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A B S T R A C T

Background: Severe Mental Disorders (SMDs) affect multiple generations although this is poorly studied. The
aim of this study was to investigate the intergenerational and multidimensional impacts of SMD in rural
Ethiopia.
Methods: This comparative study was nested within an existing population-based cohort study. We collected
data from a total 5762 family members of 532 households (266 households with at least one family member
with SMD and 266 sex and age matched mentally well controls from the neighborhood) in 2019. The main
outcomes were multidimensional poverty, mortality, food insecurity, and family satisfaction.
Findings: Multidimensional poverty Index was higher in the households of persons with SMD (74¢44%) than
the comparison households (38¢35%). School attendance was lower in children of people with SMD (63¢28%)
than children of the comparisons (78¢08%). The median years of schooling was also lower among children of
people with SMD than the controls. This lower attendance was also true among siblings of people with SMD
(35¢52%) than the comparisons (49¢33%). Over the course of 20 years, family members who have a person
with SMD in their household had 23% increased risk of death compared to family members who did not have
a person with SMD in their household. Severe food insecurity was also higher in the SMD households
(20¢68%) than the comparison (13¢53%) while family satisfaction was lower.
Interpretation: Families of people with SMD experience pervasive multidimensional and intergenerational
impacts. Interventions should consider the broader family social and healthcare needs of the broader family.
© 2021 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/)
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1. Introduction

Severe Mental Disorders (SMDs; schizophrenia, bipolar disorder,
and major depression) are disabling disorders with serious negative
consequences extending to family members [1]. These consequences
may be severe in resource-limited countries, where the treatment
gap for mental disorders is very high [2] and family members take
almost all the obligations of caring for the person with the illness [3].
The consequences are also long-lasting and multidimensional per-
sisting even when the person with the illness is not living in the same
household [4,5]. The extent of the burden is affected by patient
related factors such as illness severity, premorbid personality, and
premorbid economic status [6] and family-related factors such as
family members' health, social support, economic status, and under-
standing of the illness and treatment options. The most commonly
reported effects in the literature are psychological and financial bur-
dens. Family members also report physical health problems, includ-
ing increased risk for accident, arthritis, high blood pressure, gastric
ulcers, and headaches [7,8].

The financial problems are related to disability, time spent for
caregiving, difficulty keeping a job, and cost of treatment and
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Research in context

Evidence before this study

We have published a systematic review searching from
PubMed, PsycINFO, Embase and Global Index Medicus from the
inception of each database up to 9 November 2019. We also did
manual searches of gray literature. We combined terms for ill-
ness, terms for list of family members affected by the illness
and terms for impact dimensions with the Boolean term AND.

We found that SMD had multidimensional impacts on the
family, which included physical health problems, psychological
difficulties, and socioeconomic drift. Impacts on children
included higher mortality, poor school performance and nutri-
tional problems.

The level of impact of the illness depends on patient related
factors, family member-related factors and factors related to
health service delivery. The other factors such as age of onset,
duration of illness, number of hospitalizations and current
functioning also predicted the level of impact. We have updated
the search on 5th April 2021 and no new evidence were gener-
ated on the intergenerational impact of SMD.

Added value of this study

Though there was abundant evidence of the " subjective bur-
den" associated with caring for a person with SMD, there were
significant deficiencies on the multidimensional and intergen-
erational impacts of the illness. The available evidence is also
concentrated in economically advanced countries. Moreover,
most of the available studies lack comparison, and their quality
is low. In this study, we demonstrate that the presence of SMD
in the household is a risk factor for multidimensional poverty,
higher mortality and low children’s school enrollment and early
dropout.

Implications of all the available evidence

Available family focused interventions mainly relate to psycho-
education. However, families of people with SMD suffer from
pervasive multidimensional and intergenerational impacts.
This indicates that inclusive and intergenerational interven-
tions may be required for the achievement of the Sustainable
Development Goals (SDGs).
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treatment side effects [8,9]. The problems usually persist and result in
decreased social class, chronic poverty, reduced living standards, and
food insecurity [10,11].

The family members' social and marital relationships may also
suffer. These are characterized by less social event participation,
fewer marriages, higher divorce rate, poorer family cohesion, lower
family satisfaction, and a strained family environment [12]. The ill-
ness of the family member will also affect their children and sibling's
future [13]. The offspring may not get a chance to go to school, drop
out early, or their performances may be poor, while the siblings can-
not choose their own future such as time of marriage [14].

