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Reference cerg to support innovation and learning in disaster preparedr
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Cross and Red Crescent.
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The highestevel coordination forum of the United Nations system for humanit:
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Executive Summary

Addressing mental health and psychosocial wellbeing has become imperative worldwide, however, the
treatment gap is only increasing. This is especially the case foardwmiddleincome countries,
societies affected by emergencies and conflicts, and salhe groups. This report aims at
recommending ways in which digital technologies could help address this gap effectively. This report is
structured around seven Chapters:

Chapter introduces the purpose and research scope of this report before pragetht key concepts

with which this report engages, and the methodology employed. Commissioned by the IFRC Reference
Centre for Psychosocial Support and the Swiss Red Cross in partnership with the London School of
Economics and Political Science (LSE)sthily analysdsow digital technologies can be leveraged for
improving the provision of mental health and psychosocial support (MHPSS) services and the challenges
faced by practitioners throughout this process. Importantly, the report ainmidentifyingsolutions

from the fieldandproposing practicakcommendations to address these challengesachieveso, 32
interviews with key informants were conductedmplemented with irdepth deskbased research.

Chapter Ipresensthe theoreticalapproachto digital MHPS&doptedin this report After introducing

the International Red Cross and Red Crescent Movement (IRCRCM) approach to MHPSS, the report
proposesan analytical framework to assess digital MHPSS practices. The framework is composed of the
five main elementg safety, effectiveness, scalability, sustainability, and participation (SES®F}s

devised to guide the design, implementation, and evealoaf digital MHPSS interventions.

Chapter litonsiders how digital technologies can advance the provision of MHPSS services. The chapter
analyses the current landscape of conventional MHPSS activities within the Movement. It is argued that
digital technologies have the potential of overcoming some of the specific needs encountered by
National Societies in the provision of conventional MHPSS services to date. This is because i) digital
interventions can overcome the barrier of stigma thanks to anomyiijitdigital interventions can be
equally effective as iperson interventions, in certain circumstances; iii) digital interventions allow
scaling up services access to previously inaccessible populations, and at minimal marginal costs; iv)
digital techmlogies can improve the continuum of care if integrated into the wider care system and can
improve local capacHuilding; and v) digital interventions can make MHPSS provision more
participatory. In short, digital MHPSS has the potential of bridgirgyokeng treatment gap in MHPSS
Finally, this chapter also gives an overvietwoof digital MHPSS is used in the Movement so far.

Chapter I\presents the evidence collected through the interviews. The section progresses following the
SESSP Analytical Framework, systematically matching common challenges faced by practitioners at each
level to practical solutions emanating from field experienith digital MHPSS. Main themes include

data security, quality of care, cultural appropriateness, resource limitations, accessibility of services, and
inclusiveness.

Chapter \synthesises overarching solutions from the field and from practical recomnimsthat

arose from the previous analysis of challenges and solutions. The identified recommendations are
intended to advance the provisions of MHPSS services by pointing out how and when can digital
technologies enhance this provision. The recommendsitoa:



1. To the Movement: Leverage digital tools to collect data on digital interventions
monitoring and evaluation. Leverage the data thus gatherei
enhance planning.

2. Tothe Movement Develop hybrid models of both digital asdnventional MHPS
within single interventions and comprehensive programs
maximise efficiency and impact.

3. a) Tothe Movement Adopt and adapt existing eviderbased interventions
b) To the IFRC: Facilitate adption by creating,updating, and disseminating
whitelist of evidencdased interventions; and a blacklist of uns
interventions
c) To the IFRC: Create an MHPSS Innovation centre to develop, maintain and u

new interventions to be distributed at minimal marginadtco

4. Tothe Movement: Critically engage in partnerships to overcome resource gaps
optimise outcomes.Partnerships with private companies mt
comply with special safety standards to ensure the integrit
humanitarian principles.

5. Tothe Movement: Build synergies with local structures by organising efficient
transfers and referrals, and bwilding local capacities.

6. To the IFRC: Develop digital trainingnodules Standard Operating Procedure
and supervision for practitionets improve quality of care and t
& ¥S3dzZE NR LINF OGAGA2YSNRAQ oSt

Chapter Vhighlights three critical considerations that should be accounted for when providing digital
MHSPP services.
1. Firstthere is a bias in the literature on the effectiveness of digital MHPSS interventions, as most
of the research has been conduciedVesten and highresource contexts. Hence the evidence
base of digital MHPSS interventions should be critically considered.
2. Second, the inequitable access to digital MHPSS should be considered. The capacity to digitalize
MHPSS services differs between the @lldtborth and the Global South. In addition, other
FIL OG2NR &dzOK |a 3ISYRSNE faz2z FFFSOG AYRAGARdzZ
3. Finallydigital MHPSS interventions are just one aspect in the advancement of individual and
social wellbeing. Without agnabling environment for holistic wellbeing, the impact of digital
MHPSS services is limited.

Chapter Vikoncludes by identifying areas of further research and calling upon the wider MHPSS
community to create a durable platform for knowledge sharingimmolvation in digital MHPSS.
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l. Introduction

1. Background and Purpose of this document

Nearly onethird of the global population suffefrom a common mentaltlisorderat one point in their
lifetime (primarily mood, anxietyand substance use disordetd)he ongoing COD® pandemic has
further deterioratedglobal mental wellbeinganddisrupted critical mental health services worldwide

Treating andpreventingmental health problems is an urgent concern for global hedpart from

stress and mental iliness being a risk factor for many diseases, globally more than 700,000 lives are lost
to suicide every yedMental health problemsalsohamperproductivity, with the approximate global

costof 6 trillion USD by 2030Most importantly,however,mental wellbeings a humanright anda
cornerstone ohuman flourishing

However, the world faces a pervasive provision gapeimtal health and psychosocial support (MHPSS
underpinned byachronic shortage of mental health staffheglobal median number of mental health
workersstands at 13er 100,000 inhabitantand onlyl.4 and 3.8n lower- andlowermiddleincome
countries respectively. The IRCRCM as one of the most important providers of humanitarian MHPSS
faces additional dlenges as it is routinely engagedircumstancesvhere provision and support work

are marred byaccess difficulties, like natural disasters or armed confliese challengesreate an

urgent needfor innovative solutionshat provide adequate care w@ffected populations andlleviate

the burden off service providers. Digital technologies have emerged as a promising approach to
overcoming this provision gap by bridging physical distances and serving larger populations at lower
cost

To advance the provision of MHPSS, the IRCRCM adopted a resolution in 2017 aiming at strengthening
0KS a2@0SYSyiQa 02ttt SOGAGS NBA&LR YA SH AP SYKS fa 2K&BI
Wt 2f A08 2y | RRNBaaAy3da aSyiadd 4ISa f 0J8z0 frAyaRK SRE & ONKS
a2@SYSyiQa MHRESME és@iftishifgight policy statemehtegether with a Roadmap

for 20262023 for achieving set targe@iven the potential of digital interventions in improviiglPSS

1Steel et al., "The Global Prevalence Of Common Mental Disorders: A Systematic Review-Andlyéétd 980

2013."

2Santomauro et al., "Global Prevalence And Burden Of Depressive And Anxiety Disorders In 204 Countries And
Territories In 2020 DuEo The COVIDO Pandemic"

3WHO,"The Impact Of COMI® On Mental, Neurological And Substance Use Setvices

4WHO,"Suicide."

5The Lancet Global Health, "Mental Health Matters."

6 Patel and Saxena, "Transforming Lives, Enhancing Communitiesvations In Global Mental HealtHPatel

et al., "The Lancet Commission On Global Mental Health And Sustainable Development

7WHO Mental Health Atlas 2020

8 The Working Group of the International Red Cross and Red Crescent Movement PrApdatessing Mental

Health and Psychosocial Consequences of Armed Conflicts, Natural Disasters and Other
Emergenciednternational Red Cross And Red Crescent Movement Policy On Addressing Mental Health And
Psychosocial Needs



delivery, the Roadap encourages the design, evaluation, and documentation of digital MHPSS delivery
G2 FFHOAEAGFGS GKS | OKAS@SYSyld 2F 9KS az2@SYSydQa
The present report aims to contribute to this taskabgweringour research questions

1. What digital MHPSS interventions exist inside and outside the Movement?

2. What are the common challenges faced by actors inside and outside of the Movartiegit
implementation of digital MHP3S

3. What are viable solutions and best practices in overcoming these challenges?

4. What should relevant stakeholders do effectively leverage digital innovations for MHPSS
within the Movement?

This report aimgo presentan analysis of what practices exist today gmdctical solutiondor

addressing thechallengesseen in the fieldThe reportproceed as follows:Frst, conceptual and
YSGK2R2t 23A0Ft AaadzsSa oAttt 0SS Of I NA FapBdachafdS O2 y R
devisesan analytical frameworkn digital MHPSS. Based on a needs assessment of current MHPSS
within the Movement, the report highlights the potential value addw®d digitalising MHPSS
interventions. Third, the report presents the findingsnf deskbased research ankley informant

interviews, presenting an overview of existing digital MHPSS, summarising common challenges and
highlighting viable solutions. Finally, a sedinfecommendations will be derived, before engading

critical reflection of the analysis.

2. Key Concepts

2.1 Mental Health

According to the World Health Organisation (WHO), health encompasses wellbeing in physical, mental
and social aspects, where mental health ¥tate of wellbeingin whichthe individual reabes his or

her ownabilities can cope with the normal stresses of life, can work productively and fruiiudlis

able to make a contribution to his or ymmunity>?°

2.2Psychosocial Support

In explaininghe causes of mental healttonditions, social factors are just as important as individual
factors, if not more. As suggested in the Bronfenbrenner Ecological Systems Theodyidual
development is affected by the surrounding contéxim microsystems s as family and school to
macrosystems such as societal nartii weltaligned, these social systems can be a crucial source of
psychological resiliencé

9 International Red Cros&nd Red Crescent Movement Commitments On Addressing Mental Health And
Psychosocial Needs: A Roadmap For Implementation; 2028

10"Mental Health: Strengthening Our Response."

