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Mental-health care

Talk is cheap

AMMAN

Counselling by amateurs costs little and can work wonders

A'r JABAL AMMAN mental-health clinic,
perched atop a hill in the old town of
Jordan's capital, Walaa Etawi, the manager,
and her colleagues list the countries from
where they see refugees—and what ails
them. There are Iragis (many with post-
traumatic stress, says a nurse}, Syrians (a
lot of depression), Sudanese (anxiety), and
at least ten other nationalities. By official
estimates, 1.4m people have poured into
Jordan from Syria’s civil war alone. Disas-
ter-relief groups like the International
Medical Corps (1Mc), which runs the Jabal
Amman ¢linic, came to help.

In the past two decades care for mental
distress in such emergencies, whether
wrought by conflict or natural calamity,
has become an immediate priority—on a
par with shelter and food. And what has
been learnt from disasters has inspired
new, pared-down mental-health care mod-
els that can be deployed quickly to help lots
of people, In parts of Indonesia, Sti Lanka,
the Philippines and elsewhere these mod-
els became part of rebuilt health-care sys-
tems. They are now being picked up in
America and Europe, as peaple wake up to

the scale of mental-health problems and
the shortage of specialists to treat them,

In Jordan 1Mc has the luxury of hiring
psychiatrists and mental-health nurses.
But in most countries suffering civil wars,
earthquakes or typhoons a single mental
hospital and a handful of psychiatrists fora
population of millions is typically all there
is, For foreign medics who fly in after a di-
saster, mending crushed limbs and stanch-
ing bleeding wounds is straightforward,
Alleviating mental distress is trickier, not
least because the medics seldom speak the
local language. “We have to learn about the
culture in their country to understand
what affects their symptoms,” says Khawla
Aljaloudy, a nurse at the Jabal Amman clin-
ic. “If an Italian says ‘I'm possessed’, I
would suspect a serious problem,” says
Luana Giardinelli, a clinical psychologistat
iMc. In other cultures, she says, that is
what people might say about symptoms of
mild distress.

As disaster-relief experts wondered
how quickly to train local people to provide
mental-health care, they realised that, for
the most part, non-specialists might be

The Economist March 16th 2019

able to do the job. “We used to assume that
people need professional counselling,”
says Julian Eaton of the London Schoot of
Hygiene and Tropical Medicine, a veteran
in post-disaster care. But it turned out this
was not so. Rates of mental-health pro-
blems usually doubled after a calamity. But
few people needed a psychiatrist. Most got
better with simple, appropriate help that
anyone could provide. Known as "psycha-
logjcal first aid”, it is something that can be
taught in a matter of hours,

This training is now standard fare in the
first days after a disaster. Teachers, pastors,
barbers and taxi-drivers are taught to no-
tice people in distress, to provide the right
kind of emotional support, and to avoid
common mistakes such as pressing suffer-
ers to recount stressful events.

This approach has also been formalised
as a way of preventing post-traumatic
stress disorder. In Western countries it has
been adopted by emergency responders
helping people who have been through
traumatic events. Of necessity, the version
used for refugees and survivors of natural
disasters also includes help with pressing
practical issues, such as finding safe hous-
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» ing and making contact with others from
their village or town. For survivors of disas-
ters, the root cause of psychological dis-
tress is often practical hardship.

That problems of daily life take a totl on
mental health is also becoming evident in
sich countries. A study in 2015 found that
primary-care doctors in Britain spend one-
fifth of their consultation time on issues
thatare not medical, such as distress stem-
ming from financial difficulties or loneli-
ness. In response, Britain's National Health
Service has been expanding the use of “sg;

ial prescribing” whereby family doctors
refer patients to organisations that provide
housing, welfare and debt advice, or social
connections through activities such as
dance classes or gardening groups.

Seeking unprofessional help
Disaster relief has taught that non-special-
ists can be trained to treat mild-to-moder-
ate depression and anxiety, which affect
15-20% of people in any given year, The
idea, known in the jargon as “task-shift-
ing", was “"born out of necessity", says Peter
Ventervogel of UNHCR, the UN's refugee
agency. When psychiatrists are too few, he
says, it is best that they work with those
mostin need, such as the suicidal.

Dispensing pills may seem an obvious
task to train non-specialists for, But in di-
saster relief, says Ms Giardinelli, medica-
tion is the option of Jast resoit. Displaced
people move often and unpredictably, she
says, so the priority is to give them some-
thing of lasting value—such as informa-
tion about their condition and ways to
manage their symptoms (a calming slow-
breathing technique, for example).

