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Abstract
Key implications for practice
� Despite important progress in strengthening the

evidence base for post-disaster public health inter-
ventions, we still insufficiently understand how to
ensure support and attention to people confronted
with adversity from a mental health perspective in
different communities.

� Research into mental health problems and risk and
protective factors remains important, but should be
subordinate to the evaluation of the quality of
interventions within their disaster vulnerability
context.

� The context includes a variety of factors that,
besides disaster vulnerability, also delineate the
implementation context and therefore contains
crucial information for the development of
scale-up initiatives to disseminate lessons from
one time and place to another.
Disasters and humanitarian crises threaten the health and well-
being of people across the world, especially in more vulnerable
regions. Many efforts are made to ensure that public health
interventions, including mental health and psychosocial support
(MHPSS), are based on the best available evidence. Important
progress has been made in effectiveness research in recent
decades. However, our understanding of the value of MHPSS
programmes for individuals and communities confronted with
adversity still depends heavily on expert opinion and educated
guess. This contribution proposes several steps to enhance our
evaluation paradigm for the organised response to disasters.
Obviously, we need to evaluate routinely, focusing beyond
clinical outcomes, whilst applying a broader concept of the
quality of mental health intervention. Moreover, disaster
response evaluations need to be more attentive to capturing
the intervention or disaster vulnerability context. This context
includes risk and protective factors at different levels. The context
might vary along the timeline of a particular event, but it remains
a product of a locally unique interplay between exposure, history
and culture. On the one hand, capturing this context is a
prerequisite to understand what constitutes a high-quality
post-disaster response. On the other, it is a key component for
a viable scale-up of promising interventions.
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Introduction
What we can all agree upon is that disasters and humani-
tarian crises, whether linked to floods, earthquakes,
extreme weather and climate change, war and conflict,
terrorism, pandemics, industrial accidents or a combination
thereof, pose a serious threat to the mental and physical
health and wellbeing of people affected. This impact has
been well established in the scientific literature of the last
decades (Yzermans et al., 2009; Bonanno et al., 2010;
Fazel et al., 2012; Doocy et al., 2013; Bonde et al., 2016;
Ripoll Gallardo et al., 2018; Safarpour et al., 2020). The
question of what needs to be done in response is a
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normative question that can be answered in different ways.
From a mental health and psychosocial support (MHPSS)
perspective, a general strong consensus exists among
researchers on the nature of the required support. Several
guidelines have been developed that reflect guiding
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principles and recommended directions for support, evi-
dence-based health care interventions and evaluation mod-
els (Hobfoll et al., 2007; IASC, 2007, 2017; Te Brake et al.,
2009; Bisson et al., 2010; Suzuki et al., 2012; WHO, 2013;
Te Brake & Dückers, 2013; Juen et al., 2016; Chalmers
et al., 2020; Snider & Hijazi, 2020). Guidelines like these
are attempts to bring together the best available knowledge
and lessons from the mental health response to past dis-
asters on behalf of future events that will come. Few would
disagree with the importance of identifying good practices
and to learn from bad practices, although these are com-
plicated and subjective terms. Yes, we need to understand
what works, what does not work and why. Only then can
we transplant practices to new disaster contexts, ad hoc or
through planned scale-up. But in order to fully comprehend
the effects, enablers and barriers of intervention, we need to
evaluate more than we do now, systematically yet practi-
cally. The importance of evaluation, development of meth-
odologies and tools and incorporation of evaluation and
monitoring in our daily practices has been emphasised by
many (Tol et al.,2011a,b; Reifels et al., 2013; Dieltjens
et al., 2014; Dückers & Thormar, 2015; IASC, 2017;
Dückers et al., 2018; Généreux et al., 2019; Haroz et al.,
2020; Cénat et al., 2020).

Focus of This Contribution
This contribution proposes several steps to enhance our
evaluation paradigm for the organised response to disasters
on behalf of decision-making on implementation and scale-
up. Firstly, findings from recent studies are briefly dis-
cussed to see what we can learn from initiatives to collect
and synthesise information from programmes for different
target groups in different contexts. The next step is to
thematically work out several dimensions to consider when
evaluating interventions and planning for scale-up, under
the assumption that these two activities should be viewed in
relation to each other.

