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SECTION 1

Background and Rationale

1.1 Socio-political context

1 Morris, Ashley, “Mental Health in Mali: An Analysis of the Expression of Major Depressive Disorder Across Different Cultures” (2009). Independent 
Study Project (ISP) Collection. 664.

Mali is a land-locked country covering an area of 1,241,238 
km². It is bordered to the north by Algeria, to the east 
by Niger, to the south by Burkina Faso, Côte d’Ivoire 
and Guinea, and to the west by Senegal and Mauritania. 
Administratively, the country is divided into 10 regions plus 
the District of Bamako, 58 circles and six communes of 
Bamako, 703 communes and 13 604 villages.

Mali is divided into three climatic zones: the Saharan zone 
(50%), the Sahel zone (25%) and the Guinean Sudano zone 
(25%). Rainfall is low (200 to 1300 mm/year) with varied 
periods of drought. The country has three seasons: a dry 
season, a cold season and a rainy season. Temperatures 
range from 20 to 45° C depending on the season and 
region. Nearly 70% of the population lives in rural areas.

In 2015 the population was estimated at 17,819,000 (updated 
General Population and Housing Census (RGPH) 2009 data). 
The average annual population growth rate is 3.6%. The 
female population represents 50.4% versus 49.6% for the 
male population.

The economy is essentially based on livestock, fisheries 
and agriculture. The socio-economic situation is marked 
by greater poverty in rural areas than in urban areas; this 
disparity affects more women than men.

In recent years, the country has experienced armed 
violence in the north and recently in the center, which has 
led to the displacement of populations and a humanitarian 
crisis. It has also caused problems with acute stress, 
grief, moderate to severe depressive disorders and post- 
traumatic stress disorder, to name but a few1. Though they 
may be widespread, these cases are not treated at the 
health facility or referral hospital levels. There is very little 
information and intervention to deal with these mental health 
issues. This reality has led International Medical Corps to 
engage in this rapid mental health and psychosocial support 
needs assessment.

LGUEGMA1
Highlight
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1.2 International Medical Corps in Mali
International Medical Corps is a non-profit, non-
denominational international humanitarian organization 
committed to saving lives and alleviating suffering through 
health services and emergency and development programs. 
International Medical Corps has been operational in Mali 
since March 2013 through interventions 1) in health, nutrition 
and protection, especially the prevention and management 
of gender-based violence in the health districts of Gourma 
Rharous and Timbuktu, and 2) focused on strengthening 
the system of epidemiological surveillance of Diseases with 
Mandatory Reporting (DMR), including zoonoses (sectors 
of human and animal health) in the regions of Sikasso and 
Ségou from September 2015 to September 2018. Also, 
International Medical Corps received funding from the 
United Nations Population Fund (UNFPA) for an intervention 
on improving access to family planning services in the 
Ségou region and for assessing the quality of maternal and 
neonatal care in the Sikasso region.

1.3 Mental health systems in Mali
The healthcare system in Mali has three levels of care:

• the central level, composed of the EPH/University 
Health Center (CHU);

• the intermediate level, made up of public hospitals 
(EPH); and

• the operational level, subdivided into two levels: 
community health centers (CHCs), and reference 
health centers (RHCs).

The health system in Mali is pyramidal, as shown in Figure 1.

Mental health falls under the “cell” in charge of non-
communicable diseases, which is housed within the National 

Directorate of Health (NDH) of the Ministry of Health and 
Public Hygiene (MHPH).

The framework of health plans and programs in Mali 
developed by the MHPH is contained in a Decennial Plan 
for Social and Health Development (DPSHD) 2014–2023. 
Under the guidelines of the 2014–2023 PDPSHD, a 
2017–2021 strategic plan has been developed to provide 
a comprehensive and appropriate response to the mental 
health problems of the populations in Mali, although it has 
not yet been published and validated. The Ministry’s efforts 
are focused on strengthening the quality of mental health 
care, raising public awareness and making the right use of 
resources for mental health.

At the operational level, in the public sector, the Point G 
Hospital Psychiatric Service is the main national reference 
structure. The pediatric ward at Gabriel Touré Hospital 
supports child psychiatric activities related to mental 
health and other mental health issues. In the interests 
of decentralization of mental health care, six mental 
health units were created as part of the project for the 
development of mental health care supported by the French 
Cooperation Mission (FAC) in Koutiala, Bougouni, Sikasso, 
Ségou, Bandiagara and Mopti.

Other private and civil society initiatives are contributing to 
this growth of mental health initiatives in Mali.

1.4 General objective
The main goal of this rapid assessment of MHPSS needs is:

• Gain an understanding of existing services, 
weaknesses, strengths and identified needs.

