parents’ support. Not having both my mother and my father, and shouldering 

the household responsibility and my younger sisters’ responsibilities at home at 

this age is not easy. Shouldering the household responsibility, including what to 

eat and drink, is not easy.” — An adolescent MVD Survivor who lost his father to 

MVD 
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“We were afraid of the stigma and discrimination we faced, and our colleagues, 

friends and community distanced themselves from us. People were also not with 

us during the mourning period, and all of this affected us. We were also 

discriminated against at barber shops and beauty salons, and people refused to 

provide us services.” — Daughter of a father who lost his life to MVD 

The HCW FGD participants mentioned that they and their families experienced various 

psychological, social and economic impacts due to MVD outbreak. Stigma and discrimination 

impacted their daily lives, including while visiting shops and stores, as described by one HCW 

FGD participant. 

“The biggest pressure was the community's reaction. Just going to the store to 

buy things, if they recognized me, they'd say, ‘No stock.’ When you give them 

money, they’ll spray sanitizer on the money itself. That hurts deeply.”— HCW 

FGD participant 

They were also discriminated against while traveling and using transportation, as described by 

another participant.  

“After taxi drivers noticed that we were hospital workers, they started refusing to 

drive us, and we were forced to walk. People distanced themselves from us while 

walking on the road.” — HCW FGD participant 

It also affected how they interacted with their families, including avoiding touching and kissing 

their own kids, as described below. 

“I have a two-year-old daughter. The effort I make not to kiss or touch her when I 

get home is extremely exhausting. When I go home, I quickly go to my bedroom 

and lock the door from inside to avoid exposing her.” — HCW FGD participant 

One of the participants also mentioned that her husband was told not to go to the office as usual 

for fear of spreading the disease, and that her children were also told not to attend school at that 

time. 

“People point fingers at us—“She works there”—and they were trying to flee from 

us. Even health professionals who are not working within the MTU flee from us. 
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Noticing that we work in the Marburg treatment center, they started fleeing from 

us and discriminating against us.” — HCW FGD participant 

Another participant mentioned that she got sick from malaria during that period and started 

antimalarial drugs and that she didn’t inform anyone of her illness, fearing the stigma and 

discrimination she might face.  

One participant also mentioned a time when he wanted to quit his job after other health 

professionals had died and their families circulated their photos on social media, causing his 

wife to cry.  

Thinking of the situations he went through, another FGD participant informed us that he won’t 

advise his relatives and won’t allow his children to study health sciences. 

One participant mentioned difficulty in using the house he already rented, as the owners forbade 

him from opening the gate during the outbreak. 

Another participant indicated that after an HCW within the MTU became infected with MVD, 

HCWs not working within the MTU changed their relationships with those working within it. 

“My relationship with them changed until we became isolated. Their closeness 

with me changed. They greet me, they talk to me, but regarding contact, they 

would greatly ignore me.” — HCW FGD participant 

The KII participant mentioned that people started discriminating against him once they found out 

he worked in the MTU, and sometimes there were even accusations of healthcare providers 

killing patients with injections. 

“Yes, there was a lot of pressure, especially where I lived. At first, I hid that I was 

working there, but later, when it became known through the media, people 

started avoiding me. They segregated my bathrooms, avoided using items I had 

touched and even placed sanitizer at the entrance for me. I rarely went home—

only to change clothes. Sometimes they would hand me my clothes outside. 

There were also accusations—people said we were killing patients with injections 

or starving them. It was a very difficult time. I did not fully inform my family during 

the outbreak; I told them afterward. At the time, they asked me to leave the area, 

but I reassured them and continued working there.”  

— KII participant (psychiatric nurse) 

He also mentioned that he experienced physical effects like weight loss and emotional and 

psychological effects, including burnout and stress. 
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“It had a significant impact. Physically, I lost about 5 kg. Emotionally and 

psychologically, I was not as active as before. Even now, I sometimes remember 

the experience, especially at night. There are signs of burnout and stress, though 

they are decreasing.” — KII participant (psychiatric nurse) 

Additionally, he indicated that the community’s reaction changed following advocacy and risk 

communication through the media. 

