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whether

arising from armed conflict or natural disaster,

Complex  humanitarian — emergencies,
challenge the mental health system of a country in
many ways. Not least because they increase the
risk of mental disorder in the population, and under-
mine the pre-existing structures of care. They may,
however, also bring new opportunities to create
change. In this way, new structures and paradigms
may emerge from the midst of a crisis. The
probabilities for such a change to occur vary from
one setting to another. Regardless, it has been seen
that interventions in complex humanitarian emer-
gencies should not be limited to the deployment
of specialised resources that will disappear once
the emergency has lost its urgency, or visibility.
Apart from provision of dirvect services, interventions
in these circumstances should also aim to build
local capacity and install sustainable systems of
mental health care at the time of the intervention.
This paper serves as an introduction to this special
issue of “Intervention’ and examines the various
aspects surrounding integration of mental health
care and psychosocial support into overall health
systems during, or after, complex humanitarian

emergencies.
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Complex humanitarian
emergencies: context

A disaster is the result of a vast ecological
breakdown between a population and the
environment, on such a vast scale that the
demands exceed available resources (Gunn,
2003). The disaster situation overwhelms
the response capacity of the affected com-
munity and causes disruption and disinteg-
ration of the social fabric by prohibiting
the survivors from functioning normally
(Pérez-Sales, 2004). Traditionally, disasters
are categorised as either natural disasters
(such as earthquakes or floods) or man-
made disasters (such as technological
disasters, environmental disasters, terrorist
acts, armed conflicts or refugee crises). How-
ever, this historical dichotomy is losing its
utility. For example, the impact of ‘natural’
disasters is often compounded when occur-
ring in already fragile ecological or political
contexts, while armed conflicts and massive
displacements are, in turn, fuelled by eco-
logical factors such as population pressure,
and struggles for control over scarce natural
resources such as fertile land and water.
Many disasters do not have a single cause.
The 2010 earthquake in Haiti occurred in a
context characterised by social inequalities,
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grossly inefficient public services and 1ill
prepared physical infrastructures. As a
result, the earthquake had a much more
devastating impact than it would have had
in a politically stable, high income country
with fully functional public services. For
these situations, the term complex humani-
tarian emergency was coined, specifically to
describe settings in which multiple, often
historically and politically determined,
acetiological factors both predispose an area
to disaster, and mitigate its outcomes.
Complex humanitarian emergencies are
often characterised by factors such as:
dislocation of populations, destruction of
social networks and ecosystems, insecurity
affecting civilians and others not engaged
in fighting, and abuses of human rights
(Leaning, Briggs, & Chen, 1999). In such
multidimensional disasters, natural and
man-made factors are closely intertwined.
High levels of violence and social insecurity,
in particular, threaten the capacity of the
population to sustain livelihood and life
(Zw1i & Ugalde, 1991).

Complex humanitarian
emergencies: three phases of
assistance

The conventional classification for the
sequence of humanitarian assistance uses
three phases: relief, rehabilitation and
development. Activities included in the
relief phase aim to provide essential services
to those whose survival is threatened. This
phase is followed by rehabilitation, in which
basic services such as schools, health care,
and water supply are restored, and damaged
infrastructure is rebuilt. Finally, the assist-
ance can focus on broader goals, such as eco-
nomic growth, improving living standards
and creation of wealth and social capital
2003). While this

rehabilitation—development continuum is

(Ryscavage, relief—

meant to organise the post disaster response
in a logical way, there are fundamental
flaws with it in complex humanitarian emer-
gencies. For example, this continuum tends
to obscure the social, macro-economic and
environmental factors contributing to the
disaster in these settings, and it may serve
to legitimate restoration of a socially and
morally unjust, fragile status quo.

Documents that provide consensus frame-
works to guide humanitarian responses
after disasters, emphasise community based
approaches and the need to reinforce the
responses of the local population (IASC,
2007; The Sphere Project, 2011). Typically,
these frameworks limit their scope to the
responses occurring in the midst of an emergency,
generally the first months after a disaster.
Within one to two years after an emergency,
ended their

programmes and moved to new emergency

many organisations have
settings. The changing nature of humani-
tarian emergencies, however, from short
term emergencies in confined areas to pro-
longed emergencies in large geographical
areas, need a different approach, with
due attention given to capacity building
of national staff and public institutions
(Salama et al., 2004). In this post disaster
phase, the need for new leaders and uncon-
ventional approaches may arise. This can
call into question the status quo of ‘ow things
were always done’, and may lead to rethinking
and redefining public service delivery.
The influx of local and foreign qualified
professionals, and the provision of aid
funds, can provide additional factors to
create opportunities for change, if the
the
moment. This requires the use of long term

opportunities are seized at right
perspectives that go beyond immediate
services delivery, and aim to restore and
restructure the systems that provide these

services (de Jong, 2002).
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Mental health and psychosocial
support in complex
humanitarian emergencies
Attention to mental health and psychosocial
support (MHPSS) in the aftermath of
disasters is relatively new, and has led to
fierce and often polarised debates about
what kind of mental health care and psycho-
social support needs to be organised (Ager,
Strang & Wessells, 2006; Galappatti, 2003;
van Ommeren, Morris, & Saxena, 2006;
Williamson & Robinson, 2006). The widely
diverging views among MHPSS prac-
titioners working in complex humanitarian
emergencies contributed heavily to poor
coordination across approaches, resulting
in fragmented services and a lack of com-
prehensive support. The wide range of
opinions about what should be done is
partly related to the absence of a solid base
of evidence on the results of MHPSS inter-
ventions in complex humanitarian emer-
gencies (Wessells & van Ommeren, 2008).
The need to create such an evidence base is
obvious (Tol et al., 2011), yet too often, inter-
vention strategies are employed where the
effectiveness is not at all clear. It is also, as
yet, unclear how emergency MHPSS may
contribute to lasting mental health reforms
in the post disaster/post conflict phases,
and whether the efforts during emergencies
actually do lead to an improved mental
health care delivery for the population (All-
den et al., 2009). MHPSS service providers
in complex humanitarian emergencies can
learn from experiences elsewhere in the
developing world, and, in turn, may provide
data that are useful for the emerging global

mental health movement.

Mental health, an emerging
global priority
Mental health is
health priority because of the relative high

becoming a global
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prevalence of mental disorders and the
associated disability (Prince et al., 2007).
Among the most prevalent mental disorders
are: depression, schizophrenia and alcohol
or drug abuse disorders (World Health
Organization, 2005). While non-communic-
able diseases, including mental disorders,
already pose a substantial global economic
burden, this burden is expected to rise more
than double in the next two decades. Within
this group of noncommunicable disorders,
the most important contributors to the
global economic burden are mental health
conditions and cardiovascular disease
(Bloom et al., 2011). In low income countries,
the resources for mental health care are
very limited, typically less than 1% of an
already low health care budget (Saxena
et al., 2007). Although there has been a
lobby to promote mental health care in the
development agenda in low income
countries, there are also major challenges
about /ow to integrate mental health care
into health sector reform plans. Some of
these challenges include: engaging mental
health professionals in general health sector
reforms; strengthening the links between
mental health and social development; and
intensifying resource mobilisation (Jenkins
et al., 2010). One key to improving mental
health in communities 1s to look beyond
narrowly defined health care systems. Treat-
ment of mental disorders requires more than
just individual therapies for the sufferers.
They should also foster the inclusion of men-
tal health interventions into general health
systems, thereby

(Jenkins et al., 2011), as well as foster integ-

strengthening policies

ration of mental health aspects in general
social policies to improve the wellbeing of
the population (Friedli, 2009). A recent
consensus seeking exercise among hundreds
of researchers, advocates and clinicians,
identified the most urgent research priorities
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for improving the lives of people with
mental illness around the world. The five
most important areas to be researched are
related to: 1) strengthening the mental health
component in the training of all health care
personnel, 2) integrating screening and core
packages of services into routine primary
health care, 3) reducing the cost and improv-
ing the supply of effective medications, 4)
providing effective and affordable com-
munity based care and rehabilitation,
and 5) improving children’s access to evi-
dence based care by trained health providers
in low and middle income countries (Collins
et al., 2011).

One of the main strategies to improve
access of the population to mental health
services 1s to integrate such services within
the general health care system, and to avoid
stand-alone systems based on specialised
psychiatric hospitals. Integrating mental
health services into primary health care
(PHC) is often considered the most viable
way of ensuring that people get the mental
(World Health
Organization & Wonca, 2008). Primary
health care is defined as the first level of
health system contact with the population.

health care they need

It includes various aspects, such as: health
promotion, prevention, care for common
illnesses, and management of on-going
chronic health problems. Primary health
services act as the principal point of consul-
tation for patients within a health care
system, and depending on the conditions of
the system in the area, and the type of
structure, it can be carried out by a doctor,
nurse, midwife, community health worker,
traditional healer, or members of the group
or the community. There 1s no single best
practice model for the integration of mental
health care into PHC that fits all contexts.
In documenting 11 examples of successful
integration of mental health care into

primary care, only one country, Uganda,
was a post conflict or post emergency
setting (World Health Organization &
Wonca, 2008). Among the basic require-
ments to make the integration a success are
elements such as adapting mental health
policies, ensuring that primary care workers
are adequately trained, organising appropri-
ate supervision, ensuring that primary care
workers are not burdened with unrealistic
amounts of tasks, and making specialist
health
facilities available to support primary care.

mental care professionals and
One important practical lesson was the need
to collaborate with other government non
health sectors, nongovernmental organis-
ations (NGOs) and community networks.

The World Health Organization has
launched the comprehensive mental health
(mhGAP) to

address this lack of care, especially in low

Gap Action Programme

and middle income countries, for people
suffering from mental, neurological and
substance use disorders. This includes an
intervention guide with evidence based
mental health interventions for general
health workers (World Health Organiz-
ation, 2010). There is now an urgent need
to use these available tools on a larger
scale, and to document what we can
learn from the process to scale up mental
health services in low resource settings

(Eaton et al., 2011).

A closer look at mental health
interventions in emergencies:
what should be done?

There 1s an important and large gap
between the rapidly increasing knowledge
base on community mental health care in
low and middle income countries, and the
mental health and psychosocial work that is
actually done in emergencies (Allden et al.,
2009). One important challenge in planning
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mental health services in complex emer-
gencies 1s how to ensure that the service
has immediate, measurable benefits, while
at the same time building a model that is-
sustainable and ultimately integrated
within the broader primary health service
(Silove, 2004b). The World Health Organiz-
ation advocates strengthening pre-existing
mental health services. Particularly after
the most acute distress has decreased, and
the most basic needs have been addressed,

should be directed
establishing a more comprehensive range

efforts towards
of community based mental health inter-
ventions, ensuring that 1) people with
severe mental disorders (e.g. psychosis,
severe depression) have access to effective
care in the community, 2) mental health
care is available within general health
settings and 3) links to outside the formal
health sector are established and made
functional. This last point could include,
for example, training and supervising
of social workers, teachers, community
leaders, and, when feasible, and traditional
healers (van Ommeren, Saraceno, &
Saxena, 2004).

Many papers published on mental health
problems in humanitarian emergencies
focus on the prevalence of mental disorders,
with a strong emphasis on posttraumatic
stress disorder (PTSD) and depression.
Reported prevalence figures of depression
and PTSD vary widely between surveys
of conflict affected populations. While this
may be a result of contextual factors,
such as the extent of exposure to adversity,
they affected by
methodological differences (Rodin & van

are also strongly
Ommeren, 2009). Trauma focused surveys
are also often unable to identify the effects
of a complex emergency on a population’s
ability to care for itself (Ager, 2002), or to

identify locally used cultural expressions
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on the lack of wellbeing (Miller, Kulkarni,
& Kushner, 2006). Prevalence rates of
severe mental disorders, such as psychosis
and bipolar disorder, are largely unknown.
A rough estimation is that a humanitarian
crisis leads to an increase of the prevalence
of severe mental disorders from 2—-3% to
3-4% 1in the first 12 months, and for
common mental disorders from an
estimated 10% at baseline (pre-crisis) to
20% (van Ommeren, Saxena, & Saraceno,
2005). In striking contrast to the impressive
amount of scientific papers on prevalence
figures in complex emergencies, is the
dearth of papers describing the outcome of
actual interventions to tackle such pro-
blems. The published literature is skewed
towards psychological interventions for
PTSD. This emphasis on trauma related
mental problems is not consistent with the
kind of programmes that are usually imple-
mented, and for which there is an urgent
MHPSS

interventions initiated by external actors,

need to assess the eflectiveness.

such as international NGOs, frequently are
not well connected to existing systems of
care. A recent survey of 160 reports of actual
interventions found that the vast majority of
them took place and were funded outside
existing systems of care, such as national
mental health care systems ('lol et al., 2011).
A World Bank report in 2005 identified
this lack of systematic documentation of
inter-

mental health and psychosocial

ventions in post emergency and post
conflict settings as the major obstacle to
more effective and better targeted interven-
tions (Baingana, Bannon, & Thomas, 2005).
Others have called for a public discussion on
the results of assessments and evaluations of
mental health activities in complex humani-
tarian emergencies, so that lessons can
be learnt for future interventions (Mollica

etal., 2004).
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How trying to help can make
things worse: the example of
Sri Lanka

In the aftermath of some humanitarian
emergencies, the influx of organisations
and groups providing all kinds of assistance
can be quite overwhelming. More to the
point, they may also inadvertently under-
mine existing assistance structures, and dis-
credit local ways of coping with adversity.
This has been poignantly described in post
tsunami Sri Lanka, where delivering of
mental health care and psychosocial support
in affected areas was compromised by the
massive destruction of infrastructure, and
difficulties coordinating responses between
many organisations were involved (Ashraf,
2005). A Sri Lankan psychiatrist, Ganesan
(2006), saw dozens of experts in mental
health and psychosocial support being
‘parachuted in to the east coast of Sri Lanka
to start a multitude of trauma- focussed
activities, while there was far less attention
given to much more urgent social work
projects and programmes to care for those
with severe mental disorders such as psy-
chosis. In his chapter “The wave that brought
PTSD to Sri Lanka;, Watters (2010) provides
disconcerting examples of the rather toxic
combination of cultural naivet¢ and the
therapeutic arrogance of many of these
experts. Humanitarian interventions, such
as mental health training of local staff,
may amount to the imposition of western
concepts of distress and disorder, to popu-
lations with different ways of understanding
human suffering (Abramowitz, 2010). More-
over, the efforts of outsiders to provide
mental health assistance tends to obscure
the efforts by local stakeholders (Fernando,
Pedersen, & Weerackody, 2010). There is also
a risk that NGO programmes take away
mental health professionals from the public
system. As Ganesan (2011) mentions in this

issue, he was the only psychiatrist in the
heaviest affected area of Sri Lanka post
tsunami, and felt pressured by external
agencies and the media to decrease the time
he spent treating people with severe mental
disorders, and to favour trauma focused
interventions of the newly started pro-

grammes instead.

How something good may come
out of a disaster: the example of
Sri Lanka

Fortunately, there are also good examples
where mental health interventions in the
setting of complex humanitarian emer-
gencies have had long lasting, positive
effects on mental health service delivery.
Again, Sri Lanka may serve as an example.
The financial aid generated as a response
to the tsunami boosted the development
of community centred, and therefore decen-
tralised, mental health care in Sri Lanka.
For example, in the northern town of
Jaffna, local organisations and authorities
formed a joint Mental Health Task Force in
the first months after the disaster, in order
to coordinate their activities (van der Veen
& Somasundaram, 2006). The ad hoc task
force was later transformed into a formal
intrasectoral, coordinating body for local
and NGOs

mental health and psychosocial work, and

governmental involved in
continued to be a driving force for improv-
ing MHPSS services in the area (Krishnaku-
mar, Sivayokan, & Somasundaram, 2008).

Prior to the tsunami, in the north-eastern
areas of Sri Lanka, there was a long history
of protracted armed conflict. There, local
mental health workers had already started
innovative mental health services within
secondary and primary care. The World
Health Organization advised using this
model for other districts in Sri Lanka (Sara-
ceno & van Ommeren, 2003). Unfortunately,
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donors were initially uninterested, that is
until the 2004 Asian tsunami. The sudden
availability of funds for mental health care
prompted the development of a national
mental health policy that encouraged
decentralisation of service, and that was
de facto based on the innovative work
developed in the conflict affected areas
in the north east (Saraceno, 2005). The
increased awareness of the importance of
mental health care after the tsunami,
prompted the establishment of decentralised
health

general health care, and led to training of

mental services integrated into
general health workers to provide treatment
for people with mental health problems in
the (Mahoney

et al., 2006). Several years after the tsunami,

tsunami affected areas
there are still mental health services in
seven tsunami affected districts of Sri
Lanka, run by the Ministry of Health
(WHO, 2008). A map of the diversity
and spread of mental health services
shows the improvements quite dramatically
(Figure I).

The importance of documenting
experiences

The brief examples of Sri Lanka above
may serve to highlight the importance of
describing the process of how interventions
in these settings, often starting with a relief
perspective, can lead to more fundamental
changes in mental health service delivery.
Perhaps there are many experiences of
mental health care being integrated into
existing systems of care during humani-
tarian emergencies, but to our knowledge,
they are rarely documented. Edited volumes
on mental health in post war and post
conflict settings pay limited attention to
aspects related to the integration of mental
health care into existing systems, and focus

Ventevogel et al.

instead on the development of NGO based
services. Or they describe the immediate
mental health response without taking a
longer term perspective, while in turn,
books on mental health care development
In resource poor settings often do not
address the specific context of humanitarian
emergencies.

There are many reports of successful mental
health training of general health workers
in humanitarian settings (Budosan, 2011
Budosan et al., 2007, Henderson et al.,
2006; Mohit et al., 1999; Sadik et al., 2011;
Ventevogel & Kortmann, 2004). These
articles usually describe how it was feasible
to install basic mental health care skills in
general health workers. However, we are left
with the question of what happened after?
Some articles describe how attempts to
start primary mental health services within
primary care proved feasible within the
project period, showing clear increases of
numbers of patients receiving treatment
(Budosan & Jones, 2009; Jones et al., 2007a;
Jones et al., 2009; Somasundaram et al.,
1999; Souza, Yasuda, & Cristofani, 2009).
Yet, most of these publications focus on
direct output (building mental health skills
in staff, increasing the number of patients
in treatment) with less attention to a sys-
tematic description of how these inter-
ventions could contribute to long lasting
changes in public mental health services
delivery. It is rare to find published docu-
mentation on how mental health projects,
that started in the aftermath of a humani-
tarian emergency, moved from a project
with an initial focus on relieving immediate
suffering to long term programmes to
strengthen mental health care services.
There are exceptions. In the 1980s in
Guinea-Bissau, then recovering from an
18 year long war of independence, a com-
munity mental health programme was set

201

Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.



Integrating mental health care into existing systems of health care: during and after complex humanitarian

emergencies, Intervention 2011, Volume 9, Number 3, Page 195 - 210

(‘DYUDT 14§ UOYDZIUDSL() YDILL PILOA PUD UOWLYNN & YHDIE] fo Asturpy 204m0S') [T —FO0E S221aLas yyay [opuaw Jo juauwido)aadp ayj Surcnoys vyuvT U fo oy ] 2nsuy

(U}[B8Y [B1UBL 1O} S8DIN0SBI UBWINY PUE SIIUIO YIRBINO

‘1N 8120 BjRIPAULIBIUL HUN BIN0R “YaAsg urdig/isielyofsd 6-e) seaines yieay fepusw ensusyaidwod [

(so1u1fo YoeaNo pu Jun e1noe YsiueIloAsd B-9) Saopvias uyeay [ejuew oiseq [I]

(sa1u1}o) seoinies weay (eyuaw oiseq op [

1un Aeys Buo
J1un 8180 ajeipawselu) pauteld [

J1un a1ed ajeipawIaly|
sseuB0ad ujjun Ayeiyoksd epnoe peuueld O
un Ayeiyaksd aynoe pauueld @

1102 - 0103

un AneiyaAsd enoy
Areyyoksd urewordip-on
siesysibelsojuag 7
jueynsuod Buoy 7
Isueofsd

6008 ~8003

G003 -

7002

eyueRT 11G Ul S82IAISS Y}[eay [ejusw jo uolsuedxy

uonuIny pue Xt
a1eayyeaH 4o Ansiuiy W@%

R

202

Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.



up to train primary health care workers
in mental health, and the evolution of this
programme was described for a period
covering more than a decade (de Jong,
1996). In Timor Leste, overwhelmed by the
effects of mass violence, displacement and
destruction of infrastructure after its violent
cessation from Indonesia in 1999, a mental
health care programme with a strong
community oriented outlook was described
for a period covering more than a decade
(Silove et al., 2011). In Afghanistan, after
the fall of the Taliban in 2001, NGO led
mental health projects started with the
aim of integrating mental health into exist-
ing governmental health care services.
Several NGOs and the WHO contributed
to curriculum development and advocacy
for the inclusion of mental health into
the Basic Package of Health Services
(Ventevogel, Faiz & van Mierlo, 2011).
There are however many more complex
humanitarian emergencies in which govern-
ments, local organisations and international
NGO design and implement mental health
programmes. Unfortunately, little is known
about these experiences. For example, in
Aceh, the emergency programme by an
international NGO after the 2004 tsunami
(Jones et al., 2007) was later taken over
by another international NGO with a
strong focus on development. The health
authorities made annual budgetary allo-
cation to continue the primary health
centre based community mental health
services, but this experience has not yet
been documented (A. Mohanraj, personal
communication). Much of the experience
of organisations that actually make the
transition from emergency relief to the
adoption and promotion of structural
changes in service delivery for people with
mental disorders, remain undocumented to
this day.