Though there is abundant evidence of the "burden" associated
with caring for a person with SMD, the current care modality is
highly centered on the person with the illness. Evidence is deficient
on the multidimensional and intergenerational impacts of the illness.
Moreover, most of the available studies lack comparison, and their
quality is low [1]. In this study, we aimed to indicate whether the
presence of SMD in the household is a risk factor for multidimen-
sional poverty, higher mortality and children schooling. We also
aimed to assess whether there is an association between food
insecurity, family satisfaction, and the presence of SMD in a well-
characterized sample from the Butajira community-based study on
SMD [15,16].

2. Methods

This study adhered to STROBE (Strengthening the Reporting of
OBservational Studies in Epidemiology) reporting guideline. We
nested this comparative study within an existing population-based
cohort on SMD in two predominantly rural districts of Meskan and
Mareko, Southern Nations Nationalities and Peoples Region (SNNPR),
Ethiopia. Participants (n = 919; 358 with schizophrenia, 346 with
bipolar disorder, and 215 with major depression) were recruited
between 1998 and 2001 through a population-based rigorous and
structured double-stage screening of 68,368 respondents. First,
screening was done with the Composite International Diagnostic
Interview (CIDI) and community key-informants. Then confirmatory
diagnostic assessment was done by trained clinicians using the
Schedules for Clinical Assessment in Neuropsychiatry (SCAN) [15,16].
The data of the cohort can be accessed from AF with reasonable
request.

2.1. Participants

We selected 266 households randomly using computer generated
numbers from the Butajira cohort and 266 sex and age (§5 years)
matched neighboring households, which did not have a person with
SMD. Since the comparisons were recruited for this particular study,
we excluded households where a family has developed SMD after the
establishment of the cohort (n = 2). We included households of peo-
ple with SMD who died before the data collection (n = 37), but we
have excluded households where more than one family member had
SMD. We excluded these households to avoid the multiplicative
effect of the problem. The comparison neighboring households were
the closest match after turning anticlockwise from the index house-
hold (households with SMD) (Fig. 1). The clockwise turning was done
after tossing a coin.

2.2. Outcomes

The primary outcomes were current multidimensional poverty
(health, education and living standard; see below), and 20 years mor-
tality while current food insecurity and family satisfaction were the
secondary outcomes.

2.3. Measurements

Multidimensional Poverty Index (MPI): This is a measure of inten-
sity and nature of poverty in three dimensions: health, education,
and living standards with ten indicators. It was developed in 2010 by
Oxford Poverty and Human Development Initiative (OPHI) and the
United Nations Development Program (UNDP) Human Development
Report. MPI is considered a better way of estimating poverty than
other measures such as income and expenditure. It will be used as an
indicator of the Sustainable Development Goals (SGDs) [17]. The
measure has been modified in different settings. In Ethiopia, the
assets include cattle and land, which is not the case in developed
countries. Since this study was conducted through a family key infor-
mant, it was impossible to measure the nutritional status of each
family member mainly due to their absence. The tool categorizes
households into three groups: multidimensionally poor (deprivation
in one-third of the indicators), severe poverty (deprived in half of the
indicators), and vulnerable to poverty (deprivation in 20�33¢3% of
the indicators) [17]. We have reported both indicator specific and
composite score reports. For the indicator specific report, we have
calculated proportion of household level deprivation based on the



Fig. 1. Participant selection procedure.
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recommendation of the UNDP. For the composite score analysis, we
categorized households into two groups: multidimensionally poor
(deprivation in one-third of the indicators or more) and not poor.

Mortality: We assessed mortality among family members and rea-
sons for death with WHO verbal autopsy [18]. The tool helps to con-
firm death and cause death where physician confirmation of the
cause of death is not possible. Earlier studies in the setting (Butajira
district) showed a high ability of the tool to show probable causes of
death where the sensetivity reaches up to 78% while the specificity
reaches up to 98% [19].

Household food insecurity: We used the Household Food Insecurity
Access Scale (HFIAS) to assess food insecurity. The tool has three
domains: anxiety or uncertainty about food supply, insufficient qual-
ity of food (variety and preference), inadequate quantity of food sup-
ply, and the physical consequences of insufficiency [20]. It had been
used and validated in different settings, including the current study
setting [21]. We used an improved version of the tool with an added
lead-in statement by Tirfessa et al. [10]. For the analysis, we catego-
rized households into two groups: not severely food insecure (food
secure, mildly food insecure, moderately food insecure) and severely
food insecure.