What Can We Learn from Recent MHPSS
Evaluations?
In recent years, an array of studies produced results helpful
to answer this important question. Let us examine a
selection of these works, starting with a systematic review
by Bangpan et al. (2019), carried out with the aim to better
understand the effectiveness ofMHPSS programmes deliv-
ered to adults affected by humanitarian emergencies in
low- and middle-income countries. Thirty-five studies
were analysed. Partly, the findings were linked to mental
health problems. Overall, the programmes showed benefits
in improved functioning and reducing posttraumatic stress
disorder. The authors found some indications that cognitive
behavioural therapy, narrative exposure therapy and other
psychotherapy modalities may improve mental health out-
comes. Bangpan et al. (2019) applied a broader perspective
and recommended future research into the impact of basic
services and security, and community and family support.
Future evaluations should take into account outcomes
beyond mental health, including social aspects and cost-
effectiveness. Moreover, it is important to consider social,
Intervention, Journal of Mental Health and Psychosocial Support in Conflict Affe
cultural, methodological and ethical aspects when design-
ing and implementing MHPSS programmes for different
populations and contextual settings (Bangpan et al., 2019).

Kamali et al. (2020) reviewed 157 publications on MHPSS
for women and children in conflict settings, again in low-
and middle-income countries. Only 19 publications
reported on MHPSS intervention coverage or effective-
ness. Despite the growing literature, Kamali et al. (2020)
recommend more efforts to further establish and better
document MHPSS intervention research and practice in
conflict settings. They also encourage multisectoral
collaboration and better use of existing social support
networks to increase reach and sustainability of MHPSS
interventions.

Dickson and Bangpan (2018) reviewed the literature on
barriers to, and facilitators of, implementing and receiving
MHPSS programmes delivered to populations affected by
humanitarian crises in low- and middle-income countries.
The 14 studies included in the review differed in method-
ological reliability, depth and breadth in their findings and
use of methods that enabled participants to express their
views on implementing or engaging in programmes.
It concluded that community engagement is “a key
mechanism to support the successful delivery and uptake
of MHPSS programmes” in humanitarian settings. Further-
more, “mental health sensitisation and mobilisation
strategies”, and development of “effective partnerships
with governments and local communities” were seen as
“pivotal to increasing overall programme accessibility and
reach” (Dickson & Bangpan, 2018, p. 10).

Another review, conducted by Augustinavicius et al.
(2018), identified 38 programme documents and 89
peer-reviewed articles, describing monitoring and evalua-
tion of a wide range of MHPSS activities. In both types of
publications there was a lack of specificity and overlap in
language used for goals and outcomes. Six themes could be
distinguished in the focus of goals, outcomes and their
indicators (more on this later). Well-validated, reliable
instruments were rarely used in monitoring and evaluation
practices (Augustinavicius et al., 2018).

Dückers et al. (2018) measured and analysed the quality of
40 MHPSS programmes in disaster and humanitarian crisis
contexts using data collected among programme coordi-
nators using a standardised instrument developed in dia-
logue with experts. Programmes with a more developed
organisational structure (e.g. coordinated multidisciplinary
planning, based on guidelines, involvement of government,
local individuals and trauma experts) implemented more
measures and interventions described in evidence-informed
guidelines. In such programmes, coordinators were
more positive about the programme’s need-centeredness,
effectiveness, equity and other quality criteria as well as the
realisation of essential psychosocial principles (Dückers
et al., 2018). Ideally, programmes are embedded in existing,
regular healthcare and support structures, to ensure sustain-
ability and an adequate follow-up where needed. However,
this is not guaranteed, andour understandingof interventions
within their contexts is to be improved: “It is meaningful to
cted Areas ¦ Volume 19 ¦ Issue 1 ¦ March 2021 5
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learn more about the interrelation between contextual char-
acteristics of the disaster setting and the programme. Which
environmental features help or hinder implementation of a
programme and particular components? Socioeconomic
country characteristics matter, but little is known about
the question of how this works. And inversely: what is
needed to tailor a programme to different country settings,
with different healthcare systems and institutional character-
istics” (Dückers et al., 2018, p. 12).

A systematic review by Cénat et al. (2020) revealed that
most mental health programmes in response to Ebola virus
disease were implemented by international organisations in
collaboration with local partners. Many programmes were
implemented following WHO Mental Health Gap Action
Programme (mhGAP) and Psychological First Aid (PFA)
guidelines. Mental health programmes were implemented
in hospitals, Ebola treatment centres, communities among
different categories of individuals exposed to Ebola virus
disease such as survivors, health workers and volunteers,
other frontline workers, children and adults. Only two of
the identified programmes which integrated cultural factors
were empirically evaluated. The evaluations showed men-
tal health improvement for children and adults. Like other
studies, this review emphasises the need to increase efforts
to systematically document and evaluate implemented
programmes (Cénat et al., 2020).