Ventevogel et al.

Emergencies: risks and
opportunities for strengthening
existing mental health care
systems

Complex humanitarian emergencies create
both enormous challenges and opportunities
for structural improvement of mental health
services. A discursive reading of the pub-
lished literature led us to identify the follow-
ing opportunities and challenges for the
development of sustainable mental health
services, during and after complex humani-

tarian emergencies:

Risks
1. Creating parallel systems
The breakdown of often already weak
and inefficient public services often
prompts aid organisations to start
services by themselves. While there may
not always be an alternative, the risk is
that unsustainable programmes are
created, with the result that instead of
supporting the public system, it may
undermine it. Interventions may focus
on one particular type of ‘mental
disorder’, while ignoring that the spec-
trum of mental health problems in
complex emergencies 1s much broader
(Summerfield, 1999). If separate services
are started, it 1s often challenging
NGOs to make the transition towards
integrated, horizontal
(de Jong, 2007).
2. Interventions by outsiders may ignore what

people do themselves
Humanitarian

programming

interventions  may
silence, or marginalise, local perspect-
ives and local views (Abramowitz &
Kleinman, 2008). The acceptable, or
dominant form of healing communities
after mass upheaval, is expected to come
from humanitarian aid and this tends to

obscure the healing the social wounds of war.
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In other how communities

themselves mobilise their own social,

words,

and other resources, in order to recover
in their own time and in their own way
(Last, 2000).

Medicalising non pathological distress and
social problems

TheWorld Health Organization warns of
the risk of misapplication of the medical
model by general health workers with
basic training in mental health care
(van Ommeren et al., 2004). This has
been documented as a real problem in
complex humanitarian emergencies,
such as Afghanistan (Ventevogel, Faiz,
& van Mierlo, 2011).

Overburdening general health workers with
skills and knowledge they cannot use

General health workers in overloaded
health care facilities have limited
time for each encounter, and often do
not have the time to go deeper into
the presented complaints and therefore
health disorders that
present as physical problems (Afana
et al., 2002).

Providing insufficient supervision and follow up

miss mental

lraining

Systematic supervision and training,
preferably attached to existing institu-
tions, 1s an essential ingredient of
capacity building, but may also be given
limited attention in practice (Silove,
2004a).

Many of these risks are not specific to the

situation of complex humanitarian emer-

gencies, but may become more pronounced

and urgent in such emergencies. Similarly,

the unusual context of complex humani-

tarian emergencies can also provide oppor-

tunities that, again, may not be specific

for

these contexts, but may be more

pronounced.

204

Opportunities

1

Increased funding opportunities

Some complex humanitarian emergen-
cies, particularly those involving acute
natural disasters such as earthquakes or
tsunamis, may generate many millions
of dollars in emergency relief. This is
usually distributed by multilateral
agencies and foreign governments, and
translated into short term projects by
international NGOs. The unprecedented
amount of funding, in an otherwise
disadvantaged or marginalised region,
can provide opportunities to start new
initiatives that boost mental health care.
Possibilities to involve different categories of
health workers in mental health activities
Themassive needs arising in emergencies
may lead health authorities to accept
piloting new initiatives for mental health
care provision, including the training of
general health workers, the use of para-
medical staff and working closely with
communities. Mental health care should
be linked with other sectors, outside the
health care system in order to become
effective on a community level (World
Health Organization, 2003). Perhaps the
most powerful interventions to improve
the mental health status of people in
impoverished circumstances are outside
the formal health sector. Interventions
dealing with mental health can play
an important role in effective post
conflict reconciliation and reconstruc-
tion (Baingana, Bannon, & Thomas,
2005). The influx of organisations with
community focused orientations may
make help to improve such inter-sectoral
links.

Including mental health care in health sector
reforms

Mental health care should not be
isolated from other parts of health care.
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It needs to be linked with other, more
general approaches to strengthen the
health care sector, including aspects such
as general health sector reform and
results based financing. Emergencies
often lead to health sector reforms, and
in several post conflict settings, such as
Afghanistan, Somalia and Liberia, this
has led to the incorporation of mental
health into minimum packages of care
(Ventevogel et al., 2002). Health policy
makers are also more likely to accept
and implement mental health care
reforms (Munir et al., 2004; Pandu
Setiawan & Viora, 2006)

This Special Issue of Intervention documents
a variety of examples from mental health
programmes in the aftermath of natural
disasters and armed conflict. Some of the
main lessons learned are described in the
closing article of this issue (Pérez-Sales
et al., 2011). We hope it will contribute to
building an evidence base for integrating
mental health care into existing systems of
health care, in complex humanitarian
emergencies.
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Integrating mental health into
primary health care settings after
an emergency: lessons from Haiti

Nick Rose, Peter Hughes, Sherese Ali & Lynne Jones

Following the 2010 Haiti earthquake, there was a
need for spectalist services for severely mentally ll
people who were presenting to the emergency medical
clinics set up for displaced people. That need was
unmet. Using guidelines drawn up by the Inter-
Agency Standing Commuitee (IASC), and piloting
the Health Information System ( HIS ) of diagnostic
categories in mental health, weekly mental health
clinics were begun in eight mobile clinics. A psy-
chiatric liaison service was also started in the main
casualty hospital. Haitian general practitioners
and psychosocial workers, who received on-the-job
tratming and supervision from the authors, ran these
services. This integrated mental health/primary
health care model was successful in engaging severely
mentally tll patients in treatment; however, the
scale of the disaster meant that only a relatively
small proportion of the displaced population could
access help. This limitation raised a number of
questions about the practicality and sustainability
of the IASC model in resource poor countries, with
poorly developed communily services, hit by large

scale emergencies, which the authors address.

Keywords: carthquake, Haiti, large scale
health

emergencies, mental services,

resource poor countries

The Haitian Government reported that
an estimated 220,000 people were killed
and 15 million displaced in the 2010
Haitian earthquake (United Nations High
(UNHCR),
2010), although a more recent draft report

Commissioner for Refugees

commissioned by the United States Agency
for International Development (USAID)
has recently claimed that the mortality
figures may have been overestimated at least
threefold (BBC, 2011). Nevertheless, what-
ever the final estimate, the scale of the
disaster was immense; occurring in a
country where four out of five people already
lived below the poverty line, and where the
health
ranks last for health care spending in the
Western Hemisphere (World Bank, 2006)
with health provision unregulated and
patchy. Only 30% of health facilities were
public, mostly in urban areas, and 70% of

infrastructure was weak. Haiti

rural health services were provided by
(NGOs),
with 40% of the rural population having

nongovernmental organisations

no access to primary health care (World
Bank, 2006; WHO, 2010a). Mental health
resources were highly centralised, and con-
sisted of two psychiatric hospitals in Port-
au-Prince, both of which were understaffed
and in a poor state of repair. There were only
0.2 psychiatrists per 100,000 general popu-
lation, as compared to 11 per 100,000 in the
United Kingdom (WHO, 2005), most work-
ing in the capital city. Outside of Port-au-
Prince, there was little access to psychosocial
support or effective social services. There
was, however, a widespread network of
traditional religious healers. Todou beliefs
are common in Haiti, and these beliefs sup-
port a religious health care system that
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incorporates healing practices (WHO,
2010a). Vodou beliefs are also reflected in the
presentation and causal explanation of
severe mental illness. This fragile health
infrastructure was overwhelmed following
the destruction of at least eight hospitals, as
well as the deaths and injuries of essential
personnel during the earthquake. A massive
aid effort was mobilised, which included
attempts to meet the needs of those with
severe mental illness. This paper describes
how one group of mental health pro-
fessionals undertook this task.

Meeting mental health needs
following large scale disasters
WHO guidelines, for providing mental
health assistance after disasters, have pre-
viously suggested that there are three groups
of distressed people, each requiring a differ-
ent response (WHO, 2007). Those with
mild psychological distress that resolves in
a few days or weeks, and needs no specific
intervention, estimated at 20—40% of the
affected population; Those with moderate
or severe psychological distress, who would
benefit from basic non specialist, psycho-
social interventions, such as psychological
first aid and interventions that strengthen
community and family, are estimated at
30—50% of the affected population. Finally,
are those with a mental disorder, the inci-
dence of which appears to temporarily
double following a disaster. Within this last
group, the prevalence of mild to moderate
disorders, such as mild to moderate depres-
sion or anxiety, would be expected to
increase from a baseline of 10% (WHO,
2004) to 20%, while the prevalence of severe
disorders could rise from 2—3% to 3—4%.
As a result, how to undertake psychosocial
and mental health work after disasters has
long been the subject of debate. For example,
there has been no agreement on the public

health value of the posttraumatic stress
disorder (PTSD) concept and no agreement
on the appropriateness of “vertical trauma
focused services (van Ommeren et al,
2005). The needs of people with severe
mental disorders, in post disaster situations,
have also been slow to get recognition. After
Hurricane Katrina in 2005, it was estimated
that the prevalence of severe mental disorder
almost doubled from 6.1 to 11.3% of the
affected population, yet
agencies tended to focus on the immediate

psychosocial

traumatic responses (Kessler et al., 2006).
This lack of consensus to the approach
meant that mental health was only briefly
discussed in the first edition of the Sphere
guidelines on humanitarian standards, pro-
duced by a group of leading international
aid organisations in 1998 (published as
The Human Charter and Minimum Standards in
Disaster Response, commonly referred to as
the Sphere Handbook, currently in its 2011
edition). Controversy continued during the
Asian Tsunami, when psychosocial agencies
were widely criticised for lack of agreed
standards and varying approaches. This
experience led directly to the creation of
the
(IASC) task force set up to agree guidelines

Inter-Agency Standing Committee
for the practice of mental health and psycho-
social work in emergency settings. Represen-
tatives from 27 international governmental
and nongovernmental organisations worked
over two years, in consultation with experts
from more than 100 nongovernmental
organisations, academic Institutions, and
professional organisations. The resulting
IASC Guidelines on Mental Health and Psycho-
social Support in Emergency Settings represent
an international consensus on the type of
care, and care system that is suitable
for emergency situations (Inter-Agency
Standing Committee, 2007; Wessells & van
Ommeren, 2008).
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The hierarchy of responses recommended
by the IASC guidelines includes: advocacy
for equitable and dignified access to basic
necessities and protection for the majority;
social interventions that reconnect disrupted
families and communities, and help them
restart their lives; more focused individual
psychosocial support for those who suffer
more severe non pathological reactions;
and clinical interventions for the most
severely affected minority. Other authors
have emphasised the importance of acknow-
ledging and building on the natural
resilience of individuals and communities.
Resilience is seen as a process rather than
an end point, and is reinforced through
strategies such as psychological first aid,
and enabling displaced communities to be
as self-reliant as possible (Raphael, 2008;
Bonanno et al., 2010).

In relation to care for people with severe
the IASC

recommends integrating mental

mental disorders, guidance

health

provision with primary care clinics (Box 1),

Rose et al.

with the WHO
strategy for mental health provision in
poor nations (WHO, 2008). This guidance
also recommends giving appropriate sup-

which 1s consistent

port to local services and institutions
caring for people with severe mental dis-
orders and other mental and neurological
disabilities.

Saraceno et al. (2007) have identified
a number of barriers to integrating mental
health services into primary care. One is
the work overload suffered by most primary
health care workers, which means they see
themselves as having no time for mentally
ill patients. The second is providing short,
theoretical training courses without follow
up supervision. These constraints may
result in a failure to distinguish distress from
disorder, and consequent overmedicalisa-
tion, and overprescribing of psychotropic
drugs, for minor complaints. A third barrier
can be the lack of psychotropic drugs, so
that even trained workers lack the means

to treat severe mental disorders.

mental disorders

emergency rooms)

Or Narrow groups

severe mental disorders

Box 1: Minimum response actions to address needs of people with
severe mental disorders in emergencies (from IASC Guidelines on
Mental Health and Psychosocial Support in Emergency Settings)

1. Assess situation (including surviving health capacity)

2. Ensure adequate supplies of essential psychiatric drugs

3. Enable at least one member of emergency primary health care (PHC) team to
provide frontline mental health care

4. Train and supervise available PHC staff in the frontline care of severe

5. Avoid overburdening PHC workers with multiple different training sessions
6. Establish mental health care at additional logical points of access (including

7. 'Try to avoid creating parallel mental health services focused on specific diagnoses,

8. Inform population about the availability of mental health care
9. Work with local community structures to discover, visit, and assist people with

10. Beinvolved in all inter-agency coordination on mental health
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The IASC Guidelines address each of these
barriers, recommending that theoretical
training 1s always accompanied by super-
vised on-the-job training, and that primary
health care (PHC) staff’ are assisted and
trained in time management to allow
dedicated time for mental health work. The
guidelines also recommend training in
simple psychological interventions for non
pathological distress, and rational prescrib-
ing. Also important is investment in systems
of care, rather than individual stafl mem-
bers, and ensuring that treatment conforms
to international standards of care (Cohen,
2001).

The TASC recommended model of inte-
grating mental and physical healthcare in
emergency and conflict zone situations
is now well established practice (van
Ommeren et al., 2005; Budosan et al., 2007,
Jones et al., 2009; Rose, 2011; Mueller et al.,
2011). However, the scale of the disaster in
Haiti and the complete absence of com-
munity based mental health care prior to
the earthquake provided a challenging
opportunity to test the Guidelines in an
emergency, setting  of

resource poor

immense proportions.

Our response to the Haiti
emergency

A rapid assessment of need was done within
12 days after the earthquake. This included
coordination with other local and inter-
national agencies planning to provide
mental health and psychosocial care. Little
information was available on Haiti’s pre-
existing mental health needs, therefore
the assessment included visiting both of the
national psychiatric hospitals in Port-au-
Prince, and talking with surviving staff.
Emergency clinics for displaced people, set
up by a number of medical aid organisations,

were also visited as was the main Emergency

Room for Port—au-Prince situated in the
grounds of the partly destroyed University
Hospital, I'Hopital de I'Université d’Etat
d’Haiti (HUEH).

At this stage, the International Medical
Corps was responsible for providing 15 com-
munity clinics, as well as Emergency Room
services at HUEH. The assessment revealed
that the majority of people attending the
emergency services reported feeling shocked
and afraid, with common complaints of
palpitations and a persistent feeling that
the ground was moving. People were also
being seen with severe mood disorder and
psychotic illness, clinical problems that the
medical teams were poorly equipped to
manage.

The majority of the affected population
were living in overcrowded makeshift
shelters and/or crowded camps for displaced
people. They were frustrated and angry at
the difficulties of obtaining basic necessities,
and at the lack of security. Therefore,
advocacy to change these conditions was a
psychosocial priority from the start. Most
people had suffered losses of some kind.
Some individuals had been trapped under
the rubble for long periods. A child patient
of one of the authors had been discovered
after nine days for example. Because of the
rapid disposal of bodies in mass graves and
the persistent problem of uncleared rubble,
many had been unable to find or identify
the remains of their loved ones, which
made mourning difficult. Added to this, fear
and stress was generated by continuing
government warnings of the likelihood of
new quakes. Given these conditions, the
resilience of the population and the degree
to which they were helping themselves
was remarkable. Markets appeared in the
makeshift camps in the first days after the
disaster, as did small enterprises such as
phone charging, hair dressing and the
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sale of prostheses, crutches and wheel
chairs.

Assessment of the two psychiatric institu-
tions revealed a particularly disturbing
situation. In the acute psychiatric hospital
near the city centre, 11 of the original 100
inpatients lived in degraded and insanitary
conditions with no running water, no
power, filthy accommodation, no bedding,
and no clothes.

Many of the staff were understandably
preoccupied with their own affairs, because
they were bereaved, or their homes were
destroyed, and did not return to work for
weeks. Those who did come to work had to
care for at least 150 outpatients a day in a
tent surrounded by an encampment of 120
displaced families that had taken refuge in
the hospital yard.

In the long stay hospital on the outskirts
of Port-au-Prince, many patients had run
away when the wall collapsed and the
remainder slept in the open-air as the rooms
were considered unsafe.

At least 90
agencies were offering psychosocial support

international and local
after the earthquake. Coordination took
place through the UN led mental health
and psychosocial support sub-cluster, which
met twice a week. A representative from
the Haitian Ministry of Health was joint
chair of this meeting. Mapping of agency
activities made it clear that very few of
them were providing psychiatric services
for the more severely affected section of
the population, either in the community
or in existing psychiatric institutions. Only
two agencies, apart from our own, were
providing psychiatric care through clinics
the

affected areas outside the city, there were

in  Port-au-Prince. In earthquake
no psychiatric services available. The Inter-
national Medical Corps then made the
of accessible

development psychiatric
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support and services for this group a
priority.

Interventions to support the acute psy-
chiatric hospital included: the provision of
a staff transport vehicle, a generator,
bedding, patient clothes, hygiene kits, clean-
ing materials and essential medication. At
the request of staff, a series of twice weekly
training seminars was organised for three
months. Also at their request, these seminars
were then extended for eight weeks. These
aimed to support staff in evaluating and
developing their care and treatment prac-
tices. A generator was also provided for the
second hospital, which cared for longer stay
patients. Other organisations provided food
and tents. However, in light of the continued
functioning of both hospitals, albeit at a
reduced level, we decided that further
support of the two institutions required
resources beyond the capacity of an emer-
gency health agency. In line with the 745C
Guidelines, we therefore prioritised the rapid
development of community based mental
health services that would both serve emer-
gency needs and decrease the demand for
institutional care. Since a large number of
people with mental health problems were
being seen in the Emergency Room follow-
ing the ecarthquake, it was also decided to
provide a temporary psychiatric liaison
service for the University Hospital, HUEH.
A psychiatric liaison service at the Univer-
sity Hospital started two weeks after the
carthquake. In consultation with the hospi-
tal’s Haitian medical director and the
Government’s Department of Health, it
was agreed that a Haitian psychosocial
worker would be employed to triage
referrals, supervised by an international or
The

provided both group and individual therapy,

Haitian psychiatrist. psychologist

and a psychiatrist was available daily to see
complex cases, as well as patients who might
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need psychotropic medication. After six
months, as earthquake related problems
diminished, the medical and psychiatric
liaison services were gradually withdrawn.
Community based mental health services
began within a month of the earthquake in
locations with the greatest concentration of
displaced people. The model used followed
IASC  Guidelines and was supported by
Ministry of Health officials. Mental health
clinics were integrated into eight busy
primary healthcare centres, each serving a
displaced population of between 10 and
15,000. Most took place under canvass since
many surviving buildings remained unsafe,
and staff and patients understandably felt
safer in the open. The clinics were located
in the western suburbs of Port-au-Prince,
and in the earthquake damaged South West
and Southern provinces.