The Family Satisfaction Scale (FSS) was used to assess key inform-
ants' satisfaction with household members' closeness, flexibility,
and communication. The tool was developed based on the Circum-
plex Model, assuming that balanced levels of flexibility and cohe-
sion are conducive to healthy family functioning [22]. It has ten
items with five response levels (ranges from very dissatisfied to
extremely satisfied) where a higher score shows better satisfaction.
The tool has excellent psychometric properties in earlier studies
[23]. Though it was not validated in Ethiopia, we have conducted
transcultural adaptation which improved the understandability of
the tool.

Life events: Presence or absence of threatening life events in the
family was assessed with List of Threatening Experiences Question-
naire (LTE-Q). LTE-Q is a list of twelve stressful life events with yes/
no responses such as: illness, bereavement, crime and legal events.
Occurrence of one or more of these life events will be considered as a
positive outcome [24].

Oslo Social Support Scale (OSSS-3) was used to measure actual
and perceived social support. It had three items with 5-point scale
in the first two items and 4-point scale for the last item. The sum
score scale ranging from 3 to 14 where high score indicates better
support [25].
2.4. Measurement adaptation and pre-test

Steps have included (1) systematic review [1], which helped iden-
tification of available measurement tools; (2) qualitative study for
selection and modification of the measurement tools; (3) Expert
meetings to finalize the selection of the measurements.

Then we supplied five days training for data collectors and coordi-
nators. The training included detailed procedures for approaching
each key informant and used role play to practice the interview. As
part of the training, each data collector conducted two supervised
interviews in the field. Lastly, we have also undertaken cognitive
interviewing with 15 participants as part of the transcultural adapta-
tion of FSS. In the cognitive interviewing, we asked the participant's
understanding of the issue, how they mentally process it and respond
to the concepts in the tool. We conducted transcultural adaptation of
FSS because FSS was not adapted and some of the items were difficult
to conceptualize in the study setting. We have changed the wording
of item 8 and item 10 which improved the understandability of the
tool. A pre-test was also done to assess the measures' overall under-
standability and familiarize the data collection team about the partic-
ipant selection.

2.5. Method of data collection

One adult family key informant reported the household data. The
informant was selected by the family members and considered as the
one with better information about the family. In the pre-test phase,
we involved more than one family member of the same household to
check the consistency of the data across family key-informants. There
were 100% agreement across the informants, and we continued the
actual data collection with a single informant. With the participant's
help, we drew up a detailed family tree and used this as a framework
to inquire about each household and family member. The data collec-
tion procedure was similar in both groups.

2.6. Statistical analysis

We conducted either McNemar's test (MPI, mortality, food insecu-
rity) or paired t-test (family satisfaction) to assess the association
between SMD and the outcome of interest. We have checked normal-
ity of the data a priori with histogram and scatter plot. Negative bino-
mial regression was used to determine the relationship between the
number of deaths among family members and exposure to SMD after



Fig. 2. Proportion of households fulfilling specific poverty indicator of Multidimensional Poverty (SMD vs. comparison (n = 266 for each group).
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adjusting for crucial factors such as family size and major life events.
Zero-inflated negative binomial regression was used to determine
the relationship between schooling and exposure to a sibling or
parental SMD after weighting for the number of school-aged children
in the household. We used the Poisson working model to model prev-
alence ratio and to identify factors associated with multidimensional
poverty. We also used Multivariable logistic regression to find factors
associated with household food insecurity. Kaplan Meier curve were
used to assess the differences in years of schooling among children
and sibling of people with SMD and comparison.

2.7. Ethical consideration

We obtained ethical clearance from the Institutional Review
Board of the College of Health Sciences, Addis Ababa University (Ref.
No: AAUMF 03�008). The data collectors read the information sheet
for all the participants before they signed or gave a fingerprint. We
involved witness in the process when the participant was not able to
read and write. In the information sheet, we have included state-
ments about consent, confidentiality, and participants’ right to with-
draw from the study at any time.

2.8. Role of funding source

The funders of the study had no role in study design, data collec-
tion, data analysis, data interpretation, or writing of the report.