Finally, perhaps the most complete synthesis of evalua-
tion practices is provided in the review by Haroz et al.
(2020) whose objective was to decipher what works in
MHPSS programming in humanitarian contexts in low-
and middle-income countries. Out of a massive number of
unique records (n= 42,435) they included 211 records.
Based on the analysis the authors conclude: “While there
are many studies of interventions, it was challenging to
identify the same intervention across studies, leaving
almost no interventions with more than one rigorous
study supporting their use and many interventions that
are poorly described. This makes it difficult to choose
between them or even to implement them. Future research
should focus on replication of well-described interven-
tions in multiple different sites (or stages of humanitarian
response), to place future intervention selection on a more
scientific basis. There is also a need to better understand
the impact of psychosocial programmes in sectors other
than health and protection, such as nutrition. These
sectors may provide critical delivery mechanisms for
psychosocial programming to broaden the reach of such
interventions” (Haroz et al., 2020, p. 3).

It is impossible to give a comprehensive overview of all the
information available from these and other studies. Never-
theless, the selection described here justifies several
conclusions:

(1)
6

Evaluations of MHPSS programmes, especially com-
parable ones, with strong study designs and long-term
timeframes, are scarcely available in the international
literature, which is an obstacle to evidence-informed
preparedness planning and the response to future
crises (Dückers et al., 2018; Cénat et al., 2020; Haroz
et al., 2020; Kamali et al., 2020).
Intervention, Journal of Mental Health and Psychoso
(2)
cial Sup
Evaluations are heterogeneous in specificity and
language of objectives, outcomes and indicators
and vary in target population, interventions studied,
methodology, methodological reliability and useful-
ness (Augustinavicius et al., 2018; Dickson & Bang-
pan, 2018; Haroz et al., 2020).
(3)
 Evaluations have a tendency to focus heavily on
mental health problems and psychopathology,
although a growing need is recognised to apply a
broader focus on outcomes and other aspects of
service provision (Augustinavicius et al., 2018;
Bangpan et al., 2019; also see Tol et al., 2011a).
(4)
 Evaluations are modestly informative when it comes
to descriptions of what is done by whom and when,
and it is difficult to extract what helped or hindered
the implementation and the evaluation itself (Dickson
& Bangpan, 2018; Haroz et al., 2020; also see
O’Connell et al., 2012).
(5)
 Evaluations confirm the importance of interventions
being developed and implemented within communi-
ties in a setting of community engagement and
multisectoral collaboration (Dickson & Bangpan,
2018).
(6)
 Evaluations highlight the importance of responsive-
ness to contextual factors such as the phase of the
crisis/response, cultural and socioeconomic charac-
teristics, although these aspects are not typically
included in evaluations coherently and systematically
(Dückers et al., 2018; Bangpan et al., 2019; Cénat
et al., 2020; Haroz et al., 2020).
What Should We Consider When
Evaluating Interventions?
These conclusions give us an idea of aspects we should
consider in order to enhance our evaluation paradigm.
Clearly, we need to evaluate more than we do now, with
strong study designs, in a reliable and replicable manner
that contributes to comparability of findings. One thing
to think through at the start of any evaluation is what we are
really interested in and want to learn. It follows that
we decide explicitly beforehand what the focal areas of
the evaluation and evaluation criteria will be.
Focal Areas
In the Inter-Agency Standing Committee (IASC) guide-
lines, MHPSS is defined as “Any type of local or outside
support that aims to protect or promote psychosocial
wellbeing and/or prevent or treat mental disorder” (IASC,
2007, p. 1). This description gives an idea of possible focal
areas for evaluation. There are many potential providers
and receivers of MHPSS and approaches we can focus
upon, at the individual, family, community or society level.
The focus can be more generic or specific. In its most
narrow sense MHPSS is about dealing with mental health
disorders through applying highly specialised, clinical
interventions in response to exposure to potentially trau-
matic events. A broader approach might seek to pursue
reduction of risk for wellbeing andmental health − after all,
public health interventions in the form of policies and
port in Conflict Affected Areas ¦ Volume 19 ¦ Issue 1 ¦ March 2021
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programmes are designed to modify the distribution of
health determinants in a population (Minary et al., 2018).

How the bandwidth of services ranges between narrow and
broad is reflected in the classical pyramid in the gold
standard of MHPSS, the IASC guidelines, with its apex
of specialised health care and broad generalist, community-
based support at the base (IASC, 2007). In a similar model,
the MHPSS continuum encompasses community-focused
and individual-focused interventions from “general
humanitarian programming”, “social activities” and
“psychological activities” to “treatment of disorders” (Haroz
et al., 2020). An alternative categorisation of MHPSS pro-
gramming was described by Dückers and Thormar (2015):
“basic aid” (i.e. shelter, safety, food, drinking water, first aid
and medication), “information” (i.e. about what has hap-
pened, about the fate of loved ones, about normal reactions),
“social and emotional support” (i.e. comfort, a listening ear,
recognition of grief, compassion, social acknowledgment),
“practical help” (i.e. legal and financial issues, household),
and “mental health services” (i.e. adequate detection and
treatment of mental health problems.

