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الصحة النفسية والدعم النفسي الاجتماعي في حالات الطوارئ الإنسانية  
مارك فان عمران، فهمي بهجت حنا، إنكا فيسبكر، بيتر فينتقوجل  
  

: إن النزاعات المسلحة والكوارث الطبيعية تؤثّر سلباً على الصحة النفسيةالخلاصة
والعافية لدى السكان المتضررين في الأجلين القصير والطويل وتؤثر على رعاية الأشخاص
الذين يعانون من حالات نفسية من قبل. وهذا البحث يعرض بإيجاز إجراءات محددة في مجال
الصحة النفسية والدعم النفسي الاجتماعي يقدمها القطاع الصحي في مراحل التأهب لحالات
الطوارئ والاستجابة لها والتعافي منها. وتتمثل التوصيات العامة لوزارات الصحة في: (1)
تضمين الصحة النفسية والدعم النفسي الاجتماعي في الخطط الصحية الوطنية والخطط
الوطنية للتأهب للطوارئ، (2) وضع دلائل إرشادية ومعايير وأدوات داعمة وطنية خاصة
بتوفير الصحة النفسية والدعم النفسي الاجتماعي في حالات الطوارئ، (3) تعزيز قدرات
العاملين في مجال الصحة في التعرف على الاضطرابات النفسية ذات الأولوية وتقديم العلاج
لها أثناء حالات الطوارئ، (4) استغلال الفرص الناتجة عن الاستجابة لحالات الطوارئ في
الإسهام في تطوير خدمات الرعاية الصحية النفسية المستدامة.

  

  

ABSTRACT Armed conflicts and natural disasters impact negatively on the mental health and
well-being of affected populations in the short- and long-term and affect the care of people with
pre-existing mental health conditions. This paper outlines specific actions for mental health and
psychosocial support by the health sector in the preparedness, response and recovery phases
of emergencies. Broad recommendations for ministries of health are to: (1) embed mental
health and psychosocial support in national health and emergency preparedness plans; (2) put
in place national guidelines, standards and supporting tools for the provision of mental health
and psychosocial support during emergencies; (3) strengthen the capacity of health
professionals to identify and manage priority mental disorders during emergencies; and (4)
utilize opportunities generated by the emergency response to contribute to development of
sustainable mental health-care services.

  Santé mentale et soutien psychosocial en situation d'urgence humanitaire
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RÉSUMÉ Les conflits armés et les catastrophes naturelles ont des répercussions négatives sur
la santé mentale et le bien-être des populations touchées à court et long termes et affectent la
prise en charge des personnes atteintes de troubles de santé mentale préexistants. Le présent
article détaille les actions spécifiques en matière de santé mentale et de soutien psychosocial
menées par le secteur de la santé dans les phases de préparation aux situations d'urgence,
d'organisation des secours et de relèvement. Les recommandations générales destinées aux
ministères de la Santé sont les suivantes : 1) intégrer la santé mentale et le soutien
psychosocial dans les plans nationaux de santé et de préparation aux situations d'urgence ; 2)
mettre en place des directives et des normes nationales, et des outils d'appui pour la santé
mentale et le soutien psychosocial en situations d'urgence ; 3) renforcer les capacités des
professionnels de santé à identifier et prendre en charge les troubles de santé mentale
prioritaires en situations d'urgence ; et 4) exploiter les opportunités générées par la riposte aux
situations d'urgence pour contribuer à la mise en place de services de soins de santé mentale
pérennes.
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  The case for mental health & psychosocial support in emergency settings
  

Armed conflicts and natural disasters cause not only physical injuries but also major
psychological and social suffering that undermines the long-term mental health and well-being
of the affected populations. This in turn may ultimately be a threat to peace, human rights and
economic development. People with pre-existing or emergency-induced mental health
conditions can be especially vulnerable in humanitarian emergencies, while facilities for mental
health care are often directly affected by emergencies, causing disruption of regular services
and interruption of ongoing treatments. Yet there are effective individual, group and population
level mental health and psychosocial interventions that can be applied in emergencies. Among
the many priorities in emergencies, therefore, is the protectio+n and improvement of people’s
mental health and psychosocial well-being. This requires coordinated, cross-sectoral action
(1–3).