“Yes. As more patients recovered and shared their experiences through the 

media about the care they received, people gradually began to accept the 

situation. They started coming voluntarily for testing and treatment. Initially, 

however, there was a lot of misinformation and distrust.” — KII participant 

(psychiatric nurse) 

C. The coping mechanisms utilized by clients, their families and 

service providers 

The community FGD participants mentioned that they utilized religious and spiritual practices 

(praying, reading the Bible and listening to spiritual songs) as a coping mechanism. 

Meanwhile, the HCW FGD participants indicated that the coping mechanisms they utilized 

during the MVD outbreak included prayer, engaging in sports activities with friends, peer 

support and encouragement, following daily updates, taking showers, calling relatives on the 

phone, and not informing family members that they were working in the MTU to lessen the 

pressure and the family’s stress. 

“I mainly calm myself through prayer. I used to play sports with my friends. That 

reduced the anxiety a little.” — HCW FGD participant 

“Peer support played a big role. We only interacted with people  

here in the treatment center. We worked by encouraging each other.”  

— HCW FGD participant 

The KII participant mentioned that he used deep breathing exercises, walking, eating proper 

meals, praying, interacting with others and taking naps, whereas other staff members utilized 

deep breathing exercises, physical exercise and engagement in social activities. 
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“For staff, I helped them practice deep breathing and relaxation, and encouraged 

physical exercise. I also promoted social activities, making videos, eating 

together, and talking with loved ones. Personally, I used deep breathing, 

exercise, walking, eating proper meals, prayer, and staying connected with 

others. Sometimes I took short naps.” — KII participant (psychiatry nurse) 

D. The mental health and psychosocial support interventions 

provided, and the impacts of the intervention provided 

Following the MVD outbreak, International Medical Corps—supported by both the US 

Department of State and European Union (ECHO) Fund as part of an integrated health, MHPSS 

and water, sanitation and hygiene response—implemented various MHPSS interventions 

through system strengthening and deployment of MHPSS surge staff.   

As evidenced by the organization’s technical report, support spans national-level technical 

support in preparation of a national MVD response plan, adaptation of the MHPSS training 

manual for MVD, and the preparation of tools, including reporting tools to support the 

implementation of the MVD MHPSS plan at the ground level through direct support to frontline 

emergency workers, including those who were deployed at Jinka MTU and at national and 

regional Public Health Emergency Operation Centers. This support included self-care, stress 

and burnout management, practical techniques of stress management and basic psychosocial 

skills. Through this initiative, 124 frontline MVD responders received practical sessions on self-

care, stress management, positive coping skills and basic psychosocial skills in collaboration 

with the WHO, the Ethiopian Public Health Institute, the regional health bureau and the regional 

public health institute. 

In addition to frontline emergency MVD workers, deployed surge MHPSS staff provided various 

MHPSS services to those affected by MVD, including survivors, their families and those who 

lost loved ones. These services include individual counseling; group counseling; provision of 

basic psychosocial supports including psychological first aid (PFA); implementation of low-

intensity; brief scalable psychological interventions (Interpersonal Therapy for Group (IPT-G) 

and Group Problem Management Plus (GPM+)); case identification, support and referral; and 

awareness creation and promotion activities. 

The reviewed client service delivery files indicated that the following MHPSS services were 

provided by International Medical Corps: 

• low-intensity, brief scalable psychological interventions, such as Interpersonal Group 

Therapy (IPT-G) and Group Problem Management Plus (Group PM+); 

• individual counseling; 

• psychosocial support (PFA, psychoeducation, awareness-raising sessions); and 

• stress management techniques such as relaxation and breathing exercises, and 

mindfulness-enhancing coping skills. 