• Generate results that will serve as a baseline 
for identifying the approach and designing an 
intervention to fill existing gaps in health services and 
community support.
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1.5 Specific objectives
The specific objectives are:

1. Identify mental health and psychosocial support needs 
(resources, services, skilled personnel, appropriate 
training, psychotropic needs) in targeted and non-
targeted health centers, CHCs and RHCs in the 
regions of Sikasso, Ségou, Mopti and Timbuktu;

2. Identify the main MHPSS issues in the 
target communities;

3. Analyze the capacity of the target community to 
address key MHPSS issues;

4. Analyze community attitudes and practices toward 
people with mental illness; and

5. Provide recommendations, based on the findings 
of the needs assessment, to the International 
Medical Corps management team for an approach to 
integrating future mental health care activities with 
primary and secondary healthcare in target areas.



SECTION 2

Methodology

2.1 Data collection techniques
As part of this rapid assessment, several data collection 
techniques were used: literature review, focus group 
discussions (FGDs) with community members, key informant 
interviews (KIIs) and site visits. A questionnaire collected 
data at the health center level.

A total of 17 FGDs were carried out (eight men, seven 
women and two youth). Each FGD was facilitated by two 
to three investigators. The size of the groups ranged from 
three to 12 participants.

A total of 68 key informants were interviewed (KIIs); 24 
from Ségou, 18 from Sikasso, 17 from Mopti, five from 
Timbuktu, and four from Bamako. KIIs were either ASACO 
leaders, community leaders, (town hall leaders, village/
neighborhood leaders, Imam, pastor), traditional healers 
(marabouts/healers), teaching staff, heads of administrative 
services (civil protection, social development and economic 
solidarity) and caregivers.

A desktop review of current relevant documents included:

• Arborio, S. & Donzon, JP. (2001). L’identification de 
l’épilepsie en milieu rural Bambara (Mali) In Sciences 
sociales et santé. Volume 19, n°4, pp. (79-100).

• Sante Sud. Prise en charge des patients souffrant 
de troubles mentaux par un réseau de médecins 
généralistes communautaires en zone rurale.  
www.santesud.org.

• Corin, E., Bibeau, G. & Uchôa, E. (1993). Éléments 
d’une sémiologie anthropologique des troubles 
psychiques chez les Bambara, Soninké et Bwa du 
Mali. Anthropologie et Sociétés, 17 (1-2), 125–156.

• Uchoa, E., Corin, E., Bibeau, G. & Koumare, B. (1993). 
Représentations culturelles et disqualification sociale 
l’épilepsie dans trois groupes ethniques au Mali. 
Psychopathologie africaine, 1993, XXV, (1): 33-57.

• Bélanger, M. (2002). Les rites de la médecine 
traditionnelle bambara et le traitement de la « folie » 
jinèbana : L’esprit jinè,acteur de la continuité du sens. 
Anthropologie et Sociétés, 26(2-3), 235–251.

• Samaké, S, et al. (2007-2008). Carte sanitaire du Mali, 
version 1 tome ii, Equipment sanitaires – personnels et 
établissements privés. Ministère de la sante; cellule de 
la planification et de la statistique (C.P.S.).

• Medeiros, E., Orr, D.M.E. & Van Deventer, J. (2015). 
Santé mentale et soutien psychosocial en Guinée-
Conakry, analyse de la littérature. International 
Medical Corps. Décembre 2015.

• International Medical Corps, South Sudan (April 2013), 
Maban Refugee Camps (Gendrassa, Batil, Doro, 
Jammam), Rapid Mental Health Situational Analysis: 
Mental health priority conditions, community practices, 
and available services and supports.

http://www.santesud.org
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2.2 Collection tools and data 
analysis techniques

The data collection tools used in this evaluation are those 
proposed by the World Health Organization (WHO) and the 
Office of the United Nations High Commissioner for Refugees 
(UNHCR) (2012) in “Assessment of Needs and Mental Health 
Resources and Psychosocial Support: Toolkit for Humanitarian 
Situations”. The questionnaire used for the survey in the 
health centers is the “Checklist for the Integration of Mental 
Health at the Primary Health Care (PHC) Level of International 
Medical Corps, adapted from the WHO/UNHCR Assessment 
Toolkit” (2012), mentioned above. All the interview guides were 
adapted to the Malian context and translated into Bambara and 
Songhaï by interviewers divided into subgroups.

The different translations were then validated in 
plenary session1.

Data collection in the health centers was done through 
Dooblo’s SurveyToGo platform, using tablets. The data was 
then extracted and analyzed using SPSS and Excel software.

All qualitative data from the Key Informant Interviews (KIIs) 
and Focus Group Discussions (FGDs) were subject to 
content analysis; they have been theme-coded and grouped 
for analysis.

2.3 Data collection process
Data collection was carried out from 21 December 2018 to 16 
January 2019 in the regions of Ségou, Sikasso, Mopti, Timbuktu 
and Bamako. The data was collected by International Medical 
Corps’ mental health and psychosocial support consultant with 
a team of 23 local investigators and four supervisors.