  

WHO estimates that after an acute onset major emergency on average about 1 in 6 people
(10–15%) will suffer a mild to moderate mental disorder. In addition, about 1 in 30 people
(3–4%) will have a mental disorder that is so severe that it undermines their ability to function
and survive in a chaotic emergency environment (4). Mental health and psychosocial problems
are frequently raised as an issue by the media, governments and humanitarian agencies during
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high-profile emergencies, but they need similar attention during all kinds of humanitarian
emergencies including protracted emergencies that fall “out of the spotlight” of the media.

  

This paper summarizes the key actions for mental health and psychosocial support (MHPSS) by
the health sector in the preparedness, response and recovery phases of emergencies.

  Preparedness phase: planning
  

In the preparedness phase for MHPSS in emergency settings, which is part of national
emergency planning, it is recommended to:

  

embed MHPSS in national health policies and strategies and emergency preparedness plans;

  

map existing formal and non-formal resources and practices in MHPSS (5);

  

orient staff in the health, protection and other sectors as well as workers in the community in
“psychological first aid” (6);

  

train and supervise health-care staff in the management of priority mental health conditions that
are relevant to emergencies, using the World Health Organization (WHO) and United Nations
High Commissioner for Refugees (UNHCR), Mental Health Gap Action Programme (mhGAP)
Humanitarian intervention guide (mhGAP-HIG) (7);

  

prepare emergency stocks of essential psychotropic medications. At a minimum there should be
availability of amitriptyline (or fluoxetine), phenobarbital (or carbamazepine), biperiden,
haloperidol and diazepam (8);

  

develop emergency preparedness plans for people with severe or chronic mental illness
residing in institutions and in the community, as per Action Sheet 6.3 of the Inter-Agency
Standing Committee (IASC) Guidelines for mental health and psychosocial support in
emergency settings, 2007) (1) .
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  Response phase: action
  Assessment of MHPSS needs
  

Assessment of MHPSS needs during the response phase should involve mapping of existing
resources and capacities, including what is being done by organizations and how affected
people are coping. Tools exist to conduct MHPSS assessments of needs and resources (5).
Assessments and situational analyses have been conducted in various countries of the Eastern
Mediterranean Region by United Nations’ agencies (9) and nongovernmental organizations
such as the International Medical Corps (e.g. in Libya and Jordan, available at
http://www.mhpss.net).

  

The provision of essential MHPSS services should not be delayed by assessments, but should
go hand-in-hand with them.

  

During a humanitarian crisis epidemiological surveys to estimate the prevalence of mental
disorders are not needed to justify investing in MHPSS or to start planning services. In specific
cases, and if well conducted, prevalence surveys can be justified, for example to inform
advocacy efforts and to add to the current scientific evidence.

  Coordination of MHPSS interventions
  

In order to coordinate interventions in the response phase MHPSS activities need to be
discussed and integrated within the work plans of the relevant sectors, especially those in
health, protection and education. MHPSS does not constitute a separate cluster or sector and
therefore accountability for MHPSS activities remains within the relevant clusters or sectors. In
order to avoid fragmentation of MHPSS over various clusters or sectors in emergencies with
numerous MHPSS managers it is recommended to establish a cross-sectoral MHPSS working
group with strong functional links to (sub) clusters or sectors for health, protection, child
protection, sexual and gender-based violence and education, and co-chaired by a health
agency and a protection agency. The group can provide a forum for information exchange by
mapping the situation, for example using the 4Ws tool (Who is doing What Where and until
When) (10), by cross-sectoral multi-agency assessments and by organizing joint workshops and
trainings.

  Provision of MHPSS interventions
  Mental health interventions in non-specialized health settings
  

Non-specialist health staff, with a brief training and good clinical supervision, are able to provide
basic evidence-based interventions for people with mental, neurological and substance use
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disorders in emergencies. Every health facility in an emergency setting (including mobile clinics,
general hospitals, field hospitals, primary health care facilities) should have at least one staff
member who is trained and supervised to identify and manage mental health problems in adults
and children. It is recommended to base this on the guidance of the WHO/UNHCR’s
mhGAP-HIG (7). The Interagency Emergency Health Kit specifies certain essential medicines
for mental health care in emergencies (8).