The provision of group-based interventions for MVD responders at Jinka MTU was also 

undertaken during this period as indicated by the KII participant below. 
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“I provided group therapy, which many appreciated, but everyone was in fear. I 

also advised on precautions at home—changing clothes, showering before 

meeting family. I did many things while working at the treatment center.”  

— HCW KII participant (psychiatric nurse) 

Other activities the MHPSS undertook included awareness raising through various means at the 

community level, including at school, the marketplace and health facility waiting areas. Through 

risk communication and community engagement (RCCE), community surveillance workers 

addressed stigma and discrimination towards MVD survivors, those who lost loved ones, and 

HCWs working at the MTU and their families. 

Impact of interventions 

The community FGD participants indicated that support from other community members, 

International Medical Corps and other organizations helped them recover from the conditions 

they were experiencing and that they are grateful for that.  

After International Medical Corps provided them with psychosocial support, MVD survivors and 

those who lost family members indicated that they were able to start attending school, engaging 

in routine daily activities and sleeping at night again.  

“After the International Medical Corps team came and supported me in various 

ways, I started to attend classes. They supported us in the areas we need. I 

started going to school after their support, and was able to sleep and carry out 

the activities and I wanted to do. Their support continues as we are getting 

better.” — An adolescent MVD survivor who lost his father to MVD and who 

participated in IPT sessions 

The stigma and discrimination towards MVD survivors, their families and those who lost loved 

ones were initially significant but had reduced significantly at the time of data collection. 

“The community used to distance themselves from us, stigma and discrimination 

were there, but nowadays, there is no problem in this regard, and the community 

is supporting us.” — Caregiver for someone who lost a parent 

The HCW FGD participants mentioned that provision of self-care and stress management 

training, including deep breathing exercises, helped them immensely. One participant also 

mentioned that encouragement from his brother, who advised him to focus on his work, helped 

him in providing services.   
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“We recognized that the most vital care and treatment is for us first, through self-

care and stress management.” — HCW FGD participant 

The HCW FGD participants also mentioned that largescale RCCE activities, message 

dissemination through traditional mass media (radio and TV) and social media, and house-to-

house visits from the public heath surveillance team helped change community perceptions and 

reactions, and that the interventions contributed towards their professional acceptance of their 

duty and the community’s acceptance of the facts about the disease, prevention measures and 

resiliency. 

“Initially people were not willing to cooperate, but later, after people started 

recovering from the disease, some even came to us requesting their own 

isolation.” — HCW FGD participant 

In summary, participants demonstrated a clear and meaningful improvement in their overall 

psychological well-being and daily functioning following intervention. There was a noticeable 

reduction in emotional distress, with many people reporting decreased levels of sadness, 

anxiety and fear, as well as diminished feelings of guilt, shame and stigma. This emotional 

stabilization contributed to improved self-esteem, confidence and a renewed sense of hope for 

the future, including a reduction in suicidal thoughts. 

Cognitive functioning also improved significantly. Participants reported better concentration, 

enabling them to more effectively process health-related information and engage in everyday 

tasks. At the same time, there was a decline in the frequency of intrusive thoughts and 

flashbacks, reflecting enhanced emotional regulation and mental clarity. 

Physical well-being showed parallel progress. Improvements in sleep patterns and appetite led 

to increased energy levels and supported overall physical recovery. These changes further 

enabled participants to re-engage in their daily routines, including returning to school, work and 

household responsibilities. 

Social outcomes were equally notable. Participants experienced reduced feelings of loneliness 

and isolation, along with a strengthened sense of belonging and connection. This was 

supported by enhanced social support systems, with increased interaction and engagement with 

family members, peers and the wider community. Improved communication skills enabled 

participants to express their feelings and needs more openly, contributing to healthier 

interpersonal relationships and a reduction in family and community conflicts. 