To address the time management problem,
we suggested that mental health care be
organised in a manner similar to antenatal
care, by providing a ‘mental health clinic once
a week. At each primary health care clinic,
a Haitian general practitioner was therefore
released from general duties for half a day a
week to run this service. Thus, rather than
seeing such cases as a time consuming inter-
ruption, the practitioner could give them
additional time, and more dedicated atten-
tion. It also allowed for concentrated periods
of on-the-job supervision by an international
psychiatrist (one of the authors), ora Haitian
psychiatrist learning to become a workplace
trainer. Each mental health clinic, including
the one attached to the emergency room,
was co-ordinated by a community psycho-
social worker, usually a previously un-
employed Haitian psychologist or nurse.
These were recruited as full time mental
health staff working with patients on a daily
basis. As well as their service coordination
role therefore, they were able to undertake

preliminary assessments, provide individual
and group therapeutic activities, liaise with
other community resources such as local
leaders, aid organisations, and traditional
healers, and act as the point of referral for
victims of sexual and gender based violence.
Each psychosocial worker also had the task
of recruiting and supervising a dozen local
community volunteers who could promote
good mental health, support appropriate
people
suffering from severe mental illness in

mourning  processes, identify

their neighbourhood, engage them in
treatment, and help them access local
resources. Psychosocial workers liaised
closely with the general practitioner in
charge of their weekly mental health
clinic, and were clinically supervised by the
visiting international or local psychiatrist.
In addition, a senior psychosocial worker,
who organised a separate training pro-
gramme to support and develop the act-
skills of the

workers, managed them.

vities and psychosocial
A patient file system was established to
record demographic, clinical and trauma
In addition,

members were taught to use the mental

related information. team
health categories and case definitions newly
developed in the Health Information System
(HIS) of the UNHCR, for use by primary
care staff working in refugee camps
(UNHCR, 2010). We used a pilot version,
which included case definitions, loaned to
us by UNHCR, as yet unpublished. The
categories are based on a recommendation
in IASC Guidelines (2007), and are designed
to simplify the diagnosis of mental distress
and disorders by primary health care
workers, so that they can identify probable
psychiatric cases. The prior failure to include
anything but the most gross mental health
diagnostic categories in HIS systems, in
many low and middle income countries,
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has added to the difficulties of primary
health care workers giving these patients
attention and care. The categories used
(Table 1) are straightforward, and easily
recognised by health workers. They also, to
a large degree, match the newly created
mental health Gap Action programme
(mhGAP) (WHO,
2010b). Establishing the community service

priority  conditions
in Haiti provided an opportunity to infor-
mally field test these definitions. Essential
psychotropic medication, included in the
WHO essential medicine list, The Inter-
Agency Health Kit (WHO, 2006) was made
available in all clinics.

Training played a central role in clinic
activities. For the general practitioners,
the aim was for them to be able to clinically
manage most people presenting with severe
mental illness within three months. This
was done through workplace training and
attending a weekly half day teaching
programme. Assessment involved a combi-
nation of workplace Assessed Clinical
Encounters, Case Based Discussions, and
an end-of-training examination consisting
of Objective Structured Clinical Examin-
ations (OSCEs) and an oral exam.

Rose et al.

The curriculum of the teaching programme
was based on the textbook ‘Where There Is No
Psychiatrist (Patel, 2003), IASC Guidelines,
and a draft of the mhGAP Intervention Guide
(WHO, 2010b). Psychosocial workers also
attended the half-day teaching programme,
and were supervised in providing basic,
individual and group interventions focused
mainly on anxiety management and
problem solving. Two part time Haitian
psychiatrists were recruited to train as
workplace supervisors and assessors of the
general practitioners, so that the programme
could become independent of international
staff, and therefore more sustainable.

Patients seen
the first of the
community clinics, a total of 431 patients

During five months
were assessed on eight sites. Assessments
included a supervising psychiatrist in 65%
of cases. Of the patients seen, 22% had
experienced the loss of a first-degree relative
in the earthquake, and 74% had suffered
serious damage or collapse of their dwelling
(Table 2). About half of those assessed had
seen a traditional healer for their complaint,
often at great expense. By far the most

Table 1. Health Information System (UNHCR, 2010)

Health Information System (HIS) for use in humanitarian settings: Mental Health

Other psychological complaints (including anxiety) not resulting

Categories
HIS1 Epilepsy/seizures
HIS 2 Alcohol or other substance use disorder
HIS 3 Mental retardation/ intellectual disability
HIS 4 Psychotic disorder
HIS 5 Severe emotional disorder
HIS 6

in major day-to-day dysfunction

HIS 7 Medically unexplained somatic complaint
No HIS category for: ~ Dementia

Other, for psychiatric disorders not covered in the seven categories

No psychiatric disorder present
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Table 2 Clinic activity (data February— June 2010)

Primary care

General hospital clinics (8 sites)

Number of new patients seen
Total clinical consultations
Mean age
Number of females seen
Children seen (under 16)
Loss of 1°* degree relative
Loss of non 1*" degree relative
Housing destroyed by earthquake
Housing damaged, but habitable
Seen by traditional healer
Assessment by GP or psychosocial
worker supervised by a psychiatrist
Assessment only
Main intervention:
Medication
Psycho education
Counselling
Psychosocial support

201 431
356 722
30 (range 3—75) 32 (range 0.5—88)

59% 64%
13% 13%
29% 22%
12% 13%
27% 58%
15% 16%
15% 47%
55% 65%
5% 1%
20% 20%
11% 40%
6% 5%
57% 34%

common mental
other psychological complaints’ (HIS 6) which
accounted for 55% of all patients seen

health category was

(Table 3). These complaints were over-
whelmingly of anxiety, usually focused on
a fear of buildings falling, or of losing
people close to them. Psychosis (HIS 4)
accounted for 13% of patients seen and
epilepsy (HIS 1) for 11%. Surprisingly only
3%

disorder (bipolar or severe depression) and

of patients had severe emotional

only five cases of alcohol or other substance
use disorder were diagnosed. Symptoms of
grief were common, and it was often hard
to disentangle what was culturally normal,
from what was morbid. Concerning treat-
40%

which included anxiety management; 34%

ment, received psycho education,

psychosocial support, usually in the form of
help in solving basic needs related problems;

and 5% focused counselling. Only 20%
were prescribed medication.

Comparing diagnoses made in community
clinics during the first five months after the
earthquake (February—June), with the next
five months (July—November), there was a
10-fold reduction of patients presenting
with minor disorders as recorded under
the HIS category 6 of %ther psychological
complaints’ (Table 3). By contrast, severe
emotional disorders increased from 3%
to 21%, and medically unexplained com-
plaints increased from 1% to 15%. Dementia
also presented more frequently during this
later period, although there was little change
in the referral pattern of other severe and
chronic disorders, such as people with psy-
chosis, learning difficulties or epilepsy.

The general hospital clinic appeared to pick
up a similar range of clinical problems as
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Table 3 Diagnosis of newly assessed patients (data February— November 2010)

Health Information System
(HIS) diagnosis for use in

humanitarian settings: General Primary Primary

Mental health categories hospital care clinics care clinics

(probable cases) Feb—June Feb—June July-Nov Total

No psychiatric diagnosis 0 27 6%) 5 (1%) 27 (3%)

HIS 1 Epilepsy 3 (3%) 47 (11%) 78 (16%) 130 (12%)

HIS 2 Alcohol/substance 0 5 (1%) 11 (2%) 16 (1%)
misuse

HIS 3 Learning disability 0 21 (5%) 27 (6%) 48 4%)

HIS 4 Psychotic disorder 29 (17%) 38 (13%) 92 (19%) 179 (17%)

HIS 5 Severe emotional 30 (18%) 15 (3%) 98 (21%) 143 (13%)
disorder

HIS 6 Other psychological 80 (47%) 239 (55%) 23 (5%) 342 (32%)
complaint

HIS 7 Medically unexplained 5 (3%) 4 (1%) 72 (15%) 8l (8%)
somatic complaint

Dementia 1 (1%) 5 (1%) 29 (6%) 35 (3%)

Other 21 (12%) 10 (2%) 44 (9%) 75 (7%)

Total number of assessments 171 431 474 1076

the community clinics. This probably were assessed and followed up by the

reflected the fact that large numbers of
displaced people in nearby city centre
camps used the hospital for primary care.
However, there was a six-fold increase in
the number of patients secen with severe
emotional disorders at the hospital, as
compared to primary care, during the same
period after the earthquake. Many of these
patients had life threatening depressive
disorders, and were often in a state of
extreme physical neglect requiring medical
intervention. The general hospital emer-
gency room received many cases of severe
gender based violence, sometimes with
children as the victims. Poor security and
lighting in many of the camps, as well as
disrupted community links, may have
aggravated this problem. Four particularly
severely affected victims of sexual abuse

hospital psychosocial worker.

Concerning staff training, over the five-
month period starting from February 2010,
140 health workers attended one of six
programmes of mental health seminars,
each held on a different site. Of these, 73 were
nurses and 31 medical practitioners. The
rest included psychologists, health assistants
and a small number of translators. Twelve
medical practitioners completed the com-
bined seminar and work place training
programme, and successfully passed the
assessment programme.

Discussion

The patient information, recorded in
Tables 2 and 3, represent an audit of who
presented at the mental health clinics, but

cannot give an accurate picture of needs
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within the community. The data does,
however, give a snapshot of what people will
bring to primary health care clinics in an
emergency situation, and how that picture
changes over time. The significant presence
of epilepsy and psychosis justified the
attention given by the programme in provid-
ing services for those with severe mental dis-
orders, and is consistent with experiences
in other emergencies (Jones et al., 2009).
The 10-fold drop in incidence of HIS
category 6, from 55% during the first five
months after the earthquake to 5% in the
subsequent five-month period, almost
certainly reflects the temporary nature of
the surge of anxiety following the disaster.
These cases appear to have been partly
replaced by cases of severe emotional dis-
orders, for the most part depression, endur-
ing grief reactions, and somatic complaints.
This may reflect the enduring problems of
loss, and the stress of daily life in temporary
and inadequate shelters.

In terms of setting up the mental health
clinical and training programme, the IASC
model proved to be a useful operational
framework. In fluid and insecure circum-
stances, with enormous logistical challenges,
it was possible to integrate a mental health
service into at least half of the emergency
mobile primary care clinics set up by the
International Medical Corps within the
disaster hit areas. The UNHCR HIS system
also proved to be a useful tool for training
staff, and related neatly to the mhGAP
curriculum. However we had to add three
new HIS categories: no psychiatric disorder,
other’

conditions not covered under the seven

dementia, and for psychiatric

headings.
Dilemmas encountered

Of the many dilemmas faced in developing
and running the programme, three related

dilemmas stood out: the sustainability of
the integrated mental health/primary care
model, post emergency in a country with
poorly developed primary health infrastruc-
ture, and no history of community psy-
chiatry; the possibility of unintended bad
consequences; and whether it was wise to
invest in community mental health services,
rather than reinforcing already established
central ones.

The moral case for providing local emer-
gency clinics after the earthquake is clear,
but should a mass disaster be used as an
opportunity for Western agencies to promote
community mental health services, parti-
cularly when central services are so under-
developed? Additionally, is it reasonable to
set up a model that may prove unsustainable,
since it is so dependent on the continuing
flow of foreign aid, and the future prepared-
ness and capacity of the Haitian government
to take over responsibility? As far the model
of care was concerned, we felt that this was
something on which there was an inter-
national consensus, rather than being
western imposed clinical practice (WHO,
2009). Also, the patchily provided medical
system in Haiti, with its heavy dependence
on private, urban based services did not
provide an ideal structure in which to inte-
grate community based mental health care.
As far as donor commitment goes, although
this has been maintained to date, it remains
something to be advocated for in these
It will need

expensive long term institution building

uncertain economic times.

if the model is to be rolled out nationally.
At the very least, we hoped to demonstrate
to the Haitian government the benefit of
free services provided through the innumer-
able mobile clinics that were running during
the emergency, and to model how mental
health care could be integrated into primary
care. We were involved in discussions about
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the possibility of setting up publically
funded primary health care, but there was
no guarantee that this would happen. So
the question arises as to the value of training
primary healthcare workers for a service
that may not be sustained, and the ethics of
providing care free of charge when that
too may not last. Recognising that we could
not predict the long term direction of
planning with elections about to happen,
we reasoned that it was worth training a
cadre of primary care staff and psychosocial
workers who could be a resource for the
country in the longer term.

All humanitarian interventions risk unin-
tended bad consequences. For example,
providing services to hundreds of tented
camps inevitably creates dependency,
although the continuing failure to clear
rubble and build effective new homes has
meant such services have remained essential.
Another important consequence is that
the presence of a competent outside agency
providing free medical services may under-
mine local incentives to manage problems
with local resources. There was certainly
no shortage of Haitian doctors in the
country, many having run small private
practices before the earthquake. Indeed,
the mobile emergency clinics set up by the
International Medical Corps were staffed
by doctors easily recruited from the private
sector whose own clinics were out of action,
as well as a small number of ministry of
health (MOH) staff out of work because
their had been destroyed. So,
avoided

clinics
although we recruiting from
functioning MOH services to prevent under-
mining public services, we may have
inadvertently undermined the private sector.
Another consequence of providing free
services, which included free medication,
was that drugs donated to Haiti found

their way onto the market place. We had

Rose et al.

direct evidence, for example, of donated
psychotropic drugs being sold to patients.
All of these unintended consequences of
intervention need further evaluation to
inform future practice.

The final dilemma arose from the decision to
focus mainly on creating new community
services, rather developing the two existing
psychiatric institutions. This decision was
made partly in line with the principles
incorporated in the TASC guidance, and
partly on pragmatic grounds. We had limited
resources, and were unable to provide a
service to both displaced people, and large
psychiatric institutions. We also calculated
that since the institutions were providing at
least some level of service, our priority
should be to reach displaced people with
severe mental health problems who would
otherwise have no access to treatment.
Our concern, in retrospect, was whether
we could have detected a larger number
of severely ill new patients by using our
resources to improve access to the two
established psychiatric hospitals. Certainly,
community services are good at engaging
people in treatment because of better acces-
sibility, but there were insufficient resources
to scale them up across a metropolitan
population of 3.5 million people, let alone a
country the size of Wales. Additionally, there
are economies of scale in centralising, even
if some will not access the treatment. So the
dilemma was, with scarce resources, could
we have done more for the severely mentally
ill population as a whole by reinforcing the
capacity of a centralist approach, rather
than setting up a newly created integration
of specialist mental health and primary care
as recommended by the TASC? Lacking
hard evidence, our impression was that few
of the patients seen in the community clinics
would have attended hospital, particularly
in the more distant clinics, where we saw
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patients who had not been able to access care
before. A hospital centred approach may
have helped to improve both psychiatric
out patient and inpatient care quality, but
may not have attracted many extra new

patients.

What lessons were learnt from
our intervention?

Some things went well, and we would
repeat them in similar circumstances.
Others went less well, and pose real ques-
tions for future interventions.

What worked well was the ability of the
clinics to rapidly identify and treat severely
ill people in the camps, providing a service
that complemented the psychosocial act-
ivities provided by other less specialist
organisations. Integrating a specialist
service with the emergency mobile clinics
undoubtedly helped with this. The super-
vised Haitian general practitioners were
often already aware of untreated psychiatric
cases on their patch, and with the help of
the psychosocial worker, were able to get
them to attend the specialist clinic. In
addition, partly because the clinics were so
accessible (moving within the city was
extremely difficult and time consuming),
patients almost always came with family or
concerned neighbours. So even quite dis-
turbed patients could be managed with this
community support. Of course, given the
level of social disruption caused by the
disaster, some patients had no support and
did not seek help. However, in time, the psy-
chosocial worker’s ability to network within
the camps led to many of these more isolated
individuals being engaged in treatment.
The second thing that seemed to work really
well was on-the-job training. Although this
was often difficult logistically, because of
security or transport problems, it did mean

that supervisors had regular first hand

experience of a wide range of clinics and
were able to become more attuned to the
cultural and contextual differences inherent
in their work, something particularly
important for the international supervisors.
Trainees also valued the immediacy and
personal relevance of feedback, and felt more
confident to manage complex cases. Signifi-
cantly, this training model proved resilient
enough to cope with busy and often chaotic
emergency clinics.

We did, however, have reservations about
one key aspect of the JASC Guidelines. Given
the scale of the disaster, it proved unrealistic
to provide mental health care in every
emergency primary health care location, as
recommended in the guidelines. Even if the
on-the-job training component had been
diluted, the specialist resources needed to
scale up the integrated mental health/
primary care model for all the emergency
clinics serving a displaced population of
well over a million people would have
been considerable, and beyond the capacity
of all existing medical aid organisations put
together. We were also opposed to weakening
the

provided, viewing this as an essential part

amount of on-the-job supervision
of the training. Recognising this, we tried
wherever possible to place mental health
clinics in central locations. Two were in tents
within the grounds of district hospitals
providing primary and secondary general
medical care, while others were in locations
convenient enough to allow referrals from
a number of nearby primary care clinics.
This still left the vast majority of displaced
people with limited, or no, access to mental
health care. In future disasters, we should
pay greater attention to the setting up of
carefully situated integrated clinics operat-
ing as referral hubs, serving clusters of
emergency primary care clinics. We would
also employ psychosocial workers to develop
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and support this more, dispersed way of
working,

Building an effective health service for the
long term remains an enormous challenge
for Haiti, not least because of the extent of
institution building required to increase the
capacity of the Department of Health, and
to train an appropriate national workforce.
At present there are few resources to train
community mental health nurses, or to
create a new cadre of community mental
health worker. There is some cause for
optimism though. Following negotiations
with the Haitian Department of Health by
the International Medical Corps, together
with Partners in Health, AMeédecins Sans
Frontieres and Médecins du Monde, community
mental health was included in the draft
Haitian National Health Strategy (2010).
However even if long term resources were
available to the government, mental health
services may not be prioritised in a country
with a long history of undeveloped basic
public services, which is going to be pre-
occupied for years to come with the political,
economic and social repercussions of the

earthquake.
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Strategy for providing integrated
mental health/psychosocial support
in post earthquake Haiti

Boris Budosan & Rachel Frederique Bruno

The recent earthquake in Haiti exposed all the
weaknesses in the mental health care system existing
prior lo the earthquake. This paper describes the
strategy developed by the Dutch nongovernmental
organmisation Cordaid for providing integrated men-
tal health and psychosocial support in Haiti after
the earthquake. The strategy aimed to address mental
health and psychosocial needs in the early recovery
and reconsolidation phases, and to build mental
health capacity of community level and primary
health care providers. This would result in the estab-
lishment of a referral system between the communuty
and health care sectors. The results of the imple-
mentation showed that mental health trainings were
a feasible intervention for Haiti, but so far they have
not yet resulted in change of practice of primary
health care workers, and the goal of a referral system
is still in an embryonic phase.

Keywords: community level workers,
earthquake, Haiti, mental health, primary

healthcare, psychosocial support, training

Introduction

On 12 January 2010 Haiti was struck by a
catastrophic earthquake. Its epicentre was
near the town of Léogane, approximately
25 km (16 miles) west of Port-au-Prince,
Haiti’s capital. An estimated three million
people were affected by the quake. Accord-
ing to the information from the Interior
Ministry of Haiti, as of 10 March 2010,
222,653 people were registered as dead,
and 310,928 were wounded. More than 1.5

million were in need of basic assistance,
and 660,000 people were displaced. An esti-
mated 250,000 residences and 30,000 com-
mercial buildings had collapsed, or were
severely damaged.

Background: mental health
needs in Haiti

The capacity of the mental health system
prior to the earthquake in Haiti was weak,
but the available data on the number of
mental health professionals differ depend-
ing on the source. In the Mental Health
Atlas (World Health Organization, 2005),
no data were available. A 2003 PAHO/
WHO report counted 10 psychiatrists and
nine psychiatric nurses working in the pub-
lic sector, and two government psychiatric
hospitals in Port-au-Prince (World Health
Organisation, 2010a). These figures are con-
tested (Lecomte and Raphael, 2010).
According to Clouin (2009), before the
earthquake there were 23 psychiatrists, 10
psychiatric nurses in public sector, approxi-
mately 50 psychologists (at Master’s level)
and an undetermined number of social
workers in 2008. According to the World
Health Organization (2010), most of the ser-
vices provided by mental health pro-
fessionals were in the private sector, and
based primarily in Port-au-Prince. Mental
health services outside of Port-au-Prince
were practically non-existent. At the coun-
try’s second largest hospital, I'Hopital
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Universitaire Justinien, in the city of Cap-
Haitien in the north, psychiatric services
were limited to monthly visits by a psychia-
trist from Port-au Prince (World Health
Organization, 2010a). Before the earth-
quake, there was only one psychiatrist pro-
viding services in the south of the country,
in the town of Les Cayes (personal com-
munication Dr Caroline Coicou, 22 April
2010).