  Evidence-based psychological interventions
  

Some evidence-based psychological interventions (e.g. cognitive–behaviour therapy,
interpersonal therapy and stress management) could potentially be implemented by lay workers,
provided they are well trained and supervised (11). However, many popular generic counselling
programmes lack a robust evidence base. Some psychological interventions can even be
harmful when implemented by undertrained, unsupervised helpers. One-off sessions of
so-called “psychological debriefing” have been found to be ineffective and potentially harmful
and their use should be discouraged (12).

  Supervision and referral pathways
  

Mental health interventions at the lower levels of the health-care system must be supported by
mental health services at higher levels of the health system, through ongoing clinical
supervision and referral options.

  

Psychological first aid

  

Community workers, including volunteers, as well as staff involved in providing various services
and activities (e.g. health facilities, child friendly spaces, schools, protection services), can offer
psychological first aid to people in acute distress (5). Orientation seminars in psychological first
aid can be brief, as little as a half day or one day (13).

  Protection of people with severe mental disorders
  

It is essential to address the safety, basic needs and rights of people with severe mental health
problems in institutions and in the community in times of humanitarian emergency. Mental
hospitals and residential homes for people with severe mental problems need to be visited
regularly, especially in conflict settings, because severe neglect and abuse of people in
institutions is common in emergencies. Safety, basic physical needs (water, food, shelter,
sanitation and medical care), human rights surveillance and basic psychiatric and psychosocial
care must be provided throughout the crisis. People with severe mental disorders in the
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community and their care-givers also need access to appropriate support, information and
mental health services.

  Collaboration
  Dissemination of information
  

Lack of information is a key concern and a major source of anxiety in populations affected by
humanitarian emergencies. It is therefore important to disseminate information to the community
on the current emergency situation, relief efforts and available services and supports. This may
be done through various media, including bulletin boards and pamphlets at health-care facilities.

  Links between different levels of services
  

People with mental health and psychosocial problems may have major challenges in accessing
mental health care as well as other basic support and services. Within each emergency,
systems should be developed to link vulnerable individuals to the assistance they need. One
way to do this is by adding case managers or MHPSS outreach workers to health services.
Links should also be established between different levels of mental health support and services
(e.g. links from the community level to facility-based clinical mental health services).

  Community support
  

It is useful to engage community workers and volunteers in order to strengthen self-help and
social support among community members, including marginalized groups. This can include:

  

early childhood development activities (especially important in food crises) (14,15);

  

support for emergency relief (e.g. building shelters) that is initiated by the community;

  

support for social support activities that are initiated by the community; and

  

facilitation of community support to marginalized people including people with mental disorders.

  Early recovery
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It is necessary to initiate plans and create the momentum to develop a sustainable community
mental health system as part of an early recovery phase.

  Recovery phase: opportunities
  

A number of countries in the world, especially in the Eastern Mediterranean Region, have
seized opportunities during and after emergencies to build better mental health-care services
(21,22). Emergencies often mobilize considerable attention towards, and resources for, the
psychological welfare of affected people, while decision-makers become more willing to
consider options beyond the status quo. The media frequently highlights the psychological
suffering of survivors and this may increase the willingness and financial ability of national and
international agencies to support mental health and psychosocial assistance to affected people.
Therefore, humanitarian emergencies may create unique opportunities for better and more
sustainable mental health services. Momentum needs to be generated at an early stage so that
investments continue after an acute crisis. See Boxes 1 and 2  for cases studies from Libya
and Jordan.

  Key recommendations for ministries of health
  

Embed MHPSS in national health and emergency preparedness plans.

  

Put in place national guidelines, standards and supporting tools for the provision of MHPSS
during emergencies.

  

Strengthen the capacity of health professionals to identify and manage priority mental disorders
during emergencies.

  

Utilize opportunities generated by the emergency response to contribute to the development of
sustainable mental health-care services.
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