11 BronfenbrennerThe ecology of human development: Experiments by natdreéemsign

12International Committee of The Red Crdssidelines On Mental Health And Psychosocial Support
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2.3Mental Health and Psychosocial Support (MHPSS)

According to thénter-Agency Standing CommittedHPS® a¥ O 2 Y LJ2 a [X]to Sesdfils May type

of local or outside support that aims to protect or promote psychosociabeiely and/or prevent or
GNB I G YSy #MHEPSBrnkampasdlrBuNidayered responses that can address mental health
needs inthe short andlong term MHPSS interventiorsse situatedalong a continuunmangingfrom
general to focused intervention, from commuritcused to individualocused'*

2.4DigitaMHPSS

Digital mental healtro 2 N¥ SWSi |  deésBribds¥h& @6 of information and communication
technology ICT)X in particular the many technologies related to the Interq@d support and improve
mental health conditions and mental healtlare® Accordingly, digital MHPSS refers to MHPSS
interventionsthat are supported by ICTs.

3. Methodology

To address the research quesspmwe employ d@wo-part mixed methods approach. At its core, we
conducted 32 key informant interviews from which we derived informatior8oudigital MHPSS
interventions.Thisanalysis is complemented by ddsksed research.

3.1DeskBased Research

To establish a theoretical foundation for our research, we condutésttbased researclon the
effectiveness of digital and conventioMHPSS andkviewed existing guidelines on MHPSS and digital
technologies in humanitarian settings, drawigscientific publications and grey literature of various
humanitarianorganisations This researchighlights key issues and debates around (digital) MHPSS
pinpointschallenges and current developmenasid informsthe Analytical Framewoikgainst which

we evaluate our findings. Moreover, wbhsed research allews to identify existing digital MHPSS
interventions inside and outside the movement.

3.2Keyinformant interviews

The core part of our data collectiomsts onthe realsation of 32 semstructured key informant
interviews with mental healthexperts and field practitioners from insid@0) and outside the
Movement (12) (cf. Annexl for the full list of interviewees)Wwho reported their experienc in
implementing37 digital MHPSS interventiofsf. Annex2). Semistructured interviewsare the best
suited data collection method for our study because they ald@eperunderstanding of digital MHPSS
in apurposivemanner while giving interviewees ample freedom to express whatteyimportant!6

3 Inter-Agency Standing Committd&,SC Guidelines On Mental Health And Psychosocial Support In Emergency
Settings

14 ee et al., "Identifying Rearch Priorities For Psychosocial Support Programs In Humanitarian Settings

15Riper et al., "Theme Issue OiVENtal Health: A Growing Field In Internet Research."

16 Hamilton and CorbeftVhittier, Using Case Study In Education Research.
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Key informants were initiallgentified using purposive sampling, in close consultation with the clients.

This method is appropriate because it abawsto identify informants who were most likely to provide
relevant insightd’ The selection was made based on the following criteradessional experience with
digital MHPS$®alance between researchers and practitioners; geographical balzlaarce between
internal and external informants. We complemented this initial sami@la snowball sampling method,
eliciting the knowledge of our interviewees to identifipre knowledgeable experts on the topic.
Moreover, one participant observationy 'y AYUGSNYFf g2NJ] akKz2Ll o0&
Preparedness Centmasconducted.

3.3Limitations

First, pivileging irdepth informant interviewsnstead of surveyseduces the breadth of the data.
Second, ar sampling method did not allow for a representative sample of interviewesating tcan
underrepresentation of lowemcome regionsthat reflects structural disadvantages in digitalising
MHPSSThird thoughthe teamis international in makep, we are deeply aware of our higsn
analysing social and mental health issues from across different contexts.

4. Ethics and Anonymity

Our empirical methodology was approved by the LSE Ethics Committee. We elicited the informed
consent of all interviewees via signed consent fantsincluded direct quotes only upon explicit
authorisation.

17Tongco, Purposive Sampling As A Tool For Informant Selection."
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32 24 ALL

INTERVIEWS COUNTRIES CONTINENTS

Figure 1. Overview of interviews conductéd
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Il. The Approach: Digital MHPSS

1. The IRCRCM ApproachMéiPSS

The IRCRAMEHPSS modebnsists of four-layeredinterventionpyramid(Figure 2)As interventions
move up thepyramid from basic psychosocial support to specialised mental health carefpthes
movesfrom promotion of mental wellbeing to prevention of mental health conditions, to treating
distress and mental health conditions. The higher up the pyramid, the fooused and specialised
carebecomesand the higher levebf competencies and trainirayerequired. This continuum of care
should be situated in a protective environment where rights and dignégreice userare respected.
Thisreport adopts thisapproach throughout its considerations on digiPS$?

&
&N
. LS
’ N
’ .
¥ Treatment for 'Y
mental health
v 4 condions  $
4 P jon of
revention 0
f further psychc(;logical| )
& Levl of formal distress and mental ¢
training and health conditions
¥ gypervision, skills, |
. . | Promotion of i
i positve mental
health and
| psychosocial
wellbeing
! 7
' BASIC PSYCHOSOCIAL SUPPORT ¥
e ’
. —
A ¢
g ¢
s ¢
Y. A <
S CTivVE ENVIRO o
~ =

Figure 2: The IRCRCM Mental Health and Psychosocial $&ppmework’

19 psychosocial Centre International Federation of Red Cross and Red Crescent StuehiB#4PSS Framework."
20 Adapted from Psychosocial Centre International Federation of Red Cross and Red Crescent 'Sbeeties,
MHPSS Framework."



2. Analytical Frameworor Digital MHPSS Interventioi3iSSP

Toassess practiceof digital MHPS$d guide corresponding recommendatiptiss report establishes
an originalanalytical frameworlencompassindive key dimensionsSafety, EffectivenesScalability
Sustainability,and Participation Each dimension consists of several faostsch highlight key
determinants othe success of digital interventioffSigure3 and Table )1

Thisset ofguiding principleis developed based dhe ‘Buictlines on Mental Healtand Psychosocial
{ dzLJLJ?2 M@ IQRCoaB wellasthél/ 2 YY 2y a2y AG2NAYy 3 YR 9@ fdz (A2

GSNEAZY aSylGlt 18HfGK YR tadoOKz24a2OAl t-AgéndgliLi2 NI
Standing Committee (IAS€the Wa 2 Yy AG2NAY 3 YR 9@l fdzZd A2y CNIYSS
Interd S y (i nAhe MOvemenBandthe Wa Sy Gt | SFfGK ' yR t a80K23a2 O0A

addition topractical concerns and needs of the IRCRCMamhlgtical frameworks not meant to be
exhaustive, but to serve as a guide to highlight core principles in evaluating and recommending digital
MHPSS.

Accessibility
Participation Scalability

Sustainability

2
2
=
S
Ch

Figure 3: SES3P¢ Analytical Frameworlor AssessinBigital MHPSS Best Practites

21 The 5 principles argl1) Upholding humanity, impartiality, and ndiscrimination (2) Ensuring community
participation and cultural awareneg8) Complying with medical and health care efl{g¢sDelivering quality of
care in line with internationally accepted standaf8¥ Ensuring a continuum of caheternational Committee of
The Red Cros&uidelines On Mental Health And Psychosocial Support

22|ASC Reference Group on Mental Health and Psychosocial Support in EmergencyMgattaigdealth And
Psychosocial Support In Emergency Settikigsitoring And Evaluation With Means Of Verification: Version 2.0
23 psychosocial Centre International exdion of Red Cross and Red Crescent Socilife€, Monitoring And
Evaluation Framework For Psychosocial Support Interventions

24 UNICERyIental Health And Psychosocial Technical Note

25 Author<bwn production.



Dimension Facet Indicative questions

* s data securely protected with anonymity?
Data Protection * Is data used and accessed by designated parties for appro-

priate use?

* Does the intervention have adverse impacts on users?

* How are possible adverse impacts/ unsafe use of users
monitored?

* Are the staff properly trained by professionals, following a
standard operating protocol that outlines ethical principles

Do No Harm

Safety in implementing and using the intervention?

* Are there crises intervention protocols and systems that
Crisis Intervention promptly address emergencies (such as acute distress, sui-
cidality) that users face in digital MHPSS tools?

* Are the practitioners’ methods impeded by the digital in
some ways?

» Isthe practitioners’ wellbeing being taken care of consider-
ing the risks they are exposed to as they adopt digital
MHPSS tools addressed?

* Are primary/ secondary outcomes (symptom reduction,

Practitioners’ methods and
wellbeing

prevention, improve quality of life) achieved (as measured
and evaluated by reliable and validated tests)?

* Do outcomes last in the long run?

Effectiveness Acceptance of the inter- * Is the intervention well-received by the target population?

Positive effect on MHPSS

vention by the target pop-  * Does it respond to specific challenges/needs of the target
ulation population?
* How well does the intervention adapt to local contexts?
* Isit relevant (culturally, socially) for the target population?
* How far can the intervention reach a population with dif-
Accessibility ferent characteristics (such as literacy level, de-
mographics)?

+ Does it require a high level of technical capability/ financial
Resource Limitations and human capital?
* Does it require staff with a high level of specialisation?
* Could long-term funding be secured?
* How sustainable is the partnership for the intervention?
* How sustainable are the human resources in implementing

the intervention?

* Is the intervention embedded into the wider healthcare
Structural sustainability system and work in synergy with existing infrastructure

Cultural Appropriateness

Scalability

Sustainability Temporal sustainability

(e.g., governmental and professional bodies)
* Are differences and intersectionalities within user groups
Diversity respected reflected in and considered in the design and im-
plementation processes?
Participation * Are user groups meaningfully involved in the design, imple-
. mentation, and evaluation?
Inclusion , . .
* Are users’ feedback captured by evaluation mechanisms

and addressed?

