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Scope of Study:  The scope of this theoretical study is comprised of an extensive review and 

interpretation of published studies by governmental organizations such as the World Health 

Organization (WHO); non-governmental organizations (NGOs); and individuals detailing the 

theories, concepts, and relationships that exist regarding the social and economic effects of the 

global burden of mental health disorders and the substantial treatment gap of mental health 

conditions in low-resourced settings such as Haiti.  Humanitarian emergencies are presented as 

opportunities to build better mental health systems in low-income countries (LICs).  Exploring 

Haiti’s trauma signature (TSIG) identified risk factors for post-disaster mental health 

consequences to include posttraumatic stress disorder (PTSD) and major depressive disorder 

(MDD) within the adult population.  Three culturally relevant community-based mental health 

programs Soulaje Lespri Moun (SLM), Partners in Health/Zanmi Lasante (PIH/ZL), and 

Pwogwam Sante´ Mantal (PSM), and one hospital-centered program, Project Medishare 

Hospital, are highlighted to demonstrate the implementation of successful mental health care 

services in post-earthquake Haiti.  This project is focused on confronting the barriers to mental 

health services in Haiti with the goal of developing a long-term sustainable mental health system. 
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Findings and Conclusions:  The findings of this study are congruent with previous research, 

which described coordinating with local leadership and integrating culturally relevant, 

community-focused, and evidence-based mental health care with existing health services.  These 

elements are essential in the development of long-term sustainable services in LICs. 

The final chapter is a presentation of recommendations for future areas of inquiry to 

contribute to greater understanding of global mental health needs, prevention, and delivery of 

services in LICs before and after complex humanitarian crises.  Expanding sustainable mental 

health care for Haiti will reduce disability and suffering from mental illnesses and build a 

stronger and more resilient society. 
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CHAPTER ONE 

OVERVIEW OF THE STUDY 

It is with this surety that we must stand with Haiti, a country whose spirit and people will 

never be broken, and work in solidarity toward the future the Haitian people deserve. 

—Paul Farmer (Farmer, 2011) 

Societies that experience complex emergencies require mental health support as part of 

their recovery.  Mental health services are essential to improve the functioning and resilience of 

society (WHO, 2013a).  This study will review literature that demonstrates the substantial 

treatment gap of mental health conditions in a low resource setting and its effects on the 

populace (WHO, 2013a).  Haiti will be used as the example.  Humanitarian emergencies offer 

opportunities in low resource settings to develop mental health services and improve the lives of 

people with mental health disorders (Lopez, Mathers, Ezzati, Jamison, & Murray, 2006, as cited 

in Abdulmalik et al., 2013).  The devastating earthquake in Haiti in 2010 exposed its lack of 

preexisting mental health services.  The earthquake served as the impetus for identifying and 

integrating mental health as an essential part of the post-earthquake Haitian health care system 

(Raviola et al., 2013). 

WHO (2013a) reported that humanitarian emergencies offer opportunities to low 

resource settings to develop mental health services.  WHO’s Department of Mental Health and 

Substance Abuse Director Mark van Ommeren noted that people affected by catastrophic events 

have long-term problems and require long-term care.  He said emergencies present an enormous 

opportunity to build better health systems, especially mental health systems, which, according to 

WHO, are virtually nonexistent in low- and middle-income countries (LMICs; New WHO 

report, 2013).   
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Giuseppe Raviola described innovative care delivery models needed to build a mental 

health system.  Raviola et al. (2013) suggested the successful development of long-term services 

should integrate traditional perceptions and beliefs, religious influences, and contemporary 

biopsychosocial approaches.  By expanding mental health care to Haitians, disability and 

suffering from mental illnesses would be reduced and a stronger and more resilient society could 

be built (WHO, 2013d).  Ensuring future sustainability of mental health services would require 

the allocation of funding, permanent training, and educational systems for future mental health 

workers. 

Problem Statement 

This study is an investigation of the substantial treatment gap of mental health conditions 

in a low resource setting such as Haiti (Lopez et al., 2006, as cited in Abdulmalik et al., 2013).  

WHO (2011) reported untreated mental disorders cause a toll on society, accounting for nearly 

13% of the total global burden of disease.  The WHO predicted that by 2030 depression would 

become the number one cause of disability globally.  Between 76% and 85% of people with 

severe mental disorders in low- and middle-income countries receive no treatment for their 

mental health conditions (WHO, 2011).  Mental disabilities create diverse social and economic 

effects on communities (WHO, 2011). 

In Haiti, humanitarian action and health services were defined by NGOs.  Challenges to 

respond to Haiti’s post-earthquake setting included the country’s ongoing poverty, lack of 

infrastructure, scarcity of resources, a weakened central government, and poor collaboration and 

communication among multiple nongovernmental entities (Raviola et al., 2013).  Raviola et al. 

(2013) emphasized the importance of coordinating local leaders, NGOs, and experts to assist in 

countering the barriers in developing improved medical and mental health services.  Offering 
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successful partnerships with the government can help in the transition from short-term to long-

term health care access to its people (PIH, 2011). 

Background of the Study 

Haiti is located in the Caribbean Sea, approximately 600 miles from Florida (WHO/Pan 

American Health Organization (PAHO), 2010).  The country has suffered from a history of 

foreign economic and political exploitation, chronic poverty, a weak government, crime, and 

environmental deterioration (Raviola, Eustache, Severe, Oswald, & Belkin, 2012).  Haiti is the 

poorest nation in the Western hemisphere, with nearly half the population living in extreme 

poverty (Central Intelligence Agency, 2014).  It is ranked 145th of 196 countries on the Human 

Development Index (Central Intelligence Agency, 2014). 

Before the January 12, 2010 earthquake in Haiti, the United States Agency for 

International Development (USAID, 2014c) reported the country was ranked among the highest 

in the Caribbean for infant mortality, tuberculosis (TB), human immunodeficiency virus 

infection/acquired immunodeficiency syndrome (HIV/AIDS; 2.2% prevalence), and chronic 

malnutrition indicators with 32% of children malnourished.  Life expectancy is short; 

approximately 12% of children die before their first birthday and one-third of all children die 

before their fifth birthday (Blashfield, 2008; WHO, 2014a).  Approximately 40% of the Haitian 

population has no access to basic health services (Blashfield, 2008; WHO/PAHO, 2010; World 

Bank, 2006).  Most houses do not have electricity or running water (Trading Economics, 2014).  

The earthquake brought massive destruction to Haiti, injuring thousands of people, displacing 

1.5 million to camps (which increased communicable diseases), and destroying health 

infrastructures including many clinics and hospitals.  Regrettably, a cholera outbreak occurred in 

October 2010, causing additional strain on the health care system and populace (USAID, 2014c). 
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A large response by international mental health workers occurred after the earthquake in 

Haiti.  According to PAHO/WHO (2011b), prior to the earthquake, Haiti’s need for mental 

health and psychological support was extensive.  After the earthquake, the devastation of the 

disaster and the acute needs of the Haitian people were the initial focus; consequently, the effects 

of the earthquake exacerbated the previous unmet mental health needs of the populace.  The 

event highlighted Haiti’s neglected mental health needs throughout the country (Wagenaar, 

Hagaman, Kaiser, McLean, & Kohn, 2012).  Public mental health services were limited to the 

tertiary care level (PIH, 2011) and provided by two main facilities, one located in Port-au-Prince 

(i.e., Centre Hospitalier Universitaire de Psychiatrie Mars and Kline [CHUP/MK]) and another 

located outside of the capital (i.e., Defilee de Beudet; Raviola et al., 2013).  Their combined 

capacity was 180 psychiatric beds with both facilities offering outpatient consultation services 

(WHO & Republic of Haiti, 2011, as cited in Raviola et al., 2013).  Currently, mental health 

services are not integrated into the public health system.  All mental outpatient health services 

rely on national and international non-governmental organizations (PAHO/WHO, 2011b). 

A cross-cluster working group on mental health and psychological support (MHPS) was 

developed after the earthquake.  This was coordinated by the United Nations Children’s Fund 

(UNICEF) and International Organization for Migration (IOM) and was led by PAHO/WHO.  

Numerous organizations provided mental health services, including Medecins du Monde (MdM), 

Medecins sans Frontiers (MSF), UNICEF, IOM, PIH, Project Medishare, and International 

Medical Corps.  More than 100 organizations provided mental health care but, within a year after 

the earthquake, many NGOs had left Haiti (PAHO/WHO, 2011b).  PAHO/WHO (2011b) cited 

the need for sustainable mental health care in Haiti to continue. 
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Purpose of the Study 

This study’s purpose is to contribute to the global mental health literature, draw attention 

to the mental health needs of Haiti, and demonstrate the opportunity after a humanitarian crisis to 

create and improve sustainable mental health care for the Haitian people.  The 2010 earthquake 

in Haiti exposed a public mental health system that was insufficient and undeveloped (Sontag, 

2010).  WHO (2011) analyzed data at the country level and identified Haiti’s available resources 

and needs for mental disorders. 

Incorporating culturally relevant Haitian beliefs with evidence-based practices and 

adapting primary care and community-based care models presents an opportunity to provide 

improved mental health services to those in distress (Belkin, 2011; Raviola et al., 2013).  

Reviewing Haiti’s mental health system will provide a baseline for monitoring change.  The 

consequences of mental health disorders, as well as Haiti’s efforts to improve mental health care, 

will be documented (WHO, 2011).  This study will support the increasing efforts of the WHO 

and other organizations implementing mental healthcare in Haiti, a low-income setting 

(Wagenaar et al., 2012).  As researcher, I am hopeful this literature review will raise awareness, 

support the research of Raviola et al. (2013), inform and emphasize efforts to strengthen the local 

Haitian capacity, and work toward building long-term sustainable mental health care and 

services in the country. 

Significance of the Study 

Raviola et al. (2013) suggested the development of long-term services should integrate 

traditional perceptions and beliefs, religious influences, and contemporary biopsychosocial 

approaches.  According to Raviola et al. (2013), innovative care delivery models are needed to 

build a mental health system.  Expanding mental health care to Haitians will reduce disability 
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and suffering from mental illnesses and build a stronger and more resilient society (WHO, 

2013d).  Ensuring future sustainability of mental health services requires the allocation of 

funding, permanent training, and educational systems for future mental health workers.  Training 

medical providers such as nurses and physician assistants, with the eventual goal of transferring 

the program to the Haitian government, will support integrating mental health services into the 

primary health care system of Haiti.  Ongoing evaluations of the mental health initiative should 

focus on performance and clinical outcomes (The Carter Center Mental Health Program, 2014). 

The social and economic effects of mental disability are diverse (WHO, 2011).  WHO’s 

(2013c) comprehensive Mental Health Action Plan 2013−2020 calls for a change in social 

attitudes and a commitment to public policy to promote, protect, and restore the mental health of 

populations.  The WHO’s report on key reasons for investing in mental health includes 

individual and public health, economic development, social equity, and resilience (WHO, 

2013b). 

Theoretical Framework 

This theoretical study is comprised of an extensive search, review, analysis, and 

interpretation of published studies, three community-based mental health programs, and 

fieldwork experience in a community hospital.  The purpose of the study is to inform and support 

the efforts of individuals and organizations working toward strengthening Haiti’s capacity and 

developing sustainable mental health care in country.  A thorough review and summary of 

current literature, with emphasis on key points throughout this doctoral project, will demonstrate 

the substantial treatment gap of mental health conditions in Haiti, the social and economic effects 

of the global burden of mental health disorders, and the opportunity to develop a mental health 

system after a complex humanitarian crisis.  Three community-based mental health programs 
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and one community hospital program that transitioned from emergency response to long-term 

sustainable services will be documented.  The implications and challenges of developing a long-

term mental health system of care in Haiti will be reviewed. 

Research Questions 

The following four research questions will be examined throughout this research project. 

1. Why do emergencies present as opportunity to build better mental health systems, 

which, according to WHO (2013a), are nearly nonexistent in LICs such as Haiti? 

2. How does understanding Haiti’s TSIG help identify risk factors for post-disaster 

mental health consequences such as PTSD and MDD? 

3. What type of delivery care model is recommended in Haiti? 

4. How will barriers to mental health services be addressed in Haiti with the goal of 

reaching long-term sustainability? 

The Scope of the Study 

The scope of this theoretical study is comprised of an extensive review and interpretation 

of published studies by governmental organizations such as WHO, NGOs, and individuals 

detailing how humanitarian emergencies present as opportunity to build better mental health 

systems in the context of Haiti, a low-income country.  The literature reviewed often grouped 

low- and middle-income countries; however, this study refers only to Haiti, which is classified as 

a low-income country.  Exploring Haiti’s TSIG will identify risk factors for post-disaster mental 

health consequences such as PTSD and MDD within adult populations (Shultz, Marcelin, 

Madanes, Espinel, & Neria, 2011b). 

Before the earthquake, mental health had not been a priority for the government.  The 

country did not have a national mental health plan or policy, or a system for monitoring and 



CREATING OPPORTUNITY AFTER CRISIS 8 

 

 

evaluating or conducting epidemiologic research in mental health (WHO & Republic of Haiti, 

2011, as cited in Raviola et al., 2013).  Currently, no reliable data are available about the 

prevalence of, or risk factors associated with, mental health disorders such as depression.  Mental 

health studies in Haiti are minimal and have been limited to specific populations and 

convenience samples examining pre-earthquake responses.  Further research is needed using 

representative samples to accurately describe the post-earthquake mental health challenges and 

progress of the Haitian people (Wagenaar et al., 2012). 

This study will be an exploration of the substantial treatment gap of mental health 

conditions in Haiti.  The global burden of mental disorders and the need for coordinated 

responses at the country level will be reviewed.  The WHO Mental Health Gap Action 

Programme (mhGAP; 2013d) goals and recommendations for Haiti will be reviewed.  

Furthermore, Raviola et al. (2013) indicated that innovative care delivery models are needed to 

build a mental health system of care.  This study will include the importance of integrating 

Haiti’s traditional perceptions,  beliefs, and religious influences with contemporary 

biopsychosocial approaches and evidenced-based responses designed for disaster survivors.  

SLM, PIH/ZL, and PSM are three culturally relevant community-based mental health programs 

that will be reviewed.  In addition, Project Medishare Hospital, a community hospital-centered 

approach, will be described. 

Last, this study will focus on the barriers to mental health services in Haiti with the goal 

of reaching long-term sustainability.  The 2014 Humanitarian Action Plan (HAP) will be cited, 

arguing the needs and benefits in offering continued support for Haiti.  The contributions to this 

study will raise awareness, inform and emphasize efforts to strengthen the local Haitian capacity, 

and work toward building long-term sustainable mental health care and services in the country. 
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Definition of Key Terms 

The following definitions will be used from the landmark series in this study which 

include books, articles, journals, and websites 

 ak te`t kle` ko` a pi djanm—with a clear mind, your body is stronger; 

 anthropocentric—the person is considered the center of the universe; 

 biopsychosocial approaches—defined by Western psychiatry, these are referred to as 

formal mental health services in Haiti; 

 Bondye bon—A Kreyol proverb meaning God is good, whatever happens is God’s 

choice and is for the best; 

 brain drain—the loss of skilled intellectual and technical labor through the movement of 

such labor to more favorable geographic, economic, or professional environments; 

 care delivery models—models of care developed to support or enhance professional 

practice; 

 chita san fe anyen—to sit and do nothing; 

 cosmocentric—the person belongs to a vast universe of ancestors, spirits, and the natural 

world, all of which must be in harmony for good health; 

 dépression—French word, means discouragement; 

 dépression mentale’—a state of general debilitation due to a medical condition, expressed 

in terms of somatic complaints (e.g., headaches, back pain, or fatigue).  It is not a mental 

illness.  Etiologies may be seen as due to a vodou curse or obsessive preoccupation with 

life problems or trauma, as mentioned previously; 

 de la—low energy; 
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 diaspora—a group of people who live outside the area in which they had lived for a long 

time or in which their ancestors lived; 

 houngan—a male healer and vodou priest; a practitioner in the vodou treatment system, 

who possesses extensive knowledge of herbalism and diagnostic rituals; 

 humoral theory of health and illness—the imbalance of hot and cold within the body is 

believed to be the cause of natural illness; 

 kalkile twòp—thinking too much; 

 kè sere—constricted heart; 

 lakou—courtyard, clusters of extended family units form an interdependent community 

sharing a common courtyard; 

 major depressive disorder (MDD)—the American Psychiatric Association (APA) (2013) 

cited the essential feature of a major depressive episode is a period of two weeks during 

which there is either depressed mood or the loss of interest or pleasure in nearly all 

activities, most of the day, nearly every day.  The individual must experience four 

additional symptoms drawn from a list, which includes changes in appetite or weight, 

sleep, and psychomotor activity; decreased energy; feelings of worthlessness or guilt; 

difficulty thinking, concentrating, or making decisions; or recurrent thoughts of death or 

suicidal plans or attempts.  The major depressive episode is not better explained by 

schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional disorder, or 

other psychotic disorders.  In addition, there has never been a manic episode or a 

hypomanic episode; 

 maladi Bondye—God’s disease, of natural origin; 

 maladi lwa—disease from the spirits, a supernatural origin; 
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 maladi moun voye sou moun—a humanly caused illness, also referred to as sent sickness, 

through a curse, spell, or hex. A cultural explanation in Haitian communities for diverse 

medical and psychiatric disorders.  Interpersonal envy or malice cause people to harm 

their enemies by sending illnesses such as psychosis or depression.  The etiological 

model assumes illness may be caused by others’ envy and hatred; 

 mambo—a female vodou priestess; a practitioner in the vodou treatment system  who 

possesses extensive knowledge of herbalism and diagnostic rituals; 

 mental illness—refers to suffering, disability or morbidity due to mental, neurological 

and substance use disorders, which can rise due to the genetic, biological, and 

psychological make-up of individuals as well as adverse social conditions and 

environmental factors; 

 nonbiomedical system of health care—the Haitian’s traditional belief systems considered 

an informal system of health care; 

 plasaj—refers to the Haitian man having several common-law wives; 

 plasay—common-law union; 

 posttraumatic stress disorder (PTSD)—APA (2013) noted that posttraumatic stress 

disorder is a condition characterized by exposure to actual or threatened death, serious 

injury, or sexual violence.  There is the presence of intrusion symptoms associated with 

the traumatic event(s) beginning after the traumatic event(s) occurred.  These symptoms 

may include recurrent intrusive memories, dreams, dissociative reactions (e.g., 

flashbacks), intense psychological distress at exposure to internal or external cues, and 

marked physiological reactions.  Persistence avoidance of stimuli associated with the 

traumatic event(s), negative alterations in cognitions and mood associated with the 



CREATING OPPORTUNITY AFTER CRISIS 12 

 

 

traumatic event(s), and marked alterations in arousal and reactivity associated with the 

traumatic event(s).  Duration of the disturbance is more than one month.  These 

symptoms must cause significant distress or life impairment and are not attributable to 

the physiological effects of a substance or medical condition; 

 poto mitan—the central pillar describes the mother’s position in the family; 

 sequelae—defined as an aftereffect of disease, condition, or injury or a secondary result; 

 sezisman—it is described as a state of paralysis usually provoked by sudden shock 

involving great rage, anger, indignation or sadness, or more rarely extreme happiness.  

Relevant in the aftermath of disaster; 

 Sphere standards—initiated in 2000, Sphere describes a set of minimum standards to be 

attained in disaster assistance in each of five key sectors: water supply and sanitation; 

nutrition; food aid; shelter; and health services. Sphere includes indicators for mental and 

social aspects of health; 

 tertiary care level—specialized medical care, usually over an extended period of time, 

that involves advanced and complex procedures and treatments performed by medical 

specialists, typically a major hospital in a LMIC; 

 viv avek—common-law union; 

 vodou—Haitian vodou comes from the word meaning spirit. Vodou refers to Haitian 

religious life. Vodou combines West African traditions and Catholicism. Vodou is 

practiced by the majority of Haitian Catholics and by some Protestants; and 

 zonbi—Zombie, the disembodied soul of the deceased. 
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Summary and Organization of the Remaining Chapters 

The literature review that follows in Chapter Two will include the Introduction followed 

by three sections, Pre-Earthquake, The Earthquake, and Post-Earthquake.  The four research 

questions will be addressed in the appropriate sections.  Pre-Earthquake presents an overview of 

Haiti’s socioeconomic status, culture, religion, and formal and informal mental health systems.  

The Earthquake addresses the details of the earthquake and its devastating effects on the 

population.  The acute mental health disaster needs and responses from governmental 

organizations and NGOs are reviewed.  Post-Earthquake is a discussion of the post-disaster 

mental health needs and challenges.  It is a description of coordination with government, 

NGOs, and other key partners to develop a national mental health policy and delivery long-

term, sustainable and culturally relevant interventions. 

Interventions by local NGOs and individuals providing safe and culturally relevant 

practices will be discussed.  Three culturally relevant community-based mental health 

programs (i.e., SLM, PIH/ZL, and PSM) and one hospital-centered program (i.e., Project 

Medishare Hospital) will be presented.  Planning and developing long-term sustainable services 

to address the mental health needs of Haiti are reviewed. 

Chapter Three, Research Methods and Procedures, will include the philosophical 

assumptions and procedures of the theoretical research study process.  The theoretical study is an 

alternative approach to gathering, interpreting, and reporting information (Gravetter & Forzano, 

2012).  A thorough analysis and summary of the key findings in the literature will be provided.  

Assumptions and limitations of the relevant research will be addressed. 
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In Chapter Four, the findings determined by the review of research are presented in a 

thematic progression.  New insights and integration of findings will be addressed in response to 

the four research questions: 

1. Why do emergencies present as opportunity to build better mental health systems, 

which, according to WHO (2013a), are nearly nonexistent in LICs such as Haiti? 

2. How does understanding Haiti’s TSIG help identify risk factors for post-disaster 

mental health consequences such as PTSD and MDD? 

3. What type of delivery care model is recommended in Haiti? 

4. How will barriers to mental health services be addressed in Haiti with the goal of 

reaching long-term sustainability? 

Chapter Five, Findings and Conclusions, the interpretations of the findings and 

discussion on the significance of this study are presented.  This literature review further supports 

the research and efforts to strengthen the local Haitian capacity and work toward building long-

term sustainable mental health care and services in the country.  The Conclusion is a summary of 

the themes, meanings, insights, and implications from the findings of this study.  In addition, 

recommendations for future research are addressed. 
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CHAPTER TWO 

LITERATURE REVIEW 

I said, “Nég Mawon toujou kanpé!” - the free man is still standing!  And she replied, 

powerfully, “Cheri, Nég Mawon p'ap jamn krazé” - my dear, the free man will never be broken. 

—Paul Farmer about Joia S. Mukherjee (Farmer, 2011) 

This chapter is a review, analysis, and interpretation of historic and ethnographic 

documented works to find answers to the problems researched in this study.  Humanitarian 

emergencies offer opportunities to low resource settings to develop mental health services and 

improve the lives of people with mental health disorders (WHO, 2013a).  A substantial treatment 

gap of mental health conditions exists in Haiti, a low resource setting (Lopez et al., 2006, as cited 

in Abdulmalik et al., 2013).  The devastating earthquake in Haiti in 2010 served as the impetus 

for identifying and integrating mental health as an essential part of the post-earthquake Haitian 

health care system, despite lack of mental health professionals and resources (Raviola et al., 

2013).  This solution will be examined through the implementation of three community-based 

programs and one hospital-centered program utilizing evidence-based and culturally compatible 

interventions.  The development of the train-the-trainer lay mental health worker project (SLM), 

the 5x5 framework, and the WHO (2013e) Mental Health Gap Action Programme Intervention 

Guide for mental, neurological, and substance use disorders in non-specialized health settings 

(mhGAP-IG) details the resourcing and training of non-specialists to scale up mental health 

services in LICs.  The global burden of mental disorders and the need for coordinated responses 

at the country level are discussed.  Although Haiti has extensive needs and challenges, this 

project will limit its focus to Haiti’s mental health needs, care, and system.  The mental health 

disorders addressed will be PTSD and MDD within the adult population.  The consequences of 
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these two mental health disorders will be shown along with Haiti’s efforts to improve mental 

health care (WHO, 2011).  This study will support the increasing efforts of the WHO and other 

organizations implementing mental health care in Haiti (Wagenaar et al., 2012).  The 

contributions to this study will raise awareness, serve to inform and emphasize efforts to 

strengthen the local Haitian capacity, and work toward building long-term community-based 

mental health care and services in the country that are sustainable and culturally relevant 

(Raviola et al., 2013). 

This chapter is organized into three sections: Pre-Earthquake, The Earthquake, and Post-

Earthquake.  Pre-Earthquake presents an overview of Haiti’s socioeconomic status, culture, 

religion, and formal and informal mental health systems.  The Earthquake addresses the details 

of the earthquake and its devastating effects on the population.  The acute mental health disaster 

needs and responses from governmental organizations and NGOs are reviewed.  Post-Earthquake 

is a discussion of the post-disaster mental health needs and challenges after the disaster.  It 

includes a description of coordination with government, NGOs, and other key partners on 

developing a national mental health policy and delivering long-term, sustainable, and culturally 

relevant interventions. 

In each section, the literature review will address the following four research questions: 

1. Why do emergencies present as opportunity to build better mental health systems, 

which, according to WHO (2013a), are nearly nonexistent in LICs such as Haiti? 

2. How does understanding Haiti’s TSIG help identify risk factors for post-disaster 

mental health consequences such as PTSD and MDD? 

3. What type of delivery care model is recommended in Haiti? 
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4. How will barriers to mental health services be addressed in Haiti with the goal of 

reaching long-term sustainability? 

Pre-Earthquake 

Historical background concerning Haiti 

WHO/PAHO (2010) published a literature review of the Haitian culture and mental 

health.  Haiti is located in the Caribbean Sea about 600 miles from Florida (see Figure 1).  Haiti 

occupies one-third of the island known as Hispaniola; the Dominican Republic occupies the 

other two-thirds.  Haiti is the first Black republic (WHO/PAHO, 2010) and the second oldest 

independent country in the Western hemisphere followed by the United States.  According to 

WHO/PAHO (2010), in 1492, when Christopher Columbus first arrived on the island, it was 

inhabited only by the native Taíno/Arawak people.  Later, Spanish colonists began to settle and 

established sugarcane businesses.  WHO/PAHO (2010) reported that as the plantation economy 

grew, the native Taíno/Arawak people died from maltreatment and infectious diseases (Dash, 

2001).  Because of this, a need for more labor was created.  The Spanish turned toward the 

Atlantic slave trade for plantation workers. 