In addition, participants developed stronger coping mechanisms, including the use of relaxation 

techniques, problem-solving skills and positive thinking strategies. These skills not only helped 

them manage ongoing stressors but also encouraged greater help-seeking behavior when 

needed. This was reflected in improved adherence to general healthcare and follow-up services, 

with participants showing increased motivation and commitment to their recovery process. 
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Overall, the intervention contributed to holistic improvements across emotional, cognitive, 

physical and social domains, supporting participants in rebuilding their lives with greater 

resilience, connection and functionality. 

E. Gaps identified and recommendations for the future 

The KII participant mentioned that there was no structure in place initially for MHPSS, meaning 

that there was no integration of MHPSS into emergency preparedness and response at the 

regional or sub-regional level and that the support systems were limited. He recommended early 

staff deployment, better coordination and timely support. He also recommended deployment of 

an ample number of MHPSS professionals, considering the need for MHPSS among staff, 

patients, their families and the community during such outbreaks. 

“At that time, there was no structured supervision or peer support. I mainly 

reported daily cases and activities. Support systems were limited and delayed. 

For future responses, early deployment of trained staff, better coordination and 

timely support are essential. Despite challenges, the experience we gained is 

valuable.” — HCW KII participant (psychiatric nurse) 

The HCW FDG participants mentioned that lack of pre-MTU deployment training on self-care 

and coping mechanisms affected them and their performance, and they recommended that it 

could be included during pre-deployment in such outbreaks. They also suggested additional 

intra-and post-deployment psychosocial support for staff for an effective response. They also 

suggested the following additional points: 

• linking the families of the healthcare workers who lost their lives during the outbreak to a 

sustainable support system; 

• assigning/deployment of MHPSS professionals for such emergencies; 

• standardized incentives and compensation for HCWs working in the MTU and those who 

lost their lives; 

• provision of appropriate and adequate PPE supplies for HCWs working in the MTU; 

• having emergency preparedness in place; 

• establishment of capacitated surge emergency team; and 

• clear, timely or early risk communication on the condition.   

The community FDG participants mentioned inadequate support at treatment centers; poor 

interaction between HCWs, patients and families; inadequate commitment of some government 

staff; and gaps in the technical and emotional capacity of some treating HCWs. They 

recommend the following points: 

• Support at isolation and treatment center needs to improve to address the psychosocial 

and basic needs of MVD cases, those in isolation waiting for results, healthcare workers 

and their families. Having only one psychiatry nurse assigned to the MTU for 
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psychosocial support of cases, suspected cases, patient families and healthcare workers 

was not adequate.  

• Improved approach, interaction and communication of HCWs with patients. 

• Improved commitment of some government HCWs and government staff support for 

cases and their families (from timely information sharing to clinical care). Inadequacies 

might be linked to the lack of pre-deployment orientation; the training gap; inadequate 

follow-up, supervision and feedback mechanisms; and the lack of capacity for 

supervisors to address concerns. 

• Improved emotional and technical capacity of some treating HCWs at MTU. 

 

  

Desk review of MVD MHPSS client documents, Jinka, South Ethiopian region, April 2026 

Focus group discussion (FGD) with MVD survivors, those who lost loved ones and caregivers, Jinka, South 
Ethiopian Region, April 2026 
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Healthcare workers participating in MVD MHPSS Learning Experience, Jinka, South Ethiopian Region, April 2026 

Key informant interview with psychiatric nurse who worked in Jinka MTU, Jinka, South Ethiopian region, April 24, 
2026 
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Discussion and conclusions 

Marburg virus disease results in various psychological manifestations including fear, sleep 

problems, difficulty concentrating, avoidance of routine activities, poor interpersonal interactions, 

hopelessness and sadness. This echoes the study conducted in Ghana on the psychological 

impact of quarantine on health workers, in which participants reported psychological distress 

including anxiety, fear and sleep disturbance6. 

MVD has significant psychological, social and economic impacts. These include stigma and 

discrimination towards MVD cases, survivors and HCWs, which aligns with a study done in 

Rwanda on the mental health impacts of MVD, which indicated widespread stigma7. 