The availability of follow-up community
mental health treatment was also very lim-
ited, and regardless of the type of illness,
family members were usually the first to be
consulted regarding treatment and advice.
According to the World Health Organiz-
ation (2010), traditional psychiatric drugs
were generally available on the market
before the earthquake. Only a small number
of people with private health insurance were
eligible to receive a reimbursement for the
purchase of medication.

There is no epidemiological study on the
prevalence of mental health problems in Haiti
(Caron, 2010). The World Health Organiz-
ation (2010a) estimated the distribution of
diagnoses seen at a psychiatric hospital in
Haiti (prior to the earthquake), as follows:
schizophrenia (50% ), bipolar disorder with
mania (30%), other psychoses (15%) and epi-
lepsy (5% ). This breakdown is not dissimilar
to in-patient populations in other countries,
but does not show the actual prevalence of
mental disorders within the community. Pre-
carthquake studies found high levels of symp-
toms of posttraumatic stress disorder (PTSD),
depression, anxiety and somatic problems in
victims of conjugal violence (Benjamin,
2008). Clouin (2009) reported that the
majority of beneficiaries of a nutritional pro-
gramme suffered from depression after the
2008 hurricane in Gonaive. Caron (2010) uses
a conservative estimate of 190,000 people
(5% of 3.8 million inhabitants of Port-au-

Prince) suffering from symptoms of posttrau-
matic stress after the 2010 earthquake.

Traditional mental health services

A very large number of Haitians, especially
those of lower education and economic sta-
tus, made use of traditional practitioners,
i.e. herbalists (dokte fey) or religious healers,
1.e. houngan and mambo (male and female
voodoo priests) when faced with mental pro-
blems. Also, Christian churches in Haiti help
people cope with mental and emotional pro-
blems (Bijoux, 2010). Dispensaries, religious
health facilities and herbalists were by far
the most common choice for treatment
(80% of all consultations before the earth-
quake), since they were less expensive and
more easily available. Hospital clinics and
other types of healers were physically less
accessible and their treatments more expens-
ive. Patients therefore referred to them less
frequently (only 6% and 5% of consul-
tations, respectively) to treat more uncom-
mon and severe mental problems (World
Health Organization, 2010a).

In recent years, Haitians have mobilised a
network of community resources to sensitise
the population to social and health issues
related to various problems, such as violence
against women, HIV/AIDS and children’s
rights. These grassroots organisations have
also served as self-help and support groups
for people facing severe life events and
ongoing stress (World Health Organization,
2010). Many of these organisations were
affected by the recent earthquake in terms
of destruction of their infrastructure and
loss of lives of their staff, but most of them,
with the help of international community,
resumed their activities to some extent very
soon after the disaster. Also, Christian
churches in Haiti helped people cope with
mental and emotional problems (Bijoux,

2010).
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Mental health & psychosocial
support (MHPSS) after the
earthquake

A Mental Health & Psychosocial Support
(MHPSS) Working Group was established
within the cluster system in Haiti in the
aftermath of the 2010 earthquake (Schinina
et al., 2010) which issued a Guidance Note
for MHPSS based on the IASC Mental Health
and Psychosocial Support Guidelines in Emer-
gency Settings (Inter-Agency Standing Com-
2007).

(2010a), there were about 100 nongovern-

mittee, According to Lecomte
mental organisations (NGOs) active in
mental health in Haiti after the earthquake,
offering 17 different modalities of MHPS
intervention. Various models of providing
MHPSS were applied including: a) local
and foreign mental health professionals
providing short-term direct clinical care
for mental health problems, including psy-
chiatric disorders, and training lay volun-
teers, local psychologists and primary
health care (PHC) physicians on MHPS
issues; b) organisation of child friendly
spaces; ¢) individual and group psychologi-
cal support; d) recreational activities for
beneficiaries; and ¢) advocating for mental
health issues (Mental Health and Psychoso-
cial Support Network, 2010). Based on the
review of relevant literature (both inter-
national and local), extensive field based
assessments (described below), and the
donor’s requirements, Dutch international
NGO (INGO) Cordaid (Caritas/Cordaid)
decided to provide an integrated model of
MHPSS in five administrative departments
of Haiti; Department West (Delmas area
of Port-au-Prince, Carrefour, Leogane,
Petit Artibonite
(Gonaives), Department North (Cap-Hai-
tien), Department North-East (Fort Lib-
ert¢) and Department South-East (Jacmel,

Goave), Department

Cayes Jacmel).

Boris Budosan & Rachel Frederique Bruno

Strategy for providing integrated mental health/
psychosocial support

Cordaid started providing MHPS supportin
Department West, one of the hardest hit by
the earthquake, and with the aim of replicat-
ing the model to expand activities to other
targeted departments with a high number
of displaced earthquake affected population
(One Response, 2010). The integrated MHPS
support was provided in cooperation with
local NGO partners, the Ministry of Public
Health and Population (MPHP) and local
health departments. Community level
workers from local NGO! partners delivered
community based MHPS interventions in
the targeted areas, and identified cases for
referral to PHC workers. Identification,
recruitment and a series of short (three to
five day) mental health trainings for com-
munity level workers were supplied by the
Cordaid’s mental health team, comprising
general practitioners, psychologists and
social workers, additionally supported by
general practitioners and international and
local psychiatrists as external consultants.
At the same time, the programme aimed to
initiate a process of integration of mental
health into primary health care (PHC) by
training PHC workers of local NGO part-
ners and the establishment of a referral sys-
tem between targeted communities and

NGO and government health systems.

Methods

Methods of assessment of MHPS needs/services

A field based assessment in Department West
was done in March and April 2010.
Additional assessments were done from
October to January 2011 in all other depart-
ments, before the start of implementation
in these areas.

In all assessments, data collection methods
included semi-structured interviews with
key informants, focus group discussions with

227
Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.



Strategy for providing integrated mental health/psychosocial support in post earthquake Haitr

Intervention 2011, Volume 9, Number 5, Page 225 - 236

beneficiaries and unstructured observation
of patient encounters in primary health
care. Quantitative data collection methods
included a community survey and, in
Department West only, a multiple choice
mental health knowledge test. Sources of
information included: representatives of loc-
al partner NGOs, representatives of INGOs
involved in MHPSS in Haiti, MPHP, the
Humanitarian Aid Department of the Euro-
pean Commission formerly known as the
European Community Humanitarian Aid
Office (ECHO), institutions teaching social
work and psychology, local mental health
professionals, general health professionals,
representatives of communities and direct
beneficiaries. The interviews began with
the exploration of mental health needs and
services, and continued with the focus on
organisation in MHPS support and ideas
on how to best deliver it. Information from
beneficiaries, i.e. the earthquake-affected
population, was collected during focus
group discussions. In most of the cases, focus
groups were held with members of one
extended family. The topic guide for discus-
sions included: questions related to different
aspects of wellbeing of beneficiaries
(emotional, economic, social, family, reli-
gious and cognitive); their need for MHPS
support; and ideas on how to best deliver it.
Interviews and discussions were stopped
when no new information or themes
emerged. Unstructured observation of
patient encounters was held in primary
health care and mobile clinics with the
expatriate mental health advisor as an obser-
ver. The community survey was done during
a half-a-day participatory workshop in the
Delmas area, with a questionnaire on
emotional, economic, social, family, reli-
gious and cognitive aspects of wellbeing.
The mental health knowledge tests in Creole
and Irench were given to five communitylevel

and five PHC workers, respectively, at the
same workshop. Both tests were abbreviated
versions of the tests previously used in the post
tsunami mental health project in Sri Lanka
(Budosan and Jones, 2009). The test for com-
munity level workers contained 10, and the test
for PHC workers 12, questions on identifi-
cation and treatment of stress, and common

and severe mental disorders.

Methods of implementation

The role of community and PHC workers
within the targeted Haitian communities
and existing PHC system, respectively, and
their expressed interest on implementing
newly acquired mental health knowledge/
skills in their everyday practices, were the
two most important conditions for the selec-
tion of training participants. Presentations
for trainings of community level and PHC
workers were developed by the expatriate
Mental Health Advisor in English, and then
translated into Creole and French by Cor-
diad’s mental health team, respectively
(Table 1). Presentations for PHC workers
were developed according to the Mental
Health Gap Action Programme Intervention Guide
(mhGAP IG) from the WHO (World Health
Organization, 2010b).

Cordaid’s Mental Health Advisor developed
a manual for community level workers and
one for PHC workers, translated into Creole
and French, respectively. Training staff
resources included one international and
three local psychiatrists, three local general
practitioners, four local psychologists and
four local social workers. The theoretical
mental health knowledge was measured
with 20 item multiple-choice tests, before
and after, the training intervention in both
groups of trainees. Both tests were abbre-
viated versions of tests previously used in
mental health projects in Sr1 Lanka, post tsu-
nami (Budosan & Jones, 2009). However,
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Table 1. Topics for training communaty level and primary health care workers

Topics for community level workers

Topics for PHC workers

Presentation of Cordaid’s MHPS programme
in Haiti

Mental health/psychosocial support in
disaster settings

Definition of mental health/psychosocial

Stress/distress

Loss and grief
Coping/resilience
Communication skills

Psychological first aid

Problem solving skills, anxiety management,
Anger management

Family and peer support

Groups with special needs

Psychological support

Basic stress managcmcnt

Basics of depressive and anxiety disorders

MHPS support within traditional healing
and primary health care system

Posttraumatic stress disorder

Basics of psychosis

Helping the helper

Presentation of Cordaid’s MHPS
programme in Haiti

General principles of care

Priority mental, neurological and
substance abuse conditions

Depression

Self-harm

Psychosis

Stress/distress

Other significant emotional or medically
unexplained complaints

Alcohol use and alcohol use disorders

Drug use and drug use disorders

Essential medicines for mental disorders

Family and peer support

Effects of extreme stressors on children
and adolescents

Developmental disorders

Behavioural disorders

Psychosocial interventions

Posttraumatic stress disorder

Dementia

Epilepsy

Mental health/psychosocial support
within traditional healing and
primary health care system

these contained more questions on identifi-
cation and treatment of stress, and common
and severe mental disorders, than those
used during the assessment stage. The satis-
faction of participants with various aspects
of training was measured on a 4-point
Likert scale: 1) very much; 2) much; 3) very
little; and 4) not at all. This scale was pre-
viously used in the mental health pro-
in Sri Lanka,

gramme post tsunami

(Budosan et al., 2007). The aspects of the
training that were evaluated were: 1) useful-
ness of training; 2) clarity of presentations;
3) interest of participants for the training;
4) capacity of training to empower partici-
pants to transfer received knowledge; 5)
time allocated for questions; 6) treatment
of participants during the training; and 7)
appropriateness of training materials to
the specific Haitian context.
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Results

Results of the field-based assessment

In all the interviews, health professionals
(PHC doctors and psychiatrists) and repre-
sentatives of different organisations and
communities mentioned the gap between
mental health needs and the existing services
in Haiti, especially after the earthquake. A
majority of PHC doctors, and all psychia-
trists, stated that there was an increase in
mental health problems in their practices
after the earthquake. In discussions, most
of the beneficiaries mentioned they were suf-
fering from a variety of mental health pro-
blems, such as loss of sleep, fear of another
earthquake, lack of concentration, flash-
backs, memories of the recent earthquake,
and sadness expressed in terms of headache,
non-specific body pain, feeling empty and/
or heavy-headed. Most beneficiaries were
the least satisfied with the economic and
emotional aspects of their wellbeing. This
result was in tune with the results from the
community workshop in Delmas. In discus-
sions, both mental health and psychosocial
interventions were considered priorities by
many beneficiaries. A majority of the benefi-
ciaries mentioned lack of MHPS support in
their local communities, and especially in
the internally displaced persons camps.
Most of PHC doctors expressed their interest
in mental health training, and the process
of integrating mental health care into
primary health care. They mentioned that
20—30% of their patients had some mental
health problems, but they lacked the knowl-
edge/skills of how to assist them. The need
for mental health training of PHC doctors
was corroborated by observations of their
practices, which showed that in majority of
patient encounters they prescribed exclu-
sively diazepam for all kinds of mental
health problems (sleep problems, depression,
anxiety, psychosomatic problems). The use

of other psychiatric medications, and any
psychotherapeutic techniques in primary
health care, was practically nonexistent.
Mid level PHC workers were generally not
involved in providing mental health assist-
ance, mostly because PHC doctors did not
see any role for them in helping people with
mental problems at the primary health care
level. Most PHC doctors agreed that a work-
shop model was the best model to deliver
mental health care training in Haiti. Finally,
the results of the mental health knowledge
tests confirmed a need for mental health care
training, of both community level and
PHC workers, as a necessary prerequisite
to deliver good quality MHPS interventions.
Mean total percentage of correct answers
on the knowledge test for community level
workers was 43%, and 22% for PHC
workers. Most of the interviewed representa-
tives, PHC doctors and psychiatrists, agreed
that MHPS intervention should be deliv-
ered, both in the communities and within
the existing health system. Furthermore,
that mental health and psychosocial inter-
ventions should complement each other.
Beneficiaries expressed their wish to have
MHPS assistance in their communities,
including internally displaced persons
camps, but also to have better access to men-
tal health care within the existing health sys-

tem, if and when needed.

Results of the implementation ( first seven months of
the project)

After the series of basic mental health train-
ings, the knowledge of community level
workers improved on average by 33.8% com-
pared to the baseline figures (Table 2), and
mental health knowledge of PHC workers
by 29.7% compared to the baseline figures
(Table 3).

On average, 100% of community level
workers and 92% of primary health care
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workers, who participated in the trainings,
considered them to be very useful.

Discussion

In the first seven months of its implementa-
tion, Cordaid’s MHPS trainings achieved
satisfactory results in regard to the improve-
ment of MHPS knowledge of both com-
munity level and PHC workers. The
average improvement in knowledge of com-
munity level workers was better than, for
example, occurred in a similar mental
health training in Sri Lanka, post tsunami
(Budosan & Jones, 2009), but lower than in
the training of PHC workers in Grenada
(Kutcher, Chehil, & Roberts, 2005).
Lecomte (2010b) stated that community
level workers, if provided with adequate
training, could assist with many MHPS pro-
blems in Haiti (for example: anxiety, depres-
with
alcohol and drugs). Lecomte and Raphael

sion, distress, violence, problems
(2010) emphasised a need for training of
different providers of MHPS care in Haiti,
and Raphael (2010) supported the integ-
ration of mental health into PHC as a way
to reconstruct Haitian mental health care
services. According to the World Health
Organization (2008), primary health care
for mental disorders is affordable, cost effec-
tive and generates good outcomes. In their
articles on mental health in Haiti, local
health and mental health professionals advo-
cate for a strategy to provide integrated
MHPS support, through integration of
informal community level and formal health
level sector (Caron, 2010a; Caron, 2010b;
Lecomte and Raphael, 2010; Lecomte,
2010b). According to the Guidance Note for
Mental Health & Psychosocial Support in Haiti
post earthquake, well integrated mental health
and psychosocial support that builds on
existing capacities and cultural norms
reaches more people, and 1s more likely to

be sustained once humanitarian aid engage-
ment ceases. Psychological and social inter-
should be

combined with the development of mental

ventions after a disaster
health services within PHC (van Ommeren,

Saxena & Saraceno, 2005).

Main constraints and limitations

The described programme has not been able
to significantly change the actual clinical
practices of PHC workers. This also nega-
tively affected the planned development of
a referral system in targeted departments.
Although community level workers were
able to identify some cases of more severe
mental health problems in need of referral,
it seems that PHC workers were not motiv-
ated enough, either professionally or finan-
cially, to offer them assistance. According
to the World Health Organization (2008),
sustainable changes in mental health prac-
tices of PHC workers can be achieved only
as a result of a several efforts combined,
which include: mental health training,
political will of the government, formulation
of mental health policy promoting the integ-
ration of mental health into PHC, PHC
workers and mental health care pro-
fessionals motivated to develop community
mental health services, and supervision of
non-specialised health staff by mental health
professionals (World Health Organization,
2008). The World Health Organization in
Haiti is currently working with key local and
international mental health players in Haiti
to develop a mental health policy for the
country. Their mental health strategy is to
appoint multi-disciplinary teams of mental
health professionals to supervise implementa-
tion of mental health policy in all Haitian
departments. Still, according to Cordaid’s
experience so far, it might be a difficult task
tomotivate Haitian PHC workers to integrate
mental health care into their practices.
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Assecond problem the programme faced was a
limitedlevelofactive cooperationfrom formal
governmental health authorities. In spite of
numerouscffortstoraise theinterestofgovern-
ment representatives for its MHPS program,
Cordaid did not receive adequate responses,
either from the representatives of MPHP, nor
from the representatives of local health
departments. This makes it very difficult to
institutionalise its strategy within the govern-
ment sector, and coordinate efforts with the
government. Many Haitian health and men-
tal health professionals see the limited
capacity of the Haitian government as one of
the major obstacles for development of a men-
tal health strategy in Haiti (Caron, 2010b;
Raphael, 2010; Henrys, 2010; Lecomte,
2010b). Mental health has been recognised
by the World Health Organization as the sec-
ond most important priority for Haiti after
the earthquake, but it has still not been con-
sidered as a priority by the Haitian govern-
ment (Henrys, 2010). However, lack of an
administrative unit for Mental Health within
MPHP in charge of planning, organisation
and coordination of mental health services,
hindered these efforts so far, and is considered
as a major constraint for developing a mental
health care strategy in Haiti (Bijoux, 2010).
The recent appointment of a focal person for
mental health in MPHP will hopefully
improve cooperation and coordination of
MHPS activities among INGOs, local NGO
partners and the Haitian government.

During the initial implementation stage,
Cordaid also encountered some problems
with its local NGO partners who seemed to
be oriented more towards their own needs,
i.e. development of their own human and
material resources, than in the delivery of
good quality MHPS intervention to the
earthquake affected population. Douyon
(2010) mentions an individualistic attitude
of Haitians as one of the reasons why, in spite

Boris Budosan & Rachel Frederique Bruno

of massive international assistance and the
surge of international experts, there was no
real progress in Haiti in the past. However,
this is not in line with traditional Haitian
voodoo values of sharing, community spirit
and solidarity (Douyon, 2010). In the absence
of a National Psychiatric Association and
exchange of psychiatric practices, Bijoux
(2010) also mentioned a prevailing individu-
alism impacting the provision of mental
health care services in Haiti.

Similarities and differences with other strategies of
MHPS support in disaster settings

Different strategies of MHPS support have
been applied in complex emergencies and
after disasters, worldwide. For example, in
Sri Lanka, post tsunami, the World Health
Organization recruited, trained and
appointed community level workers to work
with affected communities (Mahoney,
Chandra & Harischandra, 2006). This
initiative was complemented with mental
health training of PHC workers by an INGO
in three districts (Budosan et al., 2007; Budo-
san and Jones, 2009). Somasundram (2006)
stated that the training of community level
workers in basic mental health, and develop-
ing a referral system in PHC was the most
cost effective strategy of providing MHPS
support in Sri Lanka.

The training programme of health pro-
fessionals in Grenada, after hurricane Ivan,
was an integrated, community based, men-
tal health response delivered through an
existing mental health care system, and
was therefore substantially different from
most other post disaster mental health activi-
ties delivered in Caribbean (Kutcher, Chehil
& Roberts, 2003). According to the same
source, most mental health interventions fol-
lowing disasters in the Caribbean have been
vertically delivered, and are largely ineffec-
tive and costly psychosocial programmes.
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In Haiti, there were also many vertical
MHPS interventions delivered by different
local and international MHPS players, and
with no clear integration of psychosocial
and mental health programming (Mental
Health & Psychosocial Support Network,
2010). Cordaid’s strategy tries to complement
MHPS interventions within communities
with mental health interventions within the
health care system. According to Lecomte
and Raphael (2010), basic MHPS services,
although scarce, exist in Haiti, but they are
not properly integrated. Since Haiti is prone
to natural disasters, such as draught, floods
and hurricanes, and international and
national assistance is frequently imperma-
nent (World Health Organization, 2010a),
developing integrated system of MHPS sup-
port in Haiti can also serve as a preparation
for new emergencies (WHO, 2003).