French traders also began to settle on the island, which led to France and Spain 

competing for Hispaniola.  In 1697, the island was divided; the western part (now Haiti) came 

under the French government and was renamed Saint Dominque (WHO/PAHO, 2010).  In the 

late fifteenth century, Haiti was referred to as the Pearl of the Antilles because of the country’s 

beautiful forestation, mountains, white sand beaches, and wealth from overseas trade (Coupeau, 

2008).  In 1804, slaves fought against their colonial masters and declared independence from 

France.  The Haitians attributed their victory to their faith in the African gods.  They then took 

back the original name Haiti, which means great mountains, in memory of the original Taino 
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population (Heinl & Heinl, 2005).  Haitians have pride, resilience, and a strong will to survive.  

The U.S. eventually recognized Haiti’s independence in 1862 (Menos, 2005). 

 
Figure 1. Haiti (United Nations, 2008). 

Note: Reprinted with the permission of the United Nations. 

Haitians were proud of this history and continued to flourish in the nineteenth century 

(WHO/PAHO, 2010).  In the twentieth century, Farmer (2006) indicated Haitians were 

challenged by discrimination and exploitation by foreign powers through economic control, 

which inhibited Haiti’s independent economic growth and development.  Farmer (2006) 

explained that a great disparity continues to exist between the wealthy and the poor.  According 

to Trouillot (1990), Haiti socially classified people based on gradations of skin tone.  Darker-

skinned people were more likely to be members of lower socio-economic groups, whereas 

lighter-skinned people were more likely to be elite and of higher socioeconomic status. 
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Socioeconomic Status, Culture, and Religion 

Haiti is structured by a class hierarchy based on skin color, education, language, 

economic background, and culture (Desrosiers & Fleurose, 2002).  With its population of more 

than nine million people, Haiti is one of the poorest nations in the Western hemisphere.  Ninety-

five percent of Haiti’s population is of African ancestry (Dash, 2001).  The population of the 

country is young, with approximately 50% under 20 years of age (WHO/PAHO, 2010).  The life 

expectancy rate m/f is 61/64 years (WHO, 2014a). 

Haiti is unable to produce enough food to adequately feed its population.  An estimated 

25% to 40% of children under five suffer chronic malnutrition (Goldstein, 2006).  The country 

depends on subsistence agriculture (International Fund for Agricultural Development (IFAD), 

2008).  Blashfield (2008) indicated that over 80% of Haiti’s people live in abject poverty with 

fewer than 50% having access to potable water (Central Intelligence Agency, 2014).  Most rivers 

in Haiti are polluted with human and other waste.  Diseases such as hookworm and typhoid, 

which are transmitted by contaminated food and water, are common in Haiti (Goldstein, 2006).  

In terms of health care spending, Haiti spends per capita, approximately US $53 annually (World 

Bank, 2014).  Only 1.3 hospital beds and .25 physicians are available per 1,000 inhabitants 

(Central Intelligence Agency, 2014). 

World Bank (2014) reported Haiti’s estimated Gross National Income per capita as U.S. 

$760.  The average daily wage for a typical worker is $2.75 (Goldstein, 2006).  According to the 

Central Intelligence Agency World Factbook (2014), the country’s agriculture products include 

coffee, mangos, cocoa, sugarcane, rice, corn, wood, sorghum, and vetiver grass (see Figure 2).  

Haiti’s industries are apparel and textile manufacturing, sugar refineries, flour milling, and 
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cement factories.  Most industrial facilities are located in the major cities, including Port-au-

Prince. 

 
Figure 2. A family transporting agricultural products to market, Port-au-Prince (Miller, N. R., 

2010-2011). 

The U.S. government rates Haiti as critical in the threat categories of crime and political 

violence (Overseas Security Advisory Council [OSAC], 2013).  Unlike other Caribbean 

countries, tourism in Haiti has suffered from a lack of foreign investments, political upheaval, 

and inadequate infrastructure.  The most frequently reported crimes against Americans in Port-

au-Prince are carjackings, kidnappings, and robberies (OSAC, 2013). 

Haiti continues to suffer from decades of political instability, economic exploitation, 

social crisis, and many natural hazards (e.g., hurricanes and flooding) contributing to its current 

level of poverty (Raviola et al., 2012).  Four major storms in 2008 destroyed over 70% of Haiti’s 

crops, resulting in many children’s deaths from malnutrition (Central Intelligence Agency, 2014; 

Nicolas, Schwartz, & Pierre, 2008; USAID, 2014c). 

Haiti has been vulnerable to flooding because of deforestation on the Haitian side of the 

island, since 98% of their forest had been cut down to make charcoal for cooking (USAID, 
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2014b).  Haiti has used charcoal from the burnt trees to provide approximately 85% of the 

country’s energy because oil was too expensive.  Due to deforestation, soil erosion has decreased 

agricultural yields and resulted in deadly landslides (Goldstein, 2006; USAID, 2014b). 

French and Creole are the official languages of Haiti.  The principal spoken language is 

Creole (Haitian spelling—Kreyol), used by approximately 90% of the people.  Only 20% of the 

population speak, write, and understand French (WHO/PAHO, 2010).  Individuals who speak 

French are viewed as a higher educated social class (Pierce & Elisme, 1997).  WHO/PAHO 

(2010) explained Kreyol is a blend of French and African dialects, but also includes African and 

Arawakan languages, Spanish, and some English.  Kreyol resulted from African slaves’ efforts to 

speak the French they heard when they arrived in the colony of Saint Dominque (Valdman, 

2002). 

According to the World Bank (2006) published report on Haiti’s social analysis, more 

than 50% of the population of Haiti is illiterate, 72% of the population have only a primary 

school education, and only 1% of the population has a university-level education.  Improvements 

in the state education system include an adult literacy campaign.  An increased budget for 

education has paid for programs to provide uniforms, school lunches, and bus transportation (see 

Figure 3).  In 2000, school attendance was 64% (Hadjadj, 2000).  More recently, primary school 

enrollment has increased from 49.6% in 2006 to 77% in 2012 (UN Office for the Coordination of 

Humanitarian Affairs (UNOCHA), 2013b). 
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Figure 3. Primary students in school uniform (Miller, N. R., 2010-2011). 

However, the country still has severe shortages in educational supplies and qualified 

teachers (see Figure 4; USAID, 2014a).  More than 80% of schools are privately owned and 

operated.  International private schools managed by Canada, France, or the U.S. and church-run 

schools educate 90% of students (Blashfield, 2008).  Only a small segment of the population can 

afford the tuition of private schools (World Bank, 2006). 
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Figure 4. Classroom at Foyer Renmen Orphanage, Bon Repos, Haiti (Miller, N. R., 2010-2011). 

The January 2010 earthquake damaged or destroyed 80% of primary and secondary 

schools in earthquake-affected areas (USAID, 2014a).  The Government of Haiti has since made 

free and universal education a key priority.  During the fall of 2011, the Government of Haiti’s 

Ministry of National Education and Vocational Training (MENFP) began the operational plan to 

enroll 1.5 million students in school by 2016, improve curricula, train teachers, and set standards 

for schools.  The U.S. government is committed to supporting the government of Haiti’s efforts 

to improve the quality of basic education (USAID, 2014a). 

Families are of great importance in Haitian society (Craan, 2002, as cited in 

WHO/PAHO, 2010).  Family includes a large network of friends, neighbors, and relatives 

(Dauphin, 2002, as cited in WHO/PAHO 2010).  The family in rural Haiti organizes around the 

lakou (courtyard), commonly shared by extended family units (WHO/PAHO, 2010).  Work and 

childcare are shared among the families in the courtyard.  However, middle class families in 



CREATING OPPORTUNITY AFTER CRISIS 24 

 

 

urban centers tend to combine Haitian and American styles and are less interdependent 

(WHO/PAHO, 2010). 

Common-law unions (viv avek or plasay) are the most common conjugal patterns among 

the Haitian population (WHO/PAHO, 2010).  Plasaj refers to a man having several common-law 

wives; he is expected to provide for each of them and for the children (WHO/PAHO, 2010).  

Religious, legal marriages are considered the most prestigious form of union (N’Zengou-Tayou, 

1998).  The father is described as holding the authority in the family, but may be absent, so the 

mother is the poto mitan (the central pillar) of the family (WHO/PAHO, 2010).  Mothers have 

responsibility for the spiritual and emotional life of the family; they manage the family budget, 

prepare the meals, and care for the children.  Men are responsible for the finances, providing for 

the family, agricultural work, and maintenance of the home (Bijoux, 1990, as cited in Miller, 

2000; WHO/PAHO, 2010).  Children are raised with discipline reinforced with corporal 

punishment.  Child rearing is shared by the parents and older siblings (WHO/PAHO, 2010).  

Male children have higher status than female children do (Gopaul-McNicol, Benjamin-Dartigue, 

& Francois, 1998).  Elderly parents are highly respected and cared for by their children.  The 

children are their source of social security (World Bank, 2006).  Regretfully, increased poverty 

has disrupted the lakou system, reducing the shared support among families (Edmond, Randolph, 

& Richard, 2007). 

Religion has a major influence in the lives of Haitians (Hurbon, 2004, as cited in 

WHO/PAHO, 2010).  In Haiti, religion offers a sense of purpose, consolation, belonging, 

structure, and discipline (WHO/PAHO, 2010).  The religious diversity in Haiti comprises Roman 

Catholicism, various Protestant faiths, and vodou (Brodwin, 1996).  Roman Catholicism has 
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become the official religion of the country, though Protestant denominations are growing with 

the influence of missionaries. 

Many Haitians who identify as Catholics or Protestants still practice vodou, (a 

combination of West African traditions and Catholicism; WHO/PAHO, 2010).  Vodou practices 

coexist with Christian beliefs (Menos, 2005).  Vodou is part of the cultural background for most 

Haitians, regardless of their identity (WHO/PAHO 2010).  The name vodou comes from the 

word fon meaning spirit.  The Code of Noir (Black Code) was a decree passed by Louis XIV in 

1685, which mandated slaves convert to Catholicism.  As a means to hide their religious 

practices, the slaves identified their African deities with the saints of the Catholic Church.  The 

slaves were then able to adhere to the practice of Catholicism while retaining aspects of their 

West African religion, which manifested as vodou (Hurbon, 2008, as cited in WHO/PAHO 

2010). 

Vodou is not only a religion but also a health care system, which includes promotion of 

health and personal wellbeing, prevention of illness, and healing practices (Augustin, 1999, as 

cited in Coreil 1983; WHO/PAHO, 2010).  WHO/PAHO (2010) noted the Western 

understanding of health, illness, and care was anthropocentric, meaning the person was 

considered the center of the universe, as opposed to a view in Haiti that was cosmocentric, (i.e., 

the person belongs to a vast universe of ancestors, spirits, and the natural world, all of which 

must be in harmony for good health; Sterlin, 2006). 

Sterlin (2006) explained that Haitians divide illnesses into several broad categories, 

including: maladi Bondye (God’s disease, of natural origin); maladi moun voye sou moun 

(magic spells sent because of human greed; sent to punish others; or sent for revenge a curse, 

spell, or hex; APA, 2013); and those of supernatural origin, maladi lwa (disease from the spirits).  
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Many Haitians also use a humoral theory of health and illness, believing the imbalance of hot and 

cold within the body is the cause of natural illness (WHO/PAHO, 2010).   These imbalances are 

caused by environmental elements such as wind, rain, sun, and dew; emotional reactions to the 

physical environment; or the actions of others (WHO/PAHO, 2010). 

Treatments to restore health include the use of herbal teas, regulated diet, massages, 

baths, and compresses.  The treatment must be in the opposite direction of the imbalance to 

restore equilibrium (Coreil, 1983).  Houngan (male healer vodou priest) and mambo (female 

vodou priestess) play a significant role as practitioners in the vodou treatment system (Brodwin, 

1996; Khoury, Kaiser, Keys, Brewster, & Kohort, 2012).  They possess extensive knowledge of 

herbalism and diagnostic rituals (Coreil 1983).  Raviola et al. (2013) explained that illnesses 

are often treated within the family utilizing other social support systems.  Vodou is experienced 

as a supportive system for many Haitians living without formal health care (Desrosiers & 

Fleurose, 2002). 

However, among the Haitian population, perceptions have gradually changed with the 

passage of time, with people utilizing biomedical treatments for severe illnesses, such as HIV 

and TB because they are now viewed as more effective (WHO/PAHO, 2010).  In the 

WHO/PAHO 2010 literature review on culture and mental health, the authors state individuals 

from the lower socioeconomic class are more likely to adhere to vodou beliefs and practices than 

Haitians of the higher socioeconomic class (WHO/PAHO, 2010).  Khoury et al. (2012) argued 

that Haitians from the lower socioeconomic class do not have access to biomedical health care, 

so continue to seek support and services from the church and vodou practitioners. 

Patel (2007) indicated that poverty and mental health affect each other in a cyclical 

fashion.  Indicators of poverty such as malnutrition, low education, economic deficits, 
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overcrowding, and inadequate healthcare lead to depression, stress, anxiety, and substance 

abuse, which then result in reduced economic productivity, thereby deepening the cycle of 

poverty and poor mental health (Patel, 2007).  Diaz, Schneider, and Mantal (2012) supported 

how the ongoing underdevelopment of Haiti affected the mental health of Haitian people.  

Participants reported feeling dispirited and hopeless because of the difficulties associated with 

poverty.  Individuals described feeling stressed due to daily struggles to find work and not having 

enough money to buy food or medicine, or to pay for their children’s education.  Diaz et al. 

(2012) emphasized mental health interventions needed to integrate sustainable livelihood and 

community empowerment to move toward breaking the cycle of poverty. 

Formal and Informal Mental Health Services in Haiti 

Mental Health is an integral part of health and has been defined by WHO as a “state of 

wellbeing in which the individual realizes his or her own abilities, can cope with the normal 

stresses of life, can work productively and fruitfully, and is able to make a contribution to her or 

his community” (WHO, 2014b). 

WHO (2013b) emphasized investing in mental health through various perspectives to 

include; public health, economic welfare, growth, productivity, equity, and sociocultural and 

political influence.  The following arguments cited by WHO (2013b) supported the investment in 

public mental health: 

mental disorders are a major cause of the overall burden; effective strategies can be 

applied to reduce the burden, mental and physical health are core elements of individual 

welfare, mental disorders reduce labor productivity and economic growth, access to 

health is a human right: discrimination, neglect, and abuse constitute human rights 

violations.  (WHO, 2013b, p. 11) 
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In the 2010 WHO/PAHO literature review, the Ministry of Public Health and Population 

(MSPP) was indicated as the responsible government department for the health of the population, 

delivery of services, policymaking, and management of the health budget (PAHO, 2003).  The 

formal (biomedical) health care system in Haiti can be divided into four sectors (WHO/PAHO, 

2010): 

1. Public institutions administered by the government MSPP are mostly unequipped and 

underprovided.  WHO (WHO & Republic of Haiti, 2011, as cited in Raviola et al., 2013) 

noted approximately 1% of the total health budget is allocated for mental health. 

2. The private nonprofit sector is comprised of NGOs and religious organizations. 

3. In the mixed nonprofit sector, staff members are paid by the government but management 

is performed by the private sector. 

4. The private for-profit sector includes physicians, dentists, nurses, and other specialists 

working in private practice or in clinics in urban centers. 

In 2011, the World Health Organization (2011) published a report by the Secretariat 

entitled Global Burden of Mental Disorders and the Need for a Comprehensive, Coordinated 

Response From Health and Social Sectors at the Country Level.  The report indicated both 

developed and developing countries demonstrated a treatment gap of mental health conditions.  

Untreated mental health disorders account for 13% of the total global burden of disease (WHO, 

2011).  Current predictions indicate that by 2030 depression will be the leading cause of disease 

burden globally (WHO, 2011).  Financing for the treatment and prevention of mental disorders 

remains insufficient with global annual spending on mental health less than U.S. $2.00 per 

person and less than U.S. $0.25 in low-income countries (WHO, 2011).  Nearly half of the 

world’s population lives in countries where, on the average, there is one psychiatrist to serve 
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200,000 people and other mental health care providers are even scarcer (WHO, 2011).  Between 

76% and 85% of people with severe mental disorders receive no treatment for mental health 

problems in low- and middle-income countries; while in high-income countries the figures are 

between 35% and 50% (WHO, 2011). 

Prior to the 2010 earthquake, mental health defined by Western psychiatry and 

psychology had not been a priority for the Haitian government (WHO/PAHO, 2010).  There was 

little funding for mental health and no real planning of services (Raviola et al., 2013).  The 

human rights of those suffering from mental illness and of the psychiatrically hospitalized 

have not been adequately protected by law (WHO, 2011).  During the period of 1940 through 

1975, initiatives to develop a mental health sector within MSPP were attempted by Dr. Mars, 

Founder and Director of CHUP/MK, the University Hospital Center of Psychiatry Mars and 

Kline, and Dr. Bijoux, a neuropsychiatrist  (WHO & Republic of Haiti, 2011, as cited in Raviola 

et al., 2013).  Unfortunately, with the deterioration of the health system, the quality of mental 

health care also declined (WHO & Republic of Haiti, 2011, as cited in Raviola et al., 2013).  The 

country still does not have a national mental health plan or a system for monitoring or 

conducting research in mental health; despite its various traumas the country has experienced 

over the last 10 years related to violence, natural disasters, and health epidemics (WHO & 

Republic of Haiti, 2011, as cited in Raviola et al., 2013). 

Haiti has been further challenged by the lack of trained mental health professionals 

(WHO/PAHO, 2010).  Estimates of the number of mental health specialists available in Haiti or 

the prevalence of mental illnesses are difficult to obtain, because the country lacks a national 

public health surveillance system (Safran, Chorba, Schreiber, Archer, & Cookson, 2011; WHO, 

2005b).  PAHO (2003) documented only 10 psychiatrists and 9 nurses working in the public 
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sector for the entire country of 10 million people.  The majority of these professionals mostly 

worked in Port-au-Prince.  Therefore, Haitians had to travel to receive mental health services 

(PAHO, 2003).  There are two psychiatric hospitals in Port-au-Prince, CHUP/MK, which had 

poor structure before the earthquake 2010 and, Defilee de Beudet, located outside of the capital 

area, offering limited follow-up community treatments (Raviola et al., 2013; WHO/PAHO, 

2010).  Both hospitals sustained damage during the earthquake, which has limited their capacity 

further.  In the second largest hospital, l’Hopital Universitaire Justinien, located in the northern 

city of Cape Haitien, psychiatric services are available only monthly by a visiting psychiatrist 

from Port-au-Prince.  No other psychiatrists offer services in Northern Haiti (WHO/PAHO, 

2010).  Dr. Giuseppe Raviola, Director of Mental Health and Psychosocial Services for PIH, 

stated, “Still, now we’ve seen the hospital in the capital city.  It is clear that we have to treat 

people in their communities” (Sontag, 2010). 

Due to the lack of official resources allocated to health care, Haitians have learned to deal 

with mental health problems through traditional practitioners or religious leaders (Miller, 2000).  

Raviola et al. (2013) explained that while biomedical mental health services are undeveloped in 

Haiti, community-based systems of mental health care have existed for hundreds of years.  The 

Haitian culture provides a range of explanations for illnesses based on cultural, religious, and 

social beliefs (WHO/PAHO, 2010). 

For example, sezisman is the most frequently occurring culture-bound syndrome specific 

to Haitian culture and is relevant in the aftermath of disaster.  It literally means seized-up-ness or 

surprised-ness.  It is described as a state of paralysis usually provoked by the sudden shock of 

unexpected events or situations involving great rage, anger, indignation or sadness, or more 

rarely, extreme happiness (Nicolas, DeSilva, Grey, & Gonzalez-Eastep, 2006; Sadock & Sadock, 
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2007).  According to WHO/PAHO (2010), frequent causes of sezisman include receiving sad 

news concerning a loved one, witnessing a traumatic event, seeing dead bodies, experiencing 

family crisis, or narcissistic injuries (e.g., insults or getting fired).  Symptoms vary with 

individuals and can last days and include headaches, disorientation, weeping, and refusing to 

speak or eat (WHO/PAHO, 2010).  In the case of sezisman, the family will offer support and 

recommend guidance from a spiritual healer (WHO/PAHO, 2010). 

Additionally, some Haitians perceive mental health problems may be attributed to 

supernatural forces (WHO/PAHO, 2010).  This belief may serve to help to reduce the stigma in 

the community because the powerful forces are beyond the victim’s control; therefore, they 

cannot be blamed for their difficulties (WHO/PAHO, 2010).  Shame may be associated with the 

decline in functioning in severe mental illness and the family may be reluctant to acknowledge 

a member is ill (Gopaul-McNicol et al., 1998; WHO/PAHO, 2010).  Desrosiers and Fleurose 

(2002) explained that mental illness is sometimes attributed to failure to please spirits, 

including the spirits of deceased family members.  This external attribution may help recovery, 

in which people can call on the spirits to intervene on their behalf to assist healing (Desrosiers 

& Fleurose, 2002). 

In addition, Protestant and Catholic churches provide rural Haitians with mechanisms to 

cope with mental and emotional problems, and provide a parallel system of healing (Farmer, 

1992, as cited in WHO/PAHO, 2010).  Religion can increase self-esteem, alleviate despair, and 

provide hope in very difficult and trying circumstances (WHO/PAHO, 2010). 

Nicolas et al. (2007) described a unique type of depression in Haitian immigrant women, 

which the researchers referred to as faith in God.  Nicholas et al. (2007) characterized the 

depression by an overreliance on prayer, reading the Bible, and attending church, as a way of 
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managing the depression.  The authors considered that Haitian immigrant women lacked the 

traditional support systems from their home country, which may be one reason they turned more 

to religion.  In contrast, the reader may consider the response of these women turning more to 

religion to manage depression was, in fact, the traditional support learned from their Haitian 

culture. 

WHO/PAHO (2010) suggested that health professionals working in Haiti might use 

spiritual leaders as allies because they can encourage clients to seek help and adhere to 

recommended treatments.  Religious and spiritual leaders can serve as consultants or co-

therapists (WHO/PAHO 2010).  They may be trusted more readily than conventional mental 

health professionals or medical institutions.  There is some cooperation between physicians and 

traditional practitioners (WHO/PAHO, 2010).  Raviola et al. (2013) noted that the houngan or 

mambo are generally not opposed to biomedical treatments and will refer patients beyond their 

scope of expertise (Brodwin, 1996).  Khoury et al. (2012) found that folk practitioners expressed 

a desire to collaborate with biomedical providers and referred patients to hospitals.  Yet, the 

Haitian respondents in the study perceived the biomedical system as ineffective for treating 

mental health problems. 

Khoury et al. (2012) concluded that explanatory models believing in vodou were not 

primary barriers to pursuing psychiatric treatment.  Brodwin (1996), WHO/PAHO (2010), and 

Khoury et al. (2012) noted that Haitians often believe in an integrated model of illness and health 

and expressed willingness to receive treatment from multiple sources.  Raviola et al. (2013) 

emphasized the importance of understanding the role of Western mental health concepts in the 

Haitian context because the Haitian traditional belief systems can be considered an informal 

(nonbiomedical) system of health care. 
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To summarize, generally, the Haitian people believe in an integrated model of illness and 

health, and have expressed willingness to receive treatment from both formal and informal 

mental health services (Brodwin, 1996; Khoury et al., 2012; WHO/PAHO, 2010).  Although, due 

to the lack of available biomedical mental health services, Haitians have learned to deal with 

mental health problems through traditional or religious practitioners and with the support of 

family (Miller, 2000).  Gradually, the Haitian people are utilizing biomedical treatments for 

severe illnesses when available (WHO/PAHO, 2010).  However, caution is given in applying 

Western mental health concepts in the Haitian context (Raviola et al., 2013). 

The Earthquake 

Disaster Details 

Disaster has been defined as, “an encounter between forces of harm and a human 

population in harm’s way, influenced by the ecological context, creating demands that exceed 

the coping capacities of the disaster-affected community” (Shultz, Espinel, Gale, & Reissman, 

2007, pp. 69-96, as cited in Schultz et al., 2011b). 

On January 12, 2010, a 7.0-magnitude earthquake struck the country of Haiti with an 

epicenter 15 miles from the capital, Port-au-Prince, destroying most of the city’s infrastructure 

and a significant area of southern Haiti (see Figure 5; U.S. Geological Survey, 2010).  According 

to official estimates, over 200,000 people lost their lives, 300,000 more were injured, 1.3 million 

were displaced, over 97,000 homes were destroyed, and 188,000 homes were damaged in the 

Port-au-Prince area and in much of southern Haiti (see Figure 6; U.S. Geological Survey, 2010). 
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Figure 5. The National Palace ruins, Port-au-Prince (Miller, N. R., 2010-2011). 

 
Figure 6.  Homes destroyed, Port-au-Prince (Miller, N. R., 2010-2011). 

WHO/PAHO (2010) cited that prior to this catastrophe Haiti suffered from poverty and 

lack of infrastructure.  Unemployment was estimated at 45% in Port-au-Prince and earthquake-

related job losses were estimated at an additional 8.5% (World Bank, 2010).  The country of 
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Haiti was at greater risk because of Haiti’s poverty and vulnerabilities from multiple prior 

disasters (Shultz et al., 2011b).  The earthquake emergency has been termed an acute-on-chronic 

disaster (Farmer, 2010a).  Additionally, Ventevogel, Perez-Sales, Fernandez-Liria, and Baingana 

(2011) noted that the term complex humanitarian emergency is used to describe settings in which 

multiple causal factors, such as historical and political instability, predispose an area to disaster 

and accentuate its outcomes.  Leaning, Briggs, and Chen (1999) explained that complex 

humanitarian emergencies are often characterized by similar factors described by Shultz et al. 

(2011b), such as dislocation of populations, destruction of social networks and ecosystems, and 

insecurities affecting civilians. 