3. Results

3.1. Participant characteristics

We have collected data of 5762 family members from 532 house-
holds (out of 550 approached) through their key informants. Of the
family members, 2122 were children of people with SMD and their
comparisons, 2034 were siblings and the remaining were parents
and spouses of people with SMD and their comparisons. There was
no significant difference in the mean age of people with SMD
(n = 266 (106 with Schizophrenia, 95 with bipolar disorder and 65
with Major depression)) and their comparison (n = 266) (44¢81
(§9¢57) vs 44¢27 (§9¢61)) (p-value=0.52). Only 51¢13% of people with
SMD were currently married while 81¢95% of the comparisons were
married (p-value<0¢001) (Supporting information 1).
3.2. Key-informant characteristics

Two hundred eleven (39¢66%) key informants were spouses of the
person with SMD, 176 (33¢08) were siblings, while the remaining
were either parents or offspring. The household size ranged from 3 to
26 with a median (IQR) of 11 (8,16). The informants' age ranged from
25 to 77 years, with a median (IQR) of 40 (32, 50). More than half
(53¢57%) of the informants have attended formal education. There
were no significant differences between the informants of the two
groups in terms of educational status (p-value=0.35), age (p-
value=0.21), and relationship (p-value=0.33).
3.3. Multidimensional poverty (Household level)

Multidimensional poverty was significantly higher in the house-
holds of a person with SMD (74¢44%) than the comparison group
(38¢35%) (p-value<0.001). This difference was statistically different
in the five indicators of MPI (child mortality, years of schooling,
school attendance, housing, and assets) (Fig. 2). Severe poverty was
also higher in the exposed households (27¢07%) than the non-
exposed arm (5¢64%) (p-value<0.001).

The figure shows higher deprivation among households with SMD
compared with the comparisons in five out of nine indicators of MPI.
These included child mortality, years of schooling, school attendance,
assets, and housing.

After adjusting for household head’s (the head of the household
where the person with SMD and the comparison lives) age, marital
status, years of education, residence, family size, social support, and
known medical problem among family members, households which
contain a person with SMD had two times higher risk of experiencing
multidimensional poverty compared to the comparison households
(Table 1).



Table 1
Associations of selected household characteristics with Multidimensional
Poverty.

Characteristics CPR (95% CI) APR (95% CI)

SMD (yes) 1¢94 (1¢64, 2¢30)** 2¢01 (1¢69, 2¢39)***
Age (head of the household) 1¢00 (0¢98, 1¢01) ¢99 (0¢99, 1¢00)
Head of the household marital

status (currently married)
1¢02 (0¢88, 1¢20) 0¢87 (0¢74,1¢03)

Years of education (household
head)

¢96 (0¢94, 0¢98)*** ¢98 (0¢96, 1¢00)

Residence (urban) ¢71 (0¢58, 0¢86)** ¢81 (0¢66, 0¢98)*
Household size 1¢02 (1¢01, 1¢04)* 1¢02 (1¢01, 1¢04)*
Social support ¢96 (0¢91, 0¢99)* ¢97 (0¢94, 0¢99)*
Known medical problem (yes) 1¢16 (0¢99, 1¢35) 1¢01 (0¢85,1¢19)

CPR: Crude Prevalence Ratio; APR: Adjusted Prevalence Ratio.
*** P-value<0¢001.
** P-value<0¢01.
* P-value<0¢05.

Table 2
Associations of selected variables with children not being enrolled to school.

Characteristics CPR (95% CI) APR (95%CI)

SMD (yes) 1¢94 (1¢64, 2¢30)** 2¢01 (1¢69, 2¢39)***
Age (head of the household) 1¢00 (0¢98, 1¢01) ¢99 (0¢99, 1¢00)
Head of the household marital

status (currently not married)
1¢02 (0¢88, 1¢20) ¢87 (0¢74,1¢03)

Years of education (household
head)

¢96 (0¢94, 0¢98)*** ¢98 (0¢96, 1¢00)

Residence (urban) ¢71 (0¢58, 0¢86)** ¢81 (0¢66, 0¢98)*
Household size 1¢02 (1¢01, 1¢04)* 1¢02 (1¢01, 1¢04)*
Social support ¢96 (0¢91, 0¢99)* ¢97 (0¢94, 0¢99)*
Known medical problem (yes) 1¢16 (0¢99, 1¢35) 1¢01 (0¢85,1¢19)
Threatening life events (yes) 1¢00 (0¢81, 1¢24) ¢92 (0¢73, 1¢16)

CPR: Crude Prevalence Ratio; APR: Adjusted Prevalence Ratio.
*** P-value<0¢001.
** P-value<0¢01.
* P-value<0¢05.

