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IASC Task Force: 
UN and non-UN agencies wrote Guidelines

1. INEE

2. IRC

3. MdM-E

4. Mercy Corps

5. MSF-H

6. Oxfam GB

7. RET

8. SC/UK 

9. SC/USA

1. ICVA

2. IFRC

3. Interaction

4. IOM

5. OCHA

6. UNFPA

7. UNHCR

8. UNICEF

9. WFP

10. WHO

11. ACF

12. Am. Red Cross

13. ACT International

14. Action Aid International

1. CARE Austria

2. CCF

3. HealthNet TPO

4. IMC

5. ICMC

Ref Group now also has:

1. CARE Int.

2. Ch of Sweden

3. COOPI

4. GP-SI

5. RedR

6. REPSSI

7. TdH

8. UNRWA

9. World Vision
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Endorsed consensus: IASC 
Guidelines

"A significant gap has been the 
absence of a multi-sectoral, 
inter-agency framework that 
enables coordination, identifies 
useful practices, flags harmful 
practices and clarifies how 
different approaches to mental 
health and psychosocial 
support complement one 
another."
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Inclusive framework: mental health and 
psychosocial support covers both

• protecting or promoting psychosocial well-being

and/or    

• preventing or treating mental disorder. 

MH PS
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Basic services and security

Community and family supports

Specialised
Services 

Focused (person-to-
person) non-specialised 

supports

Raising community and family 
supports

Social considerations in 
basic services and security

Advocacy for basic 
services that are safe, 
socially appropriate 
and protect dignity

Supportive child-friendly 
spaces
Activating social networks 

(e.g. through groups)�
Communal traditional 

supports

Basic mental health care by 
PHC workers
Basic counselling by 

community workers
Psychological first aid

Mental health care by specialized 
mental health staff (psychiatric 
nurse, psychologist etc) �
Supports by traditional healers

Intervention pyramid
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Multilayered support

� Need to ensure support is appropriately divided 
across layers with good coordination/referral

• E.g. avoid focus only on clinical level (e.g. Bosnia) or only on social level 

(e.g. Uganda) �

� Many of the professional animosities disappear as 
soon as one adopts a pyramid model of multi-layered 
supports with different tasks for different sectors

� Typically no agency can provide supports at all 4 
levels               inter-agency collaboration essential
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Matrix of Mental Health and Psychosocial Support: 
All Have Impact on Protecting Well-being

1. Coordination

2. Assessment, monitoring and evaluation

3. Protection and human rights standards

4. Human resources

5. Community mobilisation and support

6. Health services

7. Education

8. Dissemination of information

9. Food security and nutrition

10. Shelter and site planning

11. Water and sanitation

See matrix with 25 
minimum responses
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1- Elevated rates of disorders after emergencies 
justifies prioritizing emergency-affected 

countries

� Many studies have been done in last 20 years

� Patterns in global psych epi:
– Methods: higher quality of survey (large, random N, dx 

interviews) have lower rates

– Geography : rates relative lower usually in Asia, relative high 
usually in Americas

– Risk factors: life events (eg loss, trauma, esp torture/rape) and 
unsupportive recovery  environment are among risk factors for 
wide range of disorders
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Size of the problem:  Projected prevalence rates

• baseline data: median from World Mental Health Survey 2000 

• projected data after disaster: order-of-magnitude interpretation of world 
literature

• observed rates will vary with
– Case definition and assessment method, incl:

• ability to distinguish mild/moderate disorder from "normal" stress reactions in contexts 
beset by anguish/misery

• respondents' motivation to acquiesce or deny symptoms  in surveys

– Community and sociocultural context 
• extent of previous and current exposure to extreme stressors in different communities

• recovery environment 

– ongoing, unresolved  stressors 

– local ways of coping and supporting 

– resources in the community
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 BEFORE DISASTER:  

12-month prevalence  

AFTER DISASTER: 

12-month  prevalence  

Severe disorder  

(e.g., psychosis, severe 

depression, severely disabling 

form of anxiety disorder) 

2-3% 3-4% 

 

Mild or moderate mental 

disorder 

(e.g., mild and moderate forms 

of depression and anxiety 

disorders) 

 

10% 

 

15% - 20%  

(usually reducing over time) 

 

"Normal" stress reactions 

(no disorder) 

No estimate 

 

Large percentage  

(usually reducing over time) 

 

Long-term impact: Size of the Problem:
Summary Table of Generic WHO Projections 

(expected medians across countries)�
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2 - On what disorders to especially focus? 