Research Question One 

WHO (2013a) recognized emergencies present as opportunities to build better mental 

health systems through reforms, which are nearly nonexistent in LICs such as Haiti.  WHO 

(2013a) explained that mental health requires increased attention during a disaster because 

mental health problems intensify, mental health infrastructure is weakened, and coordinating 

mental health agencies and responders is challenged.  The available resources and the 

psychological welfare of those individuals, families, and communities affected become a focus 

during a humanitarian crisis.  With the increased media coverage on the psychological responses 

and stressors of the survivors, administrators are more willing to approve resources during 

disasters than under usual circumstances (WHO, 2013a).  WHO (2013a) noted that typically 

national and international agencies follow and commit financially to support the mental health 

and psychosocial assistance to those individuals and communities affected.  WHO (2013a) 

stressed that the momentum to give aid and support needs to be promoted during the acute 

emergency stage, so investments continue beyond the crisis.   
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Ventevogel et al. (2011) concurred with WHO that some complex humanitarian 

emergencies create opportunities by generating increased funding; implementing new initiatives 

for mental health care, such as training workers and partnerships in the community; and 

incorporating mental health into primary health care strengthens the health system and supports 

reform efforts by policymakers.  These factors combined create the possibility of developing 

more sustainable mental health services for LICs after a humanitarian crisis (Ventevogel et al., 

2011). 

Research Question Two 

Shultz et al. (2011b) examined the need to customize and coordinate disaster mental 

health assessments, prevention efforts, and interventions around the stressors and consequences 

of a traumatic event.  Trauma signature is defined as the interaction between the physical forces 

of the 2010 Haiti earthquake and the widespread psychological effects.  This analysis 

demonstrates the unique trauma signature of the 2010 Haiti earthquake.  The analysis is based on 

a synthesis of early disaster situation reports used to identify the unique risk factors for post-

disaster mental health consequence.  The risk factors considered were the exposure to hazards, 

losses, social change, and displacement during the disaster and post-impact (Shultz et al., 2011b). 

The disaster ecology model is a graphic depiction of the definition of disaster provided by 

Shultz et al. (2011b).  The model displays the encounter between forces of harm and the 

vulnerable human population at the moment of impact, surrounded by concentric rings of factors 

(operating at individual, family, community, and societal levels) comprising the ecological 

context (see Figure 7).  Some factors may promote resilience, while others exacerbate risk.  In 

the case of Haiti, risk factors predominated. 
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Figure 7. Disaster Ecology Model 

 

Note: Reprinted with the permission of Cambridge University Press. Shultz © 2011b Prehospital 

and Disaster Medicine 

From the assessment, Shultz, et al. (2011b) concluded that multiple psychological risk 

factors were prominent features of the earthquake in Haiti. Shultz et al. (2011b) recommended 

that for rapid-onset disasters TSIG analysis could be performed during the post-impact/pre-

deployment phase to target the mental health and psychosocial support (MHPSS) response.  

Identified risk factors for mental health consequences such as PTSD and MDD can assist in the 

development of evidence-based interventions tailored to the specific crisis event and experiences 

of survivors.  Shultz et al. (2011b) proposed formalizing the tools needed to perform TSIG 
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analysis in order to enhance the timeliness and accuracy of these assessments for future disasters 

and humanitarian crises. 

The Inter-Agency Standing Committee (IASC) (2007) explained that the MHPSS is a 

minimal response matrix and mapping of nearly 100 organizations involved in mental health and 

psychosocially related activities in Haiti.  IASC (2007) guidelines indicated that MHPSS 

assessments in emergencies are necessary to provide an understanding of the emergency 

situation, an analysis of threats to mental health and psychosocial well-being, and relevant 

resources.  Understanding how to support affected populations will assist in addressing MHPSS 

needs (IASC, 2007). 

IASC (2007) guidelines further explained that an assessment should include documenting 

people’s experiences of the emergency, their reactions, and how this affects their mental 

health/psychosocial well-being.  It should include how individuals, communities, and 

organizations respond to the emergency.  Assessing resources includes individual coping skills, 

social and community supports, government, and NGO actions.  Safran et al. (2011) discussed 

the challenges in providing thorough clinical assessments and public health surveillance by 

qualified professionals within the first two months after the earthquake.  IASC (2007) 

emphasized that an assessment is an ongoing process of collecting and analyzing data in 

collaboration with key groups, especially the community directly affected, for the purposes of 

improved programming. 

Rose, Hughes, Ali, and Jones (2011), four psychiatrists who volunteered with the 

International Medical Corps (an emergency health agency), exemplified a rapid assessment of 

need within 12 days after the earthquake, as recommended by IASC (2007).  Rose et al. (2011) 
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coordinated with other local and international agencies planning to provide mental health and 

psychosocial care. 

Since little information was available concerning Haiti’s preexisting mental health needs, 

the assessment included visiting both of the national psychiatric hospitals in Port-au-Prince and 

talking with surviving staff; emergency clinics for displaced people set up by numerous medical 

aid organizations; and the main emergency room for Port-au-Prince associated with the partially 

destroyed University Hospital, l’Hopital de l’Universite d’Etat d’Haiti (HUEH; Rose et al., 

2011).  The assessment of the two psychiatric institutions revealed severe neglect of patients.  In 

the acute psychiatric hospital, near the city center, less than a dozen of the original 100 inpatients 

remained and were living in unsanitary conditions with no running water, power, and no bedding 

or clothes (Rose et al., 2011).  Dr. Franklin Normil, the acting director, who has worked there for 

five months without pay, shook his head in despair.  “I want you to bear witness,” he told a 

reporter.  “Clearly, mental health has never been a priority in this country.  We have the desire 

and the ability, but they do not give us the means to be professional and humane” (Sontag, 2010).  

In the long-stay hospital on the outskirts of Port-au-Prince, many patients had run away when the 

walls collapsed; those who remained slept in the open-air for fear of the unsafe conditions (Rose 

et al., 2011).  Acute interventions were provided by the International Medical Corps to support 

the immediate needs of the inpatient residents (Rose et al., 2011). 

Rose et al. (2011) noted that in the assessment of community clinics and emergency room 

services, the majority of people reported feeling shocked and afraid.  Patients complained of 

palpitations and feeling as though the “ground was moving” (Rose et al., 2011, p. 214).  Rose et 

al. (2011) indicated that patients were being seen for trauma-related clinical problems and severe 

mental disorders such as mood disorders and psychoses.  However, due to limited resources, the 
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medical teams were not equipped to manage the demands.  Based on results from their rapid 

assessments, the International Medical Corps interventions would be tailored to the needs of the 

affected communities (IASC, 2007; Shultz et al., 2011b).  International Medical Corps assumed 

responsibility for providing 15 community clinics and emergency room services at HUEH (Rose 

et al., 2011). 

Mental Health Disaster Needs 

The bamboo symbolizes the Haitian people ... 

The bamboo is really weak, but when the wind comes, 

it bends, but it doesn’t break. 

Bamboo takes whatever adversity comes along ... 

that’s what resistance is for us Haitians 

we might get bent ... but we’re able to straighten up and stand. 

(Bell & Danticat, 2001, p. 23) 

Resilience is seen as a process rather than an end point and is reinforced through 

strategies such as psychological first aid and enabling displaced communities to be as self-reliant 

as possible after a disaster (Bonanno, Brewin, Krzysztof, & La Greca, 2010).  Rose et al. (2011) 

emphasized the importance of acknowledging and building on the natural resilience of 

individuals and communities, as the Haitian people have a profound sense of resilience and 

pride.  As previously mentioned, WHO (2013a) recognizes emergencies as opportunities to build 

better mental health systems through reform.  This is significant because mental health is critical 

to the functioning and resilience of individuals, societies, and countries recovering from disasters 

(WHO, 2013a). 
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The National Center for Post-Traumatic Stress Disorder (NCPTSD) (2013) has listed 

disaster risk factors for psychological consequences in disasters caused by natural hazards.  The 

risk factors are associated with exposure to hazards, loss, and change (NCPTSD, 2013).  First, 

the single most important cause of adverse psychological outcomes is the exposure to hazards 

(NCPTSD, 2013).  Personal injury and perceived life threat, accompanied by feelings of panic or 

horror during impact, are the two strongest predictors of long-term psychological effects 

(NCPTSD, 2013).  NCPTSD (2013) noted that a second predictor is the death of a loved one, 

resulting in complicated grief for family members.  Separation from family members during or 

after the disaster is also acutely distressing.  Any loss of home, property, or personal possessions 

is an additional predictor of psychological distress (NCPTSD, 2013).  Third, change of 

community and social supports through post-impact displacement places survivors at greater risk 

for psychosocial impairment (NCPTSD, 2013). 

The NCPTSD (2013) indicated that as the number of risk factors increase, so does the 

likelihood of psychological impairment (NCPTSD, 2013; Shultz et al., 2007 as cited in Shultz et 

al., 2011b).  In reviewing these risk factors, the 2010 earthquake resulted in all risk factors being 

applied to the populace of Haiti (Shultz et al., 2011b). 

According to WHO (2013d), people affected by conflicts have an increased prevalence 

rate of 17% for depression and 15% for post-traumatic stress disorder.  Haitian survivors who 

had settled in an internally displaced persons (IDP) camp demonstrated psychological and 

emotional difficulties such as anxiety, grief, anger, hyper-vigilance, sleep difficulty, social 

isolation, and drug and alcohol use (see Figure 8; IASC, 2010).  These symptoms were 

exacerbated by the stress associated with life in IDP camps, including the cholera outbreak, 

violence and sexual assaults, preexisting poverty, job shortages, and political instability (World 



CREATING OPPORTUNITY AFTER CRISIS 42 

 

 

Bank, 2010).  Many displaced residents explained their primary activity was to chita san fe 

anyen, sit and do nothing, and were unable to see how to change their situation, with little 

income and few job opportunities (James, Noel, Favorite, & Jean, 2012). 

 
Figure 8.  IDP camp, Port-au-Prince (Miller, N. R., 2010-2011). 

To compound the problem, the Haitian population suffered, yet again, trauma and 

multiple losses as a result of the earthquake.  Prior disasters, political violence, and chronic 

poverty have magnified the psychological effects of the 2010 earthquake for many Haitians 

(IASC, 2010).  These findings are further supported by Shultz et al. (2013) since exposure to 

multiple extreme events has been shown to be more traumatic than exposure to a single disaster.  

These traumatic events will continue to have an effect of the mental health of many Haitians. 

Following the earthquake, several groups began to be identified as being vulnerable to 

mental health problems (Ben-Ezra, Shrira, & Palgi, 2010).  These people included survivors, 

those who sustained physical injuries and amputations, IDPs, children in need of protection, and 

those at risk of gender-based violence (UNOCHA, 2011).  Individuals with pre-existing 

conditions and prior exposure to trauma were predicted to be at greater risk (WHO/PAHO, 
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2010).  WHO predicted the incidence of mental health disorders could double when a population 

is faced with a catastrophic event such as the 2010 earthquake in Haiti (WHO, 2013a).  Shultz et 

al. (2011b) concurred that the combination of earthquake hazards, loss of life, and damage to 

infrastructure, predicts population-wide psychological distress, debilitating psychopathology, and 

pervasive traumatic grief. 

Dr. Marc Safran, Senior Medical Officer and psychiatrist at the Centers for Disease 

Control (CDC) and Prevention who served as the mental health lead for CDC’s Haiti earthquake 

mission, explained that the sheer magnitude of the death, destruction, and the massive numbers 

of injuries would be difficult for anyone to deal with (Safran & The CDC and Prevention, 

personal communication, 2010, May 6).  Disaster mental health research has documented 

exposure-response relationships between the severity of trauma and the magnitude of loss in 

lives and property in relation to psychopathological outcomes (Neria, Galea, & Norris, 2009; 

Norris, Friedman, & Watson, 2002). 

Norris et al. (2002) posited that pervasive mental health problems are likely to develop 

from disasters possessing two or more of the following four characteristics: 

 large numbers of injuries or deaths, 

 widespread destruction of property, 

 disruption of social support and ongoing economic problems, and 

 intentional human causation. 

Haiti’s 2010 earthquake had all of these characteristics: mass mortality, extensive 

physical destruction, and social dislocation (Marcelin, 2010; Shultz et al., 2011b).  Typically, 

human causation does not apply to natural disasters.  However, in the aftermath of the Haiti 

earthquake, there was increased interpersonal and organized violence in the ration lines and IDP 
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camps, to include sexual assaults and gang violence (Marcelin, 2010).  As previously mentioned, 

it is important to distinguish the definition of Western mental health concepts from the Haitian 

context when providing clinical assessments, interventions, and monitoring (Miller, 2000; 

Raviola et al., 2013; Watters, 2010; WHO, 2013a).  The significance in distinguishing Western 

mental health concepts from the Haitian context was validated by Nicolas et al. (2007) who 

demonstrated that within the context of Haiti, Western criteria for depression are not valid when 

understanding or identifying the depression of Haitian women in the diaspora (Nicolas et al., 

2007; WHO/PAHO, 2010). 

According to Hillel, Desrosier, and Turnier (1994; as cited in WHO/PAHO, 2010), there 

is a distinction between Haitians’ use of the French word dépression meaning discouragement 

and dépression mentale referring to depression as similar to Western psychiatry.  For Haitians, 

dépression mentale is usually expressed in terms of somatic complaints such as headaches, back 

pain, fatigue, or other nonspecific bodily pain (Hillel et al., 1994, as cited in WHO/PAHO, 

2010).  In contrast to Nicholas et al. (2007), Drozdek (2007) cited that depressive symptoms 

appear universal. 

Rasmussen et al. (2014) explained that mental health care in post-earthquake Haiti was 

hampered by the lack of assessments, which included culturally bound phrases Haitians used 

when discussing emotional distress.  PIH/ZL recently developed a 13-item culturally sensitive 

depression screening to assist in identifying individuals experiencing depressive symptoms in the 

Haitian context (Rassmussen et al., 2014).  The Zanmi Lasante Depression Symptom Inventory 

(ZLDSI) is a screening tool that lists the symptoms of depression using both universal and local 

descriptions of the illness.  For example, symptoms such as loss of appetite, trouble sleeping, and 

feelings of sadness are signs of depression for both developed countries as well as Haiti.  
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However, the screening tool also included three Haitian phrases for the symptoms of depression, 

such as kè sere (constricted heart), de la la (low energy), and kalkile twòp (thinking too much; 

Rassmussen et al., 2014).  Community health workers (CHWs) provided assessments, referrals, 

and follow-up care to those individuals in need, ensuring access to mental health care 

(Rassmussen et al., 2014). 

Desrosiers and Fleurose (2002) noted that dépression was not considered a mental illness 

but a state of “general debilitation” due to medical conditions such as malnutrition.  Haitian 

etiologies may be seen as due to a vodou curse, obsessive preoccupation with life problems, or 

trauma, as mentioned previously.  Haitians rarely would seek biomedical treatment for 

depression, rather the family provides the support needed for individuals (Desrosiers & Fleurose, 

2002). 

Concerning PTSD, Jaimes, Lecomte, and Raphael (2008, as cited in WHO/PAHO, 2010) 

reported that Haitian women have been identified with increased risk for developing trauma-

related disorders because of their vulnerability to domestic violence, civil violence, and political 

disorder.  Haitian women are more likely to develop symptoms of PTSD, depression, anxiety, 

and somatic problems, as a result of dealing with violent trauma (Jaimes et al., 2008, as cited in 

WHO/PAHO, 2010).  In Port-au-Prince, local psychologist Roseline Benjamin concluded that 

among 1505 women, “70% had been victims of violence,  37% was sexual violence, 33% 

physical violence; the offender is most often known by the victim (65%) or is the partner (36%)” 

(Jaimes et al., 2008, as cited in WHO/PAHO, 2010).  The effects of trauma are evident by 

emotional conflicts, distress, and various disorders to include, PTSD, depression, and anxiety 

(WHO/PAHO, 2010). 
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James et al. (2012) suggested that some PTSD symptoms are debilitating across cultures.  

Marsella (2010) presented trauma-related research suggesting the fight or flight response, which 

activates the brain, central nervous system, and hormonal systems, is a universal biological 

response to extreme stress.  Marsella (2010) argued that other elements of the trauma experience 

are culture-dependent, such as the meaning applied to the event, features of distress, treatment, 

and outcomes.  Likewise, Drozdek (2007) noted that re-experiencing symptoms such as intrusive 

thoughts and sleep difficulties are similar across cultures; whereas, social withdrawal is more 

culture specific. 

James (2004) reviewed historical accounts of past violence in Haiti, and discussed the 

distress and symptoms experienced by individuals associated with violence and loss is universal 

yet culture-specific when meaning is applied to the event.  For example, during the coup of 

1991-1994, men and women expressed sorrow over their inability to live up to their social roles 

as providers for their children.  Men expressed rage over loss of status and property.  Some men 

chose to leave their families because of the shame felt over their inability to act as providers.  

This, in turn, increased their vulnerability for further distress (James, 2004). 

James (2004) discussed the pain and torment a 60-year-old woman felt when her son was 

missing after a local catastrophe in 1992.  James (2004) described the woman’s anguish not 

knowing if her son was dead, therefore, being unable to conduct a funeral.  Morally, the woman 

felt vulnerable to the zonbi (zombie, the disembodied soul of the deceased) (WHO/PAHO, 

2010).  The examples by James (2004) demonstrated that the feelings, beliefs, and responses of 

individuals who suffered violence, trauma, and loss, reflected both cross-cultural symptoms and 

culture-dependent responses, when cultural beliefs and meanings were applied to the event.  The 
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psychological effects experienced by these individuals, as seen from tracing past historical 

trauma in Haiti, demonstrated similar responses from survivors of the 2010 earthquake. 

Similarly, Wagenaar et al. (2012) and Cerdá et al. (2013) endorsed exposure to 

humanitarian emergencies as a risk factor for mental health problems such as PTSD and MDD.  

Likewise, Wagenaar et al. (2012) and Cerdá et al. (2013) have addressed mental health concerns 

in Haiti’s post-earthquake setting, acknowledging the significance in using of culturally sensitive 

screening tools to design treatment of identified risk groups, while recognizing the need to 

improve living conditions as part of the recovery efforts. 

Cerdá et al. (2013) reported an increased prevalence of PTSD (24.6%) and MDD 

(28.3%).  Individuals with prior history of violent trauma were associated with greater risk of 

PTSD and MDD.  Men who had suffered damage to their home had increased risk of MDD.  

Cerdá et al. (2013) recommended increased social supports for women to help reduce the 

vulnerability of women to PTSD and MDD. 

Wagenaar et al. (2012) concluded that a large proportion of Haiti’s central plateau 

experienced high levels of depression symptomatology and/or current suicidal ideation.  

Wagenaar et al. (2012) proposed using a culturally adapted Beck Depression Inventory (BDI) 

screening tool to identify groups at higher risk for serious mental disorders or suicidal ideation, 

while also screening for critical life events.  Findings supported using culturally sensitive 

screening tools to identify risk factors, which could be utilized to design prevention and 

intervention activities, and minimize the incidence of depression and or suicide in LICs such as 

Haiti (Wagenaar et al., 2012).  Poverty reduction and improved healthcare access are key 

elements for prevention of mental disorders and reduced barriers to recovery among those who 
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already suffer from psychological distress (Cerdá et al., 2013; Diaz et al., 2012; Farmer, 2010b; 

Lund et al., 2011; Patel, 2007; Wagenaar et al., 2012). 

In summary, WHO/PAHO (2010) explained that the Haitian earthquake exposed a large 

portion of the Haitian population to multiple traumas and losses.  WHO/PAHO (2010) predicted 

that these traumatic events would likely have an effect on the mental health of many Haitians, 

especially for those individuals with preexisting conditions or prior exposures to trauma.  

WHO/PAHO (2010) authors described the many losses the Haitian people experienced to 

include lost loved ones, businesses, and homes.  Many individuals witnessed death and serious 

injury during and after the earthquake.  Haiti faced the multiple challenges of rebuilding in the 

wake of great loss and trauma (IASC Reference Group for MHPSS in Emergency Settings, 

2010a; WHO/PAHO, 2010). 

Van Ommeren (New WHO report, 2013) noted that people affected by catastrophic 

events have long-term problems and require long-term care.  Van Ommeren explained that 

mental health care is essential for recovery of societies that go through major emergencies.  

Creating sustainable mental health care for the Haitian people will improve the functioning of 

individuals and strengthen the resilience of society (WHO, 2013a). 

Mental Health Disaster Response 

The devastating earthquake in Haiti, January 2010, drew attention to Haiti’s broken 

mental health care system (Safran et al., 2011; WHO/PAHO, 2010).  There was little capacity for 

the government services or humanitarian sectors to evaluate the immediate mental health effects 

and response in the acute aftermath of the earthquake (Raviola et al., 2013).  Immediate 

psychosocial assistance activities and mental health services were rendered by NGOs and the 

small number of mental health professionals in the country (Raviola et al., 2013).  As a high 
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profile disaster, the Haiti earthquake elicited a mass convergence of disaster response 

organizations arriving on the scene with divergent agendas (Shultz et al., 2011b). 

Even though the U.S. government provided invaluable humanitarian assistance, it was not 

prepared for the magnitude of the earthquake that devastated Haiti.  Director for Logistics 

Colonel Vohr (2011), U.S. Marine Corps (USMC), explained that a military Joint Task Force 

(JTF) is trained to respond to disasters and execute logistic operations in a chaotic environment 

and has greater capability compared to smaller interagency, international, and nongovernmental 

agencies (see Figure 9). 

 
Figure 9. U. S. military offered humanitarian assistance, at Toussaint Louverture International 

Airport, Tabarre, near Port-au-Prince.  Project Medishare field hospital seen in far right distance 

(Miller, N. R., 2010-2011). 

However, Operation Unified Response (the name given to the humanitarian operation by 

JTF-Haiti) faced early challenges in acquiring information, as a result of the chaos and 

uncertainty, which made it difficult to assess the needs of the population (Vohr, 2011).  

Communications were limited and response expectations of the international community were 

heightened. 
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Vohr (2011) noted that one of the military’s immediate tasks was the rapid distribution of 

food, water, and supplies to the Haitian people in union with USAID and International 

Development and World Food Relief.  The JTF-Haiti met with UN leaders to coordinate logistics 

activities, supply routes, medical centers, and engineering projects (see Figure 10).  The 

command relationships, though initially difficult to establish, during Operation Unified Response 

were effective and everyone remained focused on working to assist the Haitian people (Vohr, 

2011). 

 
Figure 10.  The UN’s presence, Port-au-Prince, Haiti.  UN leaders coordinated logistics activities 

with the U.S. military (Miller, N. R., 2010-2011). 

Pertaining to mental health needs, as previously mentioned, WHO (2013a) explained that 

during emergencies three common issues emerge when considering mental health needs and 

responses: 

1. increased rates of mental health problems, 

2. weakened mental health infrastructure, and 

3. difficulties coordinating the agencies providing the mental health relief services. 
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Furthermore, Schultz et al. (2011a) discussed the importance of disaster mental health 

interventions must be adapted to the circumstances of each traumatic event.  In an extensive 

disaster, the optimal response would present mental health needs assessment, proceeded by 

targeted, culturally sensitive, evidence-based interventions (Shultz et al., 2011b). 

In the weeks following the earthquake, efforts were made to organize mental health and 

psychosocial responses of NGOs working in Haiti in collaboration with the Haitian government 

under the MSPP through the United Nations (UN) cluster approach in accordance with the 

Sphere standards, and the recommendations of the WHO (2009).  The Global Health Cluster 

(GHC; WHO, 2012), formed in 2005, is under the leadership of the World Health Organization 

and consists of 40 international humanitarian health organizations, which have been working 

together to build partnerships to respond to, and recover from, humanitarian crises.  GHC’s main 

goal during a humanitarian crisis is to reduce excess mortality, morbidity, and disability.  The 

health cluster works to restore access to health care in a sustainable system when possible (WHO, 

2012). 

The UN cluster approach coordinated and delivered humanitarian assistance through nine 

clusters (i.e. education, health, shelter, protection, nutrition, water, and sanitation; PAHO, 2012).  

Each cluster is led or co-led by a UN agency according to its respective areas of expertise and is 

responsible for all post-disaster activities related to the subject (PAHO, 2012).   

In large-scale emergencies, the inter-cluster coordination mechanism is activated (see 

Figure 11).  According to this model, each cluster is responsible to provide MHPSS reports and 

feedback on the specialized sector.  The clusters provide support to the humanitarian coordinator 

(PAHO, 2012). 
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Figure 11.  Model for coordinating MHPSS in large-scale disasters (IASC Reference 

Group for Mental Health and Psychosocial Support in Emergency Settings, 2010b).  

Adapted from Mental Health and Psychosocial Support in Humanitarian 

Emergencies: What Should Humanitarian Health Actors Know? Cited in PAHO, 

2012. 

Note: Reprinted with the permission of the Pan American Health Organization and 

IASC. 

Three organizations involved in the coordination of emergency response in disasters are, 

IASC, Sphere, and UNOCHA.  Created in 1992 by the UN, the IASC has served as an 

interagency forum for coordination, policy development, and decision making involving key UN 

and non-UN humanitarian partners (IASC, 2007; Raviola et al., 2013).  The Sphere was initiated 

in 1997 and has since developed the Sphere Handbook, now in its third edition (Raviola et al., 

2013; Sphere Handbook, 2011). 

The Sphere Handbook (2011) describes minimum standards to be attained in disaster 

assistance in each of five key sectors: water supply and sanitation; nutrition; food aid; shelter; 

and health services.  The mental health standard is located under essential health services.  The 

mental health standard emphasizes community self-help and social support, the provision of 

MHPSS Cross-Cluster Working Group 

(Focal points in each of the Clusters, with accountability and MSPSS activities in chapters 

under health, protection, and education.) 
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psychological first aid, capacity-building of the primary health care system, care for people with 

mental disorders in institutions, minimizing harm related to substance use, and initiating plans 

for developing a community mental health system (Sphere Handbook, 2011). 

The UNOCHA was established in 1998 to assist governments in mobilizing international 

assistance when the scale of a disaster exceeds national capacity (Raviola et al., 2013; 

UNOCHA, 2014).  UNOCHA manages and coordinates organizations and resources through the 

UN cluster approach, a forum of the most experienced relief agencies.  UNOCHA (2014) 

indicated that its objective is to strengthen partnerships and ensure predictability and 

accountability in international responses to humanitarian emergencies.  UNOCHA’s role is to 

clarify the division of labor, roles, and responsibilities among organizations within the main 

regions of the response (Raviola et al., 2013; UNOCHA, 2014). 