Table 3
Associations of selected household characteristics and mortality among family
members in rural Ethiopia.

Characteristics CIRR (95% CI) AIRR(95% CI)

SMD (yes) 1¢15(0¢94, 1¢40) 1¢23 (1¢01, 1¢49)*
Years of education (household
head)

¢99 (0¢96, 1¢01) ¢99 (0¢97, 1¢02)

Residence (urban) 1¢01 (0¢98, 1¢01) 1¢05 (0¢82, 1¢34)
Household size 1¢08 (1¢05, 1¢10)*** 1¢08 (1¢05, 1¢10)***
Food insecurity (yes) 1¢31 (1¢01, 1¢70)* 1¢16 (0¢90, 1¢49)
Social support 1¢00 (0¢99, 1¢01) 1¢00 (0¢88, 1¢01)

CIRR: Crude Incidence Risk Ratio; AIRR: Adjusted Incidence Risk Ratio.
*** P-value<0¢001.
* P-value<0¢05.

Table 4
Associations of selected household characteristics and food insecurity in rural
Ethiopia.

Characteristics COR (95% CI) AOR (95% CI)

SMD (yes) 1¢53 (1¢04, 2¢24)* 1¢67 (1¢03, 2¢75)*
Household head marital status (cur-

rently married)
¢99 (0¢67, 1¢48) 1¢20 (0¢62, 1¢91)

Age (household head) ¢97 (0¢97, 1¢01) ¢99 (0¢98, 1¢01)
Years of education (household head) ¢96 (0¢92, 1¢01) ¢95 (0¢90, 1¢02)
Household size 1¢04 (0¢99, 1¢09) 1¢07 (1¢01, 1¢14)*
Residence (urban) 1¢17 (0¢78, 1¢74) ¢67 (0¢39, 1¢14)
Social support ¢98 (0¢95, 1¢02) 1¢02 (0¢89, 1¢18)

COR: Crude Odds Ratio; AOR: Adjusted Odds Ratio.
* P-value<0¢05.
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4. Schooling

4.1. Children school attendance

Of 2122 children, 1660 were aged eight years and above during
the data collection period. School attendance was lower in children
of people with SMD (63¢27%) than children of the comparisons
(79¢78%) (p-value<0.001). After weighting for school-aged children
in the household and adjusting for important confounders, being in
the SMD group, rural residence, smaller household size and lower
social support were significantly associated with lower school atten-
dance (Table 2).

4.2. Children of years of schooling

Median grade at the time of dropout from school was also lower
among children of people with SMD than the controls (6 (4, 8) vs. 7
(4, 10)) (p-value<0.01). Eighty-three percent of children of people
with SMD dropped out before grade nine while it was 67% in children
of the comparison. Only two percent children of people with SMD
pass to the second tier of secondary school (11th,12th) compared
with 11% in children of the comparisons (Supporting information 2).
The grade of dropout is not associated with the children’s sex (p-
value=0.08) and age (p-value=0.12).

4.3. Sibling schooling

School attendance was lower among siblings of people with SMD
(35¢52%) than siblings of the comparisons (49¢33%) (p-value<0.01).
Sixty-five percent of the sibling of people with SMD dropped out
before grade nine, while it was 52% in the comparison's sibling (p-val-
ue<0.01). Twelve percent siblings of people with SMD learn beyond
grade 12 while 22% siblings of the comparison learn beyond grade 12
(Supporting information 3).
4.4. Mortality

This section of the study involved 5762 people (2731 in the SMD
households and 3031 in the control households) involving parents,
sibling, spouse, and children. Five hundred seventy-eight deaths
reported since the establishment of the cohort (309 in the SMD group
and 269 in the control group). Accident and acute illnesses were the
most frequently mentioned causes of death. Suicide was reported as
the cause of death in 6 SMD households and 3 comparison house-
holds. The mean age at death was 44¢27 (§27¢76) years in the SMD
families and 45¢17 (§27¢16) years in the control families, which were
not statistically different (p-value=0.21).