Lessons learnt and the way forward

According to our experience in Haiti so far,
both Haitian NGOs and individuals tend
to be very much concerned about their
rights; they like to negotiate and renegotiate
their contractual agreements. This can
sometimes make it difficult to reach an
agreement, particularly with local NGO
partners who are solicited by various inter-
national organisations. At the same time,
the output of some local organisations may
not meet their contractual obligations if their
activities are not properly and frequently
monitored. Agreements with local NGO
partners have to be done on a case-by-case
basis, because there are no national rules
and regulations.

Recently, Cordaid has become a member of
mental health group headed by WHO Haiti.
This group 1s in charge of mapping mental
health care services in the country, and
developing mental health care policy and
strategy for Haiti. Cordaid has been doing

an extensive mental health care programme
in Haiti, covering five out of ten administra-
tive departments, it is recommended by the
Mental Health Advisor that Cordaid shares
the results and challenges of its programme
with the other members of mental health
group. A future evaluation of Cordaid’s com-
munity-based part of the MHPS interven-
tion implemented by trained community
level workers in targeted Haitian commu-
nities is needed, to see which MHPS tech-
niques were culturally appropriate and
for mental

effective health problems

among Haitians.
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Emergencies and disasters as
opportunities to improve mental
health systems: Peruvian experience

in Huancavelica

Irina Kohan, Pau Pérez-Sales, Maria Huamani Cisneros,
Rolando Chirinos, Rubén Pérez-Langa, Miryam Rivera Holguin,

Blanca Cid & Arturo Silva

The paper describes the development of a com-
munity oriented mental health care system in
the Region of Huancavelica (Peru), after a
devastating earthquake in 2007. The area is also
one of the most inaccessible and disadvantaged
areas of Peru. Collaborative efforts by health
personnel in the area, the Regional Directorate
of Health and the international organization
Medicos del Mundo — Espaiia, led to a wide
range of activities such as: 1) the revitalisation
of a dysfunctional Community Mental Health
Centre; 2) the development of a Regional Mental
Health Plan, through an participatory process;
3) a pilot action research project in the com-
munity to identify people with severe mental
health disorders who did not receive psychiatric
care; 4) the training of general health personnel
in mental health and 5) support a mental health
reparations programme for survivors of political
violence. The authors argue that emergencies
and disasters can be an opportunity for funda-
mental changes in the mental health care that
would be very difficult to implement at other
times. The first six months of reconstruction after
a disaster represent a privileged time for non-
governmental organisations to assess the local
mental health care systems, and work hand in
hand with survivors and the authorities to elab-
orate longer term projects and mobilise the

necessary support.

Keywords: carthquake, health reform,
mental health care systems, mental health
plans, Peru

Background

Médicos del Mundo-Espaiia (Doctors of
the World-Spain, MDM), an independent
international aid organisation, has defined
psychosocial and mental health work as
one of its priorities. Since 1994, MDM has
developed programmes in Spain and many
other locations including Bosnia, Kosovo,
Palestine, Sri Lanka, El Salvador, Guate-
mala, Mexico, Peru, Colombia and Haiti
by providing support to national and
regional mental health programmes, sup-
porting local organisations working with
specific groups, and developing mental
health emergency actions. Over the years,
the organisation has been developing a
project model focused on supporting public
health models and transforming the popu-
lation’s living conditions from a starting
point of war, emergency or disaster. In the
countries listed above, mental health systems
are usually nonexistent or underdeveloped
and therefore considered strategic by the
organisation.

Aid work, in response to disasters, has
traditionally placed a priority on detecting
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and responding to the immediate needs of
the surviving population. However, parti-
cularly in societies struck by political
violence, it is also important to pay attention
to structural conditions underlying the
emergency, and the analysis of vulnerabil-
ities and capacities (Anderson & Woodrow,
1998). It is also important to focus on oppor-
tunities for structural change. A crisis situ-
ation can create such a potential for
change. Opportunities may arise from the
need to reconstruct, and therefore, also the
opportunity to re-plan and redesign inter-
rupted or underdeveloped health care struc-
tures, as well as the arrival of external aid
providing additional sources of qualified
technical personnel and financial resources.
This report focuses on the work being car-
ried out in the region of Huancavelica
(Peru). It briefly summarises the experience
of (re) planning, and the development of
the mental health care system in coordina-
tion with the Pan-American Health Organ-
ization (PAHO), national and regional
government, health workers and civil
society, through using the crisis as an oppor-
tunity for change. Similar approaches have
been developed, or are being developed,
in Sri Lanka, the occupied Palestinian
Territories and Haiti.

Project context

The Huancavelica region is located in the
central Andes of Peru, and is the poorest
and least developed area of the country. Its
population (475,000 inhabitants) is predomi-
nantly rural, Quechua-speaking, and living
Its inhabitants

have suffered centuries of marginalisation,

in scattered communities.

and ethnic and cultural discrimination.
Between the years 1980 and 2000, Huancave-
lica was one of the regions most affected
by the armed conflict between the Shining
Path (Sendero Luminoso in Spanish), a Maoist

insurgent guerrilla organisation, and the
Peruvian Government. The population
suffered devastating massacres, systematic
disappearances, torture, sexual violence,
and forced displacement, from both sides.
This war, combined with an extreme level
of poverty (70% of population subsistence
living) left an indelible mark on the region’s
people and communities, breaking down
community and family support networks
(Truth and Reconciliation Commission
(TCR), 2003) Fig. 1.

The region’s geography is very complex.
Situated in the Andes, at over 4000 metres
above sea level, its communities are inaccess-
ible. There is only one asphalt road crossing
north to south, and the rest are dirt tracks
that are impassable in the rainy season.
Therefore, significant geographical, cultural
and economical barriers prevented patients
from outside the regional capital to receive
care. The population is widely dispersed in
small communities and, above all, there
are extreme levels of poverty and exclusion
(Instituto Nacional de Estadistica e Infor-
matica (INEI), 2010). There are also cultural
factors involved, most of the population is
Quechua-speaking and influenced by idio-
syncratic views on health and disease, causal
explanations, forms of seeking help and heal-
ing, and the importance of social and family
ties in the process of falling ill (Elsass,
2001). It 1s not surprising, therefore, that the
population does not use health centres even
when available, not because they resort to
traditional healing (very basic and debili-
tated nowadays) but because they are not
used to it. They simply treat most diseases
at home with local remedies (Rivera, 2003).
These beliefs have serious implications
for mental health care and intervention
strategies.

Mental health care was virtually nonexistent
in 2007, with only five psychologists working
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Figure I: - Map showing violent incidences - number of official victims per region.

Huancavelica: 13,523 Source: Reparations Council.

in the health or the educational system over
the whole region, and a very low demand
for care limited to some psychosocial pro-
blems presenting to rural health posts
(family disputes caused by alcohol consump-
tion, school failure in children, suicide
attempts and teenage pregnancy). These
cases were referred via primary care. The
PeruvianTruth and Reconciliation Commis-
sion (in Spanish: Comision de la Verdad y Recon-
ciliacion (CVR)) (June 2001-28 August
2003) proposed a Comprehensive Repara-
tions Plan (Plan Integral de Reparaciones in
Spanish) that was mostly not met, but that

allowed the hiring of 14 more psychologists
in the region. There is no mental health care
training available in Huancavelica, and
those accepting work in the region have
had urban training. Most professionals lack
even basic skills in community intervention,
preventative approaches, or inter-cultural
approaches. The Ministry of Health and
the international cooperation programmes
have made considerable efforts in providing
training, including the AMARES Project
(a programme to modernise the health
ECHO, European
Union) and the Project of Comprehensive

sector, financed by
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Healthcare for People Affected by Violence
(financed by the Japan International
Cooperation Agency (JICA)). However,
due to poor working conditions and hard-
ship, it is very difficult for professionals
to remain in the region, and once they
finish their short term contracts, they prefer
to go to other regions in the country. As a
result, training efforts get lost again and
again.

Even so, the number of professionals has
gradually increased to almost 20 currently,
distributed among the 51 health centres
located in the region, and one mental health
centre run by the Huancavelica District
Hospital. Paradoxically, this marked pro-
gress in human resources did not translate
to a substantial change in the number or
profile of patients attending, nor did it
encourage any community inclusion in de-
cisions over future action. Furthermore,
one psychiatrist spent these first years
engaged in little more than administrative
work. Nor did the increase in professionals
lead to the creation of functional structures
for guiding and lending consistency to
working groups, with specified goals and
objectives, and action plans based on
local requirements.

In addition, there are unique problems to the
development of systems. There is a lack
of an integrated epidemiological and data
collection system, as well as a shortage and
discontinuity of psycho pharmaceuticals
available to patients, caused by the lack of
training of general practitioners who do not
consider psycho pharmaceuticals among
the essential drugs to order. In this scenario,
one of the first pieces of striking data
collected during the baseline study was the
practically nonexistent clinical care for
severe mental illness (such as schizophrenia
and bipolar disorder). The regional records
showed an average of 16 consultations per

year for 450,000 inhabitants, and that each
year two people were admitted to the district
hospital which has 108 beds. These numbers
are far below what would be expected given
the usual prevalence of severe mental dis-
orders. Because there are no known indigen-
ous healing structures for people with
severe mental disorder, some thought that
either there were no psychotic patients in
Huancavelica, or they had been brought to
other regions by their relatives, or to one of
the big psychiatric hospitals in the capital
Lima. It was equally surprising that there
were no survivors of political violence receiv-
ing care, given the extreme severity of the
problem, and despite there officially being
a specific programme in place for survivor
mental health recovery.

Huancavelica: a mental health
care project after the
earthquake

Meédicos del Mundo first intervened in the
Huancavelica region immediately following
the earthquake of August 2007 (Rivera
et al., 2008). Fewer fatalities were recorded
in this region than in the coastal area, but
it suffered a great deal of material damage.
For more than a week, there was severe short-
age of food supplies and many communities
remained isolated, with no emergency sup-
port at all. The suffering of the population
was aggravated not only due to the fact that
this is Peru’s poorest region, but also because
it has been one of the most affected by the
political violence during the years 1980—
2000.

During this post earthquake phase, Médicos
del Mundo focused its intervention on recon-
structing eight health care facilities (tentros
de salud’) and identified the need to support
the small, local mental health team working
in the emergency. An MDM team supported
the professionals, and while working with
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them it was discovered that no mental health
care facilities were available in the region.
The regional authorities were concerned as
a result, therefore, the occurrence of earth-
quake helped to add mental health care as
a priority to the health agenda. MDM
organised an initial participatory assessment
with social organisations, institutions and
professionals. The aim of this was to intro-
duce the idea of a joint effort to review
the situation of mental health care in the
region, and to draw up initial ideas on what
kind of a regional mental health system
could encompass all the main stakeholders
involved in the health and social sector in
the region. It was a strategic moment, as at
the same time, the Peruvian government
was implementing an extensive decentralisa-
tion policy and gradually transferring con-
trol (and budgets) for health care to the
regions. Two three-day seminars were devel-
oped, jointly led by MDM and the head
of the mental health unit of the local
Health Directorate. The plan of action was
then negotiated with the health authorities
to ensure technical, administrative and
political support to the process. In Novem-
ber 2008, one year after the earthquake,
a collaboration agreement was signed
between MDM and the regional govern-
ment of Huancavelica, the Regional Health
Directorate and the District Hospital, with
the backing of the Ministry of Health, and
the Pan American Health Organisation
(PAHO). This signalled the start of a project
of redesign and improvement of mental
health care within the framework of
strengthening the structure of primary
health care services. Between June and
September 2009, baseline studies were con-
ducted on: (a) lay perceptions of mental
health and priorities (15 focus groups in
different areas of the region); (b) statistics
of use of services; and (c) perceived needs

Kohan et al.

and proposed solutions, especially those of
professionals working in remote rural areas.
It was discovered that neither the popu-
lation, nor the professionals, could clearly
identify mental health problems. The priori-
ties were domestic violence, linked to alcohol
abuse, the abandonment of old people (some
of them literally dying of hunger), and con-
flicts and lack of solidarity attributed to the
war. Health professionals could identify
somatic and anxious disorders, but they did
not consider depression or schizophrenia a
problem worth mentioning. The statistical
data also showed that there were apparently
no cases demanding attention, and therefore
it was not considered a priority in policy
planning by local stakeholders. The project
did not start until January 2010, due to diffi-
culties in finding donors. Funding has always
been short term and unstable, which has
had a negative impact on the dynamics and
feasibility of substantial elements of the
work. Even so, the project focused on the
creation of a mental health care system in
an integrated and participatory way, under
the coordination of the Regional Health
Directorate, and with the collaboration of
various levels of local health workers.

Project model

During the acute phase of the emergency

The initial focus of the MDM approach
systematically avoids individual or group
clinical intervention with survivors based
on the idea of trauma, and instead favours
community mobilisation. This allows the
population to regain control over their lives
as soon as possible, and to be actors in their
own process. 1o that effect, MDM-Spain
has found, since 2007, that the IASC guidelines
(IASC, 2007) are a useful framework for
reference that is in line with the strategic
outlines traditionally developed by the
organisation. MDM aims to: (I) support
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inter-institutional coordination mechanisms
(including local authorities, where the
political and human rights background
allows); (2) act through reinforcing com-
munity response, and strengthen collective
resilience through community mobilisation
and participatory tools appropriate and
adapted to the political context, capacities
and culture; and (3) intervene by connecting,
from the first day, the emergency with the
subsequent process of reconstruction, help-
ing people to work through their own
When

MDM chooses to go to an emergency, this

vulnerability capacity analysis.
1s usually associated with an initial commit-
ment to remain for 6 to 12 months, to be
extended if there is the possibility of support-
ing processes for consolidating public mental

health care service systems.

From the acute phase to transformation
Ingeneral, in abandoned areas, disasters can
create real opportunities for change. It is
important to bear in mind, in the initial
assessment, how to unite the crisis to the
post crisis, in one shared, common frame-
work. What happens in many situations,
when most nongovernmental organisations
(NGOs) are purely focused on emergencies,
they leave, and then people and commun-
ities are generally forgotten and end up in a
more vulnerable position than before. This
requires an intervention during the emer-
gency that does not replace nor compete
with the public health systems in mental
health care, but tries to see the emergency
as an opportunity to reinforce and comp-
lement them on a temporary basis, and to
set a framework for further development.
In many situations, this is also an opportu-
nity to introduce new ideas and proposals
regarding integrated clinical and com-
munity care that goes far beyond what the
state usually provides.

After an initial assessment, some initial ideas
can be drafted with local authorities and
civil society. This also entails preparatory
work, whereby certain agreements are
signed for the transfer of any new services
to the public health network, in order to
ensure as much as possible, future sustain-
ability once the NGO leaves. Consequently,
the services developed will be in tune with
the design of the overall health strategy
and the National Mental Health Plan. In
some contexts, this will already exist prior
to the crisis, and in others the World Health
Organisation (WHO) or PAHO will be in
the process of collaborating an agreement
with the Ministry of Health (MoH). In other
cases, no such groundwork will exist, and
therefore it will be essential to recommend
that this work on an integrated plan be
carried out.

For this reason, MDM collaborates with
other national and international organis-
ations and authorities, to help create the
conditions for executing a national plan.
This is done in collaboration with the health
authorities and public institutions, and social
and human rights organisations working in
mental health and psychosocial fields. It also
includes the general population, particularly
service users, as they are usually excluded
from the process. This is usually done using
a bottom-up strategy, involving community
leaders, to define what mental health is,
and what the priorities should be in a policy
plan. This works simultaneously with a top-
down approach that collaborates sensibilities
andjoint efforts at all levels of the health care
system. In those contexts, where national
health plans do not allow for a comprehen-
sive approach (e.g. progressive reform of
psychiatric hospitals, systems integrated
with the basic health service network, etc,)
it is hoped that working within a network
will promote a review of processes with
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authorities and actors involved. In this way,
we move in the long term towards models
of comprehensive psychosocial and com-
munity services in the field of mental health.
The objective is therefore to be able tojointly
assess the system of mental health services
in the country or region that is suffering
the crisis, working in collaboration with the
Ministry of Health, United Nations
agencies, major mental health focused
NGOs involved in the crisis, and the actual
people affected.

Helping people to review a current mental
health system, and what would they like
it to become is not enough without also
having a commitment to develop substan-
tial parts of it. One possibility is to look for
different NGOs, who can assume different
parts of the intervention. However, it is
usually better for each NGO to assume
the development of a full system within a
region, including all the specific difficulties
and shortages. This includes systems of
exchange and coordination that allow for
mutual reflection and education through
the implementation of the plan in each
area. Each context requires specific and
careful analysis tailored to local circum-

stances.

A
o=
L
AR

Figure 2: - Proposed structures and levels of care.
Source: Independently produced.
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For example, it is not possible to compare the
factors at play in a country like Sri Lanka,
with those in Palestine, or Haiti. In Sri
Lanka, the following conditions exist: mid
income, political willingness to implement
a process of reform, minimal number of pro-
fessionals, and a five-year plan developed
as collaboration between the government
and the WHO. Whereas in Palestine the
situation is: low income, high number of
professionals, many political actors with
different political attitudes in regard to the
authorities, and a five-year plan developed
with the WHO. While in Haiti it is: very
low income, complete lack of professionals,
predominantly private medicine or provided
by charities, no plan, and almost complete
absence of resources to fund any proposals
(Figure 2).

From planning to action in Huancavelica: several

areas of work that were addressed simultaneously

e Peru has a National Mental Health Plan,
but is far from responding to the specific
needs of the Huancavelica Region. Devel-
oping the Regional Mental Plan through
an extensive participatory process driven
by MDM and the Regional Health
authorities was one of the main objectives
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of this project. The final document is a
comprehensive five year plan, with six
different areas, and 22 objectives ordered
by priorities and levels of responsibility, of
each stakeholder in the health care sector.
At the time of writing this paper, the final
drafts were under discussion and refine-
ment.

Redesigning, extending and equipping
the Community Mental Health Centre
(CMHC) run by Huancavelica District
Hospital. This was an old building,
attached to the hospital that had to be
rebuilt. It is now a refurbished two floor
building that includes three outpatient
consultation rooms for adults and chil-
dren, a room for training workshops and
group therapy, a small addiction unit in
thebasement, and akitchen. Additionally,
there are two small rooms for relatives of
psychotic patients admitted to the hospital
who must travel long distances, and for
community health workers staying in
town. The CMHC is designed to meet
the clinical demand in town, while creat-
ing aregional centre of technical reference
with the ability to formally train, super-
vise and enhance the performance of men-
tal health care workers and the health
teams scattered across the region.

In Huancavelica, the health system does
not attend people with serious mental
disorders. Additionally, although victims
of political violence are considered a
priority, they are not reached by the sys-
tem, as far as there are no proactive acti-
vities to the rural areas where mostof them
live. Also, for many cultural and com-
munity reasons, people affected will not
go to the health centre to consult for their
mental health symptoms. A pilot action
research has been completed for the
detection of the hidden population of
patients with unmet needs. There was

the hypothesis that there was a large,
hidden demand for both populations,
and the challenge was to uncover it with
thefew resources available. So, three areas
were chosen for a pilot action research.
This means that the team was doing a
research on prevalence of mental disorders,
but at the same time this was done hand-
in-hand with the community. The patients
detected were enrolled in a case manage-
ment programme with the nearest health
centre (action). Theoretical research
was applied to action, involving those
supposedly the subject of the research.
This research has been done in three pilot
areas. Two groups of four local health
workers, using a standard protocol, have
gone community by community, talking
to community leaders, and religious and
social authorities and neighbours. The
team approached patients, relatives and
neighbours in a nonintrusive way. It
should be pointed out that in the first week
of working with informants from just
one of the 27 micro-networks (the base
administrative structure of the Peruvian
health system) around the region, 13
severely psychotic patients were found in
conditions of semi-abandonment, or con-
fined to the home. This is more than the
number of patients seen in the last five
years in the District Hospital. At the end
of the first two months, 60 severely psycho-
tic patients, most of them already diag-
nosed at some point in their lives, were
left untreated, and with no access to
proper care. This was an unexpected and
surprising result for the local team and an
important revelation. A second action
research, following a similar method-
ology, explored the needs of survivors of
political violence with severe psycho-
logical problems. The team asked, in
each community, for people officially

Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.



recognised asasurvivor by theTCR. They
then searched for other survivors, using a
snowball sampling methodology. The
team conducted individual interviews,
not focused on trauma or symptoms, but
on overall health (including mental
health), life in the community, needs and
expectations. In the context of extreme
poverty, such as in Huancavelica, the
results showed that the survivors were
worried because they had not received
economic reparation, in spite of all the
intervening years. They asked for psycho-
logical support, but in truth were much
more interested in being helped to get
their small funds paid. These two popu-
lations, those with mental illness and
survivors of political violence, will
become initial priorities of future training
programmes for psychologists within
the micro-networks. The next action
researches considered for the immediate
future will include suicide and alcoholism.
This is because alcoholism is extremely
common in the region, and the basis of
sexual abuse and domestic violence. These
two topics will be based on a completely
different methodology, more grounded
in qualitative and anthropological meth-
odologies. The health authorities are
designing an information system that will
specifically collect data for building a
system of continuity of care for severe
mental disorders.