In terms of outcomes, the focal areas of MHPSS evalua-
tions can be equally diverse. Evaluators have focused on
outcomes such as wellbeing, quality of life, emotional
distress, coping, school enrolment, financial capability,
particular mental disorders or symptomology, violence
and suicidality (Haroz et al., 2020). Augustinavicius
et al. (2018) distinguished six themes among the goals,
outcomes and their indicators of MHPSS programmes.
MHPSS programmes generally seek to: (a) promote
individual resilience and psychosocial wellbeing, and
prevent mental health and psychosocial problems; (b)
reduce specific mental health and psychosocial symptoms
and functional impairment; (c) build capacity to identify,
intervene on and monitor mental health and psychosocial
problems; (d) enhance environments in which child devel-
opment can flourish; (e) address macro-level goals and
outcomes (e.g. peacekeeping between groups, restoration
of social fabric) and (f) protect vulnerable groups of
people, such as women, children, the elderly and people
with disabilities (Augustinavicius et al., 2018).

In sum, evaluations can help us to acquire knowledge about
what was done by whom, for whom, why, how and when,
including conditions contributing to intended and unin-
tended effects and the implementation of the intervention.
Therefore, the focal areas for evaluation can include,
although not exclusively:

�

Inte
what − particular types of support or interventions (one
or multiple);
�
 by whom − single actor or multiple actors (profes-
sional, organisation, network, system), local or outside/
close or distant;
�
 for whom − individuals or groups of beneficiaries
(general adult population or potentially vulnerable
populations such as older persons, migrants, women
and children);
�
 why − from a prevention (or risk reduction), health
promotion or treatment perspective, directed at a mul-
titude of possible outcomes;
rvention, Journal of Mental Health and Psychosocial Support in Conflict Affe
�

cted
how − behavioural attitude, working methods and
instruments, technology, organisational dynamics,
stakeholder interactions, utilisation of local capacity,
level of multisectoral collaboration and community
engagement, and conditions helping or hindering;
�
 when− in the preparedness, response or recovery phase
(or moment linked to a notable event or situation in the
crisis timeline), occasional or structural.
Evaluation Criteria
In addition to the focal areas, it is important to be thoughtful
when it comes to the selection of evaluation criteria. Tradi-
tionally, the qualityofMHPSShasbeenapproached strongly
in terms of effectiveness, which is beyond doubt imperative,
yet qualityhasmore faces.Typical health carequality criteria
such as efficiency, need-centeredness, safety, timeliness and
equity are applicable to MHPSS (Dückers & Thormar,
2015). In principle, any meaningful normative or ethical
criterion might be relevant, especially if it matters to the
beneficiaries− survivors, victims, patients, affected citizens.
So, ask themwhat theyexpect andneed (under the realisation
that needs change over time), discusswhether this is feasible
or realistic, and then evaluate whether services live up to it.

What is more, particularly ironic in a journal carrying the
title Intervention is to consider whether intervention is
always better than waiting. If we assume that people are
resilient or are able to recover themselves, it might not be
necessary in each situation to intervene. In the two-
dimensional evaluation model proposed by Dückers and
Thormar (2015), MHPSS quality (reflected in evaluation
scores) is linked to the behavioural attitude of interveners
toward particular target groups of MHPSS beneficiaries.
Evaluation scores can differ between low or high and
the behavioural attitude can range from passive to active
or waiting versus intervention. The model is shown in
Figure 1. The attitude toward beneficiaries can be plotted
somewhere along the parabolic shape, depending on the
evaluation score. When a response after a disaster is
situated in the upper half, it scores positively; (watchful)
waiting or intervention is indicative for high quality or
good practice until the threshold to negative scores
(the horizontal marker) is crossed downwards into the
realm of bad practice. On each side of the parabola, the
quality of MHPSS deteriorates after crossing the threshold,
and reaches the point where an approach is either too
passive or active, respectively, overestimates or under-
estimates the resilience of individuals and communities.
Low evaluation scores on the passive end of the behav-
ioural spectrum are caused by neglect, disregard or a lack
of insight, capacity or opportunity. Low evaluation scores
on the active side suffer from overattention, newly created
problems and wasted resources. Evaluation scores can be
linked to different focal areas and can reflect different
evaluation criteria. Examples are included in Figure 1.

Additionally, the two-dimensional model can be used in a
more historical–methodological way to illustrate the
Hegelian dialectic − thesis, anti-thesis and synthesis − of
discussions within the MHPSS field, for instance in rela-
tion to so-called early psychosocial interventions. Several
Areas ¦ Volume 19 ¦ Issue 1 ¦ March 2021 7



Figure 1: The Importance of Attitude in Disaster Response Evaluations.