Tablel: SEE3P¢ Analytical Frameworor Assessing MHPSS Best Practices
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l1l. From Conventional to Digital MHPSS

This chapter gives an overviewcofrent conventional MHPSS interventions within the Movement to
identify needsto be addressedit then explores the potentiabf digital MHPSS in overcoming these
needs.Finally, it presents an overview of how digital MHPSS is used in the Mowenfiint

1. Current Landscape of conventional MHPSS within the IRCRCM

1.1 Scope ofActivities

In October 2021, the Movement published the repdfiental Health Matters: Progress Report on

Mental Health and Psychosocial Support Actigtiessed on a survey of 163 NatioRald CrosRed
CrescentSocieties(hereinafterN.26 The report comparesi KS a2 @dSYSy i Qa 002y @Sy
activities from2021 with thoseconductedin 2019. From the analysis of the survey data can derive

current challenges and needs related to MHPSS in the Movement.

According to the survey, approximately 94% oN&provide some MHPSS servicetile 83%have
included arMHPSS focusithin their strategy

Psychosocial interventions agenerallymore common than mental healinterventions 59% ofNS
conduct stress management activities, 54% conductaedf, 51% psychoeducation and 46% conduct
anti-stigma interventions, among a large variety of activitRsychological First Addills arestrongly
diffusedamong staff andalunteers across all regioridental health interventionsare less common
andfocus onlower-boundpsychological support (63%), group therapy and support groups (35%), and
training in basic psychological support (48%wever 70% ofNSoffer referrals to more speciatid
mental health serviceg g.,psychiatristand psychologists).

Psychological First Aid

Psychological First Aid (PFA) is designed as an immediate response to crises, stabilising and assessing
needs of people affected.” It has been widely endorsed and integrated into MHPSS response structures
for disasters.”® PFA aims at facilitating long-term recovery by helping service users feel safe,
connected, accessing support (social, physical, emotional) and feeling capable of helping themselves.??
The key action principles of PFA are Look, Listen and Link.* Studies have cautioned that while PFA
allowed greater accessibility of basic MHPSS, it was also used to substitute higher-level or other
MHPSS in some instances.”

For more information: ‘A Guide to Psychological First Aid for Red Cross and Red Crescent Societies’ by
Psychosocial Centre, IFRC

26 |RCRCMMental Health Matters: Progress Report on Mental Health and Psychosocial Sugporh @A G A Sa ¢
27 American Psychological Association. "Understanding Psychological First Aid".

28 Shultz and Forbes, "Psychological First Aid."

29WHO Psychological First Aiduide For Field Workers

30 psychosocial Centre IFRGGuide to Psychological First Aid for Red Cross and Red Crescent Societies.

31 Snider,Psychological First Aid: Five Year Retrospective-22086).
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Figure4: Provisiorof psychosocial suppattivities?

1.2Needsand Challenges

Figure5: Provision of men

tal healtctivitiess

The following figuredisplaythe most prominenthallengesamong theNSwhen implementing MHPSS

programmes:

1.2.1.Data Collection anHvaluation

BEvaluation of activities is limited breadth and depth, due talack of fundstools,and staff expertise.
Only 10% are involved in MHPSS reseamdtess than 50% ddSreport having an information system
in place that ensures confidentiality and protection of personal dita. lack of systematic data
collection impedes the developmeunitthe field, especially since the evidence is thinner for ldexes
psychosocial interventions compared to specialised mental health care.

32 [RCRCMMental Health Matters: Progress Report on Mental Health and Psychosocial Sugporh @14.G A S a ¢

3 bid, 14.
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1.2.2 Financiaheeds
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Figure 6: MHPSS Budgéts

1.2.3 Lack of human resources

2% 25%

30% 35%

Fnancial limitations present the biggest
challenge to implementing MHPSS, cited by 75%
of NS

Across regions, 25% &S report having no
budget for MHPS$.

Of those who are aware of the budget (22%
R2 Yy Q) 19% Bage less than 50k CHF; 7%
have 50100k, 6% have 16050k and 7% have
150-200k.

Lack of human resources and expertise is a crucial challenge wf 8iB#Approximatelyne-third of
NShave less thafive MHPSS staff membetsyo thirdshave between less thawenty. But there is
significantheterogeneity: 12% dfiShave more than 108taff members Staff limitations are partially
balanced by the fact that 37% bIScan mobike more than 100 volunteers involved in MHPSS.
However, the great majority of MHPSS staff and voluntiersot have specialised qualifications
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1.2.4 Lack of partnerships

Strategies to overcome funding and skills gaps through partnerships are limited by a perceived lack of
coordination with other NGOs and governmental orgdians involved in MHPSS W$(38%).There

are fw collaborations overglmost occur within the Movement, or withationalgovernmens. There

are onlyvery few partnershipswith universities private businesses, or UN agencies in the field of
MHPSS. This stands in contrast tofieeceived need for moregotnerships in MHPS&It by 97% of

survey responderd.he most prominent neet be addressed through partnerships is that of technical
support (78%)Partnerships are hampered by thbovecited limitationsin finance and staff, but also
logistical difficulties andrganisationalincompatibilities.

1.25 Insufficient access

Organgations face a dual problem of stignsation (35%) and limited access to affected individuals
(22%) stronglyinhibiting their work.

1.3Conclusion

Overall, it must be noted that the Movement is substantially incred@shgHPS®fforts. However,
lack of funding and staff inhigirogress for themplementation of the2020-2023 MHPSBoadmap.
Prominent shortcomirgglsoincludelack ofspecialisedtaff, programmeevaluation, partnershipsand
accesdo the affected population

14



2. ThePotential of Digital MHPSS

Considering the structural needs of the Movement identified above, digital delivery fqnoatise to
enhance MHPS®rvicesIn 2019, there were 5.2 billion unique mobile subscribers, 4.1 billion internet
users, 3.8 billion active social media users &0d billion apps downloadedl As the digital
infrastructure continues to expand, the Movement could build on existing technologies as well as recent
innovationsg catalysedby the COVIR9 pandemig; to diversify and increase its MHPSS efforts. This
sectbn surveys the existing literature to understamidere the main benefits of digital MHP &S for

each of the SEBgrinciples

2.1 Safety

Digital interventions can hegvercome stigm#hus reducing barrier® seeking psychological and
psychosocial help. Digital tools can be used with full anonymity, allowing individuals to share their
experiences without fear of stigmatisation. This is especially important forwhusace WR 2 dzo f S
& G A AN¢h@s ethnic minorities, womehe LGBTQ+ population or refugees.

FADFADA*

U
Fadfada is a psychosocial support platform launched in August 2020 by UNDP Syria, in collaboration with the WHO. To E%
use it, individuals only need to fill a short form in which they are asked to describe the issue they are facing. The platform
ensures complete anonymity, and the only personal information that is required is a phone number or an altemative

means of contact. In addition, users can indicate the time at which they want to be contacted.

The intervention involves 26 specialists - ranging from psychiatrists, sociologists, psychologists, social workers, and
family counsellors- who are assigned to the user after careful assessment of the required help. Cases are prioritised in
accordance with the nature and severity of the case. Specialists follow up on the case and conduct around 6 sessions on
the phone (the concrete number of sessions depends on the needs of the user).

The platform can be accessed from all over the country, including inaccessible areas such as Raqga. Moreover, through
the emphasis on anonymity — in a context of high stigmatisation of mental health needs — it has been possible to create
an accessible safe space for users affected by double stigma such as the Syrian LGBTQ+ population and women.

So far, the platform has already provided help to more than 8,000 cases.

87Budd et al., "Digital Technologies In The Pidgiglth Response To COMMD"
38 Gary, "Stigma: Barrier To Mental Health Care Among Ethnic Minorities."
39nterviewee 4
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2.2 Effectiveness

Although there is stiineed for further researclscientific studies demonstrate strong and significant
effects of digital interventions in specific arediese include remote psychotherapy against
depressiort? substance use disordérand anxiety®? among otherg?

Furthermore, there is increasing evidemcethe effectiveness automated éelfguided)interventions
that address common mental health problengelfguided digital interventionssuch asmobile
applicationsbased on cognitivbehaviouraltherapy (CBThave beenclinically proven to reduce
severityin cases of depression, anxiety, insomnia, general stress, and*vorry.

The effectiveness of remote MHPSS interventions depends gre#tly axceptance of the programme
by the service usersReassuringlyscientificstudiesfind broad acceptability of evidenekaseddigital
interventions for mild to moderate mental health probleths.

Guided v. Self-guided interventions

. Guided digital interventions: can range from audio/video counselling - in which in-person coun-
selling is replicated through digital technologies - to apps and websites that include some kind of
interaction with a specialist (e.g., weekly calls/chats). The distinguishing factor behind this inter-
vention is that a counsellor/specialist can be approached by the user when needed, either remotely
or in-person.

Self-guided digital interventions: many apps and websites offer services which are largely au-
tomated, with the user either self-guiding the intervention or sent automated remainders and noti-
fications related to their therapeutical needs. In this case, the user does not have access to a spe-
cialist. Some interventions also combine self-guidance elements with support from practitioners.

40Lungu et al., "Blended CaBmgnitive Behavioral Therapy For Depression And Anxiety fvVBredlSettings:
Pragmatic Retrospective Study"

4LLin et al., "TelemediciABelivered Treatment Interventions For Substance Use Disorders: h&jsReview"
42Berryhill et al., "Videoconferencing Psychological Therapy And Anxiety: A Systematic Review"

43Hubley et al., "Review Of Key Telepsychiatry Outcoi2&s"

44 Attridge, "InternetBased CognitivBehavioral Therapy For Employees With Anxiety, Depression, Social Phobia,
Or Insomnia: Clinical And Work Outcomé&&nkatesan et al., "Digital Cognitive Behavior Therapy Intervention
For Depression And Anxiety: Retresiive Study."