IASC asked the international MHPSS staff not to deploy without a formal invitation to 

participate in, or have knowledge of, Haitian culture, French or Creole language proficiency, and 

willingness to operate within the IASC guidelines (IASC Reference Group for MHPSS in 

Emergency Settings, 2010a).  IASC and the Sphere standards provided guidelines encouraging 

delivery of best practices on mental health and community psychosocial supports in Haiti (IASC 

Reference Group for MHPSS in Emergency Settings, 2010a; Sphere Handbook, 2011). 

IASC (2007), IASC Reference Group for MHPSS in Emergency Settings (2010b), and 

the Sphere Handbook (2011) recommended layers of support services specialized to meet the 

needs of different people depicted in a pyramid (see Figure 12).  IASC (2007) explained each 

layer of support in the pyramid beginning from the base: 

1. Basic services and security.  The bottom layer represents the well-being of all people 

should be protected through the establishment of security, governance, and services that 
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address basic physical needs (e.g., food, shelter, water, basic health care, and control of 

communicable diseases). 

2. Community and family supports.  The second layer represents the emergency response 

for a smaller number of people who are able to maintain their mental health and 

psychosocial well-being when they receive help in accessing key community and family 

supports.  Structured activities enhance community-based supports; normalizing of 

responses and empowering activities within a safe environment will assist the majority of 

people to recover over time. 

3. Focused, non-specialized supports.  The third layer represents the supports necessary for 

a smaller portion of the population who require more focused individual, family, or 

group interventions by trained and supervised workers. 

4. Specialized services.  The top layer of the pyramid represents specialized support required 

for the small percentage of the population whose suffering, despite the supports already 

mentioned, leads to significant difficulties in basic daily functioning.  This assistance 

should include psychological or psychiatric supports for people with severe mental 

disorders whenever their needs exceed the capacities of existing primary/general health 

services.  These individuals may require referrals to specialized services or more 

experienced, supervised, primary/general health care providers. 
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Figure 12.  Intervention pyramid for mental health and psychosocial support in 

emergencies (IASC Reference Group for MHPSS in Emergency Settings, 2010b, p. 

3). 

Note: Reprinted with the permission from the World Health Organization. 

Professionals in disaster mental health concurred that most survivors do not need formal 

psychiatric intervention (IASC, 2007; WHO, 2005a).  According to IASC (2007), applying 

psychological first aid is basic, easily taught, and involves a practical and compassionate 

approach based on the following points: 

 A = assess (assess for safety, needs, concerns); 

 B = be (be attentive, respectful); 

  C = comfort (communication, assist people to cope); 

 D = do (address practical needs, problem solve, link to family and supports); and 

 E = end/exit strategy (refer person to other supports as needed.  Take time for self-

care). 
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Community workers and first responders can be trained to deliver psychological first aid.  

Cognitive behavior therapy (CBT) models demonstrated efficacy and are recommended for the 

intermediate phase of post-disaster interventions (Basoglu & Salcioglu, 2009; Foa, 2000).  Five 

subject areas for immediate and mid-term trauma interventions following disaster that are cited 

by Hobfoll et al. (2007) and Schultz et al. (2011a) include: 

1. promoting a sense of safety, diminishing distress; 

2. promoting a sense of calming, decreasing physiological arousal; 

3. enhancing feelings of self and group efficacy; 

4. encouraging social support; and 

5. instilling hope in a positive future. 

Intermediate interventions are designed to prevent chronic psychopathology from developing by 

treating more stable psychopathological responses such as PTSD, depression, and complicated 

grief (Schultz et al., 2011a). 

IASC (2007) cited that some individuals would develop disaster-associated 

psychopathology.  People with mental disorders may initially present at primary health care 

(PHC) facilities to seek help for medically unexplained somatic complaints.  However, people 

with severe mental disorders may fail to present at all because of isolation, stigma, fear, self-

neglect, disability, or poor access, placing them more at risk. 

Shultz et al. (2011b) emphasized the importance of creating the basis for identifying at 

risk individuals and providing timely, science-based interventions for those individuals who 

develop disaster-associated pathology.  Schultz et al. (2011a) explained the need to strengthen 

the evidence-based interventions, to be modified to the specific disaster experience, and to 

demonstrate the efficacy of pharmacotherapy and psychotherapy treatments. 
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According to IASC (2007), the minimum humanitarian response necessary to address the 

needs of people with severe mental disorders in emergencies (those at the top layer of the pyramid) 

may also apply to selected neurological disorders where care for such individuals is the 

responsibility of mental health workers and not specialists (IASC, 2007).  Minimum response 

actions to address needs of people with severe mental disorders in emergencies cited in IASC 

(2007) are as follows: 

 Assess the situation (including surviving health capacity). 

 Ensure adequate supplies of essential psychiatric drugs. 

 Enable at least one member of the emergency PHC team to provide frontline mental 

health care. 

 Train and supervise available PHC; stay in the frontline care of severe mental disorders. 

 Avoid overburdening PHC workers with multiple different training sessions. 

 Establish mental health care at additional logical points of access (e.g., emergency 

rooms). 

 Try to avoid creating parallel mental health services focused on specific diagnoses or 

narrow groups (e.g., PTSD or a women’s group). 

 Inform the population about the availability of mental health care. 

 Work with local community structures to discover, visit, and assist people with severe 

mental disorders. 

 Be involved in all inter-agency coordination on mental health. 

IASC (2007) indicated severe disorders may be preexisting or emergency-induced and 

include the following conditions: psychoses; mood and anxiety disorders (e.g., PTSD); severe 

mental disorders due to the use of alcohol or other psychoactive substance; severe behavioral and 
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emotional disorders among children and youth; severe preexisting developmental disabilities; 

neuropsychiatric disorders including epilepsy, delirium, dementia, and mental disorders resulting 

from brain injury or other underlying medical conditions; any other severe mental health problem 

including locally defined severe disorders and risk behaviors (e.g., suicidal feelings and self-harm 

behavior; IASC, 2007). 

IASC (2007) explained that treatment and support of people with severe mental disorders 

usually requires a combination of biological, social, and psychological interventions.  IASC 

(2007) guidelines recommended that staff training and supervision could help to avoid 

undertreating and over-medicalization of patients.  Typically, it is recommended that people 

suffering from disaster-induced distress should not receive medication but will respond well to 

psychological first aid and to individual and community social support (IASC, 2007).  Some 

mental disorders can be effectively treated by psychological interventions alone; medication 

should be used only if such interventions have failed (IASC, 2007).   

International Medical Corps (Rose et al., 2011) provided immediate emergency and the 

second psychiatric hospital (long-term care) included assigned staff, a generator, bedding, patient 

clothes, hygiene kits, cleaning materials, essential medications, and a transport vehicle (Rose et 

al., 2011).  Other organizations provided food and tents.  Over three months, in accordance with 

the IASC guidelines (2007), the authors provided training seminars to staff twice weekly.  The 

training seminars focused on supporting staff in evaluating and developing mental health care 

and treatment practices for the patients (Rose et al., 2011).  International Medical Corps decided 

further support of the two institutions required resources beyond the capacity of an emergency 

health agency (Rose et al., 2011). 
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Consequently, the International Medical Corps transitioned efforts and developed an 

integrated mental health/primary health care model to treat individuals suffering from mental 

disorders (Rose et al., 2011).  The International Medical Corps was responsible for providing 15 

community clinics, as well as emergency room services at HUEH (Rose et al., 2011).  The model 

implemented followed IASC guidelines (2007) and was supported by Ministry of Health 

officials. 

According to Rose et al. (2011), the mental health clinics were integrated into 8 primary 

healthcare centers, each serving a displaced population between 10,000 and 15,000 individuals.  

The clinics were established under canvas settings since many existing buildings remained 

unsafe, and staff and patients felt safer in the open (Rose et al., 2011).  Each mental health clinic 

was coordinated by a community psychosocial worker while medical services were provided 

by rotating Haitian general practitioners (Rose et al., 2011).  The psychosocial worker interacted 

with patients and liaised with community leaders, aid organizations, and traditional healers.  

They were the point of referral (Rose et al., 2011).  The psychosocial worker was responsible for 

the recruitment and supervision of a dozen local community volunteers who promoted mental 

health and assisted in community mourning processes (Rose et al., 2011).  The psychosocial 

workers identified people suffering from severe mental illness, engaged them in treatment, and 

referred them to local resources.  Psychosocial workers were clinically supervised by a 

psychiatrist and received additional training from a senior social worker (Rose et al., 2011). 

In addition, a patient file system was established to record demographic and clinical 

information, utilizing the mental health categories and definitions from the Health Information 

System (HIS) of the United Nations High Commissioner for Refugees (UNHCR, 2010).  The 

categories used (see Figure 13) are uncomplicated and simplify the diagnosis of mental disorders 
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by primary health care workers (Rose et al., 2011).  HIS categories are similar to mhGAP-IG 

(WHO, 2013e). 

Health Information System (HIS) for use in humanitarian settings: Mental Health 

Categories 

 

HIS 1 Epilepsy/seizures 

HIS 2 Alcohol or other substance use disorder 

HIS 3 Mental retardation/intellectual disability 

HIS 4 Psychotic disorder 

HIS 5 Severe emotional disorder 

HIS 6 Other psychological complaints (including anxiety) not resulting in major day-to-

day dysfunction 

HIS 7 Medically unexplained somatic complaint 

 

*No HIS category for: Dementia, 

 Other, for psychiatric disorders not covered in the seven 

categories, 

 No psychiatric disorder present. 
 

 

Figure 13.  Health Information System (Rose et al., 2011; UNHCR, 2010). 

Note: Reprinted with the permission of Lippincott Williams & Wilkins. 

The clinics were located in the western suburbs of Port-au-Prince and in the earthquake 

damaged southern provinces.  The authors hoped to demonstrate to the Haitian government the 

benefit of free services provided through the mobile clinics, which were running during the 

emergency and to model how mental health care could be integrated into primary care to treat the 

mentally ill (Rose et al., 2011). 

Concerns regarding organizations’ acute responses to disasters have been reviewed.  

Raviola et al. (2013) cited that due to Haiti’s weakened central government many NGOs provide 

humanitarian aid and health care to Haitians.  According to Shultz et al. (2011b), the MHPSS 

provided in the first eight months of the disaster by many agencies were limited and lacked 

coordination and empirical basis for interventions.  The NGOs were criticized for poor 

collaboration and communication among one another creating a delivery of fragmented services 



CREATING OPPORTUNITY AFTER CRISIS 61 

 

 

(Raviola et al., 2013).  The monitoring of organizations complying to standards established by 

IASC guidelines (2007) do no harm, a humans rights approach while delivering mental health 

interventions, was initially difficult to conduct because of the lack of preexisting formal mental 

health and psychosocial services and the large influx of NGOs, despite efforts to organize the 

UN cluster under the leadership of MSPP (Raviola et al., 2013).  WHO concurred that 

organizations’ acute responses to disasters do little to strengthen existing mental health systems 

(WHO, 2013a) and tend to be carried out with lack of attention to key components necessary for 

sustainable delivery of care in low-resource settings (Raviola et al., 2012). 

Rose et al. (2011) acknowledged the difficulty adhering to the IASC guidelines (2007) 

due to the large scale of the disaster.  The needs of over one million people were beyond the 

capacity of the medical aid organizations.  The authors noted that it was unrealistic to provide 

mental health care in every emergency primary health care location, as recommended in the 

IASC guidelines (2007).  To accommodate the vast needs of the population, Rose et al. (2011) 

strategically placed mental health clinics in central locations so they could continue supervision 

as an essential part of training and accept referrals from other nearby primary care clinics. 

The International Medical Corps expressed concerns that providing services to hundreds 

of tented camps created dependency.  Yet, the services were essential, particularly with the lack 

of existing mental health services, housing, and infrastructure (Rose et al., 2011).  Another effect 

was local incentives and resources may have been undermined by the presence of a competent 

outside agency providing free medical services.  For example, there was evidence of donated 

psychotropic drugs being sold for profit to other patients (Rose et al., 2011). 
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In addition, James (2004) criticized aid workers, explaining their accounts may be 

falsified to gain access to aid.  James (2004) explained that Haiti’s victim culture has been 

created by aid agencies’ interventions: 

International and national humanitarian and development aid assemblages are frequently 

impermanent, accountable to their own donors and stakeholders outside the ‘local’ realm, 

and may not maintain a permanent gaze upon the suffering of aid receivers because of 

finite resources, especially for those who suffer under conditions of chronic insecurity 

(James, 2010, p. 112). 

Steel (2011) cited concerns with unskilled volunteers signing up to assist in a disaster 

stricken country such as Haiti because they may be unaware of potential consequences and use 

vital resources.  Unskilled volunteers are more effective serving communities in a non-

emergency response.  Steel (2011) explained that building short-term relationships can be 

potentially damaging to the victim’s emotional wellbeing by forming an attachment.  Then the 

volunteer leaves after a short duration.  The victim can be re-traumatized from the vulnerability 

of broken attachments resulting from the disaster.  Then the cycle is repeated with new 

volunteers arriving and departing.  However, Steel (2011) recognized the need for skilled 

workers to assist the local people in rebuilding communities.  Steel (2011) argued that news 

stories and photographs taken of people without permission and then shared publicly may be 

considered a violation of human rights, dignity, and privacy.  Steel (2011) noted the importance 

of finding a balance, such as, informing the public about the disaster but respecting the privacy 

of victims. 

Another risk associated with rapid influx of mental health assistance during emergencies 

is the over-focus on PTSD while other mental health problems are ignored (van Ommeren, 
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Saxena, & Saraceno, 2005; Ventevogel, 2011).  An additional criticism of Western trained 

psychologists who have responded to post-disasters are the mental health provider attempts to 

implement diagnostic categories and treatment, which have little to no proven cross-cultural 

validity (Watters, 2010).  Watters (2010) explained that there have been cases where U.S.-trained 

psychologists provided psychological services to populations and applied Western psychological 

categories of mental health and interventions, but were remiss on understanding the cultural 

norms of response to trauma.  Marsella, Johnson, Watson, and Gryzyenski (2008) cited that 

practitioners bringing in their own culture’s explanatory and treatment models have been accused 

of disrespecting and disrupting the effects of local modes of resiliency and healing.  Treatments 

without empirical support or that are culturally inappropriate may result in psychological harm 

(WHO, 2013a). 

In contrast, James et al. (2012) proposed that when a model is culturally compatible, 

participants might benefit from both indigenous and Western psychological perspectives 

simultaneously, even if these approaches are not entirely congruent.  Evidence supports people 

can shift between potentially contradictory cognitive styles associated with different cultures 

(Oyserman & Lee, 2008).  Bonanno, Pat-Horenczyk, and Noll (2011) explained this adaptive 

ability could support the use of more coping strategies in processing trauma. 

The 2010 Haiti earthquake provided an example of a catastrophic event where all risk 

factors for psychological distress were compounding (Schultz et al., 2011a).  Rose et al. (2011) 

asserted that the unintended aftermath of interventions needs further evaluation.  The authors 

presented the following recommendations for future disasters: 

 Utilize the trauma signature analysis to assist in preparing for rapid post-impact/pre-

deployment disaster mental health response guidance. 
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 Provide psychosocial support focusing on safety, calming, connectedness, self- 

efficacy, and hope (IASC Guidelines, 2007). 

 Arrange a validated mental health needs assessment on location. 

 Perform screenings of individuals at high risk for psychopathology. 

 Deliver evidence-based, culturally competent mental interventions tailored to the event’s 

unique trauma signature. 

 Provide follow-up mental health evaluation and monitoring. 

Schultz et al. (2011a) emphasized the importance to have a formalization of tools to 

perform rapid post-impact TSIG analysis in order to prioritize and prepare an empirically based 

disaster mental health response.  Unfortunately, the MHPSS response has not been prioritized in 

national planning despite the country’s traumatic exposure, loss, and grief (Raviola et al., 2013; 

Schultz et al., 2011a). 

In reference to the overall disaster response in Haiti, the U.S. military was a supporting 

community of a larger humanitarian assistance disaster relief network.  According to military 

members of the JTF-Haiti, Keen, Elledge, Nolan, and Kimmey (2010) indicated that there lacked 

a collective command and control structure due to the magnitude of the disaster and the multiple 

organizations involved in providing disaster response.  Instead, the organizations attempted to 

coordinate and communicate toward a common goal to save the Haitian people.  The U.S. JTF-

Haiti authors (2011) recommendations for improved disaster response are as follows: 

 Develop a more capable disaster response assessment and initial life-saving response 

team. 

 Maintain a JTF trained and ready to deploy in support of a foreign disaster relief 

operation with requirements from the Global Response Force. 
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 Develop an international disaster response framework for nations to deploy civilian and 

military capability to respond to disasters. 

 Conduct exercises to develop relationships and improve processes and systems. 

 Organize the use of coordination centers such as the U.S. JTF-Haiti and the UN support 

committees. 

 Develop and organize unclassified information systems to improve communications. 

 Examine how to improve integration and support the NGOs and public/private sector in 

support of humanitarian assistance/foreign disaster relief. 

 Immediately address the needs and challenges of the internally displaced persons. 

To summarize, the Haiti earthquake was a high profile disaster that elicited a mass 

convergence of disaster response organizations arriving on the scene with divergent agendas 

(Shultz et al., 2011b).  The inter-cluster coordination mechanism was activated due to the 

disaster’s immense scale (PAHO, 2012).  During Haiti’s  humanitarian crisis GHC’s primary 

focus was to reduce mortality, morbidity, and disability (WHO, 2012).  IASC guidelines (2007), 

the IASC Reference Group for MHPSS in Emergency Settings (2010b), and the Sphere 

Handbook (2011) recommended layers of support services specialized to meet the needs of 

different people depicted in a pyramid.  Concerns and recommendations regarding organizations’ 

acute responses to disasters have been reviewed.  In preparation toward post-earthquake 

recovery, the health cluster works to restore access to health care in a sustainable system when 

possible (WHO, 2012). 
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Post-Earthquake 

Mental Health Services Coordination and Collaboration 

According to the UN and the IOM, as of November 2011, approximately 600,000 people 

remained in tents or other temporary housing in nearly 900 sites (UNOCHA, 2011).  People 

residing in IDP settings have decreased because of the evictions and disintegrating conditions in 

the camps rather than move to repaired or rebuilt housing (UNOCHA, 2011).  Currently, four 

years after the disaster, approximately 147,000 IDPs remain in 271 camps (Sherwood, 2014). 

 Nearly one year post-earthquake, the Center for Economic and Policy Research 

(2011) explained that recovery efforts have been slow.  As of September 2011, the distribution of 

humanitarian aid had not been completed, estimating only 43% of the funds promised by donor 

countries had been disbursed and only 10% of the funds had been spent on the ground.  

Currently, Sherwood (2014) reported that despite billions of dollars set aside for Haiti’s 

reconstruction, a limited number of housing structures promised by international aid agencies 

such as the International Red Cross have been built (see Figures 14 and 15). 
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Figure 14.  Damaged housing (Miller, N. R., 2010-2011). 
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Figure 15.  Recovery efforts have been slow; one year post-earthquake (Miller, N. R., 2010-

2011). 

In Haiti, MSPP is the Haitian national mental health authority appointed to coordinate 

government activities on policy, mental health legislation, and the planning of services, as well 

as direct the cluster (PAHO, 2012).  In the aftermath of the earthquake, PAHO/ WHO were 

designated the health cluster lead in Haiti (PAHO/WHO, 2011a).  Coordination meetings for 

health relief efforts co-chaired by MSPP were held daily. 

According to Saxena, van Ommeren, and Saraceno (2006), WHO and PAHO were 

designated to engage in a role of support to the local government, with the objective of advising 

on mental health policy and assisting in planning and coordination of responses in mental health 

post-disaster recovery.  The response to mental health of disaster victims should be seen in the 

context of national health priorities.  WHO and PAHO are designated to assist in monitoring the 

quality of outside technical assistance and reconstruction toward building sustainable national 

mental health services in post-disaster countries (Saxena et al., 2006).  March 2010, the Interim 
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Haiti Recovery Commission (IHRC) released its Action Plan for National Recovery and 

Development of Haiti (Hopmeier et al., 2010).  Disappointedly, mental health was not referenced 

in the national recovery plan and psychosocial assistance received only one mention (Shultz et 

al., 2011b). 

In May 2010, organizations convened to review progress and map their MHPSS services 

within the four-tiered IASC pyramid (MHPSS Coordination Haiti, 2010).  The meeting reported 

gaps in interventions and delivery of services.  Shultz et al. (2011b) reported the deficiency of 

services as follows: 

 Initial activities consisted mostly of psychosocial support; mental health consultations 

were rare. 

 Special needs groups were under-represented. 

 MHPSS activities were lacking in all geographic areas except in Zone Ouest. 

 Substance abuse was not addressed. 

 MHPSS needs assessment had not been conducted. 

To summarize, the post-earthquake recovery efforts were slow.  Nearly a year after the 

disaster in 2011, distribution of humanitarian aid and release of funds had not been completed.  

Over 600,000 people remained in settlements.  National organizations offered support and 

assistance to the local government with the objective of advising on mental health policy and 

assisting in planning and coordination of responses in mental health post-disaster recovery.  

However, mental health was not referenced in the national recovery plan.  Additionally, MHPSS 

services demonstrated numerous gaps in geographic locations, interventions, and delivery to 

specific populations. 
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Mental Health Service Programs 

Get to know local people.  Listen to village elders, local leaders, and staff who have been 

living and working there for a long time.  Keep your eyes and ears open. 

—Patrick Amazor, Clinical Director, ZL/PIH (PIH, 2011, p. 1) 

Research Question Three 

Raviola et al. (2013) indicated that innovative care delivery models are needed to build a 

mental health system of care.  Mental health services have been found to be more successful 

when interventions are culturally and contextually sensitive and are based on needs, urgency, 

and available resources (Ghodse & Galea, 2006).  Raviola et al. (2013) recommended the 

establishment of a community-based system led by the government.  They explained that this 

would require support at district hospitals and psychiatric facilities by staff and government to 

strengthen the community-based foundation.  The government and partners would need to 

commit to establishing a national policy and strategic plan for mental health (Raviola et al., 

2013). 

WHO (2013a) published a report called Building Back Better, Sustainable Mental Health 

Care After Emergencies that provides the rationale for understanding emergencies as 

opportunities to build better mental health care.  To raise awareness about this type of 

opportunity, this document described 10 diverse emergency-affected areas (Afghanistan, 

Burundi, Indonesia, Iraq, Jordan, Kosovo, Somalia, Sri Lanka, Timor-Leste, and West Bank and 

Gaza Strip) that developed sustainable mental healthcare systems. 

The following are 10 practices recommended by WHO (2013a), implemented by the 10 

diverse countries previously mentioned, necessary to create a successful sustainable mental 

healthcare system after an emergency: 
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1. Mental health reform was supported through planning for long-term sustainability from 

the outset. 

2. The broad mental health needs of the emergency-affected population were addressed. 

3. The government’s central role was respected. 

4. National professionals played a key role. 

5. Coordination across agencies was crucial. 

6. Mental health reform involved review and revision of national policies and plans. 

7. The mental health system was considered and strengthened as a whole. 

8. Health workers were reorganized and trained. 

9. Demonstration projects offered proof of concept and attracted further support and funds 

for mental health reform. 

10. Advocacy helped maintain momentum for change. 

Haiti presented significant challenges after the country’s loss of human life, government 

instability, and ongoing poverty in scaling up of mental health services that would be culturally 

sensitive, safe, and effective (Raviola et al., 2012).  InterAction, a key organization comprising 

the IASC, released its six-month accountability post-earthquake report, which contained a 

summary of response activities from 29 member organizations; 13 reported providing 

psychosocial support (InterAction, 2010). 

The following four mental health care programs during Haiti’s post-earthquake initiatives 

will be discussed: SLM, PIH/ZL, PSM, and Project Medishare Hospital.  The first example of a 

culturally appropriate and community-focused program based on the train-the-trainer model, a 

lay mental health worker project, was called SLM (Relief for the Spirit) (James et al., 2012).  

This program presented an empirical psychological content (i.e., disaster education, response to 
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stress and trauma, and coping techniques) to residents of the IDP camps in Port-Au-Prince for 

over two years (James et al., 2012).  SLM involved Haitian and U.S. collaboration, which 

resulted in a flexible cultural program to aid earthquake survivors in coping with the stress of the 

disaster and displacement. 

James et al. (2012) indicated that the curriculum focused on stress reduction by 

integrating a variety of coping and treatment models from both the indigenous culture and 

Western psychology.  The implementation of SLM incorporated Haitian cultural practices using 

local lay people to teach symptom-reduction techniques in groups.  Despite limited resources, 

SLM offered a sustainable model for post-disaster mental health intervention utilizing empirical 

and culturally compatible methods for the reduction of distress (James et al., 2012). 

Supported by Grand Challenges Canada (2014), PIH/ZL is a second example of a 

culturally relevant community-based mental health program highlighted in the report.  Zanmi 

Lasante (Partners in Health in Haitian Kreyol) was founded in 1983 and delivers health care in 

Haiti’s Artibonite Valley and central plateau (Raviola et al., 2012).  ZL has a staff of 

approximately 5000 providers, which include 2500 CHWs serving 11 hospitals in partnership 

with the Haitian Ministry of Health (Ministe`re de la Sante´ Publique et de la Population; 

Raviola et al., 2012). 

Raviola et al. (2012) explained that PIH is affiliated with Harvard Medical School and a 

number of U.S. academic medical centers committed to strengthening health systems in low-

resource countries.  PIH is an international health care organization whose fundamental premise 

is based on human rights and implemented in four areas: the delivery of clinical and social 

services in community and hospital settings; the development of research; training and education 

in service delivery, systems management and research methods; and advocacy regarding critical 
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unmet needs in health care for the poor (PIH, 2008).  PIH currently works in 12 countries and 

collaborates with NGOs and governments building local capacity to deliver quality sustainable 

health care.  PIH was founded in Haiti in 1987 and is based in Boston (Raviola et al., 2012).  

Previously, PIH/ZL had worked together on programs in Haiti to reduce infectious diseases such 

as HIV/AIDS and TB (Farmer et al., 2001).  The organizations decided to apply the 

comprehensive medical programs to the integration of mental health services (Raviola, Becker & 

Farmer, 2011). 