The training of health personnel has
begun slowly in a pilot micro-network
(Angaraes, 60,000 inhabitants). It isbased
on bringing professionals from other
regions that can train in clinical and com-
munity care, by means of supervising
complex cases, and training based on
actual situations brought in through
participants from their daily work. The

training also includes working with

Kohan et al.

communities severely affected by violence
to do
research principles. The aim is to generate

self-assessments, using action
processes of collective strengthening in
communities affected by poverty and
violence. It is hoped that the psychologists
will be able to create self-managing com-
munity psychosocial processes.

e The programme includes support for
assoclations of survivors of political vio-
lence and the Regional and Provincial
Reparations committees, in order to
strengthen human rights initiatives.

There will also be exhumations of mass

graves in the region in the near future.

The local mental health workers will

receive training in the International Stan-

dards for Psychosocial Support in the

Search for the Disappeared (Navarro-

Garcia, Pérez-Sales, & Fernandez-Liria,

2010).

Future steps

Overall, the future is uncertain. Despite the
political agreements that have been signed
and the consensus regarding the mental
health care plans, elections can bring radical
changes. This was the case in Huancavelica
in 2010, and in 2011. The new authorities
promised to respect agreements and provide
full support to the process. However, despite
these promises, the Peruvian government
has introduced new budgetary management
systems based on Results Based Financing
(RBEF, a financial strategy that attempts to
provide estimates in terms of concrete
results). This has brought chaos to mental
health planning. RBF attempts to assign
resources based on patients attended, sever-
ity of diagnosis, average length of each inter-
vention and so on. These sorts of estimates
are almost impossible at the present time
as there are no structured, basic mental
health services. The criticisms and confusion
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resulting from this has now created a ques-
tion on the whole model, and the future of
budgetary assignments from Lima remains
uncertain. This kind of policy planning,
perhaps appropriate for other fields of medi-
cine like surgery or orthopaedics, is more
geared towards closed clinical diagnoses
and expected expenses that canbe attributed
to patient and diagnosis are difficult to fit
into the psychosocial context. This kind of
budget by results carries the risk of limiting
the effects of the reforms achieved thus far,
unless there is more flexibility. For this
reason, it is a key for the future to maintain
the participatory nature of all the process
until now. This will ensure that, beyond
the transfer agreements signed by the
authorities, the situation cannot easily revert
because there are lasting changes in team
structures and perspectives for their objec-
tives and work. In this way, a broad base of
social and citizen participation, which will
support the changes, will be created.

Lessons and suggestions

Many lessons have been learned in these
three years since the earthquake, and these
are discussed below.

1. The importance of prioritising the strengthen-
ing of mental health services within the public
health system. Peru 1s making a significant
effort to develop free healthcare pro-
grammes and a mental health care pro-
gramme must have a place besides the
more traditional health objectives of
prevention of maternal mortality, vacci-
nations, and child nutrition. The situ-
ation generated by the earthquake
helped to find receptive and favourable
political authorities. Although, for the
moment, these programmes are limited
to illnesses and disorders defined in

the national PEAS (Plan Esencial de

Aseguramientoen Salud, or Essential Health
Insurance Plan), which does not include
mental health. However, the majority
of trained health workers in the centres
and networks are keen to expand their
knowledge and skills in this area, and to
push for its inclusion in the PEAS in
the future.

Thevalueofdesigning interventionplanslocally
through participatory processes involving all
actors. The different regions of Peru vary
enormously from one to the next, and
therefore the National Mental Health
Plan and central government guidelines
cannot be applied directly, without
recognising the particular character-
istics of each area and the existence of
local institutions and actors. At the
same time, the local perspective is
enriched by, and benefits from, being
integrated into the national and inter-
national context, particularly in terms
of the guidance and support offered
by PAHO.

One of Huancavelica’s particular challenges
is s extensive and extreme geography,
problematic means of communication and
dispersed population. For this reason, inno-
vative systems are required. The pro-
posed plan would create a network of
small units, with little or no dependence
on central structures, particularly the
hospital, and within which there can be
a regional centre acting more as a tech-
nical and training consultant, than a
clinical reference point. The organisation
cannot work as a pyramid of services of
increasing complexity and systems of
screening and referral among levels. It
must be closer to a horizontal multi-
nodal system.

The survivors of political violence appear in
all political declarations by authorities, but
are in fact excluded from the health agenda,
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despite the existence of specific resources and
budgets from the national reparations pro-
gramme. This can be explained by a
number of factors, discussed below. 1)
On the one hand, the very nature of the
damage of political violence, which
includes fear, lack of confidence, polar-
isation and isolation, dictates that the
programmes must be proactive. There
1s not much sense in waiting for the
survivors to come to some kind of
specialised facility. 2) In addition, there
1s a lack of specific training for health
professionals, aggravated by the con-
stant rotation of staff that prevents the
personnel from establishing bonds of
It is
necessary to put a lot of emphasis on

confidence with the survivors.

rectifying this situation. Health pro-

fessionals are not trained to be
proactive in their work, but tend to
wait for patients to come. 3) The
government is now offering economic
compensation far below what was
promised three years ago, before elec-
tions, thus limiting access to health
and mental health care, and increasing
distrust towards any one working in the
public sector.

The method of detecting severe mental
tllness by proactively entering communities,
and using key informants and snowball
sampling methods, proved to be an extraordi-
narily effective strategy. The authors have
advanced some data here. The process
and detailed methodology and epide-
miological findings will be published
elsewhere. However, such an easy, cheap
and direct intervention has proven to be
more cost efficient, feasible and respect-
ful to patients and communities than
the more sophisticated methods of two-
stage screening using door-to-door,

semi-structured interviews. Although

Kohan et al.

we cannot detect all cases, it is possible
to make an initial case register in a
short time without using extra human
resources, and begin to change stigma
and marginalisation by spreading the
word that there is treatment for severe
mental illness, and that the health care

system can help in providing it.

Conclusion

The authors have presented an outline of
the implementation and progress of the
Regional Mental Health Plan in Huancave-
lica (Peru), in order to demonstrate that
an emergency intervention, following the
earthquake that devastated the centre of
Peru in 2007, can become a catalyst for
change. NGOs should be able to work, not
only based on an immediate needs assess-
ment, but also by keeping an eye on struc-
tural vulnerabilities. It is important to have
an historical long term view that under-
stands that there is a past of poverty, war
and violence and that there must be a future.
It is possible to create a development project
in a short time, taking advantage of the great
amount of funds that emergencies usually
raise. The emergency funds, lasting appro-
ximately a year and half, allowed the
reconstruction of part of the physical infra-
structures that were damaged, and built
new ones. Instead of substituting or compet-
ing with existing structures, the initial six
months of reconstruction enabled an
analysis of the previous mental health care
system, and allowed for designing altern-
atives to reinforce it, in collaboration with
technical staff and local authorities. Impor-
tantly, the project was designed as a parti-
cipatory process that departed from the
perception of needs by the survivors, and
agreements with authorities. The crisis was
the opportunity for change.
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Constanze Quosh

Takamol: multi-professional capacity
building in order to strengthen the

psychosocial and mental health sector
in response to refugee crises in Syria

Constanze Quosh

The massive influx of Iraqi refugees into Syria in
2006 put an immense strain on the already under-
resourced mental health sector. This prompted a con-
sortium of international agencies to create an Inter-
agency Working Group (IAWG) in 2008, with
the goal of national capacity building. This Inter-
agency Working group merged into a National
Advisory Board that included the Syrian govern-
ment. An integrated one-year master training
programme for mental health professionals was
designed. The first cohort of master trainers success-
Jully completed the programme, and started to train
Srontline worker with very good results. There has
been widespread advancement in awareness of inte-
grated psychosocial and mental health approaches,
multi-professional teamwork and training method-
ology among practitioners. Thus has translated into
practical projects improving the qualily of care for
beneficiaries. In addition, comprehensive training
curricula and a bilingual handbook have been
drafted with the goal of integrating and streamlining
psychosocial, mental health and training method-
ology. Initial steps have also been taken to create a
unified National Mental Health and Psychosocial
Councl.

Keywords: mental
health, Middle East, psychosocial support,

refugee, Syria

capacity building,

Background
The war in Iraq triggered complex emergen-
cies in countries throughout the region as a

massive influx of refugees spilled across its
borders (Figure 1). Syria received the largest
number of refugees, and although notable
in its generous and lasting asylum policy,
it is now finding its infrastructure, and
in particular, the public health systems
strained.

Iraqis who remain in Syria are particularly
at risk; many are unable to gain resettlement
to a third country! or to return home.
Quickly diminishing resources and a lack
of prospects for the future have had strongly
negative effects on the refugee population,
such as: deterioration of living conditions,
day-to-day stress and uncertainty that com-
pounds past distressing experiences that
caused their flight from Iraq. Changes in
roles and belief systems have been profound,
contributing to increased domestic violence
and survival sex. Many refugees had arrived
expecting a temporary stay, but find them-
selves in protracted stasis’, without the ability
to make future plans. As financial difficulties
have worsened, assistance has waned and
treatment needs go unattended, it is expected
that social, health and psychological problems
will escalate (Le Roch et al., 2010).
Therefore, while the situation in Syria can
no longer be considered an acute crisis, it is
certainly a complex emergency? that has
developed into a protracted refugee situ-
ation. Although desperate, the conditions

also provide an environment for innovative
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response; channelling available impetus

and funding towards transition from

humanitarian aid to more sustainable
development programmes.

For the most part, Iraqi refugees in Syria
occupy an urban refugee setting (Figure 2),
which differs sharply from camp settings
and presents certain unique challenges;
notably difficulty

persons at risk, who are in need of support

most in identifying
or specialised care, and providing access to
adequate services. This makes community-
based outreach crucial, and requires an
efficient referral system.

Although regionally there are a number of
humanitarian organisations operating, there
are only a limited number of international
and national nongovernmental organis-
ations (NGOs) active in Syria. For this
reason, the Psychosocial Support and
Mental Health (PSS MH) programme for
refugees is currently primarily implemented
by UNHCR. However, intensive capacity
building, occurring within the different
levels of the public health systems and social
services, will pave the way for a responsible

transition to national organisations.

Constanze Quosh

Mapping the context: mental
health in Syria

Understanding health and illness in the
Middle East is impossible without linking
it to the local context. Mental health care
in Syria is still developing. Currently, for a
population of 21.8 million (World Factbook,
2010), there are 89 psychiatrists. This i1s a
ratio of approximately one psychiatrist to a
quarter million people. The estimated
minimum ratio by WHO 1is 25 times that
amount, approximately one psychiatrist to
10,000 people (MHWAG, 2008). An accurate
measurement of psychiatric morbidity in
Syria is difficult to estimate due to the lack
of data, and the wide-ranging effects of high
levels of social stigma associated with mental
health issues. This also prevents accurate
reporting of diagnostic and other mental
health statistics. Overall in Syria, support
1s medicalised; provided by psychiatrists
with a clear dearth of community based
services. Aside from resulting in an interven-
tion-focused, overburdened and less efficient
system, the lack of prevention efforts and
formalised community care is problematic

as modernisation has begun to erode

Registered Iraqi refugees in Syria (individuals)
As of 30 November 2010

Hassakah
7,262
Aleppo
9,010 Al-Raqqga
Idleb 261
Lattakia 710
1,379
Hama Deir Ezzor
Tartous 469 2,181
837
Homs
4,635
° Damascus
105,696
Total number of registered Iraqi refugees in Syria: 141,558
Qunaytrah Location unspecified for 7,097 registered Iragis
18 Deraa

1,958 Sweida
45

“Damascus” and “Damascus Rural Area” data are combined (105,696)

Figure 2: - Map with UNHCR estimate of registered Iraqi refugees in Syria. Source: hitp: //ochaonline.un.org.
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community support systems, particularly in
urban areas.

In the mental health sector, the dominant
area of study and practice is general adult
psychiatry, taught in the medical school
and designated by the Ministry of Health.
There i1s no formal clinical psychology
education or therapy training, as pro-
grammes are conducted through university
faculties and concentrate on counselling,
field
These educational differences, as well as for-

without  formalised experience.
malisation (e.g., lifetime psychiatric licen-
sing, vs. no legal framework for licensing
psychologists) and perceived status distinc-
tions between doctors and other mental
health professionals make the professions
notably hierarchical. This results in a lack
of cooperation between services and support
levels, and offers little integration between
psychosocial support and mental health care.
Furthermore, training methods and services
in the sector are spread across four Minis-
tries: Health, Education, Higher Education,
and Defence. This fragmentation results in
inconsistent instructions of varying quality.
This is also compounded by the striking lack
of updated written materials in the region.
Education in the sector is largely medi-
calised due to the stronger presence of
psychiatrists and, in part, easy access to
inexpensive medications. Additionally, the
strong social stigma impedes secking help
among clients, until a situation becomes acute
and hospitalisation is necessary. Further
adding to the problem, psychiatric hospitals
are large and institutionalised, with very few
integrated day programmes and no ability to
follow up patients once they have been dis-
charged. This often results in relapse.

Needs assessment
In line with the lack of mental health
research in Syria, there are very few

studies concerning the situation of Iraqis
in the country. However, supplemented by
research conducted in the region, there is a
clear indication that the context within the
country results in numerous psychosocial
stress factors.

Studies on refugees in Syria indicate that
families remain isolated, as primary social
networks were lost in displacement (Le
Roch, et al., 2010; Ventevogel, 2008). Family
members, particularly youth and women,
spend much of the day inside their homes,
compounding their sense of isolation and
grief, and reducing their ability to locate
and develop sources of social support
(Gilbert,  2009).

in the sense of loss of, and lack of, opportu-

De-professionalisation,

nities for professional occupation, as well as
the need to readapt to new social roles
in the current environment, were cited
as main stressors by 33% of one study
(IOM, 2008).
adolescents express feeling not useful in society’
(Jayawickrama & Gilbert, 2008). The insi-

dious shift in family structure occurring as

sample Both men and

a result of displacement, and the inaccessi-
bility of work for men is causing fundamen-
tal role changes, resulting in a steep rise
in domestic violence among refugee house-
holds (Le Roch, et al., 2010).

Anxiety and depression are the two most
prevalent psychological symptom clusters
experienced, with estimates ranging from
42% among samples of Iraqi refugees
(Duncan, Schiesher & Khalil, 2007) to above
80% (UNHCR, CDC, 2007). Symptoms
reported to psychologists include specific
phobias, nervousness and anxiety in adults,
and aggressiveness and withdrawal in chil-
dren (Le Roch, et al., 2010), with girls tending
to be more isolated and withdrawn, and boys
tending towards disruptive and aggressive
behaviour (Tsovili, Coutts & Quosh, 2010).
Gender differences among adults are also
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commonly found, with women evidencing
significantly higher rates of affective dis-
orders (WHO, 2009; Duncan et al., 2007)
and middle-aged and older men trending
towards higher rates of anxiety disorders
and posttraumatic stress disorder (PTSD)
(WHO,2009). Agedifferences are alsoappar-
entinthedata, showinggeneral mental health
scoresdeteriorating withage, andindividuals
over 65 consistently reporting higher rates
acrosssymptoms, including severe depression
and PTSD, indicating reduced resilience
(WHO, 2009). Somatisation of stress has led
to increased health care needs of the refugee
population which, in combination with
stigma, brings beneficiaries to general
medical centres more often than directly to
specialised psychiatric services. Psychosocial
difficulties experienced by refugees in Syria
have steadily increased due to deepening
soclo-economic vulnerabilities and prolonged
uncertainty. Psychological stress and despera-
tion have intensified as the length of stay has
increased (Duncan et al., 2007). The oppres-
sive climate often makes it impossible for dis-
placed Iraqis to address traumatic events
that occurred prior to, or during, their flight.

Takamol: UNHCR’s psychosocial
support and mental health
programme

Due to the combination of overwhelming
need and a scarcity of qualified professionals
and implementing partners, UNHCR estab-
lished a pilot PSS MH Programme, under
the name takamol, which is an Arabic word
meaning ntegration’ or tomplementing. The
programme adopts a three-fold approach:

1) A national capacity building project;

2) Case management for people most at
risk; and

3) An urban outreach volunteer pro-
gramme.

Constanze Quosh

These three components are heavily inter-
linked, informing each other and functioning
jointly. The psychosocial framework holds,
as its primary focus, the interaction of psycho-
logical and social wellbeing, emphasising a
process model and the interrelationship
between factors in the social and cultural
environment and psychological symptoms.
The resulting methodology works towards
developing and reinforcing existing resources
in order to enable sustainable solutions in
challenging environments.

Capacity building

During and after a complex emergency, the
level of psychosocial distress is high. In the
realm of PSS MH, reliance on specialist care,
particularly in the developing world, is
inadequate. Across the reviewed studies
(Le Roch, et al., 2010; Gilbert, 2009; WHO,
2009; IOM, 2008; Ventevogel, 2008; Duncan
etal.,2007), conducted in Syria and regionally,
the primary recommended responses were
strengthening the national healthcare system
and enhancing its ability to respond to the
needs of both the refugee and local popu-
lations through extensive capacity building.
With capacity building we mean more that
improving resources such as knowledge,
skills and competencies of individual trai-
nees within a system or institution, but
we also indicate facilitating relationships
between institutions and sectors, and
fostering multi-professional teamwork and
advocacy. Despite the education based core
of capacity building, an effective programme
must also initiate a change in atlitudes and
approaches at all levels: policy, institution/pro-
fessional, community, and individual. Ideally,
this comes with networking and advocacy
for legal and regulatory changes.

However, the currently existent systems
are highly centralised and do not have the

sufficient resources to attend to a suddenly
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exploded morbidity in the population.
Therefore, the most practical way to address
the service gap is to train frontline workers
to an international standard, and in a
context sensitive way. This paves the way
for the change in approach required; moving
populations in need of support from pro-
fessionals to frontline services, decentralising
skills and improving referral mechanisms
to ensure that beneficiaries are recognised

and receive the level of care they need.

Project description

The project aims to not only improve service
provision for the immediate emergency situ-
ation, but to go further using a multi-level,
multi-professional approach to encourage
cooperation and service integration, thereby
standardising training in the sector. This will
increase the number of qualified prac-
titioners and ensure sustainable capacity.
This will strengthen national services,
including: primary health care centres and
clinics (public, inpatient and outpatient);
private psychosocial facilities; community
centres; and school health and social coun-
selling services. In this way, the project envi-
sages a shift in approach from a relief-
focused operation to a comprehensive devel-
opment approach, benefiting both the dis-
placed and national populations.