45 Schneider et al., "Acceptability Of Online-Beff LJ ¢2 t S2LX S 2A0K 5SLINBaarzyyY
Informational Websites"
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2.3 Scalability

In contexts in which resources are scaapeess is limiteénd gaps iservice provisioare highdigital
MHPSS interventionare efficient alternatives to faceto-face interventions. One of the main
advantages ddeltguided and remotely guided digital MHPSS interventions is their ability to reach larger
parts of the populdon with fewer human resourcehus digital servicespromiseto bridge the
growingtreatment gapin MHPS%E This is especially important for low and mididieome countries,
where theresources ardéess abundant’

Digital MHPSS has the potential itnprove accesand reduce cost$or geographically remoter
conflictaffected areas? as well as for populations facing other barriers to accessh as
transportation costslack of freetime, lack of childcareor stigma?® Hence, digital MHPSS has the
potential to lower economic andocialcostsassociated with accessing MHPSS services. Moreover,
digital MHPSS allowfsr flexille engagementon-demandand justin-time, deliveredat individual
pace>°

In addition, digital MHPSS caeduce the LINE @ AdRe3aNdy &costs Even thoughdesigning
implementing and evaluatingligital MHPSS interventismight require a large initial investmestlf
guided toolsin particularallow service provisioat nearzeromarginal cost per additional usér.

Furthermore, digital tools allow for the development of remotely assisted forms of MHPSS that can be
delivered by norspecialistsFor instance SelfHelp-Plus, developed by the WHO increasestress
YEYlF3SYSyd OF LI oAt AGASE AQISR oS 28 ShyiilRYECGRAIMHIEEEN EHD N
allows for the scaledp diffusion of skills such B&A whichcan be delivered byirtually everyoneBy
increasinghe capacities of communities and individualselfcare and peer support inottom-layer
MHPSScommunity resilience is strongly increased, while simultaneemigincing task transfers

more specialistapacities are freed up ftop-tier MHPSS interventiofis

In short, digital technologiesan maxinge the accessibilitpf MHPSS services often similar levels of
effectiveness, thubridging thepervasivdareatment gap irMHPSS.

46 Lal, "EMental Health: Promising Advancements In Policy, Research, And Praétice", 5

47 Carter etal., "The Emergence Of Digital Mental Health Inlboaeme And Middidncome Countries: A Review
Of Recent Advances And Implications For The Treatment And Prevention Of Mental Disorders"
48 Lal and AdaidE-Mental Health: A Rapid Review Of The Literan2&

49 bid.

50]bid.

511 § 6 S NB-Menht®-Health 9ur traumatisierte Gefliichtete. Bericht zum Schritt |: Literatudl Marktanalyse

@2y SNILINRoOoGSY dzyR 0SoNKNILSY al GSNRFtASY dzyR ! yaNGi Syé
52Brown et al., "Self Help Plus: Study Protocol For A GRatdomised Controlled Trial Of Guided $&dfp With

South Sudanese Refugee Women In Ugai®ise' Anneg for further detailson Self Help Plus.

531 §6 S NE-MentR-Health %ir traumatisierte Gefliichtete. Bericht zum Schritt I: Literaa Marktanalyse

g2y SNIINRBO6GSY dzyR 0S6NKNIL.SYy al GSNAIFfASY dzyR ! yaNil Syé
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2.4 Sustainability

Once the technologigs put in placedigital intervention®ften are more financially sustainable, since
they have lowevariable costs, e.g., for wagé&doreover, digital tools can improweatmentat early
stages,preventing the developmentand aggravatio of symptomsthat require more expensive
treatment>®

Whendigitalservices aréntegrated into the wider healthcare systetheycan improve theontinuity

of careby offering flexibly available servim@sdemand, either as staralone orawaitingfaceto-face
treatment and in-between sessions. This is especially important considering the high rates of
disengagement associated with mental health services.

Finally digital tools caenhancecapacity buildingo achieved sustainecommunity resilienceFirst,it

is possible tscaleup online training of locallayimplementers of psychosocial interventioobile
apps or video call technolofpyidgethe geographical distare betweerparticipants and trainers, thus
reducing the cost and increasing the accessibility of the worksh&econd, the Internet and social
media allowincreasingawarenessand mainstreanmg mental wellbeing supportto counteract
stigmatgation > This mightstronglyimprove mental health outcomes for entire commuei in the
long run®®

2.5 Participation

Digital technologies offer the opportunity to create bresdile interventions that allorepresentation
and community participationTo many, digital interventions are a means to demardtumanitarian
action8® Social media for example allows peopledsily connect to each other in a disaster to provide
psychosocial support. Digital technologies can be leveragadegrate the target groupn project
design (e.g., online focus groups), implementation (caphaitgling), monitoring, and evaluation
(online user feedback).

5 Christensen, Griffiths and EvaBsdvlental Health In Australia: Implications Of The Internet And Related
Technologies For Polidy

55 |bid.

%h Q. NASY> CIlKY@ I yrRFrdnAWgriliaKHealth)SeivigeS.y 3 3SY S

57 Interviewee 21

58 Christensen, Griffiths and EvaBdvlental Health In Australia: Implications Of The Internet And Related
Technologies For Poliey

591bid.

60 Meier, Digital Humanitarians
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-
Strengths and potential benefits of digital MHPSS interventions

Safety

- Stigmatisation can be avoided thanks to anonymity
Effectiveness

- Scientific evidence proves effectiveness of both guided and unguided digital interventions. Further research

is needed.

Scalability

- Improve access for geographically remote populations and populations with other barrier to access
- Hexibility for the user
- Reduce the provider’s operating costs
Sustainability
- Reduce burden on mental health specialists as they can be delivered by trained non-specialists
- |mprove prevention
- Improve continuity of care (through its integration into the wider health care system)
- Enhance capacity building
Participation
- Improve service user engagement in design, implementation, and evaluation.
- Democratisation of MHPSS services




3. Current &ndscape obigital MHPSEterventions

Based or32 interviewswith researchersand practitioners,we gathereddetailedinformation on24
digital MHPSS interventions from witlihe Movement, in addition td3 interventionsfrom outside
the Movement, whicimightbe adapablebythe Movement

In the upper bounds of the pyramithe most common use of technologgvideo calls to conduct
remote personal counsellingnd, in some casegsychiatric treatmentBut there isalsoa growing body
of mobile apps fopsychological counselling usi@g Thasedapproacheswhich haea strong evidence
base (for exampl&tepby-Step SAHASU| Stay fing; see Annex).

In general, digital technologies are currently more often empldyeg@sychosocial suppgrin more
diverse forms and with higher levels of autoroat{selfguidance) Fora detailed overview ofthe
reviewed interventions, refer to Ann@x

Step-by-Step®®

WHO in collaboration with multiple partners, including the National Mental Health Programme (NMHP) at the Ministry of Public Health (MoPH) in Lebanon,
Freie Universitat Berlin, and University of Zurich developed an internet-based guided self-help intervention for adults with depression called Step-by-Step.

Itis currently being used in research trials and at scale in Lebanon as both an app and a web-based intervention which guides users through several training
modules in psychoeducation, behavioural activation, stress management and increasing social support, using an illustrated narrative approach. Step-by-
Step was designed as a scalable treatment for depression in populations affected by adversity. It has been tested in randomised controlled trials with
populations in Lebanon, including Syrian refugees, as well as Syrian refugees in Germany, Sweden, and Egypt under the European Union funded STRENGTHS
project.

It can be delivered with or without guidance. In the guided version, users access support from trained helpers (e.g. university graduates) who answer
questions and review activities, at an individual time investment of 15 — 20 minutes per week. In the contact-on-demand approach there is an in-built
messenger to reach e-volunteers.

The intervention was found to be effective in reducing depressive symptoms and positively received in two fully powered RCTs in Lebanon, with more trials
underway as part of the STREGNTHS trial. WHO is developing an open source platform for running the intervention and plans to release this and all content
under Creative Commons for Step-by-Step for adaptation and use in 2022. The app has been translated and adapted for other user groups such as Albanian
migrants in Switzerland and Germany, university students in China and overseas Filipino workers.

For more information, contact psych_interventions@who.int or visit: http://strengths-project.eu/en/strengths-home/

61 Harper Shehadeh et alStepBy-Step, An Bental Health Intervention For Depression: A Mixed Methods Pilot
Study From Lebanon.”

62yan 't Hof et al., "Evaluating The Effectiveness OfMartal Health Intervention For People Living In Lebanon:
Protocol For Two Randomized Colied Trials."

63 Interviewee 2.
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IV.Digital MHPSS: ChallengeSolutions

1. Safety

1.1Data Protection

Challenge 1Anonymity Vulnerabilityand Data storage

Dataprotectionand anonymig are of utmostimportance especiallyor vulnerableusers The
information provided, for examplejuring online consultatios entails highly confidential
elements on personal life issu&iven thepersistent stigma around mental health, tbauld
severelyharmservice users if divulged to third parties.

Anonymityin digital interventions expandbe accessof MHPSS to populations who are
particularly atrisk of stigmaFor example, LGBTQI+ populationSyriathat find it hard to
seekfaceto-face cainslling, reach out for help thanks to th&dfada Project developed by
UNDP (an online psychosocial supptatfprm providing confidential support through virtual
media)® Vulnerable populations facing administrative penalties, suchira®cumented
migrantsin the Netherlandswho face deportation if their situation is revealed, use
WhatsApp helpline to seek héfprhese examples illustrate thiateachesof anonymitycan
entailboth psychologicandphysical safety risks.

Digital MHPSS interventions could be potemdiggetsof data theft and hackindanyNSdo
not have adequatelysecura data storage facilitiesRemote servicesprovision poses
additionalrisks todata security.Where data securitycannot beguaranteed the potential
harm toservice usersan be immense, atetailed aboveTherefore for examplethe PEARL
databasedeployedin Africato store the medical files of patientgasrequired by the ICRC
MHPSS Regional Specidtisbe hostedon a Geneva servéf However, as the breaches of
ICRGerversllustrate even higheprotection capacities are needed goiarantee the safety
of digital MHPSS interventions.