Raviola et al. (2012) noted that ZL were among the first responders to the acute medical 

crisis following the earthquake.  PIH recognized the lack of formal mental health services in 

Haiti prior to the earthquake.  PIH’s goal was to establish a community mental health program to 

respond to the immediacy of the earthquake emergency but also to establish a long-term system 

to address mental disorders over an extended period (Raviola et al., 2012).  PIH/ZL collaborated 

and deployed a team of Haitian and American nationals working for PIH to provide 

psychological and psychiatric care and train CHWs to evaluate and refer patients (Raviola et al., 

2012). 

Raviola et al. (2012) explained that the PIH/ZL mental health and psychosocial team 

(referred to as the Team) began their work by first conducting a series of memorial services at 

ZL hospital sites to commemorate the losses and survival the ZL staff had experienced.  The 

purpose was to provide comfort and promote emotional healing (Raviola et al., 2012).  Raviola et 

al. (2012) summarized that the ZL director is a Haitian priest and psychologist who developed 

mourning services combining spiritual and psychological language.  The Haitian Ministry of 

Health adopted ZL’s mourning practice and used it for national radio addresses.  The 

government emphasized the importance of mourning and mental health (Raviola et al., 2012).  
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The CHWs living and working in the Port-au-Prince IDP settlements also held these ceremonies, 

integrating music and communal activities to facilitate grieving.  WHO/PAHO (2010) reported 

that religious and spiritual leaders have historically been trusted by the population more readily 

than conventional medical institutions or mental health professionals.  With increasing access to 

more formal mental health services since the earthquake, people have started to understand the 

potential usefulness of such services (WHO/PAHO, 2010). 

After further collaboration and training, the PIH/ZL Team was ready to move forward 

and used the 5x5 model to guide the development of clinical services within the PIH health care 

system (Belkin et al., 2011).  This program began as a short-term disaster response and is 

transitioning to a long-term evidence-based mental health care system (Grand Challenges 

Canada, 2014). 

Since the recognition of the global burden of mental disorders (WHO, 2011), there has 

been an agreement among experts regarding the use of both basic treatment packages (i.e., 

psycho-education, interventions, and monitoring; Patel, Simon, Chowdhary, Kaaya, & Araya, 

2009) for common mental health conditions and task shifting (Raviola et al., 2011), which is 

using non-specialists such as primary care physicians and CHWs to carry out services of these 

packages.  Treatment packages and task shifting are key strategies integrated in the intervention 

model referred to as the 5x5 model to assist in closing the treatment gaps that exist in low-

resource contexts (Ravioli et al., 2012). 

According to Belkin et al. (2011), the 5x5 model is a pyramid of care approach detailing 

five key skill packages adapted to the belief and practices of the local context to address common 

mental health disorders in low resource settings.  Belkin et al. (2011) noted that the 5×5 

framework is a planning checklist that helps coordinate communication and efforts across 
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various stakeholders.  The first component is the minimum set of skills that can be organized to 

provide a range of treatments, guide training and service priorities, and adapt generalized 

evidence to multiple contexts (Belkin, et al., 2011).  According to Belkin et al. (2011), the five 

key skill packages are: 

 case finding, engagement, follow-up, and psycho-education; 

 targeted psychological interventions; 

 medication management; 

 supervision, consultation; and 

 quality oversight. 

Belkin et al. (2011) explained that the skills were matched with providers’ roles and 

specialties.  The skill packages encouraged collaboration around defined skill sets, training 

strategies, and accountability to monitor and link performance (see Figure 16; Belkin, et al., 

2011).  In addition, these skill packages are outlined in the WHO mhGAP-IG (WHO, 2013e). 
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Figure 16.  Key skill packages of the 5×5 model (Belkin et al., 2011; Raviola et al., 2012). 

Note: Reprinted with the permission from the President and Fellows of Harvard College ©, 

2012; American Psychiatric Association, 2011. 

The second component cited by Belkin et al. (2011) explained the five rules to best 

practices for mental health conditions are as follows: 

 Assess context (i.e., community needs and beliefs). 

 Identify priority care pathways (i.e., assessment and treatment of depression). 

 Specify decision support tools. 

 Use quality improvement practices. 

 Address sustainability, capacity building, and management. 

Belkin et al. (2011) explained that the framework established a shared vocabulary and a set of 

tools to coordinate and compare efforts to scale-up mental health programs across different 
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settings.  The 5x5 framework provided the how to about establishing a mental health program 

within the rules and guidelines established by WHO’s mhGAP-IG (Belkin et al., 2011). 

The PIH/ZL community mental health program focused on the assessment and 

treatment of depression in four IDP camps in Port-au-Prince.  The program was established 

beginning with the first three implementation rules of the 5x5 model.  According to Raviola et 

al. (2012), PIH/ZL accomplishments were: a) a qualitative assessment of local beliefs and 

perceived needs in the community, in partnership with the Interuniversity Institute for Research 

and Development; and b) CHWs tracked problems among residents related specifically to 

depression using a validated symptom scale. 

Skill sets were assigned to workers implementing task shifting.  For example, CHWs 

provided the screening and referrals for the care pathway for depression.  Mild to moderate 

depression was treated by midlevel providers (social workers and assistants) trained in 

interpersonal psychotherapy (IPT).  Services for acute and severe depressive disorders were 

provided by psychologists and physicians (Raviola et al. 2012; see Figure 17). 

 
Figure 17.  Basic care pathway for depression assigning skill sets to specific human 

resources (i.e., task shifting; Raviola et al. 2012). 

Note: Reprinted with the permission from the President and Fellows of Harvard College ©, 

2012. 

Additional efforts involved PIH/ZL coordinating with multiple organizations, 

including the Haitian government, in mental health service planning and delivery (Raviola 
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et al., 2012).  PIH/ZL emphasized programs were to be driven by local needs and leaders and not 

from the outside.  Once the care pathway for depression was implemented, the goal was to 

expand to different sites and add new care pathways for other mental disorders over time 

(Raviola et al., 2012).  Raviola et al. (2012) commented that the two benefits of the program 

were: 

 the broadening of the role of the psychiatrist, which emphasized mental health 

services had been previously stigmatized and neglected; and 

 a consensus among various organizations and providers was promoted.   

Collaboration with U.S. academic medical centers was established to support 

research, training, and advocacy activities for the services delivered by PIH/ZL (Raviola et 

al., 2012).  Raviola et al. (2012) explained that the Team recognized the need for continued 

education and training for health care providers and students in implementing mental health care.  

In 2011, PIH hired a full-time psychiatrist to train and clinically support ZL mental health teams.  

Co-sponsored by Harvard Medical School, this fellow position was established in honor of Dr. 

Mario Pagenel, the former Director of Training and Medical Education at ZL who had an interest 

in mental health and had died in the earthquake (Raviola et al., 2012).  The fellowship provides 

residents with the opportunity to develop career interests in global mental health by supporting 

the development of mental health training programs for clinicians at PIH sites in Haiti.  At the 

same time, the program created opportunities for Haitian health care providers to develop careers 

as mental health practitioners and to promote continued practice in their home communities 

(Raviola et al., 2012). 

Raviola et al. (2012) reported that the Team presented workshops to representatives from 

other NGOs working in Haiti to promote shared learning with the goal of maximizing the 5×5 
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model within Haiti once established within the ZL health care system.  The Team hoped this 

process would gain momentum and become a sustained commitment to the building of long-term 

solutions (Raviola et al., 2012). 

The third program, PSM, is an example of a community-based mental health program in 

Jeremie, Haiti.  Diaz et al. (2012) conducted training and program activities at local public health 

clinics that became the same locations for the mental health clinics.  Diaz et al. (2012) explained 

that this aided in the sharing of resources and development of partnerships.  Public health 

workers and medical personnel were included in all training and program development activities.  

Diaz et al. (2012) presumed that partnerships would encourage dialogue regarding mental health 

policy.  The seminars instructed about basic mental health interventions that were easy to 

implement and demonstrated cross-cultural validity (Diaz et al., 2012).  The PSM program 

followed the recommendations of WHO (2007) to provide a low cost, informal, community, self-

care program. 

Diaz et al. (2012) explained that the mental health workers of PSM were trained to 

respond to the needs of the Haitian people in the aftermath of the earthquake and continue the 

development of a Haitian mental health program.  The mental health training took place over 

four days utilizing a collaborative training model combined with dialogue, presentations, and 

didactic exercises (i.e. active listening, nonverbal communication, music, games, massage, and 

relaxation; Diaz et al., 2012).  According to the authors, the group consisted of 27 men and 

women representing different positions in the community such as, public health workers, nurse, 

teachers, a doctor, a dentist, and community organizers from churches and businesses.  These 

individuals had participated in previous focus groups and in an initial seminar conducted in 

January of 2010.  Diaz et al. (2012) reported that the information taught over the four days 
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included understanding mental health, the impact of mental health problems on individuals and 

communities within Haiti, etiology and symptoms of common mental disorders, mental health 

first aid, and community development and outreach.  On the final day of the training, groups 

were formed to design mental health activities for implementation in their communities (Diaz et 

al., 2012). 

Diaz et al. (2012) asserted that this program development addressed poverty within the 

context of mental health intervention.  Diaz et al. (2012) explored the relationship between 

globalization, poverty, and mental health in order to develop psychological theory and 

interventions that were culturally appropriate.  The authors illustrated how the historical and 

ongoing economic underdevelopment of Haiti shape the experience of mental health.  They 

recognized how economic hardship framed all of the interviews and focus group discussions.  

Diaz et al. (2012) were concerned with the extent to which participants reported feeling 

dispirited and hopeless.  Diaz et al. (2012) were committed to address poverty within the context 

of mental health interventions, as an essential element with program development. 

The vision of PSM included a focus on sustainable livelihood (Raja et al., 2008).  

Sustainable livelihood programs included: a) loans for individuals with mental health issues; b) 

scholarships for students who have parents with mental health problems; (c) horticultural 

therapy; and d) the development of care arming programs where individuals with mental health 

problems are involved in subsistence farming work, as a form of a mental health intervention 

(Hine, Peacock, & Pretty, 2008, as cited in Diaz et al., 2012).  Farmer (2010b) concurred that 

creating employment for the Haitian people will result in economic growth, which is essential in 

breaking the cycle of poverty and transitioning to sustained gains in health care, education, and 

government. 
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The fourth program presented is Project Medishare, an NGO founded by Dr. Barth 

Green, professor and chair of the Department of Neurosurgery, and Dr. Arthur Fournier, 

professor of Family Medicine and Associate Dean for Community Health Affairs at the 

University of Miami’s Miller School of Medicine.  They have been working to provide 

sustainable health care for Haiti since 1994 (Project Medishare, 2014).  Project Medishare 

(2014) explained that they were one of the first medical teams to arrive in Haiti after the 2010 

earthquake.  In days, the organization set up a 300-bed trauma and critical care field hospital 

under 4 large tents in Port-au-Prince on airport grounds and treated over 30,000 earthquake 

victims (see Figure 18); Project Medishare, 2014). 

In June 2010, Project Medishare transferred from the tents into a non-profit community 

hospital, Hospital Bernard Mevs (see Figures 18 and 19).  Project Medishare brought all of the 

equipment from the field hospital to Hospital Bernard Mevs, which provided upgraded 

equipment for the hospital’s intensive care units (Project Medishare, 2014).  The hospital treats 

200 to 300 patients daily in the outpatient clinic and 50 inpatients daily.  Hospital Bernard Mevs 

has become the only trauma and critical care hospital in Haiti.  The majority of aid organizations 

have since left Haiti while Project Medishare has remained and is committed to helping Haitians 

develop a sustainable healthcare system (Project Medishare, 2014). 
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Figure 18.  Sunset over Project Medishare field hospital, which closed June 2010; patients were 

transferred to hospital Bernard Mevs, Port-au-Prince (Miller, N. R., 2010-2011). 

 
Figure 19.  Project Medishare established a permanent presence in June 2010 in Haiti at the 

small community nonprofit hospital Bernard Mevs, Port-au-Prince (Miller, N. R., 2010-2011). 

I had the opportunity to volunteer with Project Medishare on two separate occasions 

providing integrated mental health care in a hospital setting.  Each experience was unique 
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because the period following the earthquake and hospital setting differed.  The first volunteer 

experience was in the field hospital five months after the earthquake.  It involved the delivery of 

crisis counseling, grief support, and psychosocial support services at a heightened emergency 

response level, which related to the immediacy of the post-disaster.  The second volunteer 

experience was nearly two years after the earthquake at Hospital Bernard Mevs.  Similar 

counseling interventions were provided but in a slower paced environment that emphasized 

building Haitian capacity and sustainable health care. 

Regarding the first visit to Haiti with Project Medishare, an appeal had been made for 

licensed mental health providers to accompany medical teams in Haiti to assist in providing 

support to volunteers, local staff, and personnel.  Most interventions were brief approaches of 

psychological first aid, with the exception of patient care, which involved assessment, 

therapeutic interventions, and assistance with discharge (Ottenstein, 2010).  The mental health 

team consisted of four licensed mental health providers and two interpreters.  Project Medishare 

assigned interpreters to assist the mental health providers in communicating with patients and 

families.  McShane (2011) indicated that interpreters were essential to reduce the language 

barrier and aid in the communication with patients and families.  The licensed mental health 

providers were reminded to work within the scope of their abilities and to access interpreters as 

needed.  A mental health team leader was designated to attend logistical meetings and assist in 

coordinating schedules.  The team met in the morning and at the end of the day to discuss 

relevant concerns and offer support to one another (Ottenstein, 2010). 

In May 2010, I worked with teams of medical volunteers over an eight day period 

rotating in the Adult, Pediatrics, and Neonatal Intensive Care units while assisting occasionally 

with the Outpatient clinic (see Figures 20 and 21). 



CREATING OPPORTUNITY AFTER CRISIS 84 

 

 

 
Figure 20.  Project Medishare field hospital pediatric tent (Miller, N. R., 2010-2011). 

 
Figure 21.  Mental health provider, NICU Project Medishare field hospital (Miller, N. R., 2010-

2011). 

Even though months had passed since the acute phase of the earthquake disaster, 

recovery remained slow with limited humanitarian aid (e.g., food, water, and shelter) and 
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medical supplies distributed to communities.  Hundreds of patients were seen through Project 

Medishare’s outpatient or emergency tents daily, seeking medical attention for acute or 

preexisting physical concerns unrelated to trauma injuries from the earthquake.  Many patients 

complained of physical complaints such as heart palpitations, headaches, and memory problems.  

For many, the symptoms started after the disaster and appeared to be related to anxiety, 

depression, the grief process, PTSD, and psychosis (McShane, 2011; PAHO/WHO 2011a).  

Mental health had received little attention even though the majority of survivors reported feeling 

hopeless, depressed, and showed signs of trauma (Marcelin, 2010).  Understandably, meeting 

basic needs was essential to recovering mental health (Ravenscroft, 2010b). 

As time from the earthquake passed, newly admitted trauma cases to Project Medishare 

Hospital were related to infections, accidents, and violence in the city of Port-au-Prince resulting 

from civil unrest.  The chronic and severe patients previously admitted to the field hospital 

continued receiving treatment for injuries (e.g., spinal injuries, crushed limbs, wound care, 

infections, and burns) sustained during the disaster requiring multiple surgeries or dealing with 

secondary complications.  Patients and family members were instructed in self-help intervention 

techniques such as drawing, positive imagery, and relaxation techniques to interrupt cycles of 

pain and anxiety (Ravenscroft, 2010a).  Rehabilitation for amputees and other injured survivors 

became critical to limit future disabilities (PAHO, 2010). 

Social work functions such as case management and discharge planning were limited due 

to the lack of resources, both within the hospital grounds and the community.  It was difficult to 

reconnect patients with family members, coordinate transportation, or transition to placement 

agencies.  Many patients did not have a home to return to and knowing the devastating 

conditions of the tent settlements complicated the discharge planning.  There was a large storage 
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unit filled with donations of clothes, toys, and basic supplies operated and organized by NGO 

churches on the hospital grounds.  When a patient was medically cleared for discharge, typically 

a small backpack of basic supplies was prepared consisting of donated items such as a change of 

clothes, a filled water bottle, and limited medications to assist the patient in his or her transition 

home. 

Volunteering in the intensive care units resulted in working with families dealing with 

life and death decisions.  As the mental health provider, I offered emotional support and 

assistance to family members faced with difficult resolutions.  Strengthening family connections 

and prayer provided some comfort and solace to those in pain and suffering. 

The following case demonstrated the integration of mental health and critical medical 

care within the Haitian cultural context.  A male infant child approximately 12 months old was 

brought to the emergency tent dehydrated, listless, and with infection.  The baby was admitted 

to the Pediatric Intensive Care Unit (PICU).  The medical team provided all medical 

interventions available (i.e., intra-venous fluids [IVs], antibiotics, and respiratory assistance).  I 

offered emotional support to the aunt, father, and mother.  The aunt was designated the family 

representative because they believed the mother’s tears would strengthen the spirits and thereby 

worsen the baby’s condition.  The mother was shunned from the PICU area by the aunt’s 

discretion.  The father was less available and had expressed some suspicions toward the medical 

practices on his son.  Through the days and nights, the aunt sat watch over the baby and prayed, 

often reciting the proverb “Bondye bon, Bondye bon” (God is good, whatever happens is God’s 

choice; Menos, 2005).  The researcher and family developed a trusting relationship as cultural 

and language barriers were minimized with the support of the interpreter.  Understanding the 



CREATING OPPORTUNITY AFTER CRISIS 87 

 

 

religious and cultural practices of the Haitian people assisted in interpreting the nuances of the 

family members. 

The baby’s condition worsened as time progressed.  The medical team was having 

difficulty inserting IV treatments because of the baby’s collapsed veins.  The physician 

explained to the aunt and father through the interpreter that the medical team would attempt one 

last medical intervention, inserting a central venous catheter into the neck of the baby, as a 

means to administer the necessary medications and fluids.  The father became restless and 

agitated with the prospect of the procedure and the potential negative outcome for his son.  The 

interpreter quickly explained that the father was wanting more time before the procedure in order 

to seek the prayer and guidance from their village houngan but, due to the distance and rugged 

roads, it would take hours to reach the rural village and return back to Project Medishare field 

hospital.  The father appeared relieved once he knew he could discuss his vodou beliefs and the 

medical team agreed to wait for him to return with the houngan, before performing the medical 

procedure.  The father took measurements of his son and an article of his clothing and began the 

journey to his home village.   

The baby remained in critical condition and was carefully monitored by the PICU staff.  

The father and houngan returned hours later.  The father requested that the houngan perform his 

prayer ceremony and rituals over the baby without interruption from the medical team.  The 

father specifically requested that the doctor remain silent throughout the ceremony.  The 

researcher and medical team were invited to surround the baby during the ceremony with the 

aunt, father, and houngan.  The father placed the baby’s orange t-shirt under the baby’s back 

along with herbal leaves.  The houngan performed a variety of rituals involving chanting and 

drumming, using a blend of herbs, oils, rocks, feathers, and water.  He prayed over the baby for 
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nearly 45 minutes and concluded the blessing by placing drops of water and oil on the baby’s 

head and extremities with his hands.  The ritual acts combined African, Native Indian, and 

Catholicism practices.   

Soon after the houngan departed, the medical team took over and proceeded with the 

insertion of the venous catheter.  The procedure was performed with success and the medications 

were rapidly administered to the baby.  The family members were informed the next 24 hours 

were critical as the baby fought for his life.  To everyone’s astonishment, the baby made it 

through the night and began to show minor signs of improvement through dawn.  From that time 

forward, the baby progressed daily.  The family experienced a sense relief and expressed joy and 

gratitude to the staff.  Through the interpreter, the aunt acknowledged she believed it was the 

vodou priest’s blessings combined with the medical interventions that saved her nephew. 

The researcher’s volunteer experience as a disaster mental health provider was rewarding 

both professionally and personally.  The fieldwork highlighted the importance of how 

understanding a family’s cultural background affected the healing process of the patient.  

Integrating mental health in a critical medical care setting within the Haitian context fostered 

trust and opened communication with the family and medical team.  All parties involved 

accepted each other’s differences.  The role of the interpreter was significant in understanding 

and approaching the family in a culturally competent manner.  The literature continues to support 

the need to integrate Haiti’s traditional perceptions,  beliefs, and religious influences with 

contemporary biopsychosocial approaches in order to develop long-term services (Belkin et al., 

2011; Raviola et al., 2013). 

In June 2010, Project Medishare established a permanent presence in Haiti at the small 

community nonprofit hospital Bernard Mevs (Project Medishare, 2014).  The organization 
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remains committed to reconstructing Haiti’s medical infrastructure and the training of Haitian 

physicians, nurses, and allied health professionals.  Project Medishare (2014) worked closely 

with the Haitian MSPP and supports rural communities by establishing sustainable programs.  

Project Medishare values partnerships with community-based organizations believing the best 

programs engage all levels of the community.  They recognized the importance of addressing 

social, cultural, and economic issues as necessary to improving health care (Project Medishare, 

2014).  Similarly, Project Medishare noted that programs need to be culturally sensitive, utilize 

current technologies and medications, and remain cost effective (Project Medishare, 2014).  

McShane (2011) indicated that practicing in a resource-poor setting provides unique challenges 

such as cultural and language barriers, and reveals the economic and ethical dilemmas of 

establishing adequate individual care along with sustainable infrastructure for the population. 

PAHO/WHO (2011a) predicted that as funding sources depleted and NGOs prepared to 

exit Haiti, the health services would become more challenged.  Planning would be necessary to 

address gaps in coverage at health facilities.  The majority of mental health investments during 

Haiti’s 2010 earthquake disaster were directed toward humanitarian relief (WHO, 2013a).  

Consequently, Haiti’s next challenge was the transition from humanitarian relief toward 

rebuilding a more sustainable health system.  However, the cholera outbreak set the 

reconstruction phase back because immediate attention went to helping the patients who were 

acutely ill.  The transition from short-term recovery to long-term recovery was challenged, as 

health organizations and the Haitian government continued to address both immediate and long-

term needs of the country (PAHO/WHO 2011a). 
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Mental Health Needs, Challenges, Long-Term Service, Planning, and Policy 

Research Question Four 

Raviola et al. (2013) explained that in Haiti, humanitarian action and health services are 

defined by NGOs.  An impoverished country with a weakened central government and poor 

collaboration and communication among multiple nongovernmental entities presents barriers to 

medical and mental health services (Raviola et al., 2013).  Chronic underfunding, unstable 

political contexts, high disease burden, inadequate human resources, and inefficient allocation 

continually challenge health systems in low-income countries (Jenkins, Baingana, Ahmad, 

McDaid, & Atun, 2011).  These barriers to mental health services need to be addressed in Haiti 

to work toward the goal of reaching long-term sustainability (Raviola et al., 2013). 

Khoury et al. (2012) and the United Nations Development Program (UNDP; 2010) 

indicated that barriers to biomedical care for mental health issues in rural Haiti included 

structural factors such as scarcity of treatment resources and lack of psychiatric training among 

health practitioners.  UNDP (2010) added that the distance to clinical facilities and cost of care 

are concerns that are as important as the Haitians’ beliefs about determining choice of treatment.  

Establishing user fees poses a significant barrier to health service use for poor people, especially 

those with chronic illness (Jenkins et al., 2011).  Shame and stigma are additional barriers 

families face when seeking treatment for a family member with moderate to severe mental 

disorders (WHO/PAHO, 2010). 

According to Belkin and Fricchione (2005), when care is not effective or accessible, 

stigma magnifies.  Belkin and Fricchione (2005) recommended one way to overcome stigma is 

to engage existing opportunities to strengthen health systems utilizing the 5x5 framework.  

Belkin and Fricchione (2005) indicated the lack of clarity and consensus about how to act on 
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mental health needs is the real obstacle.  Implementing community mental health treatment 

creates the opportunity for earlier intervention and preventive initiatives.  Incorporating local 

belief systems and existing resources related to mental health among rural Haitians will be 

integral to creating sustainable solutions (Khoury et al., 2012). 

According to Raviola et al. (2012), advocating for individuals and family members 

suffering from mental illness helps to reduce barriers in seeking treatment.  For example, in 

2011, World Mental Health Day had been observed by the Haitian Ministry of Health and 

PIH/ZL for the past two years under the banner: “With a Clear Mind, Your Body is Stronger” 

(Ak te`t kle` ko` a pi djanm; Raviola et al., 2012).  The purpose was to educate communities on 

promoting both physical and mental health to reduce the stigma associated with mental 

disorders and to inform the public of the free mental health services available at all ZL hospitals 

(Raviola et al., 2012). 

As previously discussed, poverty reduction and improved healthcare access are key 

elements for prevention of mental disorders and recovery among those who already suffer from 

psychological distress (Cerdá et al., 2013; Diaz et al., 2012; Farmer, 2010b; Lund et al., 2011; 

Patel, 2007; Wagenaar et al., 2012).  After Dr. David Grelotti completed his psychiatric 

fellowship with the Haiti program PIH/ZL, Grelotti (2013) noted that to address barriers to care, 

they minimized costs and offered free medications to the community.   

Additionally, PIH/ZL established a mobile clinic where mental health providers traveled 

monthly to remote areas to conduct clinics, which resulted in improved access and follow-up 

care.  These approaches helped to raise the standard of care and decreased the burden of mental 

illness in rural parts of Haiti.  It is necessary to understand the barriers to mental health services 
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in Haiti’s rural communities in order for Haitian and international efforts to improve the mental 

healthcare system (Raviola et al., 2012). 

Integrating mental and physical healthcare in emergency and conflict zones is 

recommended in the IASC guidelines as an established practice (IASC, 2007; van Ommeren et 

al., 2005).  However, there are multiple barriers to integrating mental health services into 

primary care according to Saraceno et al. (2007).  These barriers consisted of the work overload 

experienced by the primary health care provider, the lack of supervision resulting in over-

prescribing psychotropic drugs, and the lack of availability of psychotropic drugs to treat severe 

mental disorders (Saraceno et al., 2007).  IASC guidelines (2007) addressed each of these 

barriers recommending theoretical training needs to be accompanied by supervised on-the-job 

training and primary health care staff members are allowed time dedicated for mental health 

work.  The guidelines recommend additional training in psychological interventions for non-

pathological distress and rational prescription of psychotropic medications.  IASC (2007) 

emphasized investment in systems of care rather than individuals and conforming treatment 

protocols to international standards of care.  However, Rose et al. (2011) indicated that Haiti’s 

absence of community-based mental health care prior to the earthquake and the immense scale of 

the disaster provided a challenge to implementing the IASC guidelines (2007) in an emergency 

resource poor setting. 