Suggested in WHO (2006)�

� Cost-effectiveness (eg epilepsy)�

� (vertical) Equity (eg severe mental 
disorders)�

� Burden (Prevalence x disability) (eg 
depression, intellectual disability, 
possibly PTSD)�

� Human rights protection (eg 
psychoses)�

� Poverty

Upcoming WHO package

� Depression/common mental disorders

� Psychoses

� Disorders in children (eg ID)�

� Alcohol and substance use disorders

� Dementia

� Epilepsy

� Suicidality
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� PTSD stands for posttraumatic stress disorder but trauma/adversity is risk factor 
for most common mental disorders

� Post-trauma-depression, post-trauma panic disorder; post-trauma 
substance abuse overlooked

� PTSD is Re-experiencing, avoidance, hyperarousal disorder with phobic 
avoidance as core feature

� Misunderstanding media, donors, some psychiatrists

� Lower help-seeking for PTSD than depression

� Relationship with functioning strong in US but perhaps less elsewhere

� WHO stance: PTSD should be covered as part of MH services but should 
not dominate response.

Need for balance in focus on PTSD
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3. What are barriers to mental health 
services development after emergencies?

1. INSUFFICIENT POLITICAL WILL TO ADDRESS MH CAUSED BY
– Inconsistent and unclear advocacy by MH advocates

• Unclear focus on what problems to focus

• Perception that indicators are weak

• Lack of lobby by people with disorders

• Stigma & lack of general public interest in MH

– Incorrect knowledge that care  can be cost-ineffective

!!!! Yet, political will for mental health is often higher than in other LAMIC as 
evident by policy initiatives in Iraq, Afghanistan, Liberia & Burundi

!!!! CRISIS = OPPORTUNITY FOR MENTAL HEALTH
!!!! International donor money has been relatively more available in post-conflict 

LAMIC. $s should be used to set-up low-cost sustainable mh services
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What are barriers to mental health services 
in conflict affected states?

1. LOW AND POORLY DISTRIBUTED RESOURCES: Conflict 
affected states are marked with disproportional 
– Few mental health staff (of all kinds); brain-drain heightens challenge
– Low proportion of health budget within gov. budget

– Low proportion of mental health budget within health budget

– High proportion of mental health budget spent on mental hospital
– Result: Low proportion of staff, beds, meds, and budget  available outside 

capital

!!!! very low treatment coverage by formal services. Even most people with 
psychosis and epilepsy (usually the first to be treated) are not treated

!!! Half of all countries prioritised in mhGAP are conflict-affected
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What are barriers to mental health services 
in conflict affected states?

1. LIMITATIONS WITHIN INSTITUTIONS
– Government mental health unit absent/under-staffed and may not have 

public health perspective for population-level action

– Presence of adequate national MH NGOs is variable

– Only very few international NGOs (e.g. HNI-TPO, IMC, MSF, MdM) focus on 
mental health in health sector  in fragile states

– Only few intergovernmental organizations (e.g. WHO, IOM) often address 
mental health in health sector  but their investments are small. Interest on 
the rise in UNHCR, UNFPA & UNICEF 

– Limited access to training in public mental health and mental health care

– Vested interest in hospitals, professional organizations and government 
agencies
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What are barriers to mental health services 
in fragile states?

4. LIMITATIONS WITHIN POLICIES

� Outdated non-written policies: invest in tertiary care, the mental 
hospital

� Other problematic policies: a 'blind' PHC focus (to increase treatment 
coverage) �

!!! Yet mental health in PHC fails when staff lack supervision, specialist 
support, and poor time-management.

!!! Saraceno et al (2007) policy advice: start with secondary care at 
district level to (a) train and supervise PHC staff & (b) reduce 
admissions to tertiary care (decentralize from tertiary to secondary 
care where possible) �
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Top-down planning?
Sri Lanka story: from bottom-up to top-down
� History of war in NE led to interest in mental health

� WHO 2003 visit to NE Sri Lanka

� Excellent services were provided in 2 districts led by local 
champions

� Their model became NE plan written by WHO staff & local 
champions

� After tsunami, that plan was converted into national policy because 
of building momentum

� National plan implemented in selected other districts: rudimentary 
CMHS increased from 1/3 to 2/3 of districts of country
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Broad strategies to improve mental health 
in emergency-affected states

�Build on momentum around interest in mental health

�Build (on) local champions/ initiatives/ organizations/ and 
resources

�Draft fast national  consensus-based MH plans with 
participation of all stakeholders. They have proven to attract 
donors and promote quality projects. Needs to be done fast to 
maintain momentum