In Western countries a psychothera-
pist's qualification usually takes several
years of training, on top of a university de-
gree. Dixon Chibanda, a psychiatrist in
Zimbabwe, showed that lay people can be
trained in a couple of weeks to do some
parts of the job. In 2005 in Zimbabwe's cap-
ital, Harare, the bulldozing of slums that
voted for the opposition left 700,000 peo-
ple homeless. Many were also vicicusly
beaten by the police. At the time, the whole
country had five psychiatrists for its 13m
people. So Dr Chibanda decided to train el-
derly women already known for some kind
of community work in aspects of cogni-
tive-behavioural therapy, a Western staple
that involves teaching people to spot the
real-world situations that set off theiranxi-
eties, and suggesting concrete steps to deal
with those situations. He dispatched these
amateur counsellors to “friendship bench-
es” installed in health centres’ courtyards.
There, they talked to people troubled by ku-
fungisisa (“thinking too much”), the local
expression for depression and anxiety.

A study in 2014-15 found that after six
months only 13-14% of people seen by the
grandmothers still had symptoms of de-

pression or anxiety, compared with about
half of those who received the standard
treatment, in which a nurse talked to them
and prescribed medication. The friend-
ship-bench model has been replicated in
Malawi (which added elderly men as coun-
sellors) and Tanzania, In 2016 it was picked
up by New York City's health department.

Unlike the plain garden benches in Afri-
ca, those in New York are made of atten-
tion-grabbing bright orange plastic. They
are staffed by trained social workers who
offer advice to people with mental-health
and addiction problems. Whereas kindly
grandmothers are Africa’s trusted confi-
dantes, many of those in New York are for-
mer sufferers such as addicts,

Gary Belkin, the city's mental-health
commissioner, who has advised on health
projects in Africa and disaster relief in Hai-
ti, says that places like New York can learn
from poor countries that mental-health
care is not the preserve of qualified special-
ists. “These are smarter ways," says Dr Bel-
kin, who calls ideas such as the friendship

bench “innovation of a higher order”. As
part of an $8som mental-health initiative
launched in 2015, New York City has plans
to train 250,000 of its firefighters, police
officers, teachers, shopkeepers and citi-
zens to spot common risk factors and
warning signs of mental illness and re-
spond appropriately, The city has also
trained over1,200 workers at organisations
that help groups at high risk of mental ill-
ness (such as young people, the homeless,
abused women and immigrants) to screen
forrisks and provide counselling.

The idea of using non-specialists is
spreading in Europe, too. Italy is testing
guidelines for mild perinatal depression
that, so far, have been used only in poor
countries such as Pakistan to train village
paramedics with atbest a secondary educa-
tion. Italy is trying the approach with mid-
wives, who would provide some of the
perinatal-depression care now reserved for
psychiatrists. “We had to adapt the man-
ual,” says Antonio Lora from the Lombardy
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region's health department, which is run-
ning the trial, That included deleting the
parts where the midwife tells the woman
not to worry if the baby is a girl and how to
ask her husband for permission to go out.

Such models are not without draw-
backs. Trainees are taught a set of struc-
tured sessions, to use for everyone. Some
may simply parrot the phrases in the man-
ual, says Mr Ventervogel. Where psychia-
trists are too few, patchy supervision of
new trainees can fail to weed cut problems
that lead to poor quality.

England is a test case for standardised
talk-therapy. It has rapidly expanded ac-
cess to it by training thousands of new
therapists to provide a uniform bundle of
sessions. James Binnie of London South
Bank University worries that the pro-
gramme is a “therapy factory” which ig-
nores the variety of personal and social is-
sues that shape each person's psycho-
logical problems. Psychotherapy, he says,
is a relationship, so cannot be reduced to
separate “active ingredients”. David Gold-
bloom of the University of Toronto sees
things differently. He says that standardis-
ing talk-therapy ensures that patients get
the care they are supposed to get—just as
they would with any form of medical treat-
ment. “The alternative is a bit of a Wild
West,” he says.

Concerns about amateur shrinks re-
semble those raised in the past over other
types of health care, such as training com-
munity health workers {(or "barefoot doc-
tors”) to provide basic prenatal care, treat
malaria ordiagnose pneumonia. They may
not be as good as doctors, but training ar-
mies of them has been crucial to the steep
reductions in maternal and child mortality
in Ethiopia, Rwanda and many other paor
countries in the past decade. In England’s
programme, half the people seen for de-
pression and anxiety recover (though of
course some would have done so anyway).

In sotne developing countries the men-
tal-health care models spawned by disaster
relief were adopted by primary health-care
systems. In Aceh, an Indonesian province
devastated by a tsunami in 2004, there
were no community mental-health nurses
at all until relief organisations trained the
first cohort, They are now established at
health centres, whizzing around on motor-
cycles to check on patients at home, Disas-
ters also set off an expansion of mental-
health carein SriLanka, Nepal and the Phil-
ippines. In 2017 Zimbabwe's friendship-
bench grandmothers, of whom over go0
were trained, treated over 30,000 people.

In rich couniries, the need is less dire.
But mental-heaith careis often underfund-
ed and less than a third of those needing it
get it. These countries may not be facing
humanitarian disasters, but the needs have
been acute enough to spur a search for
ideas beyond theirown borders. m