Solutions and Best Practices

Digital solutions need tguarantee minimadlata accessibility by desighor example, the
Stepby-Stepweb-based versionailors authorisation only to those whaeedit and for
specific purposes onf§

Moreover,serviceghat ensue end-to-end data encryptioshould befavoured for online
consultationssuch aghe Signalmessenger appEnhanced data protection can also be
achieved bydecentralised data storage and-userdevicesor throughblockchainsas
compared to centralised serveéfd-However security riskeemain

85 Interviewee 4

66 Interviewee 5

87 Interviewee 14

68 Interviewee 1

69Margheri et al., "Decentralised Provenance For Healthcare PR&niachandran et al., "Towards Complete
Decentralised Verification Of Data With Confidentiality: Different Ways To Connect Solid Pods And Blockchain."
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Challenge: Commerciafiation of data.

To overcomeechnical challenges and finance gajg$Smight be inclined to partner with
private businesses. Howevdéris may irnturn amplify safety concerndany companies who
are actively engaged dhgitalhumanitarian actiotike Facebook or Googfer example rely

on the commerciakation of dataof the service usersTherefore, special precautions are

warranted when cooperating with private companies.

Solutions and Best Practices

One way to overcome thisoncern is pioneered by the Danish Red Crbysgheir
cooperation with the private statip®W. 206 f 6 SNHQ (2 LINR JARS

suffering lonelinessthe Danish Red Crossnploysa legallyinnovative partnership
agreementhat guaranteeco-ownership of the personal datmtheredthus impedingts

commnercialisatiorn®

Bo‘l“lel'g" Sammen med

Boblberg is a digital citizen-to-citizen platform to fight chronic loneliness developed by the Danish Red Cross in
partnership with a private technology company.

The platform is available as a mobile app or website and functions as a simple message board where users can create a
“bubble” (message) to make new friends, pursue hobbies, or share common experiences of life problems.

With over 400,000 users in Denmark, the intervention reached more than 7% of all Danes over the age of 15 and as
many as 21% of all young people between the age of 15 and 24. In contrast to other social networks, there are no
permanent profiles, safeguarding the anonymity of users to prevent negative effects of stigmatisation.

While the platform’s code is owned by the partner organisation ‘Boblberg’, who also takes care of the day-to-day
operations, the Danish Red Cross has employed an innovative partnership agreement securing the co-ownership of all
user data generated to ensure non-commercialisation of data. The project is financed by charging the municipalities it
operates in a fixed amount, which is sufficient to cover the operating, but entails significant costs for convincing and
(re-) negotiating with the municipalities to extend the partnership.

For more information visit: https://boblberg.dk.

0 nterviewee 8

*bid.
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1.2Do No Harm
Challenge 1Jnintended harm of interventions.

Digital MHPSS interventiongay causeunintended harm tauserswhen misused or when
digital MHPSS is employed in contexts where MHPSS is highly stigriratisecample, the
Mexican Red Cross offers crisis support to young pé&gplsinga specifichashtag on social
media. This may, however, expose Havice userso stigmatsation or abuse byublicly
identifyingtheir vulnerablity.”

Moreover, digital interventionseed to beupdatedto remainsafe Otherwise, some features
might become dysfunctional. Moreoventdated informationand could mislead users and
lead tounintended harm imany possiblevays.

Solutions and Be§tractices

Organisations should only useidencebased interventionto ensure safety® Therefore,

while organisations may want to develop a new digital MHPSS intervention tailored to their
specific needs, such initiatives could be modelled basedexising RCHested
interventionsif they do not have the means to condactevaluation.

Protocolsfor all newly developednterventionsshouldinclude mandatory evaluation
especiallyfor specialised mental health care servitegjeting morevulnerable userg-or
example, the digital version of the START Now project will be tested through an RCT to
evaluate its safety for users before being scaled up and further dissemifated.

Challenge 2Dissemination afion-evidencebaseddigital interventions

Sincemany digital MHPS&chnologiesare still new and applied in a plethora of different
contexts, theevidence of many interventions is incomplefaluations tend to be complex
and expensive, draininglready scarce resources. Thereforeany interventiongemain
unassessed oare evaluatedsuperficially Private sectorinterventions in particular,are
incentiised toprioritise profit over safetf However, interventiosthat are not evaluated
and not evidencdaseal canposesevereharm toservice userseeking help and should not
be disseminated.

Solutions and Be&tractices

To avoid the dissemination of newidencebasedA y (i S NI S&/ K A & & tgraudh W
evaluated interventions could be compiladd constantly updatedwhile considering
factors of contextual andultural adaptation Conversely, neavaluated intervations or
such thathaveproven ineffectiveshould beblacklisted Funding orgasations and donors
should have access to such lists to make informed and safe choices foséuntice users

2|nterviewee 22
73 Interviewee 29
74 1bid.
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1.3Crisis intervention
ChallengeLimitations in case afcute crisis

Digital MHPSS interventions may fall short in delivegiifective crisis care While digital
interventionsallow formore flexitbe and immediate access to cathey also enable more
abrupt breakoff of contact,reducing the scopef immediateinterventionin acute crises,
compared tdfaceto-faceconsultations.

Solutions and Best Practices
Toensurepatient weltbeing and prevent treatment setbackligital technologieshould
therefore only be employed wittautionfor the therapy of severe mental disorders.

It is advisable tdiscuss reacticsto criseswith the service usein advance and offer access
to updated digital emergency referral and sendiectories bearing in mind the costs this
entails Where no referraloptions exist, for example in remote contexts, further
considerations of potential riskeed to becarefullyassessetheforeimplementing digital
interventions

Moreover, digital MHPSSools should feature an easilgccessibleemergencybutton
ensuring a prompt response, notably in case of suicidalitye wekbased interventions,
such asSTART Nawffera digital Panicbutton to get immediate suppoftom selected
emergency contact®

Finally clear standard operating procedursisould be established’hese are necessary,
e.g., toconfirmthe explicitconsent othe user andfor highrisk case¢e.g., cases in which
there is a risk of selfarm or identified protection need&) ensure a prompt and adequate
responseby practitioners

1.4 PractitionerSmethodsandwell-being

Challenge IMisdiagnosis and medical error.

PractitionerS€opiniors on digital interventionssuch adeleconsultatios are split Some practitioners
deem remote consultations equally safe amden prefer them for their flexibility and logistical
simplicity offering enhancedcontinuity of care as patients tend to mieswver session$! Others,
however, find themselvesto be less service usecentred more easily distractedn remote
consultations,owing mostly to the lack afionverbal communication One informant reports an
increased susceptibility fpotential misdiagnosis and malingerifig his can lead tpoor quality of care
andimprecisediagnosisn the case of specialised care

76 | bid.
7 Interviewee 6
8 nterviewee 30
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Solutions and Best Practices

To avoid sucltssuespractitioners have emphasd the needo alwaygurn onthe camera
in consultations, if possibl@his enables the practitioner to be more patieahtredand
asses&lements ohonverbal communication

Moreover, professionaltraining is required to ensure practitioners arsensitiveto the
particularities of remote therapyolunteers and staff should also &efficientlytrained
beforeimplementing remoteguided interventions. Supervision should be put in place to
allowLINJ O (i Aadldp@tigh$oNd& ew method.

Finallyhybrid modesappear most adequate to ensure diagnostraktision and facilitate
rapport while simultaneouslymaking use of the flexibility of remote delivery to opgmi
therapeutic continuity.

Challenge 2mpediment on private life

While remote contact offers higher flexibility and continuity, it also brings coretaasgo
practitioners evenoutside office hoursTherefore practitioners might find it harder to
separate duty and leisure and strike an adequate shfrkbalance’® Some practitioners
might also be harassetliring teleconsulting®

Solutions and Best Practices

Practitionersi K2 dzZf Ry QG 2 LIS NI (aBda K ¥ dAliRN@Ep@irgoha coieStdA OS &
information. Practitioners should be encouraged not to respond to contact requests
outside of working hour©rganisationshould thereforgrovidethe necessargleviceso

staff andset clear policiesn working hours.

To manage the increased pressure from constant accessibility, practitioners could benefit
from heightened peer supportvhich can be delivered online for flexibility. This approach

is taken, for instance, by the Netherlands Red Crasg#sfosolunteers in response to
heightened stress relat to the COVIEL9 pandemié! Moreover, practitioners must be
supported in handling caseload,-bffur contacts, etc., through increassapervision To

avoid increasing time concermssipervision should be scheduled during working hours and
could be delivered remotely to allow more flexibility, e.g., via video call or messenger.

9 Interviewee 27
80 Interviewee 16
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2. Effectiveness

2.1Positive impact

Challenge lLack of exhaustive evidence

Even though an increasing number of research tuatierlinethe effectiveness of digital
MHPS$ specific contexighe evidence base is far from complekéost evidence on digital
MHPS$elates tospeciaked mental healthinterventions such as online psychotherapy while
there is aap in the literatureegarding the effectiveness digitalbasicpsychosocial support

Furthermore, nany trials are conducted imlinicaly controlled settingshat havelimited
external validityto reatworld circumstance® In addition,most trials were conducted in
higher income countrigswhich may further limit their generabability.®® Thus, theuse of
digital technology for MHPSSlimited-resourcesettings still requires substantiasearck*
Finally, many digital interventionsviewed in this reporare still beingpilotedand are yet to
complete evaluatiof?

Solutions and Best Practices

A possible way to address the lackextiaustive evidence and avoid the resotirtensive
evaluatiors is to implementalready evaluated interventionhat have been prove
effective. MoreoverNSshould prioritise treatment approaches whose effectiveness in
digital delivery is bestocumented. This is the case notably ifterventions based on
CBT® As mentioned above, W@ KA (St A @igital intenfentidhd do@dOguidied S
providers.