In multivariable analysis, mortality was significantly related to
having a family member with SMD and higher number of family
members (p-value=0.02). Family members who have a person with
SMD in the household had a 23% increased risk of death than family
members who did not have a person with SMD (Table 3).
4.5. Food insecurity and family satisfaction

Ninety-one (17¢1%) households fulfilled the criteria for severe
food insecurity based on HFIAS. Food insecurity was significantly
higher in the SMD households (20¢68%) than in the controls (13¢53%)
(p-value=0.01). These unfavorable reports were true in all the nine
items of HFIAS (Supporting information 4). In multivariable analysis
(adjusting for household head’s age, years of education, marital sta-
tus, residence, family size, and social support), the odds to be severely
food insecure in SMD households was 1¢7 times higher than the con-
trols (Table 4). The mean family satisfaction scale score was lower in
households who have a person with SMD compared to the controls
(P-value=0¢01) (Supporting information 5).
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5. Discussion

This study aimed to understand whether the presence of SMD in a
household is a risk factor for multidimensional poverty and higher
morality and to assess whether there is an association between food
insecurity, family satisfaction, and the presence of SMD. Our results
show that family members of people with SMD were more exposed
to higher multidimensional poverty, greater mortality risk, more
heightened food insecurity, and lower family satisfaction.

Our study is unique in many ways. Prior studies focused on
exploring and describing the subjective (emotional) burden of the ill-
ness on the primary caregivers. In the current study, we report the
impact of the illness on the household, all family members and across
three generations to demonstrate the multidimensional and inter-
generational impacts over many years. This was done in a well char-
acterized cohort of people with SMD identified through a population-
based study. Though we randomly selected 266 from 919 in the
cohort, there were no significant differences in important variables
(sex, age, living place and diagnosis). We have used matched control
groups for comparison, which was done rarely in previous studies.
Earlier studies mainly focused on schizophrenia and bipolar disorder,
while our study also included severe depression. These are essential
inputs to develop family-inclusive and potentially inter-generational
interventions. The study also highlights the need for preventive
inter-generational interventions.

The well-established social causation (poverty may result in men-
tal illness) and social drift (mental illness pushes people into poverty)
theories explain the relationship between mental illness and poverty
[11]. Households with SMD report higher poverty levels, more expo-
sure to food insecurity, and lower living standards [10,26]. The cur-
rent study explains the dimensions of poverty using the
Multidimensional Poverty Index (MPI) [17]. We find that MPI was
two times higher in SMD households indicating that unless we criti-
cally consider strategies to mitigate the intergenerational and multi-
dimensional impacts of SMD, we may fail to achieve the SDGs.

The finding about food insecurity is consistent with earlier studies
where households with SMD experience more severe food insecurity
[10,27]. This can be explained by disability, stigma, time spent on
caregiving, and coping mechanisms [10,28]. This is a critical area for
designing short and long-term interventions.

Our finding of a 23% increased risk of death among family mem-
bers of all ages has not been reported. Weissman et al. [6] was the
first to report higher mortality among children of people with severe
depression than the controls over 30 years [3]. Mortality should be
considered as an important target for future studies and intervention
development.

Our results of lesser family satisfaction were also reported in high-
income countries. We have not explored the cause for this but the
general concern about the illness, each family member's role in the
care process, and the cost of treatment may contribute [29,30].

Though we believe this study is an important input, the study had
some limitations: (1) we did not measure one of the ten MPI dimen-
sions (nutritional status) because our study was done through key
informants. But it is important to note that the overall trend in this
regard is very clear from our study; (2) Since we did not find a death
certificate record, we may not get the precise cause of death, but we
have used a locally validated verbal autopsy questionnaire. (3) As the
study is based on 20 years of retrospective data, recall bias is likely in
some variables. We have tried to make sure we obtained consistent
information by involving multiple informants initially.

Our study shows that families of people with SMD suffer from
pervasive multidimensional (mortality, multidimensional poverty,
education, food insecurity and family satisfaction) and intergenera-
tional (parents, sibling, spouse, and children) impacts. In low-income
setting where there is no formal social welfare system, the impact is
substantial. Interventions should consider the broader need of the
family including education. Multidimensional poverty indicators are
also prevalent among the control group. A broader poverty reduction
intervention at the population level are needed.
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