Grelotti (2013) summarized that strengthening local resources through staff training and 

assuring access to mental health resources (i.e., training materials, medications, and assessment 

tools) are essential in creating a cost effective, sustainable mental health service system to be 

delivered in resource-limited countries.  Promoting infrastructure and supporting evidence-based 

interventions will demonstrate investment in global mental health and ensure health system 
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changes.  The health system may meet the challenge of future crises and contribute to research 

(Grelotti, 2013). 

After the earthquake the MSPP interim plan for the health sector (April 2010–September 

2011) brought attention to people struggling from psychological problems (Ministe` re de la 

Sante´ Publique et de la Population, 2010).  From 2010 to 2011, collaboration among MSPP, 

PAHO, and nongovernmental partners, including PIH/ZL, increased efforts toward establishing a 

policy and national strategy for mental health.  There was hope dialogue would expand plans to 

integrate models of community-based mental health care and gain sustained commitment to 

developing long-term solutions (Raviola et al., 2012).  MSPP started to look beyond emergency 

responses and toward longer-term health care solutions for the population, as the Haitian health 

system began to recover from the cholera outbreak (Vertefeville, Dowell, Domercant, & 

Tappero, 2013).  Planning meetings were organized by the MSPP authority.  However, 

challenges in sustaining the process occurred when political elections and change in leadership 

resulted in the lack of commitment from the NGOs to both Haiti and mental health (Raviola et 

al., 2013).  Raviola et al. (2013) noted that currently there remains no mental health plan, policy, 

or mental health legislation fully defined. 

Raviola et al. (2013) explained that Haiti poses substantial challenges because of its 

limited resources, fragmented governance, and lack of preexisting formal mental health system.  

Global challenges include the coordination of interventions by local and foreign NGOs, groups, 

and individuals in implementing safe and culturally relevant practices (Raviola et al., 2013).  In 

Haiti, it has been difficult to gain the participation of local leaders and establish a long-term plan 

for sustainable services.  Coordinating activities through the UN cluster under the leadership of 
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MSPP in accordance with the UN IASC guidelines would assist in more organized delivery of 

services (IASC, 2007). 

Raviola et al. (2013) suggested better systems are needed for emergency mental health 

and psychosocial response, and the coordination of transitioning from short-term to long-term 

response.  Vertefeville et al. (2013) noted that MSPP leaders are looking toward the future and 

have committed to working with partners to look beyond disasters and initiate long-term 

strategic plans for health programs (e.g., immunizations, reducing maternal mortality, and 

eliminating cholera).  PAHO/WHO (2011b) indicated that the mental health organizations 

assisted in the coordination with the health, social mobilization, and risk communication 

departments during the cholera emergency response.  Vertefeville et al. (2013) explained that if 

the public health programs are successful and sustained, this would be one area of 

accomplishment in post-earthquake Haiti. 

Jenkins et al. (2011) addressed the challenges in developing mental health policy in low-

income countries.  As reported previously, untreated mental health disorders account for over 

13% of the total global burden of disease (WHO, 2011).  Predictions indicate depression will be 

the leading cause of disease burden globally (WHO, 2011).  Jenkins et al. (2011) cited that 

international organizations allocated proportionally less for mental health resources in the health 

budget than for other programs.  Jenkins et al. (2011) explained that sustaining the funding of 

healthcare systems in LICs is challenging.  Jenkins et al. (2011) recommended integrating mental 

health policies into health, social, and educational policies, and action plans, though developed 

separately, on both a country level and national level.  Jenkins et al. (2011) professed the 

importance to receive information and opinions from the health sector to address mental health 

problems.   
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Mental health is viewed as intersecting across different departments requiring 

interventions in social welfare, education, and the criminal justice systems, as well as the NGO 

divisions (Jenkins et al., 2011).  Similarly, Jenkins et al. (2011) emphasized the need to provide 

staff training on mental health interventions to promote sustainable services.  They suggested 

recording the treatment of mental disorders in LICs utilizing HIMS.  Additionally, Jenkins et al. 

(2011) noted that the use of generic medications is less costly and they can be used to treat the 

majority of mental disorders.  Likewise, Jenkins et al. (2011) supported the integration of mental 

health programs at the primary health care level resulting in equitable access to clients and 

efficiency of delivery of care. 

Correspondingly, Patel et al. (2013) proposed the rationale for integration of mental 

health care into health care services included client-centered treatment, improved access, less 

fragmented services, reduced stigma, and maximizing both mental health and physical health 

outcomes resulting in a strengthened health system.  Patel et al. (2013) emphasized that 

integration requires assessments, trained staff for delivery of interventions, and collaboration 

among medical providers. 

Limitations of the integrated approach can result in mental disorders being neglected and 

overburdening the existing health system (Patel et al., 2013).  Research-based evidence for 

developing integrated health systems is insufficient.  However, despite these risks, Patel et al. 

(2013) affirmed that integrated care is the most efficient and logical approach to strengthen the 

capacity of primary care systems and increase the treatment of other health priorities such as 

mental illness. 

Initiatives are being made to confront the barriers in developing mental health care 

systems in low resource countries.  For example, the Grand Challenges in Global Mental Health 
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(GCGMH) initiative is a collaborative project (led by the U.S. National Institute of Mental 

Health and the Global Alliance for Chronic Disease, in partnership with the Welcome Trust, the 

McLaughlin-Rotman Center for Global Health, and the London School of Hygiene and Tropical 

Medicine) stating that specific barriers, if removed, would improve the lives of those affected by 

mental illness (GCGMH, 2012).  The goals of GCGMH (2012) are to identify barriers and 

develop interventions that would scale up services in all countries.  GCGMH (2012) called for 

parity between mental and physical illness as an investment in research, training, treatment, and 

prevention (Collins, Insel, Chockalingam, Daar, & Maddox, 2013). 

Collins et al. (2013) indicated that the integration of care for mental, neurological, and 

substance use (MNS) disorders should occur through the collaboration of health systems and 

utilize evidence-based interventions.  The authors professed the importance of understanding 

environmental influences and implementing a holistic management of prevention and the 

treatment of disease across a lifespan. 

In the published report Global Burden of Mental Disorders and the Need for a 

Comprehensive, Coordinated Response From Health and Social Sectors at the Country Level, 

WHO (2011) recommended the following strategies: a) improved provisions of good-quality 

treatment and care for mental health conditions; b) access for people with, or at risk for, mental 

disorders to social welfare services, and opportunities for education and employment; and c) 

introduced human rights protection for people with mental health conditions.  WHO (2011) 

proposed the implementation of the above stated strategies by: 

 expanding evidence-based mental health interventions in general health, supporting all 

children and adolescents to receive an education, including vulnerable children, in 

economically and socially disadvantaged groups; 

http://www.nimh.nih.gov/
http://www.nimh.nih.gov/
http://www.ga-cd.org/
http://www.wellcome.ac.uk/
http://www.mrcglobal.org/
http://www.lshtm.ac.uk/
http://www.lshtm.ac.uk/
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 including people with mental health conditions in employment and income generating 

programs, introducing supported employment programs, and providing social protection 

grants; 

 linking mental health services, housing, and other social services; 

 developing policies and laws that protect and promote human rights, establishing 

independent monitoring mechanisms to improve conditions in health facilities in 

accordance with international human rights standards such as the United Nations 

Convention on the Rights of Persons with Disabilities; and 

 supporting the development of a strong civil society and promoting the inclusion of 

people with mental disabilities in public affairs, including policymaking. 

Additionally, after review and analysis of the report, WHO and the Republic of Haiti 

2011 (as cited in Raviola et al., 2013), PAHO/WHO (2011a), and the MSPP prioritized increased 

mental health care access at secondary and primary healthcare levels and ensured training and 

increased mental health staff country-wide.  PAHO/WHO (2011b) established plans to work 

with the MSPP and mobilize funds to establish 18 community mental health teams with each 

team consisting of at least one doctor or psychiatrist, one psychologist, and one nurse.  

PAHO/WHO (2011b) committed to improving the standards and conditions of the Haitian 

psychiatric hospitals.  The importance to develop and implement a course on human rights and 

mental health for professionals working in the psychiatric hospitals was addressed.  Plans were 

established to conduct a study of psychiatric hospital patients to investigate opportunities for 

rehabilitation and societal reintegration.  In partnership with MSPP, PAHO/WHO (2011b) 

identified the need to create a database for basic information regarding psychiatric hospital 
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activities.  In addition, PAHO/WHO (2011b) requested increased mobilization of funds in order 

to address the suggested mental health-related activities. 

As indicated, WHO (2011) has been designated the lead role in addressing mental health 

problems associated with humanitarian emergencies.  WHO has initiated and cooperated in the 

preparation of both the IASCs guidelines on MHPSS in emergency settings and a standard on 

mental health in the revised edition of the Sphere Handbook (WHO, 2011).  During the past 

decade, WHO has provided substantial emergency and post-emergency support to health 

ministries for improving mental health care in Haiti and other countries and territories (WHO, 

2011). 

In 2013, WHO launched the mhGAP, which focused on the lack of care for people 

suffering from mental, neurological, and substance use disorders for countries with low- and 

middle-income.  The mhGAP goals are to help millions receive treatment for mental disorders 

and improve their daily life functioning despite limited resources (WHO, 2013d). 

WHO (2013d) published the mhGAP-IG, which is a simple tool to assist health workers 

in a variety of resource settings to detect, diagnose, and manage mental, neurological, and 

substance abuse disorders.  The mhGAP-IG indicates evidence-based recommendations to 

manage mental health disorders including depression, epilepsy, psychosis, bipolar disorders, 

developmental and behavioral disorders in children and adolescents, dementia, alcohol use 

disorders, drug use disorders, self-harm/suicide, and other significant emotional or medical 

complaints (WHO, 2013e).  The intervention guide emphasizes the importance of psychosocial 

interventions and offers the tools to address community-based mental health services, which can 

be provided in situations where mental health care services have been disrupted or were not 

previously available.  It also provides advice on medicines, when to use them or not, and covers 
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interventions with a basic approach that uses easy-to-follow flow charts (WHO, 2013e).  

PAHO/WHO (2011b) acknowledged the importance to teach trainers on the modules in the 

mhGAP-IG and eventually to instruct the primary health care workers on the mhGAP-IG, with 

specific focus regarding depression and developmental disorders.  Collins et al. (2013) supported 

WHO mhGAP applying the mhGAP-IG in relevant treatment settings. 

WHO (2013c) released the global Mental Health Action Plan 2013-2020 for the 

prevention and control of non-communicable diseases for all resource settings.  The action plan 

supports, and does not duplicate, the WHOs mhGAP.  The focus of mhGAP was to expand 

services for mental health in low resource settings.  The Mental Health Action Plan 2013-2020 is 

comprehensive and designed to provide guidance for national action plans for all people.  The 

action plan’s core principle is no health without mental health.  The plan applies the International 

Statistical Classification of Diseases and Related Health Problems Tenth revision (ICD-10) when 

defining mental and behavioral disorders. 

The Mental Health Action Plan 2013-2020 advocates for vulnerable groups and suicide 

prevention.  In fact, Haitian government social workers have initiated conducting household 

surveys to classify families according to their level of vulnerability (UNDP, 2014).  UNDP 

(2014) assisted in developing a registry to identify the nearly 15,000 households surveyed, 

representing approximately 100,000 people.  The registry helps direct resources to the most 

vulnerable and is used as part of social protection programs implemented by the Government’s 

Economic and Social Assistance Fund (UNDP, 2014).  Additionally, the Mental Health Action 

Plan 2013-2020 addresses response, promotion, and prevention strategies for mental health 

services (WHO, 2013c).  The WHO secretariat emphasized the need for strong leadership, 
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enhanced partnerships, and the commitment of resources toward implementation of the Mental 

Health Action Plan 2013-2020 (WHO, 2013c). 

The 2014 Humanitarian Action Plan (HAP) for Haiti, prepared by UNOCHA (2013b), 

addressed critical humanitarian needs and the strengthening of Haiti’s capacity (see Figure 22).  

According to UNOCHA (2013b), the HAP cited four strategies to achieve this goal: 

 Meet the immediate needs of remaining displaced people and secure appropriate 

solutions. 

 Reduce cholera transmission and fatality rates through rapid response and prevention. 

 Protect the lives and livelihoods of people affected by food insecurity and rehabilitate 

children suffering from severe malnutrition. 

 Strengthen national capacities to coordinate the response to actual and future 

humanitarian needs. 

UNOCHA (2013b) explained that efforts to resolve these four areas during 2014 would make 

a difference for hundreds of thousands of people and could significantly reduce the need for 

humanitarian interventions in the future. 
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Figure 22. Why continue to support Haiti (UNOCHA, 2013b)? 

Note: Reprinted with the permission of the United Nations. 

Long-term interventions with displaced populations recommended by IASC (2007) are as 

follows: 

 assessment of the community needs; 

 collaboration with the community; 

 specialized attention to the most vulnerable within the community; 

 strengthen IDPs social supports and formal and informal resources; 

 interventions that focus on rebuilding a normal life and reintegration into society; 

 continuing access to social and psychological services integrated in community 

services such as education, health, and social welfare; 

 integrate mental health care in non-specialized health services and create sustainable 

community-based mental health services. 
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UNOCHA (2013a) indicated that international funding of $169 million is needed to 

implement HAP Haiti 2014 plans.  Half of the funds would be directed to solutions and services 

for the individuals who have remained in IDP camps.  UNOCHA (2013a) estimated that $40 

million would be applied to the cholera epidemic.  The remaining funds would be used toward 

food security, protection, and preparedness activities to face future potential disasters 

(UNOCHA, 2013a). 

UNOCHA (2013a) reported that Haiti continues to progress in recovery efforts over the 

last few years: 89% of the displaced population have left the camps; the cholera epidemic has 

been reduced by over 50%, severe food insecurity has been reduced from 1.5 million affected 

people to 600,000 in October 2013, and infant mortality rates have been reduced to 59 per 1,000 

live births.  However, continued support is needed to complete the transition through 2014 

(UNOCHA, 2013a). 

The Government of Haiti has increased leadership in coordinating humanitarian efforts.  

Over the past year, humanitarian organizations are functioning in a more supportive role as Haiti 

is strengthening its national capacities.  Humanitarian efforts are more focused on critical needs 

and delivered in partnership with Haiti’s local communities (UNOCHA, 2013a). 

UNDP (2014) reported supporting the transition from emergency relief to sustained 

recovery for Haiti’s communities.  More than 80% of the 10 million cubic meters of debris 

generated by the earthquake have been cleared from the streets of Port-au-Prince (UNDP, 2014).  

UNDP (2014) assisted in the development of community boards, programs, and policies that are 

now approved by the people and the government.  Training programs and projects are managed 

by local communities, which have assisted in the recovery and improved the lives of Haitians 

(see Figure 23). 
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Figure 23.  Markets and vendors reestablished post-earthquake, Port-au-Prince (Miller, N. R., 

2010-2011). 

UNDP (2014) helped the government establish the Coordination Unit for Housing and 

Public Buildings Construction and the launch of the National Housing and Habitat Policy, which 

was initiated by the communities and resulted in 11,000 displaced families being relocated to 

housing that is more suitable.  UNDP (2014) continues to work toward sustainable programs to 

reduce poverty within the framework of the 2015 Millennium Development Goals (MDGs; 

UNDP, 2014).  As noted by WHO (2013b), obtaining health and well-being is an essential 

component of economic welfare and recovery.  Haiti continues to benefit from interventions but 

has many more challenges before it can be recognized as an emerging country in 2030 (UNDP, 

2014).  To accomplish these difficult tasks, a partnership continues under the national authorities 

with the commitment of the Haitian people and the support of the international community as 

represented by the Globe Unity sculpture in Port-au-Prince (see Figure 24; UNDP, 2014). 
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Figure 24.  Globe Unity sculpture, Port-au-Prince (Miller, N. R., 2010-2011). 

This literature review explored and analyzed Haiti’s mental health care system pre and 

post-impact of the 2010 catastrophic earthquake. The research documented the global burden of 

mental disorders and the need for coordinated responses at the country level.  The literature 

reviewed consistently supported the premise that humanitarian emergencies create opportunities 

for low resource settings such as Haiti to develop mental health services and improve the lives of 

people with mental health disorders (WHO, 2013a).  Understanding Haiti’s TSIG identified risk 

factors for post-disaster mental health consequences such as PTSD and MDD within the adult 

population.  This study reinforced the efforts of the WHO and other organizations implementing 

mental health care in Haiti (Wagenaar et al., 2012).  Three community programs (i.e., SLM, 

PIH/ZL, PSM) and one hospital-centered program (i.e., Project Medishare) exemplified efforts to 

strengthen the local Haitian capacity and developed long-term sustainable, culturally relevant, 

community-based mental health delivery models (Raviola et al., 2013).  Last, WHO (2013a) 

indicated that mental health reform is a realistic part of recovery from crisis in LICs.  Haiti’s 
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post-disaster mental health needs and barriers were explored while emphasizing the necessity to 

coordinate with the local Haitian people, the government, NGOs, and other key partners on 

developing a national mental health policy.  Developing sustainable mental health care and 

systems will contribute to the functioning and resilience of individuals, societies, and countries 

in low resource settings that are recovering from humanitarian disasters (WHO, 2013a). 

 

Never give up on hope.  Most of the greatest achievements of humanity were 

accomplished by tired, discouraged people who never gave up on hope.  Anything is possible...if 

you truly believe. 

—Timothy Pina (Pina, 2010) 
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CHAPTER THREE 

METHODOLOGY 

This project was a theoretical study with an extensive review of documented 

literature, primarily qualitative data, and some quantitative data used to inform the questions 

asked.  The literature review was an examination of the theories, concepts, and relationships that 

exist regarding the social and economic effects of the global burden of mental health disorders, 

the substantial treatment gap of mental health conditions in low resource settings, specifically 

Haiti, and the opportunity to develop a sustainable mental health system after a humanitarian 

crisis. 

The general topic area of this project was inspired by the international humanitarian 

response followed by the 2010 earthquake in Haiti.  Mental health services are nearly non-

existent in LICs (WHO, 2013a).  Haiti’s acute-on-chronic disaster situation revealed a neglected 

mental health system prior to the disaster (Farmer, 2010a) requiring acute interventions provided 

by international NGOs to support the immediate needs of mental health patients (Rose et al., 

2011).  Transitioning relief efforts to long-term recovery by developing mental health care 

systems after the humanitarian crisis in Haiti involved insurmountable challenges. 

Suggested by author Dunn (2011), once a general topic area for the doctoral project is 

identified, the next step is to narrow the focus by identifying a topic question and researching 

psychological literature.  Addressing the questions of who, what, when, where, why, and how 

narrowed the research topic further.  The scope of this study was limited to the adult population, 

with a focus on MDD and PTSD, within the context of Haiti.  Accessing the library database 

revealed limited empirical studies available concerning Haiti’s mental health system.  However, 

the investigation indicated that WHO is involved in ongoing research with other LICs (i.e., 
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Afghanistan, Burundi, Iraq, Indonesia, Jordan, Kosovo, Somalia, Sri Lanka, Timor-Leste, West 

Bank, and Gaza Strip), working toward reducing the treatment gap of mental health conditions 

by developing sustainable mental health systems after a humanitarian crisis.  Recently, the WHO 

has established the global Mental Health Action Plan 2013–2020, which recognizes the role 

of mental health in achieving health for all people.  Its goal is to achieve equity through universal 

health coverage and stresses the importance of prevention (WHO, 2013c). 

This study’s purpose is to contribute to the global mental health literature and research, 

draw attention to the mental health needs of Haiti, and support the increasing efforts of the local 

Haitian capacity, WHO, and other organizations working toward building long-term sustainable 

mental health care and services in the country.  The following four research questions will be 

addressed: 

1. Why do emergencies present as opportunity to build better mental health systems, 

which according to WHO (2013a) are nearly nonexistent in LICs such as Haiti? 

2. How does understanding Haiti’s TSIG help identify risk factors for post-disaster 

mental health consequences such as PTSD and MDD? 

3. What type of delivery care model is recommended in Haiti? 

4. How will barriers to mental health services be addressed in Haiti with the goal of 

reaching long-term sustainability? 

Research Method and Procedures 

An interpretive/theoretical literature review methodology was the method of 

analyzing the relevant documents by identifying the emerging themes and their relationships to 

the main objectives of the study.  This methodology encompasses an extensive search, review, 
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and analysis of literature data.  Three community-based mental health programs and one case 

study from a hospital-centered program are exemplified. 

This study is organized following a thematic style through progression of time utilizing 

the interpretive/theoretical literature review approach.  The literature review was divided into 

three sections Pre-Earthquake, The Earthquake, and Post-Earthquake, which organized the 

research according to themes and chronological data.  The four research questions were 

answered in a logical and thematic style following the proposed outline.  The scholarly articles 

were placed alphabetically in the annotated bibliography.  Implementing the APA format when 

distinguishing resources, quotes, subtitles, and figures helped to organize the data within the text 

citations and reference section.  As suggested by Dunn (2011), a hard copy research notebook 

was maintained, writing ideas, references, and comments in a chronological format. 

The library guides from University of Southern California Libraries (2014) explained that 

the critical evaluation of each work should consider: 

 Provenance—the author’s credentials, and if the author’s arguments are supported by 

evidence. 

 Objectivity—is the author’s perspective objective or biased?  Did the author consider 

contrary data? 

 Persuasiveness—which of the author’s theses are most/least convincing? 

 Value—does the work contribute to a significant understanding of the subject? 

When reading journal articles, initially, a brief overview of the article was conducted, 

which included reading the abstract, scanning for themes, skimming paragraphs, and reading the 

conclusions.  If the article was reliable and relevant to the topic and population, it was filed 

electronically and in a hard copy folder, organized similar to the outline.  If the article was not 
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relevant or valid to the subject, it was placed in a resource file for future reference.  Unfamiliar 

concepts or vocabulary were researched by comparing and contrasting additional resources.  

Comprehensive and thorough readings were initiated to synthesize, interpret, and summarize the 

current scholarly literature. 

The following are pertinent articles cited throughout this manuscript to inform each 

research question.  The authors are leading experts on this subject matter, utilizing relevant and 

significant resources for their analysis and synthesis.  Their work has been cited by other 

professionals in the field and published by world leading academic companies that specialize in 

the publication of medical and scientific literature.  These researchers are advocates for the 

oppressed, giving a voice to marginalized individuals and calling for global change. 

The journal article written by Raviola et al. (2013), “The 2010 Haiti Earthquake 

Response”, was most influential in preparing the research design and methodology for this 

project.  Raviola et al. (2013) key points and resources served as a springboard for this study and 

assisted in answering the research questions.  They presented an overview of the mental health 

response to the 2010 Haiti earthquake.  The authors explored the difficulties related to 

emergency and mental health response in disasters, and the development of long-term, effective, 

and culturally sensitive mental health services in Haiti (Raviola et al., 2013). 

WHO’s (2013a) published document, Building Back Better Sustainable Mental Health 

Care After Emergencies, demonstrated that in spite of their tragic nature and adverse effects on 

mental health, emergencies are seen as opportunities to build better mental health systems for all 

people in need.  WHO revealed the development of improved mental health systems in 10 

diverse emergency-affected regions by integrating mental health services with primary care 

http://europepmc.org/abstract/MED/23954057/?whatizit_url_go_term=http://www.ebi.ac.uk/ego/GTerm?id=GO:0007275
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health systems.  WHO (2013a) stressed mental health is crucial to the overall well-being, 

functioning, and resilience of individuals, societies, and countries recovering from emergencies. 

Shultz et al. (2011b) research study, “The Trauma Signature: Understanding the 

Psychological Consequences of the 2010 Haiti Earthquake”, emphasized the 2010 Haiti 

earthquake as one of the most catastrophic episodes in history, leaving 5% of the nation’s 

population killed or injured, and 19% internally displaced.  The distinctive combination of 

earthquake hazards and vulnerabilities, extreme loss of life, and paralyzing damage to 

infrastructure, predicts population-wide psychological distress, debilitating psychopathology, and 

pervasive traumatic grief.  Schultz et al. (2011b) claimed that by knowing Haiti’s TSIG, 

prevention efforts, mental health assessments and evidence-based interventions could be tailored 

to meet the acute needs and the long-term recovery of survivors. 

Belkin et al. (2011) research study, “Scaling up for the “Bottom Billion”: "5 x 5" 

Implementation of Community Mental Health Care in Low-Income Regions”, provided an 

emphasis on how common mental disorders present health and social burdens in the poorest 

countries.  The authors discussed their experience establishing the PIH/ZL mental health 

program in Haiti.  They described the 5x5 effective framework for sustainable implementation of 

mental health services in low resource settings.  Within the 5x5 framework, five key skill 

packages address common mental disorders and five implementation rules to scale-up mental 

health treatment across diverse settings. 

Emphasis of key points throughout this study demonstrate the social and economic 

effects of the global burden of mental health disorders, the substantial treatment gap of mental 

health conditions in Haiti, and the opportunity to develop a sustainable mental health system 

https://www.ncbi.nlm.nih.gov/pubmed?term=Belkin%20GS%5BAuthor%5D&cauthor=true&cauthor_uid=22193798
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after a humanitarian crisis.  The implications and challenges of developing a long-term mental 

health system of care in Haiti are examined. 

Assumptions 

This theoretical study applied a social justice interpretive/theoretical framework and 

aligned with the philosophical assumptions of qualitative research (Creswell, 2013).  Denzin and 

Lincoln (2011) explained that social science is committed to issues of social justice, nonviolence, 

and universal human rights.  John Locke (1632-1704) was an influential philosopher on human 

rights of the modern period who argued people have rights such as the right to life, liberty, and 

property, and the government is expected to help ensure the enjoyment of these rights (as cited in 

Tuckness, 2012).  Locke’s theory of natural law and natural rights professed men to be naturally 

free and equal and conditionally transfer some of their rights to the government (as cited in 

Tuckness, 2012).  According to Tuckness (2012), Locke defended the claim that governments 

exist by the consent of the people in order to protect the rights of the people and promote the 

public good.  Likewise, mental health care is identified as a universal human right advocated by 

the principles of the WHO (2013b).  WHO (2013b) advocates internationally for individuals with 

mental health problems explaining those individuals who suffer from mental illness are shunned, 

discriminated against, and denied basic rights, including access to essential care. 