Note. Disaster response evaluations can result in positive or negative conclusions. Figure 1 shows how quality aspects of the response can be

connected to the attitude toward affected individuals or groups. The parabolic shape depicts the possible positions of a particular response that

can be more or less passive or active and more or less positively reviewed. The vertical line in the middle marks the boundary between a passive

and an active response. The horizontal line in the middle marks the point where positive evaluations (high quality, “good practice”) can be

distinguished from negative evaluations (low quality, “bad practice”). Evaluation findings can roughly be categorised in four quadrants. Examples

of possible evaluation results are given for each quadrant. Ideally, evaluations include perspectives of different stakeholders in the response,

including the target groups, policy makers and service providers. Source: Adapted from Dückers & Thormar (2015).
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early interventions have been recommended at first (e.g.
psychological debriefing and psychoeducation) and
criticised later, sometimes intensely, resulting in the recom-
mendation to refrain from applying them in the future for
being ineffective at best and harmful at worse (Mitchell,
1983;Rose et al., 2002;Sijbrandij et al., 2006;Wessely et al.,
2008; Bisson et al., 2010; Kearns et al., 2012). Interventions
can be popular at one moment, controversial at the next and
eventually acceptable again in a modified frame or form.
Perhaps thismight even happen to contemporary approaches
and interventions that yield positive evaluations of their use
andeffectiveness suchasEyeMovementDesensitisationand
Reprocessing (EMDR), Programme Management Plus
(PM+)andPsychologicalFirstAid (PFA)whenpractitioners
and researchers are craving for something new− orwhen the
relative weight of other evaluation criteria increases.

Intervention and Disaster Vulnerability Context
This brings us to one of the more complex evaluation issues:
howtodistinguish the interventionfromitscontext? Inorder to
separate the two we need to identify three elements: elements
belonging to the intervention (“and therefore participate in its
effects and can be transferred”), elements belonging to the
context and interact with the former to influence results (“and
therefore must be taken into account when transferring the
intervention”) and contextual elements irrelevant to the inter-
vention (Minary et al., 2018, 319). Minary et al. (2018)
describe context as a complex and dynamic construct existing
within complexmultilayered systems, with elements interact-
ing not only with each other, but also with a broader envi-
ronment, usually in nonlinear ways.
8 Intervention, Journal of Mental Health and Psychoso
The intervention context was defined by Poland et al.
(2008) as the spatial and temporal conjunction of social
events, individuals and social interactions, which generate
causal mechanisms that interact with the intervention and
can modify the intervention effects. In our case the inter-
vention context is a disaster vulnerability context. Disaster
vulnerability can be defined as “the characteristics and
circumstances of a community, system or asset that make it
susceptible to the damaging effects of a hazard” (UNISDR,
2009, p. 30). The disaster vulnerability lens is applicable to
individuals and groups within communities confronted with
disasters and humanitarian crises and allows for similar
definitions of context as given by Poland et al. (2008): the
timeline before, during and after a disastrous event within a
community comprises social events, individuals and social
interactions, which generate causalmechanisms that interact
with health, wellbeing and risk and protective factors, and
can modify the intervention effects.

Contextual Variation
The context of intervention and disaster vulnerability is not
static. This has implications for attempts to separate inter-
ventions or disaster health risks from their context. The
dynamics can be traced along the timeline of the crisis, but
contexts are likely to differ across wider dimensions.

The Crisis Timeline
Contextual changes along the crisis timeline are typically
ignored in MHPSS evaluations. Yes, we can compare the
situation on a given moment T2 and T3 and see how a
group with a certain risk profile exposed to treats, loss
cial Support in Conflict Affected Areas ¦ Volume 19 ¦ Issue 1 ¦ March 2021



Figure 2: The Importance of Time Phases in Disaster Response

Evaluations.