Challenge: Scepticism

A secondchallenge to ensuréhe positive impact of digital MHPSS relates to practitidders
scepticism towards the effectiveness of digital technologies. While gaaungtionersreport
successfutreatment through digital technologi€® othersfeel the needio observeservice
usersphysicallynonverbal cues and behavioui@d do not think hat digital interventions
can substitute physical conta€tThis in many casg®ertains topersonal preferences and
professional stylg as well as scepticism on the safety of digital intervestion

Solutions and Best Practices
Practitiones should be able tdlexiblychoose the way they want to deliver hekeeping
in mind that in certain situations suchlaskof access, there might be no other optson

29ftAa SG tdX bLYLIX SYSyllr A2y hT 9maSydlt 91451t GK C2N
83Carter et al., "The Emergence Of Digital Mental Health IAincnmne Andiiddle-income Countries: A Review

Of Recent Advances And Implications For The Treatment And Prevention Of Mental Dig4lers

8 Naslund et al., "Digital Technology For Treating And Preventing Mental DisorderdrindmogvAnd Middle
Income CountriesA Narrative Review Of The Literature.”, 11

85See Anneg ¢ evaluationcolumn.

86 Attridge, "InternetBased CognitivBehavioral Therapy For Employees With Anxiety, Depression, Social Phobia,
Or Insomnia: Clinical And Work Outcomes" and Venkatesan Bligital'Cognitive Behavior Therapy Intervention

For Depression And Anxiety: Retrospective Study"”
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2.2 Acceptance

ChallengeLack of engagement

Thesustainecengagement o$ervice userss a critical factofor effectivenesswhich iseven
more challenging digital interventions, especialiyosethat are unguided®

Otherfactors affecting engagement includeedibilityin the evidence behind the content, as
well as thdengthof the progrant concise programs having higher rates of engagement
the perceivedisefulnesf the intervention?® Concerninghe later, expedationsabout the
intervention might be misdirectechs some users might expect a comprehenisigividual
therapywhen they engage imterventions thado not deliversuch?®*

Solutions and Best Practices

A way to improve engagement is through the inclusiamotificatiors reminding userso
regularly use the app/websif@ In addition, interventions should be designedbe as
concise as the therapeutical base allowsiiid expectationsabout what to expect from
the intervention should bmanagedn advance.

Adequate and targetegromotionis akey factor for takeip and acceptancd-or example,
the Kenya Red Crospartnered with the Ministry of Health to promote their MHPSS
servicedyy including the N®ll-free numberin the Kenyan Ministry of Health awareness
campaigns and social megdsa that people know how to reach out for supg@@imilarly,
key actors in he community can played a crucial role in the promotion of the
intervention®

2.3 Cultural appropriateness

One of the main problems when implementing an alredelyeloped digital MHPSS intervention is that
the original content might ndbe socially/ culturally relevarior the target population, which results in
low engagement and acceptabiliy Culture affects the understanding of mental health and
psychosocial wellbeing feweryone and hence, it is essential to carefully consider it when designing
and implementing a digital interventié.

Therefore when implementing an intervention origity developed for a different target graupis
essential toadapt it to the local contexand target audience However, this process entails own
challenges.

89 Interviewee 19

%0Borghouts et al., "Barriers To And Facilitators Of User Engagement With Digital Mentalnkératthtions:
Systematic Review.", 11

%1 Interviewee 16

92 nterviewee 19

9 Interviewee 16

% Interviewee 4

9% Borghouts et al., "Barriers To And Facilitators Of User Engagement With Digital Mental Health Interventions:
Systematic Review12.
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Challenge 1Adapting codes

Adapting existingeltguidedinterventions such as apps and websieguires alterations to

0 KS LIN@dMhichightbe protected by copyright or difficult to accé$gvenwhere
the code is accessiblalterations require substantial technical expertide the example of
the Global Disaster Preparedness CerB P Eirst Aid App illustrates, this can be a critical
challenge, which casveninhibitthe launch of intervention

Adaptionis a process that entails the accommodation of different preferences and interests

a balance needs to be achieved between whaffirdableand easy to prograngnd-dza S NB& Q
preferences and the therapeutical cor@® During this process, and especially if the
intervention requires substantial changes to be transposéieevidence base it rests on
may become obsoletél his would have important safety implications.

Solutions and Best Practices

To facilitate the pocess of adaptation@pen access codeshould be encouragednd
 R2ZLIGSR® C2NJ SEI YLX S35 -byRep is dicersed ainder gréabvblld S y i A
commons. Henceé\Scould take the code and adapt it to their national contexts fi&ely

Moreover, the First Aid App was providedNt®to make any adaptions in visuals or content

that they wished®

To realte the necessary technical adjustmentischnical assistanceto NS could be
providedby the IFRQ@r other partnerships, including private contractors

In addition, fipossible, adaptations should be made to the interface of a digital intervention
(symbols, figures, etcnpt the therapeutic substanc&/here more profound adaptions
are necessary for acceptance, the intervention shouldréevaluated toensure
compliance with safety standards.

97 Interviewee 9

% Interviewee 31

99 The WHO would appreciate to be notifigaterviewee 2)
100 |nterviewee 1

30



Universal App Program / First Aid App'®

The First Aid App is a mobile application developed under the Universal App Program by the Global Disaster Preparedness
Center, a cooperation between the IFRC and the American Red Cross. The Universal App Program is a “platform to facilitate
the adaptation and localisation of mobile applications (apps) for use in countries across the globe.”

The First Aid app is one of two mobile apps launched under this program and contains information on first aid. The app
platform is centrally developed and can be used at no cost by NS who can adapt its content and design and take on ownership
of the app on the national level.

Currently, the GDPC is planning a re-launch of the First Aid App which includes a section on Psychological First Aid. Due to
lacking adaptions in the previous version which made the service unavailable in many countries, and because most adaptions
were superficial rather than substantial, the new version is likely to launch globally using symbols and designs that are
relevant for a global user base

For more information visit: https://preparecenter.org/activity/universal-app-program/

Challenge: Tailoring

Even if adaptions are more subtiailoring them to the target group can be challengifgr
example, the Swiss and the Swedish Red Cross reported substantial difficulties in finding the
correct terms and adequate tone for translations into AraBtMoreover, adequate
promotionstrategies need to be tailored to the specific context and target group.

Solutions and Best Practices
Firstly to adapt a digital MHPSS intervention it is crucialearly define the new target
groupto narrow down the scope of adaptatiéf?

Moreover, to ensure that the adaptation is culturally sensipletential service users

should be involved in all thghasesof the intervention ¢ee Section %. Similarly, the

inclusion of native speakers and staff with profound cultural knowledfgehe
AYiSNBSyiliArAzyQa O2y(iSEG KIFa (KS UkéufydAal t (2
Indeed,even simpleadjustmentsi dzOK | & GKS AyUGSNBSyaAz2yQa ylI
effectd C2NJ SEI YLX S ' b5t {&NAlI RSOARSR G2 OIf
2LISyt e (2 yaR YIS@/ASR i KS  Quihikkvs stighvasied i theé loc&l S | £ § K
populatin. This example illustrates the importance of understanding the cultural context

in which the intervention is going to be implementéd.

101 Participant observation @PDC First Aid App Roundtable, conducted February 14, 2022 on MS Teams.
102 |nterviewee 7
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Furthermore it should be noted thatultural adaptations can be facilitated by digital
technologyif designed correctly. For example, being able to choose the features of the
avatar, can easily make the intervention more cultyrahd individuallyappropriate.

To adapt digital interventiongffectively it is necessary to also considmntextual
adaption when selecting the digital technologyd platform through which the
intervention is going to be implemented. For exampidile in Syria WhatsApp is
preferred, in some parts of Kenya the preferrechtemlogy $ SMS%

Finally it isworth considering thainterventions need not be 100% perfect right away, as
long as basic safety is guaranté&dchoing thissome practitionergncourageNSto pilot
interventionsand make adaptions arichprovements agou-go, based on trial and error
and user feedback”

-

L
Sui - Digital psychological and psychosocial support for refugees'™ 1 '
4
The Swiss Red Cross in collaboration with multiple partners, including the Universities of Berne, Zurich,
Lausanne, and FU Berlin, develops an internet-based guided self-help intervention called Sui for adult refu-
gees living in Switzerland.

The multilingual digital information and intervention platform for mental health and psychosocial support is
intended to sustainably improve the quality of life of refugees in Switzerland, by:

« restoring their sense of control and security and boosting their health literacy by providing psy-
choeducational information that is relevant to everyday life and offering details of support services.
Concerns about family members left behind in conflict zones, an uncertain residential status in Swit-
zerland and difficulties with social integration or not being recognized as a member of society are
issues that particularly affect refugees.

« using exercises in emotional, problem and stress management to help reduce the impact of symptoms
in their day-to-day life and prevent these symptoms from becoming chronic.

« hoosting refugees' resources as well as their self-efficacy and decision-making ability.

« identifying mental stress and de-stigmatizing it, thus lowering the hurdles for requesting support.

The usage and efficacy of the digital information and intervention platform will be optimized with the support
of trained helpers from the same target group at an individual time investment of 15 — 20 minutes per week.

The intervention will be evaluated from July 2022 until May 2023 in a RCT with refugees living in Switzerland.

The intervention runs on an open-source platform developed by the Swiss Red Cross and the Freie University
Berlin. The platform will be released for adaptation and use in 2023.

For more information, contact: monia.aebersold@redcross.ch

105Engels, Me-mail message to authgrMarch 19, 2022.
106 Intervieweel.

107 Interviewees 8 and 19
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3. Scalability

3.1 Accessibility

Not alluserscan access all digitservices equaljyassome facestructural,social, or individual barriers

Challenge 1Structuralbarriers

Aprimary concern is thiack ofinternet coveragand/orenddevicesor service user¥ This
amplifies concerns overincreasel digital poverty leading to socialinequality and
marginalisation for those with lower accgsarticularlyin rural areas.