Similarly, Impacts identified in this study included change in or loss of a previous role and 

responsibilities, economic hardship/lack of essentials, reduced functioning, disruption of cultural 

mourning practices and social exclusion at school, in the workplace or at marketplaces, 

resulting in school dropout, loss of employment, reduced access to social and economic 

opportunities and mistrust of the existing government health system. The study in Rwanda also 

indicated that MVD disrupts traditional mourning practices8. 

In general, the MVD outbreak had profound cognitive, psychological and social impacts, as well 

as physical impacts including weight loss. It resulted in fear, poor attention and a reduced 

interest in engaging in routine activities. It also affected the social aspect of individuals and 

communities. Healthcare workers experienced poor social interaction with their fellow 

colleagues and supervisors. Survivors also experienced poor social interaction with their 

families. 

The various coping mechanisms utilized by affected communities and HCWs included religious 

and spiritual practices (praying, reading the Bible and listening to spiritual songs), engaging in 

sports activities with friends, peer support and encouragement, following daily updates, taking 

showers, calling relatives on the phone, not informing family members that they were working in 

the MTU to lessen the pressure and the family’s stress, deep breathing exercises, walking, 

having proper meals and taking naps. A study in Ghana on psychological impacts among HCWs 

indicated that they communicated with family and friends, cooked and watched television as 

coping mechanisms, which aligns with these findings, except watching television9. 

The findings also indicated that MHPSS interventions at the system, individual and community 

levels are important and helpful to recover from the impacts of MVD.  

 
6 Adjei, G.A. et al. The Marburg virus disease in Ghana: psychological impact of quarantine on health workers in the Adansi-North 

district. BMC Psychology. 2025 13:466. https://doi.org/10.1186/s40359-025-02825-7 
7 Gashugi, Y. et al. Mental Health Impacts of Marburg Virus Disease in Rwanda. Rw.Public Health Bul. 2024. 5 (4): 16-23. 

https://dx.doi.org/10.4314/rphb.v5i4.2 
8 Gashugi, Y. et al. Mental Health Impacts of Marburg Virus Disease in Rwanda. Rw.Public Health Bul. 2024. 5 (4): 16-23. 

https://dx.doi.org/10.4314/rphb.v5i4.2 
9 Adjei, G.A. et al. The Marburg virus disease in Ghana: psychological impact of quarantine on health workers in the Adansi-North 

district. BMC Psychology. 2025 13:466. https://doi.org/10.1186/s40359-025-02825-7 

https://doi.org/10.1186/s40359-025-02825-7
https://dx.doi.org/10.4314/rphb.v5i4.2
https://dx.doi.org/10.4314/rphb.v5i4.2
https://doi.org/10.1186/s40359-025-02825-7
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Training in self-care and stress management, including deep breathing exercise for HCWs, peer 

support, group therapy, and message dissemination to address stigma and discrimination 

through various means are helpful.  

Integrating low-intensity, brief, scalable psychological interventions (IPT-G & Group PM+), 

individual counseling, psychosocial support (PFA, psychoeducation, awareness-raising 

sessions), stress management techniques such as relaxation and breathing exercise, and 

mindfulness-enhancing coping skills into the interventions also resulted in recovery of affected 

individuals and communities, which aligns with the findings of the study conducted in Rwanda. 

That study, titled “A call for structured mental health interventions in epidemic response: lessons 

from the Marburg virus outbreak in Rwanda,” emphasizes the need to foster structured 

interventions to address the compound psychological impacts, including strengthening referral 

mechanisms, interdisciplinary collaboration and scalable mental health policies. 