Note. Shown here is that disaster response evaluations might

generate different results at different moments in the timeline of a

disaster. The ribbon crossing the centre of the image is inspired by

the disaster stages model by Raphael (1986). It highlights an

increase in wellbeing and social support, then a decrease

followed by a recovery with drawbacks. In this model it illustrates

how information to assess effects can be collected before the event

or the moment of impact (T0), in a climate of compassion,

understanding and support for the people affected (T1), in a

phase of disillusionment, frustration, anger and grief (T2), at a

time when people are crawling up (T3), and when they regained

control over their lives and the impact of the event (T4). It is

problematic to include information from different phases (or to

combine measurements from two or more phases) in an

evaluation without considering the different contexts.
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and a given intervention develops compared to another
group with a more or less similar profile in terms of risks
and exposure to treats, losses and alternative (or no)
intervention. Seasoned researchers will realise how dif-
ficult this is in itself. However, in reality it is even more
complicated than this. The truth is that the groups we
study at a given moment in relation to a particular
intervention in a disaster vulnerability context are by
no means similar to a controlled laboratory setup. Dis-
asters and community crises are dynamic events with
complex disturbances of people’s social environment.
This can be illustrated using the (simplified) models used
in the literature to plot the increase (honeymoon) and
loss (disillusionment) of social support or levels of
collective wellbeing in different stages of an event
(Raphael, 1986; Yzermans & Gersons, 2002; Dückers
et al., 2017b; Ursano et al., 2020). In Figure 2, the two-
dimensional model is complemented by a time dimen-
sion with different time phases (T0–T4). The develop-
ment of collective wellbeing or social support along the
time phases is visualised as an erratic line. Figure 2 helps
to illustrate why assessments of MHPSS quality can
reflect the social atmosphere of a phase within the
microcosmos of a community or society confronted with
a crisis. In the disillusionment phase (T2), in this exam-
ple, mental health might be negatively influenced by a
Intervention, Journal of Mental Health and Psychosocial Support in Conflict Affe
perceived lack of social support or dissatisfaction about
governmental responses, while researchers might incor-
rectly interpret the lower score as an indication of the
ineffectiveness of the intervention. Conversely, a mea-
surement conducted in the honeymoon phase (T1) where
people experience cohesion and support, might result in
positive wellbeing scores that suggest effectiveness of an
intervention, while this might be a false positive attrib-
utable to the social support context.
Time and Place
This brings us to another aspect, typically disregarded in
intervention studies and evaluations. Information collected
in the microcosmos of a community confronted with death
and loss due to a disaster should be interpreted against the
background of the crisis timeline, but also along the two
wider dimensions of time and place (Figure 3).

Time − In the first place, it is problematic to exchange
experiences from the Buffalo Creek disaster in 1972
(Erikson, 1976) or the Xenia Tornado in 1974 (Clay
et al., 2018) with events more recent such as Hurricane
Karina in 2005. This is not only problematic because of
the differences in the scale of human losses and material
damage between the various events, but also because of
the social and technological changes that shaped com-
munities in the United States over the course of decades.
The same applies to comparisons of the response to the
North Sea Flood in 1953, the biggest disaster in The
Netherlands since the Second World War, and the fire-
works explosion in Enschede in 2000, also in The
Netherlands. Over time, history will limit our opportu-
nity for inference, as ideas about MHPSS and specific
circumstances that we took for granted, despite having
played a role in the quality of service delivery, can
change. Also, ideas about mental health problems are
far from stable (Jones & Wessely, 2005). The posttrau-
matic stress disorder (PTSD) diagnosis was fairly recently
established in the 1980s and has undergone several
modifications since. Prolonged grief disorder was proposed
more recently (Prigersonet al., 2009).Similarly, intervention
habits also develop. Currently terms like emotional
ventilation and psychological debriefing are considered
with caution, while PFA, EMDR and PM+ are reviewed
favourably. The idea that disorders come and go, together
with ideas about appropriate responses, affects the
generalisability (and usefulness) of evaluation findings
over time.

Place − This is linked to a second wider dimension of
geography. The disaster vulnerability of countries in
terms of susceptibility and coping and adaptive capacities
differs substantially (Welle & Birkmann, 2015; Day et al.,
2019) and has been confirmed to be associated with
cultural characteristics (Dückers et al., 2015), population
mental health (Dückers et al., 2019) and the capacity to
provide evidence-based MHPSS (Dückers et al., 2017a).
From a global mental health viewpoint this vulnerability
of place is reflected in different models for mental health
care capacity between resources settings (also see Patel
et al., 2018).
cted Areas ¦ Volume 19 ¦ Issue 1 ¦ March 2021 9



Figure 3: The Importance of Wider Dimensions of Vulnerability and History in Disaster Response Evaluations.

Note. This figure emphasises the complexity of comparing evaluation results from one event to another. Specific disasters are placed here in a

landscape shaped along two wider axes of vulnerability (place) and history (time). Cultural values and norms, habits, socioeconomic conditions

as well as the capacity to provide services in line with certain standards or guidelines differ dramatically along the dimensions of place and time.