Project board
The project was initiated by an Interagency
(IAWG), composed of

international aid organizations involved in

Working Group

psychosocial support and mental health
care! at the end of 2008 while preparing a
mental health and psychosocial sector
strategy for the Consolidated Appeal Pro-
cess, which 1s the process and tool used by
host governments, UN agencies, donors
and aid organisations for coordination,
strategic and

planning,  monitoring

fundraising for humanitarian activities.
The initial goal was to unify diverse, uncoor-
dinated 1nitiatives; however the process at
that time excluded national stakeholders.
Therefore, a Syrian Advisory Board was
founded in 2009, involving experts and
decision makers from the Ministries of
Health and Education, as well as the Univer-
sity of Damascus and the Syrian Arab Red
Crescent (SARC). Many of the advisory
board members are practicing psychiatrists,
psychologists and social workers. The special-
1sed expertise of this board is a fundamental
component in ensuring the comprehensive-
ness and context sensitivity of the project.
After the first project steps were imple-
mented, the IAWG and Syrian Advisory
Board merged in 2010 to form the Project
Board, reinforcing Syrian ownership as a
core principle of the project. The board is
co-chaired by UNHCR and the Ministry
of Health. Its role is to act as the central
entity to facilitate cooperation and coordi-
nation between all stakeholders involved,
including the nomination of Master Trainers
(see below), recruitment for, and organis-
ation of, frontline worker trainings (FW'I5),
the board and
applicable national bodies.

and liaising between

The cascade approach

Specialists in Syria were over-burdened, but
did not have the tools for burden sharing
Recognition of this need, and an opportu-
nity to solve this, provided an incentive to
participate in the training of trainers.

The constraints inherent in the local context
required an application of the cascade
approach (Figure 3). This methodology uses
available human resources to propagate
knowledge throughout the levels of service
provision. Professionals are trained as train-
ers and, in turn, train lower levels of service
providers according to assessed knowledge

254

Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.



Objectives

Constanze Quosh

IAWG + Advisory Board
(Decision makers) (Experts)

->Board

Coordination

->Council

Group 4

structure
Pr|n0|pal trainers: 3 ]
Focal point [Group1 ] Group2 Group 3
4
Master trainers [ E:7 MOH 115
40

Frontline
Workers

Groups

UNHCR 5 (SARC: 5, University: 6,
LEMDH: 1, IMC: 1

o

v

Humanitarian workers &

75+ Primary health care

clinics and higher care

— — - Psychiatrists
Psychologists
Psychiatrist + Psychologist

Figure 3: Cascade flow chart.

gaps. In this way knowledge is maximised
with limited resources (Mpabulungi, 1999).
The points of criticism regarding 1o’ models
such as required qualities of trainees and
trainers, questions of sustainability and
impact if follow-ups, supervision, monitor-
ing and evaluation were not given over a
longer period of time were all considered in
the project planning. (Aarts, 2010, 42) The
appropriate selection, preparation and high
quality implementation that used cascading
with a longer term follow up eased the bur-

den on the Syrian system.

Beneficiary groups

The project designated three levels of
beneficiaries (Figure 3). The first includes:
master trainers; senior psychiatrists, psy-
chologists and social workers, who, after

outreach volunteers
SARC/ Damascus
University

the master training continue to conduct
subsequent trainings. The second are four
frontline workers groups operating in areas

with increased refugee presence:

1) Primary health care services

2) Schools

3) Humanitarian workers and community
outreach workers

4) Specialised secondary health and other
services (e.g. SARC multidisciplinary
units and university psychology lec-
turers).

These groups have received training from the
master trainers, and are able to implement
their skills across their service populations.
The final group consists of the general popu-
lation in need of psychosocial support.
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Project outputs
There are three target outputs for the
capacity building project:

1) Comprehensive  bi-lingual  training
materials and a draft PSS MH Handbook,
tailored to the Syrian context and
capable of being used as a teaching guide
for local professionals;

2) A cohort of 25 to 30 committed master
trainers, from varying professional back-
grounds, able to implement FW'Is in PSS
MH as multi-professional teams at the
different frontline service levels;

3) A series of abbreviated, customised
curricula targeted at the four primary
service fields for use in FW'Is.

Handbook and frontline
training guides

The Middle East and North African
(MENA) region in general, and the Syrian
context in particular, suffer from a lack
of available materials guiding best practice
in PSS MH. Therefore, the
spearheaded an initiative to draft a hand-

project

book and training curricula accessible to
professionals, detailing a unified, multi-
professional system of care that is both
compatible with current international
standards (IASC, 2007, WHO, 2010), and
tailored to the particulars of the Syrian
context.

A participatory approach was taken in the
development of the handbook, and included
a comprehensive needs and capacity assess-
ment, a first review process by 25 national
experts and an international review process
with 20 experts. Despite being criticised for
its large volume, during the local field test
in the master trainings, the second draft revi-
sion of the handbook was acknowledged
(both in focus groups and by feedback ques-
tionnaire) as a useful and appropriately

comprehensive tool by the targeted pro-
fessionals. The upcoming final revision will
be undertaken at an international and
national level, for both English and Arabic
versions, along with extensive parallel con-
textualisation work (including local case
studies, context sensitive translation adjust-
ment, regional data).

The handbook draft materials are the basis
for the master trainings. The main authors
of the handbook, a German—Jordanian
clinical psychologist and a Jordanian psy-
chiatrist, work multi-professionally them-
selves, and were the principal trainers
for the master trainings. This ensured con-
sistency between the material and the train-
ings, and allowed for feedback and revision
during the process.

Training of trainers

The training of the master trainers was
based on a qualitative (focus groups, indi-
vidual interviews and field visits) and quan-
titative (baseline survey) training needs
assessment done throughout the public
health and social services sectors. The result-
ing curriculum integrates complementary
theoretical and practical components,
designed to update practitioners’ knowledge,
promote an integrated PSS MH approach,
and enhance training skills with a heavy
focus on strengthening cooperation and

multi-professional teamwork in the field.

Training structure

The master training consisted of an intro-
duction day, six modules, an exam period
and a certification day (Figure 4). It is a
one year programme, with one module of
3—4 training days each month, totalling over
170 training hours. The first training cycle
ran from December 2009 to November
2010. The full content of the handbook,
including and

theoretical perspective
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Figure 4: “Training module content overview.

methods, was divided into six modules; each
one with a mental health component, a psy-
chosocial component and a training skills
component. The final module tied themes
together; reinforcing good practice in
applied training designs, and an integrative
approach.

Importantly, the training modules utilised
professional adult education techniques,
including experiential learning (learning
through doing) and peer learning (pro-
fessionals teaching their specialties to their
peers for mutual mastery).> All of the master
trainers trained together, cross-profession-
ally.

For the practical aspect of the training, the
master trainers were divided into 20 teams
of two, for support and to practice multi-
professional teamwork. Each of these teams
provided trainings to selected cohorts of
frontline service providers in the four,
previously mentioned, fields. Trainings were

based on training needs assessments done
with each professional group, and served to
develop the standardised curricula.

Each team conducted a supervised three-
hour FWT session between modules 5 and 6.
In addition, each team was responsible for a
four hour FWT session (two hours per trai-
ner), evaluated for certification. Within one
year of graduating, every master trainer is
required to provide five additional supervised
FWTs. The supervised implementation of
these trainings, including continued evalu-
ation has begun, and will be implemented
throughout 2011.

Trainer profile

The Project Board developed a set of
criteria guiding the selection of master
trainers. These included a minimum of five
years’ work experience in mental health
and psychosocial support with refugees as
well as training experience. A total of
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44 master trainers were nominated from
the Ministry of Health, the Ministry of
Education, the University of Damascus,
the Syrian Arab Red Crescent, UNHCR,
IMC and EMDR (19 male, 21 female; 12
psychiatrists, 28 psychologists and social
workers). The majority of the nominees
worked in the urban centre of Damascus,
however, there were also several from gover-

norates across Syria.

Evaluation

Training evaluation

Master trainers were evaluated along three
criteria:

1) Development of their knowledge base,
evaluated through periodic multiple
choice testing after each module. The
final exam was in short answer and case
study format.

2) Practical skill development, evaluated
through their performance in certifica-
tion trainings.

3) Training programme adherence, evalu-
ated through attendance and motivation.

Knowledge tests

The total results of the knowledge tests show
that all of the master trainers passed the
70% cut-off point, meeting the programme
outcome goal. The lowest average score on
the knowledge tests overall 1s 37%, and the
highest is 91%. Notably, over the course of
the

scores increased across master trainers, by

modules, average knowledge test
an average of more than 10%.

The pattern of improvement across psycho-
social and mental health modules is similar,
although mental health had a higher base-
line and generally higher averages through-
out. Master trainers reported that the
mental health concepts were easy to under-

stand, reflecting the medicalised education

and service systems. It is interesting to note,
however, that while the multiple-choice
module tests often demonstrated a stark
difference in total scores between psycho-
social and mental health tests, the case study
based final exam only varied by approxi-
mately 3%. This suggests minimal disparity
in applied knowledge, arguing for further

investment in psychosocial education.

Certification training

A standardised training evaluation form,
with quantitative and qualitative items,
including dimensions such as quality of
training, knowledge of trainer and use of
adult learning techniques, was used for each
training session by the primary supervising
trainer, a Syrian clinical psychologist, a
second professional supervisor from the
respective organisations, the peer co-trainer,
and the participants. Feedback sessions were
conducted after each FWTT.

The training supervisors reported high
knowledge absorption and ability to run
trainings, as well as good consistency
between self assessment (post training) and
supervisor assessment. They cited clear
methodological improvement, with practi-
cal knowledge rated at an average of 9/10
for the final trainings. The supervisors
also reported significant improvement in
psychosocial skills, but cited a continuing
need for training to build greater practical
aptitude. High absorption of psychiatric
health curriculum by non-psychiatrists was
also observed.

Attendance

Attendance rates for the first modules was
100%, and for the last ones 87.5%. Only
four trainers out of 44 dropped out of
the course; far fewer than expected. All
dropouts occurred after Module 1, rather
than slowly and throughout, indicating
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strong programme adherence and commit-

ment.

Master trainers’ perceptions
Each module was rated by the master train-
ers on certain indicators, using a scale of
1—4; with | being ‘Disagree’, 2 being “Tend
to disagree’, 3 “lend to agree’ and 4 being
Agree’. Quantitative and qualitative items
captured the dimensions of training process,
quality and satisfaction. Average ratings
per indicator ranged from 2.84 to 3.65. Mean
ranged from 3.1 for module 4, to 326 for
Module 5.

The master trainers used an anonymous
standardised training evaluation form
after Module 6, with quantitative and
qualitative items, similar to the form used
for the certification trainings, and gave an
overall average rating for principle trainers
of 8.5/10.

The results of an overall quantitative and
qualitative self-evaluation of knowledge
and competencies at the end of Module
6 were measured with a scale from
1-10 (with 1 being very little and 10 being
‘very much’). Notable is that the highest self-
perceived knowledge is in mental health
and training methodology, the lowest it is
in school counselling, indicating future
training needs.

During a guided focus group discussion
it was stated that the most important
the

were the handbook (a knowledge based

training experiences for trainees

resource), teamwork (multi-professional
interaction) and generally how to run
trainings and present information. This
superbly followed the project’s goals for
their experience.

All of the master trainers graduated with
success. The trainers, the Ministry of Health
and the UN Resident Coordinator, certified

the training.

Constanze Quosh

Monzitoring and external evaluation
Although the general frame was prepared
through the needs and capacity assessments,
consultations between trainers and the board
chair, after every module, allowed fine-tuning
of training content and methodology.
Additionally, in concordance with the larger
PSS MH Programme administered by
UNHCR, the Capacity Building Project
underwent a midterm, mixed method,
internal/external process of outcome/impact
evaluation by a multi-professional team from
the University of Uppsala, Sweden. The
evaluation included four expert field visits
in March, May, July and November 2010, a
case study assessment and interviews with
participants and trainers. The resulting
recommendations have, for the most part,
been fulfilled. A separate article is planned
on the evaluation approach, process and
results, but some notable points are worth
mentioning here.

Structurally, the interagency nature of the
Capacity Building Project, in conjunction
with the initiation of the National Advisory
Board, meant that there were numerous
individuals active in the project, and that it
was at times difficult to communicate clearly
with all parties involved. The merger of
the Interagency Working Group with the
Board,

meeting attendants, resulted in more direct

National Advisory streamlining
and effective communication.

Although it has been contested in the litera-
ture, the external evaluators found that this
programme demonstrates the effectiveness of
a cascade approach (Figure 3). The key to
the success of this method 1s that modelling
occurred on all levels of project implemen-
tation; most importantly the multi-professio-
nal approach, which was modelled at the
Project Board level, just as much as in the
trainings by the main trainers and master
trainers.
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Discussion

Successes

The collaboration among institutions and
the multi-professional approach, character-
1ised by the Capacity Building Project,
defines a unique methodology for the PSS
MH sector in Syria. Mental health care
had been strongly medicalised prior to the
implementation of this project, and now
there is a greater understanding and integ-
ration of psychosocial concepts and prac-
tices, as reported through feedback from
both master trainers and stakeholders. In
response to the project, the first multi-pro-
fessional PSS MH training and care unit
has been planned within a government hos-
pital. According to a follow-up assessment,
both the MoH and MoE have integrated
PSS MH capacity building in their annual
work plans. Ninety percent of all master
trainers confirmed that they had planned
FWTsessions for 2011.

The handbook, the training package and the
frontline worker field curricula, have laid
the groundwork for incorporation of the
developed curricula into regional institu-
tions. Eventually, they will serve as a basis
for further training and capacity building,
with an opportunity for additional appli-
cation in a variety of contexts across the
mental health spectrum, regionally, and
beyond. A national university expressed
interest in incorporating the training into
their postgraduate curricula, using the pool
of master trainers as lecturers for planned
cross-sectional PSS MH courses at the
medical school and psychology department.
The strong partnership between project
board members allows for a clear coordina-
tion of leadership roles; bringing together
high level stakeholders (such as the Minis-
tries of Health and Education as well as
Universities and the Syrian Arab Red
Crescent) to provide an inclusive forum for

technical assistance, advocacy for inter-
national standards in PSS MH, and an
opening for future policy dialogue. A High
Level Round Table
aforementioned stakeholders in addition

(comprised of the

to the Syrian Women Union and the Minis-
try of Higher Education), hosted by the
Project Board, under the leadership of the
Syrian Ministry of Health and UNHCR
in November 2010, set the foundation for
a formalised National MH PSS Council.
This Council is modelled after the multi-
professional Project Board, and integrates
resources from the Ministries involved,
in order to maximise expertise and access.
The institution of this national body also has
laid the groundwork for informed future
policy decisions in the mental health sector.

Five of the master trainers are Iraqi, two of
whom are Iraqi psychosocial outreach
volunteers with the UNHCR Outreach Pro-
gramme. Inclusion of outreach volunteers,
and their invaluable perspective, in capacity
building trainings is imperative. This
inclusion empowers these vital actors, and
facilitates positive identity reconstruction,
not only for the trainers themselves, but also
for the refugee and host communities.
Importantly, it also allows national bodies
to view refugee community involvement as
an asset; by giving community members

enhanced skills and agency.

Challenges and dilemmas
The
planning periods, and financial and budget-

agencies involved have different
ary regulations, requiring flexibility and
creativity. Most funding is annual, and the
lack of pooled funding hampered planning
and a greater consistency of services. There-
fore, a structure that would allow intera-
gency projects to apply for communal
grants, or allocate portions of funding to a
collective pool, would be useful. Frequent
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staff turnover, dependency on personal
leadership, differing incentive policies
across agencies and the bilingual nature of
the projectalso created theirownchallenges.
Consequently, a structure that facilitates
the designation of staff to interagency pro-
jects, formalises information sharing and
institutionalises commitments, as well as
rotating leadership, would help to ensure
continuity and equal participation of all
agencies. Additionally, a structure that
facilitates the deployment of staff to national
stakeholders, in order to build internal
capacity and national ownership, as well as
leadership, is essential. Interagency politics
and competitionslowed the pace of progress,
and impacted negatively on the team’s ent-
husiasm. However, commitment to the pro-
ject’s potential overcame these challenges

successfully.

Lessons learnt

Prior to the initiation of the PSS MH
Programme and the Capacity Building Pro-
ject, a thorough situation analysis was
important in order to ensure an understand-
ing of the system, and the local context
(cultural, political and institutional). This
allowed programme implementers to capita-
lise on the strengths of the system, supported
by the development of strategic relation-
ships.

The master trainers indicated clearly
that continued supervision, assessment and
follow-up workshops are crucial to monitor
quality, support and to adjust the process
accordingly. This corresponds to the main
criticisms of the cascade approach, ie.,
quality decreasing with moving down
the cascade, and isolated trainings with
limited supervision. Although aware of
these challenges, the context necessitated
this approach. The project design, however,

addressed the challenges successfully by:
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o Nominating master trainers through
involved agencies, according tosetcriteria

o Mobilising and acknowledging existing
resources across specialities

o Development, adjustment and provision
of unified training material (this was
found to be crucial to ensure a systemic
approach to the training process, particu-
larly as it cascades down)

o Using the first master training series as
an opportunity to adjust the handbook
material

o Extending the master training over a
year with a maximum of one intensive
module per month, allowing for know-
ledge absorption, reflection and practical
application

« Utilising adult learning and participatory
training methodology, as well as a practi-
cal focus in accordance with the 745C
guidelines

o Responsible focal points per organisation
(Figure 3)

o Piloting FWTs with training supervision
and continued monitoring during the
training cycle

« Continued trainee evaluation and inten-
sive feedback provided, following FWTs

» Strengthening of independent coordina-
tion and peer exchange among partici-
pants beyond the training

« Organising follow-up workshops

One positive outcome of the cascade
approach is that the FW'Ts are conducted
by specialists, allowing for an exchange of
perspectives and eflicient referral system
determination, thereby bridging hierarchies
and easing burden sharing.

Interagency cooperation and the modelling
of multi-professional teamwork were very
valuable in creating attitude change over
the course of this project. In addition,

an interagency working group needs
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committed leadership by one organisation,
as well as a clear structure and identified
roles and responsibilities for all actors
involved, aligned with their respective man-
dates.
institutionalising them was also helpful. At

Constructing commitments and
the same time, participatory engagement
with all stakeholders from the beginning,
and involvement of decision makers, as well
as with experts from the different institu-
tions, was crucial.

The development of a firm and early
strategic plan that is logically linked to exist-
ing services is vital to keep stakeholders
involved.

In order to ensure sustainability, project
transition to complete national ownership
is necessary. Therefore, allocating the time
to carefully prepare this transition, and to
develop an appropriate and well-articulated
exit strategy that ensures continuity (includ-
ing long-term vision and acceptance), is
essential. Government participation from
the onset laid a solid foundation. For this
purpose, documentation throughout the life
of the project is also very important; initiat-
ing the creation of institutional memory that
outlasts staff turn over.

A design for programme evaluation should
be integrated from the outset of the project,
and continuous evaluation, throughout each
stage of operation, as well as of the out-
come/impact, is vital to maintain quality.
For these reasons, a combination of exter-
nal/internal evaluators was found to be

highly effective.

Conclusion

As a result of the Interagency Capacity
Building Project and national level, multi-
professional coordination, the formal sup-
port systems have already demonstrated
improvement of the skills and knowledge
levels of the master trainers and frontline

The of wunified
materials that can be utilised beyond Syria,

workers. development
improvement of the system level, and the
national coordination mechanism, also
indicate project efficacy. Improved access
and service delivery across Syria will even-
tually lead to the enhanced psychosocial
wellbeing of the targeted population(s).
The coordination network ensures improved
response, monitoring of progress and integ-
ration of psychosocial support and mental
health into existing systems of care.

The external evaluators selected the Syrian
National Capacity Building Project as a best
practice example for the mental health and
psychosocial support sector. It is notable that
many best practice examples are developed
in emergency contexts, as these situations
often facilitate the recognition of service
gaps, and provide the opportunity to invest
financial and human resources in a con-
certed manner. However, what is as essen-
tial, as it is challenging, is not to simply
stop once the emergency has eased and
access to funding becomes more difficult.
Most often, in these cases, the services pro-
vided simply disappear, without the effective
development of national programmes. The
goal of this project and of all the team mem-
bers was to invest instead in the integration
of services into the Syrian system, enhancing
national ownership and ensuring sustain-

ability and a smooth transition.
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Announcement

Join the Mental Health and Psychosocial Support Network

Approaches to providing mental health and psychosocial support (MHPSS) are
evolving rapidly, and examples of good practice are fast emerging from the field. How-
ever, those working in MHPSS are dispersed across the world, separated by language,
culture, professional roles — with varying access to information and communication
technologies. The MHPSS Network is set up to close the gap in the sharing of
information, resources and expertise.

What does mhpss.net have?

MHPSS Network is built around an interactive website: a place to meet colleagues,
create discussion groups to seek advice or exchange views, share documents through a
digital library and post events, training courses and vacancies.

Who can join mhpss.net?