Strengths 

Theoretical studies are a scientific method that broadens understanding and offers new 

interpretations to scholarly research (Creswell, 2013).  The interpretive/theoretical literature 

review is an approach that traces the progression of the field including comparisons and contrasts 

(Creswell, 2013).  In this study, the qualitative data were analyzed to determine the significance 
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of evidence or deficiencies of findings to answer the research questions (Creswell, 2013; USC 

Libraries, 2014). 

Denzin and Yvonna (2000) noted that when researching topics that are not easily 

quantified, one advantage of qualitative research methods is they produce data that are more 

detailed and a more comprehensive perspective than quantitative research methods.  Therefore, 

qualitative methodologies are appropriate for studying behaviors in their natural settings (Denzin 

& Lincoln, 2011). 

According to Denzin and Yvonna (2000), qualitative methods provide the researcher a 

realistic view of the world.  Through immersion in a culture or current situation, the researcher 

can gain the perspective of the participants of the study (Denzin & Yvonna, 2000).  Qualitative 

methods allow for more flexible data collection, analysis, and interpretation of findings (Denzin 

& Yvonna, 2000).  Descriptive results incorporate emerging themes based on unstructured data, 

which then present new ways of understanding (Denzin & Yvonna, 2000; Lincoln & Guba, 

1985). 

An important aspect of qualitative research is ethical considerations.  Different ethical 

issues may surface throughout the qualitative inquiry (Creswell, 2013).  In this study, responding 

organizations gained access to Haiti through government officials and managers of programs 

(Raviola et al., 2012).  Consideration was given to the sensitive nature of themes or issues 

explored (Creswell, 2013).  For example, the SLM program spent time in communities and with 

leaders explaining interventions and programs (James et al., 2012).  During training sessions, 

local workers received curriculum outlines in Haitian Creole.  Participants were informed their 

participation was voluntary and confidential (James et al., 2012).  James et al. (2012) utilized 

interpreters to obtain informed consent from research participants through verbal consent.  When 
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children received services, informed consent was obtained from those legally responsible for 

their care (Project Medishare, 2014). 

Hatch (2002) emphasized the need to be respectful and sensitive to vulnerable 

populations, the imbalance of power, and placing participants at risk when collecting data at the 

research site.  Throughout the literature review, it appeared researchers and mental health 

providers were committed to the ethics code (APA, 2010) and acted in a responsible manner in 

keeping with basic principles of human rights despite the urgency, chaos, and gravity of the 

situation (APA, 2010). 

Data Analysis 

To perform the data analysis, scholarly articles were selected based on relevancy to the 

topic, currency, and specified population and context.  In this theoretical study the analysis and 

synthesis of the cited works, both primary and secondary sources, is non-statistical, thus, 

utilizing primarily inductive processing, comparing and contrasting data, identifying major 

themes and discourses, and forming an interpretation of them (Creswell, 2013).  Facts were 

substantiated through the review of multiple documented works.  The representation of the data 

is demonstrated in discussion, figures, and photographs used to validate the objectives of the 

study. 

It was assumed the catastrophic earthquake in Haiti 2010 served as the impetus for 

identifying and integrating mental health as an essential part of the post-earthquake Haitian 

health care system (Raviola et al., 2013).  Findings generated from the literature review will 

determine the conclusion.  The final manuscript is descriptive of the problem, contributes to 

further research and literature, and offers a voice to the marginalized population in an effort to 

call for global change (Creswell, 2013). 
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Limitations 

Limitations acknowledge the need for future research (USC Libraries, 2014).  

Deficiencies in conducting theoretical research include the availability of resources, time 

limitations, and researcher bias (Simon, 2011).  Reliability and validation assist in establishing 

the value of the data in qualitative research.  Creswell (2013) explained reliability refers to the 

stability of responses when analyzing multiple sets of data.  Agreement among researchers when 

analyzing multiple documents reflects qualitative research reliability (Creswell, 2013).  

Validation strategies such as peer reviews document the accuracy of a study (Creswell, 2013).  In 

this study, sources were authenticated and validated, which strengthened the quality of 

documentation related to understanding the research problem. 

Qualitative research methods may increase the researcher’s bias in the collection, 

interpretation, and reporting of data because of the direct interaction with subjects.  As a result, 

the reliability and consistency may be weakened (Denzin & Yvonna, 2000).  In addition, 

Gravetter and Foranzo (2012) indicated that due to the lack of control over subjects or the 

environment, outside influences cannot be controlled, which will cause the internal validity to be 

compromised.  Denzin and Yvonna (2000) noted qualitative research techniques use small 

sample sizes, limiting the generalizability of findings.  The limitations posed in this study are 

suggestive of further inquiry related to the research problem. 
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CHAPTER FOUR 

FINDINGS 

This study is in pursuit of the mental health consequences of the devastating 2010 

earthquake in Haiti, which served as the impetus for identifying and integrating mental health as 

an essential part of the post-earthquake Haitian health care system, despite lack of mental health 

professionals and resources (Raviola et al., 2013).  The purpose of this research project is to 

obtain a detailed description of the mental health needs of the Haitian people, to strengthen the 

efforts of the local Haitian capacity, WHO, and other organizations working toward building 

long-term sustainable mental health care and services, and to contribute to the research about 

global mental health issues. 

The literature review was organized into three sections: Pre-Earthquake, The Earthquake, 

and Post-Earthquake, which extensively reviewed documented literature to inform the questions 

asked.  The following four research questions were investigated for this present research project: 

1. Why do emergencies present as opportunity to build better mental health systems, 

which, according to WHO (2013a), are nearly nonexistent in LICs such as Haiti? 

2. How does understanding Haiti’s TSIG help identify risk factors for post-disaster 

mental health consequences such as PTSD and MDD? 

3. What type of delivery care model is recommended in Haiti? 

4. How will barriers to mental health services be addressed in Haiti with the goal of 

reaching long-term sustainability? 

Chapter Four presents the findings of this data analysis, as they relate to each of the 

research questions contained within this study.  The results were obtained by the analysis and 
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synthesis of the cited works.  Facts are substantiated through the review of multiple documented 

works in pursuance of significant and applicable conclusions.  

Findings 

Research Question One 

 Why do emergencies present as opportunities to build better mental health systems, which, 

according to WHO (2013a), are nearly nonexistent in LICs such as Haiti? 

WHO (2013a) documented that emergencies present as opportunity to build better mental 

health systems through reform efforts, which are nearly nonexistent in LICs such as Haiti.  WHO 

(2013a) noted that during a disaster increased attention is given to mental health problems of the 

populace affected, while the mental health infrastructure is weakened and the coordination of 

mental health agencies and responders is challenged. 

Findings indicated that with the increased media coverage on the psychological responses 

and stressors of the survivors, administrators and national and international agencies are more 

willing to approve resources during disasters than under usual circumstances (WHO, 2013a).  

WHO (2013a) determined that the acute emergency stage is the most effective time to promote 

the giving of aid and support so investments continue beyond the crisis.  WHO (2013a) 

exemplified these findings with accounts from 10 cases representing countries across Africa, 

Asia, Europe, and the Middle East.  Although the contexts differed, they converted short-term 

mental health care into sustainable, long-term improvements.  Further investigation supported 

these findings.  Ventevogel et al. (2011) revealed that factors such as increased funding, new 

initiatives for mental health care, training workers, building partnerships in the community, and 

incorporating mental health into primary health care, strengthen the health system and support 

reform efforts by policymakers.  Ventevogel et al. (2011) determined that these factors combined 
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create the possibility of developing more sustainable mental health services for LICs after a 

humanitarian crisis. 

Research Question Two 

 How does understanding Haiti’s TSIG help identify risk factors for post-disaster mental 

health consequences such as PTSD and MDD? 

Shultz et al. (2011b) research analysis of Haiti’s TSIG is based on a synthesis of early 

disaster situation reports, which identified the unique risk factors including the exposure to 

hazards, losses, social change, and displacement, during the disaster and post-impact, for post-

disaster mental health consequences.  Shultz et al. (2011b) assessment results confirmed that 

multiple psychological risk factors were prominent features of the 2010 earthquake in Haiti.  

Table 1 indicates the disaster stressors associated with the forces of harm from Haiti’s 2010 

earthquake. Table 2 depicts Haiti’s trauma signature. 

Shultz et al. (2011b) explained that the advantage of the TSIG assessment allows 

responders and providers to customize and coordinate disaster mental health assessments, 

interventions, and prevention efforts around the stressors and consequences of a traumatic event. 
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Table 1.  Haiti 2010 Earthquake: Disaster Stressors Associated with the Forces of Harm (Shultz 

et al., 2011b). 
Earthquake Impact Phase Stressors 

Exposure to Hazard Loss Change 

 

Absence of warning, exposure to 

physical forces “mainshock” ground-

shaking 

Immediate strong aftershocks, 

widespread structural collapse 

perceived threat of harm, panicked 

evacuation, fear of extreme harm, fear 

of threat to life, personal physical harm, 

physical injury, severe pain, entrapment 

Witnessing: injury to others, death of 

others, mass casualties, exposure to 

grotesque scenes 

 

Mass mortality, loss of loved 

ones, loss of friends, neighbors, 

separation from loved ones,  

desperate searching, digging 

through rubble, damaged 

disaster response, injury/death 

of responders, loss of facilities, 

equipment, loss of homes, loss 

of emergency services, loss of 

utilities, immediate loss of 

necessities, immediate loss of 

possessions 

 

 

Evacuation from home, 

displacement, living on the streets 

fear of indoor environments, 

community-wide destruction, 

massive property damage, lack of 

security, lack of services 

Post-Impact Phase Stressors 

Exposure to Hazard Loss Change 

 

Exposure to physical forces, strong 

aftershocks, perceived threat of harm, 

fear of interpersonal harm, fear of threat 

to life, personal physical harm, pain and 

debility from injury, loss of limb, 

disability, loss of function, wound 

infection, communicable disease, 

hunger and thirst, fatigue, interpersonal 

violence, gender-based violence, 

witnessing: severely injured survivors, 

dead bodies/mass graves, traumatized 

survivors, bereaved survivors, exposure 

to grotesque scenes, massive damage, 

earthquake trauma reminders 

 

Searching for missing loved 

ones, mass mortality, loss of 

loved ones, loss of caregivers, 

loss of “breadwinners,” 

orphaning of children, loss of 

friends, neighbors, traumatic 

bereavement, complicated grief, 

lack of access to food, water, 

loss of homes/shelter, loss of 

power, utilities, loss of 

communications, loss of 

sanitation, loss of healthcare 

services: public health, 

emergency services, primary 

health care, mental health care, 

loss of transportation, loss of 

schools, loss of worksites, loss 

of personal possessions, family 

distress, dealing with loss, 

trauma, caring for injured loved 

ones 

 

 

Destruction of infrastructure, 

disruption of government, 

destruction of facilities, dependence 

on outside help, perception of 

abandonment, mistrust of 

government, disruption of economy, 

financial hardship, damage to 

worksites, unemployment, injured, 

traumatized workers, displacement, 

living in temporary camps, lack of 

necessities, disruption of education, 

damage to schools, injured, 

traumatized teachers, injured, 

traumatized students, lack of 

security, disruption of policing, 

looting, gang activities, 

interpersonal violence, gender-based 

violence, cultural/religious impacts, 

damage to places of worship, 

national mourning 

Note: Reprinted with the permission of Cambridge University Press.  Shultz © 2011b Prehospital 

and Disaster Medicine 
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Table 2.  Haiti 2010 Earthquake: The Trauma Signature (Shultz et al., 2011b). 

Risk Factors for Psychological 

distress and Psychopathology 

  Haiti 2010 Earthquake Situation Percent of 

Haitian 

population* 

Percent in 

I mpact 

Zone** 

Exposure to Hazards 

Exposure to very strong 

ground shaking and 

destruction 

Exposure to > very strong ground shaking: 

3.65 million persons 

36% 100% 

 

Perceived life threat, 

strong fear reactions and/or 

panic during/after 

the earthquake 

 

2.4–3.65 million persons 

Estimate based on number of persons in 

impact zone who directly observed 

destruction and death and injury to others 

around them 

 

24–36% 

 

67–100% 

 

Physical injury 
 

300,000 injured persons requiring medical 

care 

 

3.0% 8.3% 

Witnessing grotesque scenes, 

dead bodies, severely-injured 

persons, extreme destruction 

2.4–3.65 million persons 

Estimate based on number of persons in 

impact zone who directly observed 

destruction and death and injury to others 

around them 

24–36% 67–100% 

Exposure to loss 

Mortality 222,000–316,000 deaths 2.2–3.1% 6.2–8.7% 

Bereavement > 1 million persons lost a primary family 

member Estimate based on 3–4 surviving 

family members for each death 

 

> 10% 28% 

Loss of primary dwelling 1.9 million persons: 

1.3 million living in temporary camps 

600,000 internally displaced to rural areas 

105,000 homes destroyed/208,000 damaged 

1.5 million received emergency shelter 

materials 

 

19% 53% 

Economic losses Estimated economic losses: $7.804 billion 

Loss greater than Haiti 2009 GDP: 

Loss of 8.5% of jobs.  Damage to 23% of 

schools. 

100% 100% 

Exposure to Change 

Relocation/displacement Peak displacement: 2.3 million persons1.3 

million living in > 900 temporary camps 

600,000 internally displaced to rural areas 

 

23% 64% 

Lack of access to 

food/water/basic needs 

4 million recipients of emergency food 

1.2 million recipients of clean water 

40% 100% > 

Note: Reprinted with the permission of Cambridge University Press.  Shultz © 2011b Prehospital 

and Disaster Medicine 

 

*National population: 10 million. *Impact zone population: 3.65 million experiencing ground 

shaking intensity at Modified Mercalli Intensity (MMI) of VII or greater.  
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Findings determined by IASC (2010) concurred with Shultz et al. (2011b); the 

psychological effects of the 2010 earthquake for many Haitians was magnified because of prior 

disasters, political violence, and chronic poverty.  Shultz et al. (2013) further validated that 

exposure to multiple extreme events has been shown to be more traumatic than exposure to a 

single disaster. 

WHO (2013d) suggested that individuals affected by conflicts have an increased 

prevalence rate of 17% for depression and 15% for post-traumatic stress disorder.  Individuals 

with preexisting conditions and prior exposure to trauma were identified to be at greater risk 

(WHO/PAHO, 2010).  Haiti’s Post-Disaster Needs Assessment (PDNA) World Bank (2010) 

determined that Haitian survivors who resided in the IDP camps demonstrated exacerbated 

symptoms of psychological and emotional difficulties because of life events associated with IDP 

camps including the cholera outbreak, violence and sexual assaults, job shortages, political 

instability, and preexisting poverty.  Survivors who sustained physical injuries and amputations, 

IDPs, children in need of protection, and those at risk of gender-based violence were identified 

as being vulnerable to mental health problems (Ben-Ezra et al., 2010; UNOCHA, 2011).  Shultz 

et al. (2011b) determined that the combination of earthquake hazards, loss of life, and damage to 

infrastructure would predict population-wide psychological distress, debilitating 

psychopathology, and pervasive traumatic grief. 

WHO predicted the incidence of mental health disorders could double when a population 

is faced with a catastrophic event such as the 2010 earthquake in Haiti (see Table 3; WHO, 

2013a). 
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Table 3.  World Health Organization Projections of Mental Disorders in Adult Populations 

Affected by Emergencies (WHO, 2013a). 

 

 Before the 

emergency:  

12-month 

prevalencea 

After the       

emergency:  

12 month 

prevalenceb 

 

Severe disorder (e.g., psychosis, severe depression, 

severely disabling form of anxiety disorder) 

 

 

2-3% 

 

3-4%c 

Mild or moderate mental disorder (e.g., mild and 

moderate forms of depression and anxiety disorders, 

including mild to moderate PTSD) 

 

10% 15-20%d 

Normal distress (no disorder) No estimate Large 

percentage 

 

 

Note: Reprinted with the permission from the World Health Organization. 

 

a.  The assumed baseline rates are median rates across countries as observed in world mental 

health surveys. 

b.  The values are median rates across countries.  Observed rates vary with assessment 

method (e.g., choice of assessment instrument) and setting (e.g., time since the 

emergency, sociocultural factors in coping and community social support, previous and 

current exposure to adversity). 

c.  This is a best guess based on the assumption that traumatic events and loss may 

contribute to a relapse in previously stable mental disorders and may cause severely 

disabling forms of mood or anxiety disorders. 

d.  It is established that traumatic events and loss increase the risk of depression and anxiety 

disorders, including PTSD. 

Research Question Three 

 What type of delivery care model is recommended in Haiti? 

Mental health services have been found to be more successful when interventions are 

culturally and contextually sensitive, based on needs, urgency, and available resources (Ghodse 

& Galea, 2006).  These findings are congruent with current literature studies that describe 

scaling up of mental health services, which otherwise are safe, effective, and culturally relevant 

(Raviola et al., 2012).  Raviola et al. (2013) determined that strengthening the local Haitian 
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capacity and developing community-based systems led by the government would result in 

developing long-term sustainable mental health delivery models in the country. 

The four post-disaster mental health care programs reviewed in this study (i.e., SLM, 

PIH/ZL, PSM, and Project Medishare Hospital) offered sustainable models of care utilizing 

evidence-based, culturally appropriate, and community-focused programs to assist local residents 

in coping with the distress of the disaster and other mental disorders. 

The implementation of the SLM program incorporated Haitian cultural practices using 

local lay people to teach symptom-reduction techniques in groups (James et al., 2012).  The 

train-the-trainer model allowed for focus on community-building, social change, as well as 

reducing individual distress (James et al., 2012).  James et al. (2012) suggested that bringing 

people together in support groups empowered them to disseminate coping strategies to others.  

Evidence supports rebuilding a community can be therapeutic (James et al., 2012).  According to 

researchers James et al. (2012), this Haitian-U.S. collaboration resulted in a flexible, culturally 

anchored approach to aid earthquake survivors in coping with disaster- and displacement-related 

distress. 

PIH/ZL built a comprehensive, community-based mental health service by integrating 

mental health into the ZL primary care system, implementing task shifting to train local non-

specialists and emphasizing sustainable delivery (Belkin et al., 2011; Grelotti, 2013).  PIH/ZL 

provided 20,000 documented individual and group appointments for mental health and 

psychosocial support (Raviola et al. 2012).  The 5x5 model framework identified key skill 

packages and implementation rules for developing evidence-based pathways for treating mental 

disorders (Raviola et al. 2012).  Belkin et al. (2011) reported that the 5x5 model matched skills 

with providers’ roles and specialties, improved collaboration, training strategies, and 



CREATING OPPORTUNITY AFTER CRISIS 123 

 

 

accountability to performance.  Belkin et al. (2011) validated that the framework is a planning 

checklist that provided clarity and consistency by establishing common vocabulary and tools to 

coordinate and compare efforts to scale-up mental health programs across different settings.  The 

5x5 framework provided how to establish a mental health program within the rules and guidelines 

established by WHO’s mhGAP-IG (see Table 4; Belkin et al., 2011). 

The mhGAP-IG has been developed to facilitate mhGAP-related delivery of evidence-

based interventions in non-specialized health care settings (WHO, 2013e).  The PIH/ZL clinic 

demonstrated mental health treatment capacity for common disorders is possible to implement 

within a primary care health system while meeting the MDGs (Belkin et al., 2011).  The 

collaboration led to scaling up of community-based mental health services in the ZL health care 

system (Raviola et al., 2012). 
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Table 4. mhGAP-IG Master Chart (WHO, 2013e). 

 

  
Note: Reprinted with the permission from the World Health Organization. 

 

* The Bipolar Disorder (BPD) module is accessed through either the Psychosis module or the 

Depression module.  The Other Significant Emotional or Medically Unexplained Complaints 

(OTH) module is accessed through the Depression module (WHO, 2013e). 

PSM is an example of a community-based mental health program in Jeremie, Haiti 

followed the recommendations of WHO (2007) to provide a low cost, informal, community self-

care program.  Diaz et al. (2012) asserted that PSM addressed poverty within the context of 
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mental health interventions.  PSM provided sustainable livelihood programs such as loans for 

individuals with mental health issues; scholarships for students who have parents with mental 

health problems; horticultural therapy; and the development of care farming programs where 

individuals with mental health problems are involved in subsistence farming work (Hine et al., 

2008, as cited in Diaz et al., 2012).  Farmer (2010b) concurred that creating employment for the 

Haitian people will result in economic growth, which is key in breaking the cycle of poverty and 

transition to sustained health care, education, and government programs. 

Project Medishare Hospital is a hospital-centered approach, yet, also provides outpatient 

clinics throughout different regions of Haiti.  Project Medishare (2014) reported that the best 

programs engaged all levels of the community.  Findings indicated that programs need to be 

culturally sensitive, utilize current technologies and medications, and remain cost effective 

(Project Medishare, 2014).  Project Medishare recognized the importance of addressing social, 

cultural, and economic issues as necessary to improve health care (Project Medishare, 2014). 

Consistent trends in the literature analysis support that the delivery care models need to 

be evidence-based, biopsychosocial approaches, culturally relevant, and community focused, in 

order to develop long-term services (Belkin et al., 2011; Raviola et al., 2013).  Khoury et al. 

(2012) concurred that incorporating local belief systems with existing resources related to mental 

health among rural Haitians is integral to creating sustainable solutions. 

Research Question Four 

 How will barriers to mental health services be addressed in Haiti with the goal of 

reaching long-term sustainability? 

Building long-term effective health services for Haiti is an enormous challenge.  Chronic 

underfunding, unstable political contexts, high disease burden, inadequate human resources, and 
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inefficient allocation continuously challenge health systems in low-income countries (Jenkins et 

al., 2011).  These barriers to mental health services need to be addressed to work toward the goal 

of reaching long-term sustainability (Raviola et al., 2013). 

The literature analysis suggests that earlier intervention and preventive initiatives can be 

obtained through the implementation of community mental health treatment models.  Raviola et 

al. (2012) determined that advocating for individuals and family members suffering from mental 

illness through education and informing the public of the free mental health services available at 

all ZL hospitals reduced the stigma associated with mental disorders. 

According to Belkin and Fricchione (2005), results indicated that when care is not 

accessible or effective, mental health stigma magnifies.  Belkin and Fricchione (2005) suggested 

one way to overcome stigma is to strengthen the health systems.  For example, implementing the 

5x5 framework provided common vocabulary and treatment protocols for mental disorders, 

which resulted in improved communication and consistency among providers and contributed to 

strengthening the health system (Belkin & Fricchione, 2005). 

Grelotti (2013) focused on financial barriers to care by minimizing costs for services and 

offering free medications at ZL.  Transportation barriers were minimized when PIH/ZL 

established a mobile clinic where mental health providers traveled monthly to remote areas to 

conduct clinics.  Findings revealed that improved access and follow-up care resulted in a 

decreased burden of mental illness to those individuals in rural parts of Haiti. 

As an established practice, IASC guidelines recommended integrating mental and 

physical healthcare in emergency and conflict zones (IASC, 2007; van Ommeren et al., 2005).  

However, multiple barriers were encountered when integrating mental health services into 

primary care settings.  These barriers consisted of overworked primary health care providers, 
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limited supervision or consultation regarding appropriate prescription of psychotropic drugs, and 

a lack of availability of psychotropic drugs needed to treat severe mental disorders (Saraceno et 

al., 2007). 

IASC guidelines addressed each of these barriers, recommending increased theoretical 

training and on-the-job supervision training, and allocating the appropriate time necessary for the 

treatment of mental health patients by the primary health care staff (IASC, 2007).  The IASC 

guidelines suggested additional training in psychological interventions for non-pathological 

distress and reasonable prescriptions for psychotropic medications (IASC, 2007).  IASC (2007) 

emphasized investment in systems of care and standardized treatment protocols similar to the 

international standards of care, which further reduced barriers when integrating mental health 

services into primary care settings.  Rose et al. (2011) concluded that Haiti’s absence of 

community-based mental health care prior to the earthquake and the immense scale of the 

disaster provided greater challenges than anticipated in implementing the IASC guidelines 

during a humanitarian emergency in a resource poor setting. 

Analysis and Evaluation of Findings 

According to the data analysis within the research sampled, consistent findings supported 

the main objectives of this study.  The research validated the social and economic effects of the 

global burden of mental health disorders in low resource settings and the substantial treatment 

gap of mental health conditions in Haiti.  The implications and challenges of developing a long-

term mental health system of care after a humanitarian crisis were addressed (Raviola et al., 

2013; WHO, 2013a). 

The data and results are limited by the sample reviewed.  Differences among LIMCs and 

regional differences within Haiti may limit generalizations (Grelotti, 2013).  There is limited 
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empirical work in cross-cultural disaster mental health and even less quantitative research 

available on mental health care in Haiti.  Yet, the research data presented illuminates consistent 

findings in the Haiti situation, which corresponds with existing government and NGO global 

mental health care system policies, practices, and recommendations. 

Lopez et al. (2006; as cited in Abdulmalik et al. 2013) reported that mental health 

disorders contribute to approximately 14% of the total global burden of disease.  The authors 

indicated a substantial treatment gap in both developed and developing countries.  Treatment of 

mental health conditions in low resource settings such as Haiti, the poorest nation in the Western 

hemisphere, is challenged by its ongoing poverty, lack of infrastructure, scarcity of resources, a 

weakened central government, and poor collaboration and communication among multiple 

nongovernmental entities (Central Intelligence Agency, 2014; Raviola et al., 2013). 