Source: Information on the number of deaths was taken from Wikipedia on 25 January 2021.
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What Should We Consider in Evaluations
to be Able to Prepare for Scale Up?
The previous paragraph suggests that evaluations of
MHPSS in different events, places and times will not
automatically yield lessons and good practices applicable
to events elsewhere. This is connected to a third perspec-
tive on the context of MHPSS, in addition to the disaster
vulnerability and intervention perspective, namely, the
implementation context. The first context is about under-
standing disaster health risks, the second context is crucial
to interrogate the working mechanism of particular inter-
ventions and the third context is about what determines
implementation success. Different authors have emphas-
ised the importance of factors linked to the intervention,
target groups, providers and their interaction, organisa-
tional (change) capacity, available resources, and wide-
ranging legal, cultural and societal factors (Greenhalgh
et al., 2004; Rogers, 2010; Dückers et al., 2011, 2014a;
Flottorp et al., 2013; Weiner, 2020). Nilsen (2015) con-
cluded that the role ascribed to context in implementation
literature varies “from studies ( . . . ) that essentially view
the context in terms of a physical environment or setting in
which the proposed change is to be implemented ( . . . ) to
studies ( . . . ) that assume that the context is something
more active and dynamic that greatly affects the imple-
mentation process and outcomes” (p. 7). It goes too far to
discuss all potential implementation factors concerning
MHPSS practices in detail here. Still, evaluations that
ignore them omit a crucial ingredient for future scale-up
10 Intervention, Journal of Mental Health and Psychoso
initiatives. Moreover, implementation factors cannot be
seen separate from the disaster vulnerability context and
the intervention context. What these contexts have in
common is that they are resource dependent: larger avail-
ability of resources implies more capacity to provide
professional health services and more opportunity to
develop, evaluate and disseminate interventions − locally,
without outside assistance.

Discussion
A variety of improvement points in evaluation research and
practice were reviewed in this contribution with the aim to
enhance our evaluation paradigm.

A first key message is that evaluations need to look
beyond (clinical) outcomes and apply a broader concept
of the quality of mental health intervention. In this respect
the importance of a careful selection of focal areas and
evaluation criteria was accentuated. Based on the work of
Donabedian (1980) evaluations should cover the outcome
(the effects on target groups), the process (sum of all
actions) and the structure (the factors that affect the
context) of service delivery. When information is col-
lected on each category and when the association between
the three is plausible, it makes more sense to draw
conclusions on MHPSS quality than based on information
on one, two or even three categories without a logical
connection (Donabedian, 1980; also see Dückers &
Thormar, 2015; Dückers et al., 2018). Focal areas and
evaluation criteria can be linked to all three categories. In
cial Support in Conflict Affected Areas ¦ Volume 19 ¦ Issue 1 ¦ March 2021
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order to understand the effectiveness and efficiency of
MHPSS this is arguably a requirement. Outcome assess-
ments might be sufficient if the goal is to gain insight into
how beneficiaries perceive services in terms of safety,
need-centeredness or satisfaction. Yet, it is more infor-
mative if such outcomes can be linked to information on
process and structure.

A second key message is that disaster response evaluations
need to capture the intervention context, otherwise it is
tremendously difficult − not to say impossible − to make
progress in formulating context-specific guidance and
evidence-informed scale-up. The intervention context is
a multifaceted, complex and dynamic concept that, in the
case of MHPSS, can be seen as a vulnerability and an
implementation context as well. In the end these contexts
form a logical chain. Effective intervention might change
the disaster vulnerability context by reducing risks and
susceptibility and by strengthening capacity coping and
adaptive capacities. Also, it might make the implementa-
tion context more favourable toward change, that is, influ-
ence determinants for future scale-up. That said, regardless
of the label used to specify contexts, the challenge for
service providers, evaluators and scale-up planners
remains roughly the same: where can the intervention be
separated from contextual elements, and which elements
should be utilised or modified or can be ignored? The
contextual information that is indispensible to understand
the effects of the intervention or the potential for successful
scale-up hardly makes it into meta-analyses of evaluations
or practical guidance. This is an important omission. Apart
from sociodemographic factors linked to individuals and
groups, the disaster vulnerability context contains other
mental health determinants that, in part,might change during
the timeline of an event. Furthermore, the context is likely to
differ substantially between wider dimensions of place and
time − where it is conceptually shaped by the interplay
of culture, history and disaster exposure (Alexander, 2012).

Transferring Lessons from One Context to Another
What MHPSS guidelines and lessons from disaster eval-
uations have in common is that their value increases when
proposed principles, recommendations, and practical sol-
utions to challenges are broadly applicable. As elucidated
earlier, the available capacity and required conditions to
Table 1: Examples of Relevant Questions to Ask When Planning

Planning Examples

Intervention (disaster
response)

� Needs assessment: Who are the target popula

� Evidence: Are we aware of interventions that

� Implementation: Is there any reliable informa
implementation of the intervention in a conte

Evaluation � Focal areas and evaluation criteria: Which qu

� Evaluation methods and instruments: How to

� Descriptive information: Do we know what h
and circumstances (what, by whom, for whom

� Attribution of effects: How likely is it that ou
context?