The findings also indicated that a lack of a system and a structure for MHPSS in place before 

such epidemics results in a significant psychological impact and therefore, it’s important to have 

a system and a structure in place, focusing on pre-deployment support along with preparedness 

and integration into a public health emergency. 
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Annexes 

A. Annex 1: Questionnaire for desk review of existing literature, 

reports, assessments, client files 

a) What were common cognitive, emotional and behavioral manifestations experienced? 

b) What was the impact of these psychological reactions on general patient care?  

c) What coping mechanisms were being utilized? 

d) What MHPSS interventions were provided?  

e) What service delivery gaps were identified?  

f) What were the challenges to providing delivery service? 

g) What was the impact of the interventions documented? 

B. Annex 2: Questionnaire for focus group discussions with MVD 
survivors, those who lost loved ones and frontline healthcare 

workers 

a) What were the psychosocial (cognitive, emotional and behavioral) symptoms you 

experienced during the outbreak that you had not experienced before the outbreak? 

b) What impacts (psychological and social) did you and your family experience due to 

MVD? 

c) What was the community's perception of or reaction to you during and after the MVD 

outbreak? 

d) How did the community’s perception/reaction affect you in your day-to-day activities? 

e) How did you react to these impacts? What kind of coping mechanisms did you use? 

f) What helped you during these difficult times? 

g) Which psychosocial support interventions were provided to you to address the condition 

or its impact during and after the outbreak or recovery? 

h) Which interventions helped you to address the community’s perception of/reaction to you 

during and after the outbreak and enabled you to reintegrate into the community and 

carry out your daily activities (e.g., school, work, etc.)? 

i) Can you describe the impact of the interventions you were provided (any +ve or -ve 

experience after the interventions)? 

j) Were there any gaps or limitations to the approach of the HCWs or the interventions 

provided? 

k) How can those with MVD and their families or frontline HCWs best be supported in the 

future? 
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FDG questions on loss/grief (relevant to those who lost loved ones) 

a) What challenges or symptoms have you experienced during and after the loss? 

b) How much do you find yourself accepting the loss? 

c) How much does grief interfere with your daily life? 

d) Were you able to conduct a culturally accepted mourning ceremony?  

e) How does the loss or lack of appropriate mourning affect you and your family? 

f) What support did you get following the loss? 

g) What interventions do you recommend for addressing loss and grief? 

C. Annex 3: Questionnaire for key informant interview  

Questions regarding their own reactions, impacts, coping mechanisms and 

recommendations  

a) What were your emotional and behavioral reactions to MVD during and since the 

outbreak? 

b) What were family/community reactions toward you during and since the outbreak? 

c) How did those personal and community reactions impact your life and work? 

d) What measures or coping mechanisms did you use to mitigate the impacts? 

e) Was there any support, including psychosocial support, you received that helped you 

overcome the impact? 

f) What MHPSS considerations and interventions do you recommend for future frontline 

emergency workers working on MVD? 

Questions regarding MVD clients they were supporting 

a) What behavioral or emotional changes did you notice with an MVD case during and 

since the outbreak?  

b) What do you think brought about these behavioral changes? 

c) How did these behavioral changes impact the case in their daily routine, and ability to 

get care and support? 

d) What coping mechanisms did you witness during the outbreak and since the outbreak? 

e) What MHPSS interventions were provided? 

f) What was the impact of the interventions? 

g) Do you have any additional recommendations regarding an MHPSS approach for MVD 

cases and their families?  
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To learn more about the report and our MHPSS program in Ethiopia, contact: 

• Gebreslassie Gebreegziabhier

Ethiopia MHPSS Coordinator

International Medical Corps

ggebreegziabhier@InternationalMedicalCorps.org

To learn more about International Medical Corps’ global MHPSS programs, contact: 

• Claire Whitney

Senior Global MHPSS Advisor 
International Medical Corps

cwhitney@InternationalMedicalCorps.org

All media inquiries should be directed to: 

• media@internationalmedicalcorps.org

mailto:ggebreegziabhier@InternationalMedicalCorps.org
mailto:cwhitney@InternationalMedicalCorps.org
mailto:media@internationalmedicalcorps.org
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