The devastating 2010 earthquake in Haiti was a humanitarian crisis that had adverse 

effects on the mental health of the populace affected, yet, presented opportunities to improve the 

mental health care and services to the community by introducing and implementing more 

sustainable mental health services (WHO, 2013a).  According to Schultz et al. (2011a), the 2010 

Haiti earthquake provided an example of a catastrophic event where all risk factors for 

psychological distress were compounding.  Exploring Haiti’s TSIG assisted in identifying risk 

factors for post-disaster mental health consequences such as PTSD and MDD (Schultz et al., 

2011a).  Wagenaar et al. (2012) and Cerdá et al. (2013) endorsed that exposure to humanitarian 

emergencies is a risk factor for mental health problems such as PTSD and MDD.  Mental health 

and psychosocial responses following disasters in low-resource contexts are challenged in 

coordinating efforts with government, NGOs, individuals, and communities (Raviola et al., 

2012). 
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Mental health care is identified as a universal human right advocated by the principles of 

the WHO (2013b).  WHO (2013b) posited that mental health and well-being are fundamental to 

our collective and individual ability as humans to think, emote, interact with each other, earn a 

living, and enjoy life.  WHO (2013b) advocates internationally for individuals with mental health 

problems to obtain access and receive essential care.  WHO (2013b) emphasized the 

contradiction between human values and observed social actions, and explored steps that 

governments and other stakeholders can take to change social attitudes and public policy 

concerning mental health. 

The four community programs highlighted (i.e., SLM, PIH/ZL, PSM, and Project 

Medishare Hospital) represent NGOs and serve as strong advocates at the international level in 

the areas of human rights, war crimes, and humanitarian aid (Nickels, 2014).  NGOs collaborate 

between local and global efforts for human rights by addressing international issues directly and 

indirectly through gathering information, educating, and establishing programs in the local 

communities (Nickel, 2014). 

Regarding mental health, experience has shown the importance of implementing 

culturally relevant, community-focused, evidenced-based practices informed by assessments, 

urgency, and availability (Ghodse & Galea, 2006).  Coordinating with local leadership and 

integrating mental health care with existing health services has proven to be essential in building 

services and long-term development (Raviola et al., 2013).  Removing barriers to mental health 

services such as cultural and language differences, reducing stigma, cost, lack of transportation, 

scarcity of materials and training providers, inadequate infrastructure, and poverty are necessary 

in order to reach long-term sustainability (Gerlotti, 2013; Raviola et al., 2012).  Despite Haiti’s 

challenges and limited resources, the successes of SLM, PIH/ZL, PSM, and Project Medishare 
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Hospital offer hope and inspiration for the development of other mental health systems in global 

mental health (Gerlotti, 2013). 

Strengthening mental health care within the health system requires planning, advocacy, 

leadership, and addressing politics to begin scaling-up of evidence-based mental health 

interventions (Saraceno et al., 2007).  Grelotti (2013) concurred that by strengthening local 

resources and assuring access to materials needed for mental health care, sustainable, cost 

effective mental health services can be developed in resource-limited settings.  Furthermore, to 

ensure lasting systemic change, investment in global mental health will need to support 

interventions, which promote infrastructure (Grelotti, 2013). 

Summary 

Chapter Four provides a summary of analyses conducted for the purpose of answering the 

four research questions posed within this paper.  The literature suggests that the catastrophic 

earthquake in Haiti 2010 compounded the risk factors for psychological distress, which served as the 

catalyst for identifying and integrating mental health as an essential part of the post-earthquake 

Haitian health care system (Raviola et al., 2013; Schultz et al., 2011a).  Haiti’s TSIG assisted in 

identifying risk factors for post-disaster mental health consequences such as PTSD and MDD 

within the adult population (Schultz et al., 2011b). 

Despite Haiti’s challenges and limited resources, the four mental health programs 

reviewed (i.e., SLM, PIH/ZL, PSM, and Project Medishare Hospital) demonstrated success in 

transitioning services from short-term response to long-term mental health care by implementing 

culturally-relevant, community-focused, and evidence-based practices (Ghodse & Galea, 2006).  

Coordinating with local leadership and integrating mental health care with existing health 

services has proven to be essential in building services and long-term development (Raviola et 
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al., 2013).  Removing barriers to mental health services is necessary in order to reach long-term 

sustainability (Gerlotti, 2013; Raviola et al., 2012). 

Grelotti (2013) summarized that strengthening local resources through staff training and 

assuring access to mental health resources (i.e., training materials, medications, and assessment 

tools) are essential in creating a cost effective, sustainable mental health service system to be 

delivered in resource-limited countries.  Promoting infrastructure and supporting evidence-based, 

culturally sensitive interventions demonstrate investment in global mental health and ensure 

health system changes (Grelotti, 2013). 

WHO and other organizations continue to work toward building long-term sustainable 

mental health care and services by strengthening the efforts of the local Haitian capacity.  The 

hope is that an improved mental health system would meet the challenge of future crises, 

improve other global health initiatives such as maternal and child health, and contribute to 

further research on global mental health (Grelotti, 2013). 
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CHAPTER FIVE 

DISCUSSION OF FINDINGS 

The data and results presented illuminate the social and economic effects of the growing 

burden of disease and disability caused by mental disorders in Haiti, a resource-limited area, the 

substantial treatment gap of mental health conditions in the country, and Haiti’s opportunity to 

develop a long-term sustainable mental health care system after a complex humanitarian crisis.  

Raviola et al. (2013) suggested that the successful development of long-term services should 

integrate traditional perceptions and beliefs, religious influences, and contemporary 

biopsychosocial approaches.  Treatment of mental health conditions in Haiti’s post-earthquake 

setting were particularly challenged by the country’s ongoing poverty, lack of infrastructure, 

scarcity of resources, a weakened central government, and poor collaboration and 

communication among multiple nongovernmental entities (Raviola et al., 2013).  Raviola et al. 

(2013) clearly stated that these barriers to mental health services need to be addressed to work 

toward the goal of reaching long-term sustainability.  In this theoretical study, the data are 

comprised of an extensive review and analysis of published studies and demonstrated success of 

three community-based mental health programs and a hospital-based program in post-disaster 

Haiti. 

This research project applied a social justice interpretive/theoretical framework.  Mental 

health care is identified as a universal human right, advocated by the principles of the WHO 

(2013b).  WHO (2013b) posited, mental health and well-being are fundamental to our collective 

and individual ability as humans to think, emote, interact with each other, earn a living, and 

enjoy life.  Based on this premise, the Haitian families and communities have tried their best to 

care for their members who are mentally ill, but these individuals deserve and have the right to 
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mental health care (Grelotti, 2012).  WHO (2013d) indicated that by expanding mental health 

care to Haitians, mental illnesses and suffering would be reduced and a stronger and more 

resilient society could be built. 

Discussion of Findings 

An analysis was conducted across research studies in order to draw significant 

conclusions as well as identify areas for future inquiry.  The following four questions were 

answered and substantiated through relevant and consistent findings when analyzing and 

interpreting the literature data. 

Research Question One 

Findings correspond with recent related research; emergencies do present as opportunities 

to build better mental health systems, which are nearly nonexistent in LICs such as Haiti (WHO, 

2013a).  Due to the increased media coverage, there is heightened awareness of the 

psychological responses and stressors of the survivors.  Therefore, as a result, administrators, and 

national and international agencies are more willing to approve resources during disasters than 

under usual circumstances (WHO, 2013a). 

Debates continue concerning what kind of mental health care and psychosocial support 

are needed in the aftermath of disasters (van Ommeren, Morris, & Saxena, 2006).  Poor 

coordination of interventions among MHPSS providers working in a complex humanitarian 

emergency result in fragmented services.  This is partially a result due to the lack of evidence on 

the effectiveness of interventions in complex emergencies (Wessells & van Ommeren, 2008).  

There is limited evidence that supports the idea that emergency MHPSS contributes to lasting 

mental health reforms or that interventions delivered during emergencies lead to an improved 

mental health care delivery for those individuals affected (Allden et al., 2009).  There is a gap 
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between the knowledge concerning community mental health care in LICs and the MHPSS work 

that is actually delivered during emergencies (Allden et al., 2009). 

Research Question Two 

Assessment results of Haiti’s TSIG confirmed that multiple psychological risk factors 

were prominent features of the 2010 earthquake in Haiti, resulting in increased mental health 

consequences such as PTSD and MDD (Shultz et al., 2011b).  Shultz et al. (2011b) claimed that 

by knowing Haiti’s TSIG, prevention efforts, mental health assessments, and evidenced-based 

interventions can be tailored to meet the acute needs and the long-term recovery of survivors.  

Shultz et al. (2011b) explained that the advantage of the TSIG assessment allows responders and 

providers to customize and coordinate disaster mental health assessments, interventions, and 

prevention efforts, around the stressors and consequences of a traumatic event.  The data in 

Table 1 presented the disaster stressors associated with the forces of harm from Haiti’s 2010 

earthquake and Table 2 depicts Haiti’s trauma signature. 

Shultz et al. (2011b) determined that the combination of earthquake hazards, loss of life, 

and damage to infrastructure, predicted the population-wide psychological distress, debilitating 

psychopathology, and pervasive traumatic grief (see Figure 7).  Findings determined the 

psychological effects of the 2010 earthquake for many Haitians were magnified because of prior 

disasters, political violence, and chronic poverty (IASC, 2010).  Individuals with preexisting 

conditions and prior exposure to trauma were identified to be at greater risk (WHO/PAHO, 

2010).  Table 3 data represent the increased incidence of mental health disorders when a 

population is faced with a catastrophic event such as the 2010 earthquake in Haiti (WHO, 

2013d).  Ventevogel et al. (2011) indicated that the published literature on mental health in 

humanitarian emergencies has focused on PTSD and depression.  Less is known about the 
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prevalence or rate for severe mental disorders, such as psychosis and bipolar disorder 

(Ventevogel et al., 2011). 

International post-disaster mental health response is controversial.  Findings on trauma-

related research Marsella (2010) suggested that there is a universal biological response to 

extreme stress involving the activation of the brain, central nervous system, and hormonal 

systems, which produce the fight, flight, or freeze response.  There is empirical evidence to 

suggest some PTSD symptoms do exist and are disabling across cultures (James et al., 2012).  

However, the emphasis on trauma is not consistent with the type of programs delivered 

(Ventevogel et al., 2011). 

In contrast, defining depression within the context of Haiti, Nicolas et al. (2007) 

demonstrated that Western criteria for depression were not valid when identifying the depression 

of Haitian women in the diaspora.  Recognizing cultural differences and interpretations, James et 

al. (2012) cautioned Western trained mental health professionals when applying psychological 

approaches to trauma victims in a foreign culture.  James et al. (2012) reinforced the importance 

of utilizing culturally sensitive interventions to increase coping skills of participants and to avoid 

disrupting indigenous coping mechanisms that may be beneficial.  Watters (2010) concurred 

about the significance of recognizing cultural norms when entering post-disaster areas to provide 

trauma services to populations.  Often, diagnostic categories and treatment have little cross-

cultural validity (Watters, 2010). 

Research Question Three 

Consistent trends in the literature analysis supported the findings that delivery care 

models need to be evidence-based, culturally relevant, and community-focused biopsychosocial 

approaches in Haiti and other LICs in order to develop long-term services (Belkin et al., 2011; 
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Raviola et al., 2013).  Diaz et al. (2012) confirmed that local Haitians embraced the idea of 

community mental health. 

It has been conclusively determined that primary health care (PHC) is the most efficient 

way to ensure people get the mental health care they need (WHO & Wonca, 2008).  The 

information indicated in Table 4 about the mhGAP-IG lists the presentation of symptoms 

associated with specific mental disorders, prioritizing conditions to be assessed in non-

specialized health-care settings (WHO, 2013e).  Findings indicated that the mhGAP-IG helped to 

facilitate mhGAP-related delivery of evidence-based mental health interventions for general 

health workers in primary health care settings (WHO, 2013e). 

The four post-disaster mental health care programs (i.e., SLM, PIH/ZL, PSM, and Project 

Medishare Hospital) reviewed in this study presented as successful, sustainable mental health 

interventions in the setting of a complex humanitarian emergency.  The organizations addressed 

multiple barriers to include cultural challenges and limited resources.  They trained locally 

skilled individuals and demonstrated how mental health treatment for common disorders can be 

implemented within larger care systems meeting the MDGs (Belkin et al., 2011).  The programs 

displayed evidence-based, culturally appropriate, and community-focused interventions to assist 

Haitian residents in coping with the distress of the disaster and other mental disorders. 

Research Question Four 

Barriers to mental health services need to be addressed in Haiti to work toward the goal 

of reaching long-term sustainability (Raviola et al., 2013).  Diaz et al. (2012) suggested 

integrating sustainable employment and empowering the local Haitian community as necessary 

elements in the development of mental health intervention models.  Diaz et al. (2012) confirmed 
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the mental health issues in Haiti and other LICs cannot be addressed without breaking the cycle 

of poverty. 

IASC guidelines recommended integrating mental and physical healthcare in emergency 

and conflict zones despite encountered barriers (IASC, 2007; van Ommeren et al., 2005).  These 

barriers consisted of overworked primary health care providers, limited supervision or 

consultation regarding the appropriate prescriptions of psychotropic drugs, and the lack of 

availability of psychotropic drugs needed to treat the severe mental disorders (Saraceno et al., 

2007).  Additionally, limitations of the integrated approach can result in mental disorders being 

neglected and overburdening the existing health system (Patel et al., 2013). 

IASC guidelines addressed each of these barriers, recommending increased training, 

supervision, and time allocation necessary for the treatment of mental health patients by the 

primary health care staff (IASC, 2007).  IASC (2007) emphasized investment in systems of care 

and standardized treatment protocols similar to the international standards of care, which further 

reduced barriers when integrating mental health services into primary care settings.  Patel et al. 

(2013) affirmed that integrated care is the most efficient and logical approach to strengthen the 

capacity of primary care systems and increase the treatment of other health priorities such as 

mental illness. 

The IASC model proved to be a useful operational framework.  Yet, Rose et al. (2011) 

addressed reservations about the IASC guidelines, noting the unrealistic expectations in 

providing mental health care in every emergency primary health care location due to the 

enormous scale of the disaster.  This left the majority of displaced people with limited or no 

access to mental health care (Rose et al., 2011).  Based on experience, during future disasters, 

Rose et al. (2011) suggested setting up integrated clinics operating as referral hubs serving 
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clusters of emergency primary care clinics.  In turn, the psychosocial workers would need to 

disperse further when assessing and intervening with the population affected (Rose et al., 2011). 

In 2005, a World Bank report indicated the lack of systematic documentation of mental 

health and psychosocial intervention in post-emergencies is a major obstacle to improved 

interventions (Baingana, Bannon, & Thomas, 2005).  Many studies reviewed did not continue 

long-term evaluations to measure systemic changes in public mental health services (Ventevogel 

et al., 2011).  Regrettably, many organizations have not documented their transition from 

emergency relief to the sustained structural changes in mental health services for people with 

mental health disorders (Ventevogel et al., 2011). 

Low-income countries health systems are continually challenged by chronic 

underfunding, inefficient allocation, unstable political contexts, high disease burden, and 

inadequate human resources (Jenkins et al., 2011).  Rose et al. (2011) examined the long-term 

feasibility of the integrated mental health/primary care model when Haiti’s primary health 

infrastructure is so poorly developed.  Rose et al. (2011) questioned the investment in 

community mental health services rather than reinforcing already established centralized 

psychiatric hospitals.  Concerns addressed the value in training primary care workers and the 

sustainability of community-based programs when foreign aid is reduced and the Haitian 

government lacks the capacity to take over (Rose et al., 2011).  Rose et al. (2011) noted that even 

if the Haitian government had long-term resources mental health still might not be prioritized in 

a country with a history of undeveloped public services.  Regardless, the preponderance of the 

evidence supported by international consensus states that the integration of mental health 

interventions into general health systems during and after a humanitarian crisis is the most 
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efficient solution to combat barriers, and strengthen policies and the well-being of the population 

(Friedli, 2009; IASC, 2007; Jenkins et al., 2011; Patel et al., 2013; WHO, 2013e). 

Limitations 

Limitations of this theoretical study included the minimal empirical data available about 

global mental health issues in LICs, time limitations, and researcher bias (Simon, 2011).  

Researcher bias may affect the interpretation of data because of the direct interaction with 

subjects.  Outside influences such as environment or selection of subjects could not be controlled 

resulting in compromised internal validity (Gravetter & Foranzo, 2012).  Research samples 

focused primarily on the adult Haitian population limited to specific regions of Haiti, which may 

limit the generalization of findings to other areas of Haiti and LICs (Denzin & Yvonna, 2000). 

Post-disaster mental health consequences predominantly focused on PTSD and MDD.  

Prior to the earthquake, Haiti did not have a national mental health plan or a system for 

monitoring, evaluating, or conducting epidemiologic research in mental health (WHO & 

Republic of Haiti, 2011, as cited in Raviola et al., 2013).  Consequently, there was no reliable 

data available concerning the prevalence of, or risk factors associated with, mental health 

disorders such as depression (WHO & Republic of Haiti, 2011, as cited in Raviola et al., 2013). 

This study presented a comprehensive, realistic view of Haiti’s current situation.  More 

flexible ways of data collection, analysis, and interpretation generated new understandings and 

descriptive results (Denzin & Yvonna, 2000).  Reliability was strengthened by analyzing 

multiple sets of data and drawing on the consistency of findings (Creswell, 2013).  Sources were 

authenticated and validated implementing triangulation and peer review strategies to strengthen 

the quality of documentation related to understanding and answering the research problems 

(Creswell, 2013). 
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Ethical issues were considered throughout the research process.  Researchers obtained 

informed consent from participants verbally, while recognizing and honoring the culture, 

customs, and policies of the research location (Creswell, 2013).  Respecting the privacy and 

confidentiality of participants was assured considering the sensitive nature of themes or issues 

explored in this study (Creswell, 2013).  Hatch (2002) summarized the need to be respectful and 

sensitive to vulnerable populations, the imbalance of power, and placing participants at risk 

when collecting data at the research site. 

Implications and Recommendations 

This research project has distinguished several implications for the professional practice 

and scholarly work in the field of psychology in response to the findings of this data analysis, as 

it relates to each of the four research questions. 

Research Question One 

Complex humanitarian crises present opportunities for LICs to use international funding 

resources and political readiness to initiate mental health reform and develop improved mental 

health care systems.  Major gaps continue worldwide in comprehensive, community-based 

mental health care (WHO, 2013a).  The social and economic effects of mental disability are 

diverse, especially in low- and middle-income countries, where resources are limited and 

inefficient (WHO, 2011).  The Mental Health Action Plan 2013−2020 vociferates for a change in 

social attitudes and a commitment to public policy to promote, protect, and restore the mental 

health of populations (WHO, 2013c).  Significant reasons for investing in mental health in Haiti 

include individual and public health, economic development, social equity, and resilience 

(WHO, 2013b). 
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Research Question Two 

Shultz et al. (2011b) proposed formalizing the tools needed to perform TSIG analysis in 

order to enhance the timeliness and accuracy of these assessments for future disasters and 

complex humanitarian crises.  Identified risk factors for mental health consequences such as 

PTSD and MDD can assist in the development of evidence-based interventions tailored to the 

crisis event and recovery of survivors (Shultz et al., 2011b).  Hobfoll et al. (2007) concluded that 

mass trauma interventions need to promote calming and a sense of safety by normalizing the 

individual’s responses to trauma.  He suggested this can be achieved by applying interventions, 

which focus on reducing the physiological hyperarousal, building self-efficacy, social 

connectedness, and hope for the future. 

Research Question Three 

The development of long-term delivery care models need to integrate cultural beliefs 

with contemporary biopsychosocial approaches and established community-based systems led by 

the government (Raviola et al., 2013).  Integrating mental health services into the primary health 

care system during and after the humanitarian crisis in Haiti was the most efficient solution to 

accost barriers, strengthen policies, and serve the population (Friedli, 2009; IASC, 2007; Jenkins 

et al., 2011; Patel et al., 2013; WHO, 2013e). 

Research Question Four 

Initiatives are being made to confront the barriers in developing sustainable mental health 

care systems in low-resource countries.  For example, GCGMH (2012) explained that removing 

specific barriers would improve the lives of those affected by mental illness.  Parity between 

mental and physical illness has been requested by GCGMH serving as an investment in future 

research, training, treatment, and prevention (Collins et al., 2013).  Ensuring future sustainability 
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of mental health services requires the allocation of funding, permanent training, and educational 

systems for future mental health workers.  Furthermore, the government and partners would need 

to commit to establish a national policy and strategic plan for mental health (Raviola et al., 

2013).  Expanding sustainable mental health care for Haiti and other LICs will reduce disability 

and suffering from mental illnesses and build a stronger and more resilient society (WHO, 

2013d). 

Directions for Future Research 

This current study presents consistent evidence supporting the diverse social and 

economic effects on LICs caused by untreated mental disabilities (WHO, 2011), the substantial 

treatment gap of mental health conditions in Haiti before and after the 2010 catastrophic 

earthquake, and Haiti’s opportunity to develop a long-term sustainable mental health care system 

after a complex humanitarian crisis.  Assumptions were made based on limited empirical studies 

of mental health disorders in low resource areas.  Future areas of inquiry will contribute to 

greater understanding of global mental health needs, prevention, and delivery of services in LICs 

before and after complex humanitarian crises. 

Collins et al. (2011) identified that the most important areas to be researched are related 

to: a) strengthening the training of mental health care workers, b) integrating mental health 

screenings and care services into primary health care, c) reducing the cost and improving the 

supply of effective medications, d) providing effective and affordable community-based care and 

rehabilitative services, and e) improving children’s access to evidence-based practices by trained 

health providers in LICs.   

The Carter Center Mental Health Program (2014) concurred that ongoing documentation, 

evaluations, and research of the mental health initiative need to focus on performance and 
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clinical outcomes.  Patel et al. (2013) agreed that research-based evidence for developing 

integrated health systems is insufficient and needs further attention.  Patel, Jenkins, Lund, and 

the Public Library of Science (PLoS) Medicine Editors (2012) are seeking case studies, 

particularly in low-resource settings, which focus on: a) mental health care interventions, b) 

mental health policy reform, or c) legislative change, which have led to improvement. 

Raviola et al. (2012) noted the need for improved emergency mental health and 

psychosocial response systems, and the facilitation of short-term to long-term response.  Shultz 

et al. (2011b) agreed that it is critical to address unmet needs for future disasters by utilizing the 

trauma signature analysis so that empirically based disaster mental health responses can be 

prioritized. 

There is a lack of empirical evidence regarding effective post-disaster mental health 

interventions.  Hobfoll et al. (2007) recommended best practices be extrapolated from empirical 

literature in relevant fields in order to create evidence-informed practices.  Further research is 

warranted regarding the mhGAP-IG’s implementation process and its effects to scale up the 

coverage of mental health services in low resource settings during and after disasters using non-

specialists to provide mental health services.  James et al. (2012) suggested the further 

development of empirically informed and culturally compatible methods for the reduction of 

distress models.  For example, SLM was implemented as a pilot study for over two years to 

hundreds of participants in Port-au-Prince IDP camps (James et al., 2012).  Their follow-up 

research will determine if peer-led groups continued and, if so, assess the community-

engagement component’s therapeutic benefits (James et al., 2012).  James et al. (2012) explained 

further that knowledge about reactions and training in coping strategies designed to manage 

distressed symptoms will help guide best practices. 
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Diaz et al. (2012) professed that in order to address the mental health issues in Haiti and 

other LICs, the cycle of poverty needs to be interrupted.  Further research is suggested on the 

globalization of poverty and its negative effects on mental health.  The PSM program applied 

participant action research models with mental health intervention models that demonstrated 

cross-cultural validity and integrated sustainable livelihood and community empowerment (Diaz 

et al., 2012).  WHO (2007) endorsed PSM as a low cost system, informal community, and 

individual self-care program.  Further investigation is called for on the effectiveness of cross-

cultural approaches, specifically the effects of Westernized psychology practices on foreign 

cultures. 

Further research is needed using representative samples to accurately describe the post-

earthquake mental health challenges and progress of the Haitian people (Wagenaar et al., 2012).  

Raviola et al. (2012) emphasized the support of a decentralized, community-based system led by 

Haiti’s government.  As led by illustration, the PIH/ZL program will continue to assess the value 

of treatment packages for common mental health conditions and task shifting, using non-

specialists to implement these packages as one strategy to close the treatment gap in low 

resource settings (Raviola et al., 2012).  This framework will guide comprehensive mental health 

expansion and integration at three pilot sites in the ZL region (Belkin et al., 2011).  Following 

the successful implementation of care pathways for depression, other mental disorders will be 

added using similar steps.  Plans are to increase the number of trained mental health workers to 

provide the appropriate treatment guided by the care pathways for mental disorders. 

Belkin et al. (2011) highlighted the future direction in global mental health will assume a 

systems approach and needs to rely on sustainable funding to provide continued care.  As an 

example, ZL received the NIMH award in 2011 to develop a school-based mental health 
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intervention for youth in Haiti’s central plateau in collaboration with Harvard Medical School 

(Becker & Eustache, 2011).  It is recommended that administrators and advocates align and work 

toward common goals to generate funding (Belkin et al., 2011).  Implementing the 5x5 

framework will provide the common language and objectives needed to be applied to future 

research, technical support training, and strategies for scaling-up evidence-based treatments in 

the developing world (Lancet Global Mental Health Group et al., 2007). 

Engaging in research and practice opportunities will strengthen health systems and 

reduce stigma and discrimination to those who suffer from mental disorders.  Knowledge gained 

from these areas of study will allow more accessible and effective mental health treatment for 

those affected by mental illness.  Expanding sustainable mental health care for Haiti and other 

LICs will reduce disability and suffering from mental illnesses and build a stronger and more 

resilient society (WHO, 2013d). 

Conclusion 

A thorough review and analysis of current literature, with emphasis on key points 

throughout this doctoral project, demonstrated the substantial treatment gap of mental health 

conditions in Haiti, one of the poorest nations in the Western Hemisphere, the burden mental 

health disorders place on communities, and the opportunity to develop an improved mental 

health system after a humanitarian crisis.  This research project documents a variety of 

successful mental health programs that achieved transition from short-term response to sustained 

mental health care in the aftermath of Haiti’s 2010 earthquake disaster.  Opportunities and 

challenges for the development of sustainable mental health services are identified.   

The information presented supports the research by Ventevoguel et al. (2011) and 

Raviola et al. (2013) as well as many other experts, and further contributes evidence to integrate 
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mental health care into existing health care systems in complex humanitarian emergencies.  This 

comprehensive study will raise awareness and support global mental health research, inform and 

emphasize efforts to strengthen the local capacity, and work towards building long-term 

sustainable mental health care and services in low-income countries. 
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