Solutions and Best Practices

Some technologies, such m®bile appsanbe designed fooffline usage Thusjnternet
connection is required only upon download but not throogthusage. This solution has
been adopted, for instancey the Stepby-Stepapp1*°

Another solution is to offer access to devices and stable internet in schools, community
centres or religious institutions.

Challenge 2Sociabnd politicabarriers

(a) Social barriers

Mental health issues are still highly stigrsadi. Some serviceusersmight nothavesufficient
privacywithin their homesgo confidentiallyaccessMHPSS serviceshis is truén many low
income contexts withovercrowdedhousingand is most acute imefugee camps*! For
example, survivors of domestic violeraee likely to find it difficult to use digital MHPSS within
the vicinity of theifamilies

Solutions and Best Practices

Again, partnerships withschools, community centres daith-basedinstitutions could
providesafe spacefor accessing MHPSS serviddsreover,engaging community actors
mightbe beneficial for decreasing stigma in the long run.

(b) Political barriers

In some cases, where stigmatisation is politically institutionalised, these partnerships might
not be viable. Some countries have severely repressive mental health legislation that
dispossessesf basic rights those who seek hélp.

109|nterviewees 12, 26 and 32

0|nterviewees 1 and.2

Hlinterviewees 4 and 28

12For example, under the Nigerian Lunacy Act which originated from colonial timégyesdwikwu et al., "The
Time Is Now: Reforming Nigeria's Outdated Mental Health Laws."
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Solutions and Best Practices
In this caseNSmust focus onmental health advocacylongside governmerdand civil

society partnergo change anctreate appropriate rightbased mental health policy and
legislation

(c) Bureaucratic barriers

Evenwhere stigmatisation is minstitutionalised therecan bebureaucratic hurdle® scaling
interventions. For specialised treatmentgroviders might need to acquire a medical
certification which isvery costly.Regulationgo this effectdiffer strongly internationally,
entailing practical challengés transposingnterventions to different contexts. The same can
be true even between provinces regions within one country, as is the case for €énada.
Moreover, in Lebanon, for example, digital medical sereicegenerally not licensabl&

Solutions and Best Practices

Considering this, interventions on the lower bounds of the pyramid that require less
medical proficiency are likely to have higher scalability.

Challenge 3ndividualbarriers

A further barrier concernliteracy Children, marginalised groupsind people incertainlow-
income countries are particularly affectedtbis impediment to access carghe issue is less
pressing for interventions witbersonal contact like phorgg videohotlines, but more limiting
for automateed interventions such as mobile app&ere is also the particular concern of
f I ORAAERA (W Diterf facdd BINRIE Pedns!?s

Solutions and Best Practices

llliteracycan be overcome hyrioritisingaudio and video contentithin the intervention.

For example, theStepby-Step®'® or Sui mobile application¥’ integrate therapeutic

elements withfictionalnarratives andhe use ofvisualsand audioDigitalilliteracycan be

remediedby designing simple and intuitive user interfagesviding Iguidanceservices,
orintegrating? G dzi 2 NA I f 4 Q 2y K2 dheisstie isisSolkelytkbs lessy (1 S NIJ €
acute for guided interventions.

113|nterviewee 18.
14 |nterviewee 4.
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3.2 Resourcdimitations

ChallengeLack ofunding,expertise, and time

The main challenge that is sharedistually all NSconcerns theénadequatefunding for
technical solutiongn-house expertiséo administrate themand suitablyspecialisedtaff to
design adequate interventionfigital interventions require high investments not oimy
software development, but also data storapardware and legal expertise to ensure
compliance with dynamically changidgta protectionregulations Moreover, developing
reasonably complex, safeand adapted digital interventions requires mutime; one
informant estimates an average of three years from inception to latih@ldditionally they
require longterm funds fopromotion maintenance, and enhanceme#t$

Solutions and Be§tractices

(a) Adapt centralised apps

Instead2 ¥ WNXB A Yy @S yNSahguRlWullddrEm wht &eShav@? by using existing
platforms For example, the WHO offeiisK Steply-{ ( S LIQ Y 2 &ditlvage filedLILIZ |
under creative commons licensénich can be used and adaptbg any orgarsation!?!

Similarly, theSDP®fferstwo mobile applicationdzy RS NJ 4§ KSANJ W! yA OSNA | §
can be used and adapted BBl imini#alO 2 #ATke Swiss Red Crgssvides asimilar
servicethrough itstechnical platformn cooperation with the Freie University Berlin
Tominimisethe runningcosts for maintenance and enhancementsndérventions based

on these universal platformsa Digital Systenthat is centrally updatble could be
introduced, for instance by the IFRC

(b) Parmnerships

There are several wadstablished partnership models in the Movemibait facilitatecost
efficient knowledge and technology sharing, which can be leveraged to spread digital
MHPSS.

The IFRQ@ general offers a variety of resourdesm psychoeducationaéarning materials
capacitybuilding workshops (e.g MHPSS immergencies, or PlyAstaff and volunteer
trainingmodules(e.g., on supervisioor suicide preventio) to operational guidelinesn
various topics related to MHP33atforms promotingollaboration betweerNSshould
also be leveraged. Scaling up interventions that have proven safe and effective X8 one

118|nterviewee 1
19|nterviewee 9
120 |nterviewee 2
121 |hid.
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to another context saves resources, especially in digital technologies which are easy to
replicate by nature.

Public partnershipsan also offer viable soltions. The Zambian Red Cross successfully
streamlined MHPSS in the national response to the GTandemic by partnering with

the Zambian Ministry of Health, benefitting from collaboration with The Netherlands Red
Cross

Where expertise foradaptionsis needed or where building a new systermécessary
collaborations with the private sectoray begjustified. The Danish Red Crdss instance,

has mininsed its technical expenses by partnering with a private company named
Boblberg2o provide a highly successful psychosocial support intervention for people
suffering loneliness.

Experience from the private sectonoreover,suggess that even complex mobile apps
can be commissioned at reasonable costs given the growing international market for such
services?*

(c) Lowtech interventions

In most contextsgosts may be reducday implementingsimplertechnical interventions
employingtechnologies that are already integrated into the daily workfloiN®f

Phone hotlinesy NShave been in operation for various purposes for several decades.
More recentlymessenger appare beingused for consultatieos and supervisigre.g.,by

the Zambian Red Crofs COVIEL9 health workers and voluntee¥®.Video callsan be
used forthe same purposes, as well as conducting traiimng.g.,Problem Management
Plus(among others by thtFR@Reference Centre fésychosociabuppor), Self Help Plus,

or PsychologicaFrst Aid. Social medias routinely used for communicatipfundraising,
advocacypromotion, etc., and can equally be leveraged to increasarenessabout
mental health issueand even implement MHPSS.

123|nterviewee 32

124The App Bipolar Buddy that employs Al technology to predict mood swings of people with bipolar disorder was
developed for a total of $30,000 by a specialisedrietdigycompany from Bangalore, India, (Interviewee 5).
25|nterviewee 32
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4. Sustainability

4.1 TemporalSustainability

ChallengeLimited Financial and Human Resources

Digital MHPSSmay entail high longterm costs for maintenance and enhancemen
Interventions that are appor webbased require constant updates fonprove user
experience, warrant data protectionpdate information €.g., local service directorie's®
maintain compatibility with IT software and hardware (@S compatibility for apps), and
comply with changing regulatio®S All of these requiréongterm and continuous financing
which is one of themain challengesaccording tomany informants. Without lorterm
funding,digital MHPSS services risk being discontiAtfed

Maintenanceand updates also requiresubstantialstaff time For roles that require less
specialised and professiorlaiowledgeand are performed by volunteerthe instability of
their contribution can negatively impact service delivétyWhere inputs bypecialisedtaff
such aspsychologists and psychiatrisise required, the lack of lorgrm funding could
jeopardise theipresenceand with it,the safe andeffectiveimplementationand evaluation
of interventions For example, aifual Reality intervention againstchronic pain used in
severall CR(physicalrehabilitation centrein South Asiavas planned andelivered but in
one country, the projectvas suspended due tahe removal of a psychologist from the
team.130

Solutions and Best Practices

To increase sources of funding, practitionssaldreachout to various potential funding
sources outside of the Movement, suchphafianthropic endowmentunds by the private
sector'3* donations offaith-based organisation$? Considering the high costs of rigorous
evaluations in money, staff, knowledge and timeademiacould also be an important
partner in evaluating digital MHPSS interventions and engagaugtimuousmonitoring

and improvementsaand integratingautomated evaluations in digital interventioriSor
example, the Kenyan Red Cross engaged the private sector for funding to support its digital
MHPSS initiativg$® and theStepby-Stepapp is funded by the European Unigh

126 Participant obseition of GDPCFirst Aid App Roundtable, conducted February 14, 2022 on MS Teams.
127 Interviewee 9
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4.2 StructuralSustainability
ChallengeLimited Embeddedness

A systematic review of 14 studies evidenced difficulty of institutionalisingiew MHPSS
innovations®®® Undoubtedly,the structural sustainability of digital MHPSS hingeshen
existing IT and mental health infrastructuiteey are embedded in. Where levels of IT
infrastructure knowledge/awareness for MHP3®d availability of MHPSS personrzee
reported low,'3¢ there were considerable difficulties inelivering structurally sustainable
digital MHPSS initiatise

Solutiors and Best Practices

(&) Regionsvith lesserdevelopedT and MHPSS8frastructures

Digital MHPS®an be leveragedto increaseawarenesgor MHPSSpopularisingand de
stigmatising MHPSS/hich isa key step to making MHPSS more of a local priority and
encouraging resources to be devoted to enhancing Mif&Structure®” Digital MHPSS
solutions with low investmenequirements such as information sharing on social media
sites, are welkuitedfor this purpose.