Anyone around the world with an interest in mental health and psychosocial support can
join the network. This includes people from affected communities, as well as those
working in all levels of humanitarian or development aid, government, policy, training,
academia and media.

Access the MHPSS Network at www.mhpss.net
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The integration of mental health into
primary health care in Lebanon

Zeinab Hijazi, Inka Weissbecker & Rabih Chammay

In Lebanon, the International Medical Corps is
working to address the multiple needs of Iraqi refu-
gees, as well as the long term needs of the vulnerable
host population, by integrating mental health ser-
vices into primary health care ( PHC). Over the past
two years, 152 PHC providers ( doctors, nurses and
social workers) were trained in the identification,
management and referral of people with mental
health problems. The Ministry of Health has certi-
fied the completion of a traiming that includes: 12
theoretical training days, and a minimum of three
on-the-job, supervised clinical sessions. Two forma-
tie evaluations were conducted to guide training
implementation. Trainees completed pre/post tests,
and clinical skills were evaluated during the on-
the=job supervision sessions. Trainees showed an
average of 12—25% improvement in knowledge,
and 85% doctors and 91% nurses met minimum
competency standards. Results from the evaluation
were used to address challenges, including: strength-
eming referral mechanisms; promoting organis-
ational  change through clinic management;
tatloring training for different groups of pro-
Jessionals; utilising a team approach to care, provid-
ing refresher training on topics such as medication
management and planning longer term follow-up.
The project provides important input towards inte-
grating mental health into primary health, on the

national policy level.

Keywords: integration, iraqi refugees, leba-
non, mental health, primary health care

Introduction
Mental illness continues to be one of the
most neglected and under-funded health

problems, causing significant disease burden
and vulnerability. Approximately 75% of
individuals with mental health problems in
many low income countries have no access
(World Health
Organization, 2008a). Integrating mental

to appropriate services

health into general health care is one of the
most viable ways of closing the treatment
gap for untreated mental illnesses (World
Health Organization, 2008a; Lancet Global
Mental Health Group, 2007). This integ-
ration can be achieved by training general
healthcare workers in the identification,
management (pharmacological and non-
pharmacological), and appropriate referral
of mental health cases, as outlined by
recently released WHO Mental Health
Gap Action Programme (mhGAP) guide-
lines (World Health Organization, 2010b).
Such integrated services are more sustain-
able, less stigmatising and more accessible
through reaching larger segments of the
population (Inter-Agency Standing Com-
mittee, 2007). Integration is most successful
when mental health is incorporated in
health policy and legislative frameworks,
accompanied by adequate resources (World
Health Organization, 2008b). Efforts to inte-
grate mental health into general healthcare
are increasingly documented in several low
resource countries (World Health Organiz-
ation, 2010b). The International Medical
Corps (IMC) has been conducting pro-
grammes supporting mental health integ-
ration into general health care in Sri
Lanka, Sierra Leone, Chad, Iraqg, Syria,
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Haiti, and Jordan. This article describes the
situation in Lebanon, which illustrates the
challenges and opportunities in this line
of work.

The Lebanon context
Background

middle
country with a population of approximately
4350,000. This includes 500,000 refugees
of which
47,280 are from Iraq. Most others (around
400.000) are Palestinians served by
UNRWA, the United Nations Relief and
Works Agency for Palestine Refugees
(UNHCR, 2010, World Health Organiz-
ation, 2010a). IMC started to work in
Lebanon after the war in 2006 that involved
the Hezbollah paramilitary forces and the
Israeli military. The conflict led to the deaths
of over 1,400 people, most of whom were
Lebanese, and displaced a further 1275,000
people. The political and security situation

Lebanon is an upper income

from different nationalities,

in Lebanon and the surrounding region
remains unstable. There is no adequate legal
framework that addresses the short or long
term needs of refugees, who often work illeg-
ally, suffer exploitation, and are subject to
detention and deportation (UNHCR, 2010).
Survival remains a daily struggle given dete-
riorating health, plummeting income levels,
poor, over crowded living conditions, and
uncertain futures (Le Roch et al., 2010).

Mental health

Prevalence of Mental Health Problems
According to a 2006 national epidemiologi-
cal survey in Lebanon, 17% of respondents
met criteria for at least one mental disorder
in the last 12 months (Karam et al., 2006).
In another study, the lifetime rate of major
depression in Beirut was reported to be
19%, and higher proportions of mental dis-
orders were found in respondents exposed

to multiple war-related distressing events
(Weissman, Bland, & Canino, 1996). High
levels of psychological distress were also
reported among 50% of Iraqi refugees, and
34% of these had experienced extremely
stressful events such as: witnessing the assas-
sination of relatives and friends; kidnapping;
torture; and rape (International Organiz-
ation for Migration, 2008). Women were
found to be taking up new responsibilities,
while men saw their role and mandate
being eroded. Terre des hommes-Lausanne
('Idh-L), who were providing psychosocial
support and counselling to Iraqi refugees in
Lebanon, found that of the 83 clients who
sought psychosocial services, the majority
suffered from emotional disorders (92.7%)
followed by behavioural disorders (55.4%)
and sleeping disorders (48.2%) (La Roch
et al., 2010).

Mental health services

Lebanon primarily depends on the private
sector for the provision of mental health ser-
vices, which are free of charge for eligible
low-income patients through the Ministry
of Health (MOH).
health services are available at three private

Specialised mental

mental hospitals, and five psychiatric units
within general hospitals, which are located
centrally around the capital, Beirut. There
1s a lack of community based mental health
services, and services are not available
in every catchment area (WHO, 2010b).
Lebanon has relatively few mental health
specialists, with an average of two psychia-
trists per 100,000 of the population (WHO
2010b). The budget for mental health consti-
tutes 5% of the general health budget, which
is mainly allocated for long stay inpatient
costs in mental hospitals. Whereas outpati-
ent, community based services are the
responsibility of the private sector, with no
budget except those that provide selected
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psychotropic medicines for free. Mental
health care provided through primary
health care (PHC) is typically restricted to
prescription of medication through the
doctor (and, in our opinion, seldom pro-
perly). Few clinics have social workers that
are trained in mental health. Lebanon does
not have a current mental health policy
or plan, which has been cited as one of the
main barriers to improving mental health
services.

Individuals are often reluctant to visit men-
tal health services due to fear of stigma. Data
from the country suggests that only 10% of
those with mental disorders seek care,
mainly from general physicians at clinics,
or polyclinics that are operated by private
doctors, or charities, but not by mental
health professionals (Karam et al., 2006;
World Health Organization, 2010a). The
data further suggests that of those who do
receive services, 85% are treated in the gen-
eral medical sector and the mental health
care system, and the rest by religious or spiri-
tual healers. One study found that Iraqi refu-
gees are unlikely to seek out mental health
services due to: stigmatisation of such ser-
vices in their country; limited accessibility;
and lack of community outreach (IOM,
2008). The expression of unspecific somatic
complaints, instead of psychological pro-
blems, is common among both the host
population and the refugees (IOM, 2008).

Integration of mental health
into primary health care in
Lebanon

Context

Since the ceasefire in the war between Israel
and the Lebanese Hezbollah went into effect
in August 2006, IMC has been working with
local partners and governments to provide
basic primary health care services, second-
ary and tertiary healthcare, and health
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education. Funding has focused on addres-
sing multiple and complex needs of refugees
and the host population in Jordan and Syria,
which included mental health services, since
2007. Training PHGC stafl to integrate basic
mental health care into their clinical and
public health practice became a way of
meeting refugee and host population needs,
as detailed 1in the following steps.

Project coordination and collaboration

Government

At the end of the 2006 war, IMC recruited
psychiatrists and psychologists as trainers
from the Lebanese Institute for Develop-
ment Research Advocacy and Applied Care
(IDRAAC), and trained national primary
health care staff of a local health NGO
(AMEL Association). In 2007, ten PHC
clinics across Lebanon were targeted in a pi-
lot to inform discussions with the govern-
ment on the possibilities of integrating
mental health into PHC, at a national level.
In 2008, IMC built on the piloted training,
and held discussions with the MOH General
Director, sharing the training programme
framework and work plan. The MOH was
supportive of the NGOs work as a result of
past successful health programming, and
offered their support in training MOH
PHC staff in Lebanon’s eight provincesl.
The MOH has been subsequently involved
in approving the training material, and has
certified the training. IMC has continued
to actively involve the MOH in an effort to
take the first steps in informing a mental
health plan in Lebanon.

Professional associations

In 2008, IMC, Lebanese psychiatrists and
service providers formed an advisory board
that collaborated on developing the mental
health training programme. The board
consisted of an MOH psychiatrist, the head
of the Lebanese Psychiatric Society, a
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psychiatrist consultant, and the IMC pro-
gramme manager and two psychologists.
The board’s role ended in August 2009.

The Head of the Lebanese Psychiatric
Society approved the training manual in
October 2009, who also submitted the
material to the Lebanese Order of Physicians
(LOP). In February 2011, the LOP approved
the provision of Continuing Medical Edu-
cation (CME) credit to trainees (doctors
registered with the LOP) who completed
both the theoretical, and the on-the-job,
training components. This was a lengthy
process and was only completed at the onset
of the third cycle of training. Trainees from
the previous two cycles received training cer-
tificates, accredited and signed, by the Min-
ister of Health.

Mental health PHC training design

Timeline The PHC training took place from
February 2007 to August 2010, and included
three training cycles, with twelve theoretical
training days per cycle over three months
(one day per week), and two formative
evaluations (see Table 1).

Selection of PHC clinics

Cycle I trainees were selected by the AMEL
Association. Cycle II and III trainees were
recruited from seven NGO-supported gen-
eral health clinics, and 18 clinics supported
by MOH, the Ministry of Social Affairs
(MOSA) or local NGOs. The MOH agreed
with the selection of the clinics. These were
located in five of the eight provinces with
both a large proportion of Iraqi refugees,

and a vulnerable host population.

Selection of PHC staff

General practitioners (GP) were selected
through a formal recruitment process,
approved by the government, using the fol-
lowing criteria; being a certified GP, having
at least two years experience at the PHC

level, and being willing to attend the
required days of training. Doctors with
specialties (e.g. gynaecology), who had also
practiced as GPs, were also eligible. PHC
doctors, who had participated in the train-
ing, nominated mid-level staff from their
respective clinics for inclusion.

PHC training materials and content

The Mental Health Training Manual was
drafted by Lebanese psychologists and
reviewed by international mental health
specialists from IMC, and the Lebanese Psy-
chiatric Society (LPS). The manual was
based on previous IMC material, [ASC
Guidelines on Mental Health and Psychosocial
Support in Emergencies and "Where There i1s No
Psychiatrist by Vikram Patel (2003). Topics
were selected based on the first formative
evaluation, assessments of the most preva-
lent disorders seen at the PHC level (as indi-
cated by of their
application form, and discussions with heads
of clinics and the MOH) and periodic revi-
sions throughout Cycle II. Trainees indicated

trainees as part

that they were most interested in: depression;
anxiety; medically unexplained complaints;
and sleep problems. The topics included in
the final manual are outlined in Table 2.
Medication management was addressed as
part of each relevant mental disorder and
covered: prescriptions, dosages, and overall
management for GPs; and basic pharma-
cology, duration of treatment, side effects,
medication compliance and psycho edu-
cation for mid-level staff.

More specialised topics were included for
specific groups of trainees. Gynaecologists
received training on: detecting domestic
abuse; providing support and linking survi-
vors of violence to services; post partum
depression; and post partum psychosis. The
training for paediatricians emphasised:
behavioural disorders in children; maternal
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Table 1. PHC Mental Health Training Overview
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February 2007- |September 2008- | September 2009-
august 2007 august 2009 august 2010

Cycle | Cycle Il Cycle llI Total
Total # of trained PHC
workers 17 75 60 152
GPs 6 43 20 69
Paediatricians 2 18 7 27
Gynaecologists 4 6 3 13
Nurses 5 4 13 22
Social workers 0 4 15 19
Admin/head of clinic 0 0 2 2
Trainees completing 12
training days NA* 100% 100% NA
Trainees completing at
least three on-the-job 38 % mid level
training supervised clinical staff
sessions 90% 50% doctors 100% NA
Number of trainees
completing pre/post test NA** 74 56 130
Average pre test % NA 63% 48% NA
Average post test % NA 75% 74% NA
% Improvement NA 12% 25% NA

No formative End of cycle Il End of cycle Il
assessment 1%t formative 2nd formative
assessment assessment

* Training in cycle | included four training days only
** Results not available

*Training in Cycle I included four training days only. *Results not available.

depression; monitoring a child (height/
growth) taking methylphenidate for atten-
tion deficit hyperactivity disorder (ADHD);
recognising signs of child abuse and neglect;
and paying attention to school performance
as a signal for exploration of other problems.
The training was consistent with an adult
learning perspective (Bryan et al., 2009),
where trainees (and managers) were
engaged in discussing the rationale of learn-
ing about mental health, and the challenges
to be addressed. Trainings were tailored to
trainees from different backgrounds, and

encouraged active involvement in the

learning process and to provide feedback.
Educators not only served as the distributors
of content, but also were involved as facilita-
tors of learning, and assessors of competency.
The theoretical training consisted of four
training days in Cycle I, and 12 training days
in Cycles IT and III. The increase in training
days (from 4 to 12) was the result of recom-
mendations from the mental health team
and the advisory board. The on-the-job
(OT]J) supervision component consisted of
atleast three days, and started after 6—7 days
of theoretical training. Each trainee was
technical

assigned a psychiatrist for
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Table 2 PHC mental health training content

Day1
o Pre test
Introduction to mental health
- Concept of mental health and disorder
- Communication skills and effective interaction
- Misconceptions of the mentally ill
« Biology and the mind
- Brain vs. mind

- Motivational, emotional, and cognitive processes

Day 2
« Assessment of mental disorders
- Types, symptoms, and etiology of mental disorders
« Psychiatric interview
- Mental status examination
- Writing case summaries
Day 3
« Mood disorders
- Depressive disorders
- Bipolar disorder
- Etiology of mood disorders
- Differential diagnosis
- Managing mood disorders
- Treatment and psychopharmacology
Day 4
« Anxiety disorders
- Characteristics and etiology of the different
types of anxiety disorders
- Managing anxiety disorders
- Treatment and psychopharmacology
Day 5
« Somatoform disorders
- Different types of somatoform disorders
- Etiology of somatoform disorders
- Management and treatment
« Sleep disorders
« Sexual dysfunction disorders
Day 6
« Severe mental disorders
- Psychosis
- Schizophrenia
- Briefacute psychosis
« Eating disorders
- Anorexia nervosa

- Bulimia nervosa

Day 7
« Child and adolescent mental health
- Mental retardation and learning difficulties
- Child abuse
- Conduct disorder
- Enuresis
- Adolescence
« Elderly mental health
- Dementia
- Elderly abuse
Day 8
« Addiction and substance abuse
- Process of addiction
- Different classes of drugs
- Management and treatment
« Midterm
Day 9
« Psychiatric emergencies
- Epilepsy/seizures
- Delusions and hallucinations
- Suicide

- Case management and referrals

Day 10
o Trauma

- Loss and grief
- Domestic violence

Day 11

« Treatment of mental disorders
- Psychopharmacology
- Medication management/case management
- Counseling therapy

« Referral system

Day 12

« Closing subjects

« Relaxation techniques for managing stress
» Q& A discussions

o Postlest
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consultations, who also observed while they

saw patients.

Refresher training

Refresher training consisted of at least two
theoretical training days, and at least one
follow up OT]J training day for staff, from
all cycles. The training was based on
previous formative evaluations on training
gaps and was tailored to staff specialisations:
GPs reviewed how to use proper prescribing
habits;
sessions on child and adolescent mental

paediatricians received in-depth

health; gynaecologists received training on
identifying, managing, and referring cases
of abuse; while gastrointestinal doctors
practiced identification and management
of psychosomatic complaints. Mid-level staff
was trained on psychosocial interventions
including family supports. The refresher
training was consistent with WHO Mental
Health Gap Action Programme (mhGAP)
guidelines.

Mental health PHC training assessments

Frst formative evaluation

The first evaluation, conducted by an exter-
nal evaluator (from the American University
of Beirut), took place after Cycle II, with
the objective of standardising the training
materials. Three (n=6, n=5 and n=7)
two-hour focus group discussions (FGD),
including GPs and mid-level staff, were con-
ducted by a facilitator and one note-taker
with participants from Cycles I and II.
Questions focused on the logistical aspects
of the training, content, presentations and
subjects, quality of trainers, and quality
and feedback from the OT]J sessions. All
participants were contacted by psychosocial
field officers and asked whether they would
be interested in taking part in the FGD on
specific dates. The facilitator conducted in-
depth interviews with the three main

Hijazi, Weissbecker & Chammay

trainers (Technical Mental Health Advisor,
Head of the Lebanese Psychiatric Society
and MOH psychiatrist) to obtain feedback

on the training.

Second formative evaluation

The second evaluation was carried out at the
end of training Cycle III to obtain feedback
on the training, and to inform the design of
refresher training. Five two-hour FGDs were
held by one facilitator (trainer) and one
note-taker with participants from Cycles II
and IIT (GPsn =7 and n = 8; mid-level staff,
n = 6; Paediatricians, n = 5; Gynaecologists,
n = 2). Questions focused on general impres-
sions of the training: appropriateness of
topics; experience of trainers; ability to
identify, diagnose and refer cases of mental
illness; appropriateness of the OT] trainings;
and interest in refresher training.

Knowledge and competency measures

Mental health knowledge was assessed with a
50-item test developed by the project, which
consisted of brief case studies, and multiple
choice questions on diagnosis, management,
and referral. The test was administered
before, mid-term (22 items), and after the
theoretical training. The goal of the mid-
term was to determine knowledge gaps to
be addressed while training was ongoing;
Clinical performance was measured by the psy-
chiatric OT]J supervisor, using a Compe-
tency Checklist adapted from the “mini-CEX
Jor specialist training in psychiatry, Royal College
of Psychiatrists’ (see Boxes 1 and 2 for a sample
of the checklist administered to GPs. The
checklist assesses the ability of the trainee
to: establish rapport; demonstrate active
listening; basic attending; the ability to
communicate competence; make appropriate
referrals; and write case reports. Each skill
was graded using a 5-point scale ranging
from | (demonstration of the task or usage of
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Box 1: Ample questions from
mental health knowledge
pre/post tests

1. Samura is 14 years old, and for more than a
week she has had decreased appetite, refused to
g0 to school or partake in activities she once
considered fun and enjoyable, and says she is
tired all the time and mostly sighs and sulks.
She is normally, by nature, very optimistic but
has been heard talking about death and won-
dering what the purpose of life is all about.
She avouds social events where she has to inter-
act with friends or people. Her mother became
worried when she received a call from Samira’s
principle telling her that Samira is on the verge
of failing three of her courses. When talking to
her about her grades, she said toher mother,
‘who cares? [fust leave me alone. We're all going
to die in the end anyway’
1.1.Samira’s pattern of behavior indicates
which of the following disorders?

a) Panic disorder

b) School refusal

¢) Social phobia

d) Major depression disorder

e) Separation anxiety disorder

the skill was not completed as expected) to 5
(demonstration of task or usage of skill was
excellent). Minimum competency standards
of a 4-point average ('Good) were agreed by
IMC’s Mental HealthTechnical Advisor and
the psychiatrist supervisors. The checklist
was administered.

Mental health PHC training results

First formative evaluation

Qualitative results indicated that the train-
ing benefited the trainees by allowing them
to: network and share experiences with col-
leagues; increased their awareness of mental
health issues within their work and social

environment; and improve their ability to
listen to patients and identify mental health
problems. Main recommendations included:
separate groups for physicians and non-phys-
icians; provide more time for case discussions
and role-play; address rational use of medi-
cations in each topic session (including
when to start, monitor and discontinue,
medication); focus more on family support
for mid-level staff; conduct refresher train-
ings on some topics (e.g. depression); recruit
physicians and mid-level staff from the same
clinics in order to facilitate joint and coordi-
nated service provision; and start OT]J
training during theoretical training.

Second formative evaluation

Participants reported that the training
offered them an opportunity to network
and engage in discussions with peers about
using newly acquired skills, increased their
communication and listening skills, heigh-
tened their tolerance for patients presenting
with vague andjor persistent complaints,
enhanced awareness of mental illness symp-
toms, and improved their ability to rec