MHPSS, mental health and psychosocial support.
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provide MHPSS, especially when it comes to specialised
health care in the apex of the IASC pyramid, will not be the
same in different vulnerability contexts or resource set-
tings. Notwithstanding that we can agree to an extent about
the importance of particular principles, their practical
applicability locally, in complex crisis settings, is uncer-
tain. This also applies to disaster lessons. Some lessons
from disaster response evaluations sound rather universal
despite variation in disaster vulnerability contexts. For
instance, after the tsunami in Southeast Asia (2004),
hurricane Katrina (2005) and the earthquakes in L’Aguila
(2010) and Haiti (2011) evaluators identified similar
challenges in: “optimising cooperation and synergy
between activities at different levels within the response
system”, “connecting to local capacities and needs”
(involve local actors, utilise skills and knowledge), “setting
realistic expectations” (too much is promised to target
populations) and “guarding the response system’s internal
integrity” (to limit self-promotion, lack of transparency,
corruption and abuse; Dückers et al., 2014b, pp. 1036-
1037). At the same time, we cannot say beforehand
whether solutions (e.g. community engagement and multi-
sectoral collaboration strategies) to address these and other
lessons from research will work along the same lines in
different disaster vulnerability and implementation con-
texts. A scenario like the global COVID-19 pandemic
might very well offer a unique opportunity to evaluate
and compare health responses to similar exposure risks and
health challenges in different countries, cultures or systems
across the world. Multiple case studies can help to disen-
tangle the association between the structure, process and
outcome of disaster response efforts. Or alternatively, from
a realist review perspective they can shed light on “explain-
ing the relationship between the context in which the
intervention is applied, the mechanisms by which it works
and the outcomes which are produced” (Pawson et al.,
2005, p. 21).
Implications for Planning and Evaluation
This contribution focused on what we can and seek to
achieve for people confronted with adversity in commu-
nities under extreme pressure from external and internal
events. Some of the topics might appear a bit distant
from everyday struggles in disaster mental health risk
MHPSS Intervention or Evaluation

tions/vulnerable groups, how to reach them and what do they need?

are likely to be beneficial in this particular context?

tion available on the conditions that are crucial for successful
xt similar to this one?

ality aspects does our intervention seek to achieve?

measure these quality aspects in a reliable and efficient way?

appened, how the intervention was carried out under which conditions
, how and when)?

r intervention contributed to perceived effects within this particular
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reduction and humanitarian emergency work, and may
seem impossible to apply in the hectic, pressure cooker
of an unfolding crisis or in a pre- or postcrisis situation
with limited funding. However, they are at the core of the
dilemmas and questions researchers, policy-makers and
practitioners need to address when planning and evalu-
ating public health interventions (for examples see
Table 1).

Tol et al. (2012) identified the following five priorities in
MHPSS research: (a) the prevalence and burden of mental
health and psychosocial difficulties in humanitarian set-
tings; (b) how MHPSS implementation can be improved;
(c) evaluation of specific MHPSS interventions; (d) the
determinants of mental health and psychological distress
and (e) improved research methods and processes
(Tol et al., 2012). All five remain relevant, nevertheless,
we know quite a lot today about the health impact of
disasters and humanitarian crises and risk and protective
factors. A major problem, underscored repeatedly by now,
is that we still know little on how to influence these
factors in an effective, efficient, sustainable way, while
engaging with communities and strengthening local
capacity. Therefore, we need to evaluate promising strat-
egies in different contexts and invest in a comprehensive
evaluation toolkit − inspired by existing tools (O’Connell
et al., 2012; IASC, 2017; Dückers et al., 2018) and
complemented by new ones that adhere to quality stand-
ards of ethics and safety (Shah, 2012), consider contextual
factors and allow for comparisons between geographical
locations and moments in time. From this angle, themes c
and e should be top priorities. Knowledge on how to
improve MHPSS implementation is crucial for scale-up,
consequently its high position in the priority list deserves
to be preserved.

Conclusion
This contribution was written with the ambition of enhanc-
ing our evaluation paradigm for the organised response to
disasters. With an emphasis on MHPSS, several conclu-
sions were drawn based on recent literature and further
explored. Evaluation practice will benefit from the uptake
of a broader concept of what intervention quality entails
and a careful selection of focal areas and evaluation
criteria. It is doubtful whether the importance of under-
standing intervention in relation to its context can be
overstated. Contexts can differ during the dynamic crisis
timeline and across wider dimensions of time and place. A
common denominator of disaster vulnerability or imple-
mentation contexts is that they include vital factors for a
successful response to disaster health risks and dissemina-
tion of good practices from one time and place to another.
Although it might seem that the reflections in this contri-
bution are not making things easier, they are necessary to
strengthen the knowledge base of organising high-quality
responses to disaster in different contexts. After all, with-
out a collaborative, constructively critical, transparent and
context-sensitive assessment we cannot be convinced that
we are doing the right things, at the right time, and in the
right place.
12 Intervention, Journal of Mental Health and Psychoso
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