(b) Regionsvith betterdeveloped IT and MHPI®&8astructures

Digital MHPSS can be more structurally sustainableinbluding local healthcare
information and establishinga referral systemo more specialised care if needed. For
examplethe Stepby-Stepappincludeslocal healthcare information specific to countries
where refugees arcated!3® Practitioners can also consider developnglencebased
digital MHPSS intenedical devicessuch as with functions of tailoring treatment
programmes to symptomprofiles thereby increasing the chance of besupported by
insurance schemed hisis instrumental for improving botthe temporal and structural
sustainability of digital MHPSS

Moreover, dgital MHPSS would bendfibm establishindinkages witlthe national health
system existing governmental and professional bodidoware two exemplars from the
Argentinian and Canadian Red Cross respectively:

B5Troup et al., "Barriers Arfehcilitators For Scaling Up Mental Health And Psychosocial Support Interventions In
Low And Middlelncome Countries For Populations Affected By Humanitarian Crises: A Systematic Review."

136 |Interviewees 22, 25, 26 and.32

137 For example in Lebanon, Zamiigxico, and some Pacific nations, s@erviews 4 and 26

138 |nterviewee 1
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140paul et al., "Increasing Psychological Service Access Forl@D¥{iiacted Frontline Workers: Canadian Red
Cross & Ontario Psychological Association Partnership."”
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Remote Assistance Service
for the Elderly'*2

The Argentinian Red Cross has implemented a remote assistance service that help the elderdy with emergency
management or accompany the elderly when they need someone to talk to, inorder to prevent onset of mental health
issues.

The service user has been previously referred to the programme by their general practitioners (GP)/ other services
from the national health system. On one hand, this digital intervention can fulfil the national healthcare goal of
assisting vulnerable old people. On the other, it can also target particularly old people who have some level of need
as identified by their GP.

E-referral System during COVID-19%3

The Canadian Red Cross developed the e-referral system in the COVID-19 pandemic, aiming to support returning
Canadians quarantining in facilities who have top-tiered specialised mental health needs.

The Public Health Agency in Canada and Ontario Psychological Association (OPA) possess a digital system that registers
people who need top-tiered specialised mental health support. The Canadian Red Cross leveraged this system, to match
individuals who are quarantining with psychologists that suit them (e.g. based on what licenses the psychologists possess).

Initially it started in Ontario, but it spread across urban centres in the nation. More than half of the respondents waited
no more than two weeks before their first session with a psychologist.™ The initiative is structurally sustainable — The
Canadian Red Cross managed intake and referrals while OPA provided pro bono access to MHPSS, while the partnership
was embedded the infrastructures of the federal government.

Taken together, structurally sustainable digital MHPSS interventions should be integrated into national
strategies and structures holistically to build synergy with the broader health system and interventions.
This would enable higher operational effectivene delivering MHPSS services (such as alleviating the
workload of practitioners and targeting people who need the service), more holistic care of service
users, and eventually strengthening local IT and MHPSS capacities.

M2 nterviewee 31.

43nterviewee 18.

144Paul et al., "Increasing PsychotadjiService Access For CGMMImpacted Frontline Workers: Canadian Red
Cross & Ontario Psychological Association Partnership."”
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5. Participation
Challengd.: Retainingusers

With less monitoring on the use of and compliance to the intervention, ttesi@s to bea
higher dropout rate in selfguided interventiongas compared to MHPSS with more non
virtual elements such as-person interaction)*® For examplethe Kenyan Red Cross
reported that users who seekelp via chatbotsroutinely disengagein mid-process!4®
Unsurprisingly, it is also more difficult to retain users to participate in evaluation pra&ésses

Solutions and Best Practices

(&) Humancentredand participatoryapproach in protocols

Despite often limited financial and human resoutdesvould be helpful for practitioners
to prioritise humancentred andparticipatory approach in their protocét® Service users
should be involved frontonsultation, planning, to implementatiomnd eventually
monitoring and evaluation. There aranytoolkitsthat guideeffective inclusion of service
users(e.g.,by UNHCR¥ and adoptinga humancentreddesign(such as that developed
by IDEQ)*° Practitioners can integrate and adapt théselkits to facilitate bottoraup co
creation ofinterventions thatespond and align tasergheeds better.

(b) Skilfulengagement ofarget group

In the development athe Suiapp, the research team conducted multifdeus groupso

seek feedback on content and translatiéhShah advocatefor the approach ol OG A &S
AYOAGL (A 2 ywheRePradiildzdes eneodrhg@ criticisms and honest feedBatk.
heavily predicates on creating a safe and welcoming environment, where, for example,
consultants engaging with stakeholders and key informants are not defensive, and power
dynamics cuttingcross race, gender, age etc are takea consideratiort®

145 nterviewee 1

146 Interviewee 16

147 Interviewee 19

148 |nterviewee 3

149United Nations High Commissioner for Refugéeective inclusion of refugees Participatory approaches for
practitioners at the local level."

150|DEQ;Design Kit: The Huma®entered Design ToolKit

Blnterviewee 7

1525hah, "Ethical Standards For Transnational Mental HealtlPgyahosocial Support (MHPSS): Do No Harm,
Preventing Cros€ultural Errors And Inviting Pushback."

1530ne possible way to achieve this is that practitioners could propose an imaginary situation where someone
has done something adverse for tb@mmunity, ask community members what appropriate ways are to channel
their concern and adapt those methods in the active invitation of pushback
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(c) Representation ithe development team

Providers might benefit from not only engagusgr groug in participatory exercissbut
includng themas keyteam membersin every step oflevelopment and implementation
For examplejn Suiby the Swiss Red Crpss Syrian team member oversawltural
adaptation and translation processeasthe Stepby-Stepapp for Syrian refugees, a Syrian
colleague was involved the conception of the mject > Undoubtedly,one person
cannot representhe entire target populationbut given the difficulty of engaging user
groupsthroughout it might be aeasonable compromiskicreasing diversityithin teams
would certainly help mitigate biasasd improveoutcome

Below, we summarise the findingfsthis chaptein a comprehensive table and synthesise key solutions
into a practical process chart to guide stakeholders throughout the process of launching digital MHPSS
interventiors.

Facet Challenges Solutions Addressee  Examples
Safety
Anonymity Restricted access to data for some actors NS Step-by-Step
Data protec- - -
tion Data storage End to end data encryption NS Signal
Commercialisation Co-ownership of data gathered NS Boblberg
. . Evaluate new interventions through RCTs NS START Now
Unintended harm of in- - - — -
Do no harm . Avoid the dissemination of non-evidence-based
terventions . . : 25 5 G o IFRC PSC
interventions using a ‘whitelist’
Crisis Easily accessible emergency button NS START Now
Delivering crisis care . .
intervention Develop SOPs on high-risk cases IFRC PSC
o ) _ Use the camera in consultations Practitioners
- Misdiagnosis and medi- —
Practition- Training IFRC PSC
. cal error
ers’ meth- Hybrid models NS
ods and ; di ‘ it Use non-personal devices only Practitioners
’ mpediment on private
wellbeing lifep P Increase peer support offers NS/IFRC PSC Netherlands RC
Supervision NS/IFRC PSC Zambian RC
Effectiveness
) ) Implement already evaluated interventions NS
Lack of exhaustive evi- — - -
- Prioritise approaches whose effectiveness in
Positive dence L NS
) X digital is well documented (e.g. CBT therapy)
impac
Promote flexibility and hybrid approaches when
Scepticism . ty Y PP NS
possible
Include notifications and reminders in the case NS
of automated interventions
Acceptance  Lack of engagement - = -
Manage service users’ expectations NS
Adequate and targeted promotion NS Kenyan RC
bl g Use open-source codes NS Step-by-step
apting codes
PEng Provide technical assistance to NS IFRC PSC
Cultural ap- Don’t alter therapeutic substance when adapting NS
propriate- Involvement of the target population in all the .
) ) NS Swiss RC
ness phases of the intervention
Adapting correctly Adapt to the preferred technology
Simple adaptations make a difference NS Fadfada
Piloting & continuous adaptations NS SAHA

154 nterviewee 1
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Scalability

Accessibility

Resource
Limitations

Sustainability

Temporal

Structural

Participation

Lack of end devices /
stable connection
Insufficient privacy
Bureaucratic hurdles

Lack of funding

Lack of IT expertise
Lack of psychology exp.
Lack of time

Limited financial and
human resources

Embed in existing infra-
structures

Retaining participants

Design tools that can be used offline

Partner with community actors to provide safe
spaces with stable connection

Prioritise low-level digital tools for scale-up
Adapt existing interventions

Centralised Digital Platforms

Leverage IFRC PSC Resources

Cooperate with other NS

Partner with national governments

Partner with private contractors ensuring con-
tractual privacy and safety

Employ low-tech interventions

Partnerships for funding and human resources
(e.g., philanthropic endowments, faith-based
organisations, governmental bodies, academia)

Lesser-devel-
oped IT and
MHPSS infra-
structures:

Include local health service
information

Higher-devel-
oped IT and
MHPSS infra-
structures:

Integrate with national
health system, gov. & pro-
fessional bodies

Adopt a human-centred design toolkit

Prioritise participatory approach and ‘active in-
vitation of pushback’ in protocols
Engaging the target group within the develop-

ment team

Use digital technology to
popularise MHPSS

Establish a referral system
Inclusion in insurances

NS
NS

NS
NS
IFRC PSC
NS
NS/IFRC
NS

NS

NS

NS

NS

NS

NS

NS

Table2: Summary Table of common challengeswaable solutions
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Step-by-Step

Step-by-Step
First Aid App

Zambian RC
Zambian RC
Boblberg (Danish
RC)

#NUJA (Mex. RC)

Kenyan RC

Step-by-Step

Canadian RC

Argentinian RC

Toolkit devel-
oped by IDEO

Sui App

Step-by-Step



Figure 10: Flowchartllustrationof Best Practices in Digital MHPSS

1551 dzK2NBEQ 26y LINRPRdAzOGAZ2Yy ®
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