The supervisors were all health professionals and each was 
responsible for collecting the data in a health district with a 
team of five–eight investigators. They ensured the integrity 

of the collection methodology in the field. They organized 
the appointments and introduced their team to the leaders 
of each community, planned visits to the communities in 
connection with the consultant, centralized the collected 
data and forwarded them to the consultant. Each day, the 
supervisors gave account of survey activities, reported 
difficulties to the consultant by telephone, WhatsApp or, 
when the consultant was in the same community as they 
were, in person. The five investigators who collected the 
data in the health facilities were all doctors. We took into 
account the ethnic background of the investigators during 
deployment in localities with a history of intercommunal 
conflicts. Investigators from the same ethnic backgrounds 
that had been involved in the conflict were not chosen to 
collect data in these villages due to ongoing tensions.

Each team was composed of men and women with various 
profiles (sociologist, anthropologist, psychologist, nurses, 
doctors, pharmacy assistants, development agents), and 
were supported by the International Medical Corps Mali 
country team.

Once in each locality, the team of investigators went to 
the health center to meet the person in charge and the 
representative of the Community Health Association (CHA) 
who had been notified of our arrival by administrative 
mail. The CHA representative introduced the team to the 
community. The health facility survey was conducted with 
the District Medical Officer (DMO) or the Health Center 
Technical Director (DTC), often assisted by a collaborator 
(the Health Information System Manager, or HISM).

The data collection took place in 63 health facilities, 
distributed as follows: 49 CHCs, 11 RHCs and three Regional 
Hospitals (RHs). The breakdown of survey locations by 
region is shown in Table 1.

Region Ségou Timbuktu Sikasso Mopti
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Communities Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

CHC 4 4 7 4 4 3 5 4 5 4 5

RHC 1 1 1 1 1 1 1 1 1 1 1

RH 0 0 1 0 0 0 0 0 1 0 1

TOTAL 5 5 9 5 5 4 6 5 7 5 7

1 The tools used were translated from French to local languages (Songhai and Bambara). We had three groups and each group was in charge of the 
document translation while the other groups were in charge of reviewing and validating the translation.

TABLE 1: DISTRIBUTION OF SURVEY SITES BY REGION

The list of heath facilities can be found in the annex.
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2.4 Limitations and challenges of 
the assessment

The first limitation of this evaluation is related to its nature: 
it is meant to be a quick situation analysis. As a result, the 
completeness and depth of the assessment of certain 
facts and situations may require further investigation. 
Yet this assessment still provides a clear picture of the 
current situation.

Other challenges were:

• Security constraints in certain localities did not allow 
the evaluation team to carry out its work. This was 
the case in Somadougou and in the health district 
of Douenzta in the Mopti region, where a security 
force operation was taking place at the time the team 
was scheduled to visit these localities, requiring us 
collect data over the phone. The security situation 
limited access to our targets, and prevented the free 
expression of those we encountered, who were afraid 

of possible reprisals by jihadists or members of armed 
groups who have ties in the community. The same 
situation occurred in the health district of Niono, and 
in the region of Timbuktu.

• The unavailability of some health facility managers 
(HCTD) in Ségou (Kourouma CHC in Niono) region, 
because of local strikes and other commitments 
(attending a workshop), unclear reasons in Timbuktu 
(Timbuktu Regional Hospital), and security reasons 
in Douentza and Koro, which did not allow us to gain 
access to the health facilities data.

• Difficult access to young people and women in certain 
localities. The latter, for example, sometimes sought 
permission and/or the presence of their husbands 
before being able to respond to inquiries from 
investigators.

• The evaluation was conducted during the harvest 
period, reducing the availability of certain community 
groups that were occupied by field work.



3.1 Common problems and stressors
Many common problems and stressors were mentioned by our informants in individual interviews and focus group 
discussions. In this section, we discuss the main themes.

SECTION 3

Results of the Evaluation

TABLE 2: COMMON PROBLEMS AND STRESSORS IN THE SÉGOU REGION

Common Problems

Poverty Unemployment, lack of jobs, high cost of living, difficulties in finding housing, poor nutrition 
and under nutrition.

Health High prevalence of diseases such as malaria, diarrhea; lack of capacity at hospitals; lack of 
qualified personnel.

Infrastructure Insufficient roads, schools, hospitals. Lack of appropriate structures of care, dilapidation of 
existing infrastructure, unusable roads during the rainy season. Lack of water and electricity.

Environmental Problems Deforestation, drought, unaddressed health problems in the community.

Education Insufficient teachers and lack of school infrastructure, including lack of high schools in 
villages, high drop-out rates because of insecurity.

Insecurity Intra and inter-communal conflict, cattle theft (particularly Niono District).
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TABLE 2: COMMON PROBLEMS AND STRESSORS IN THE SÉGOU REGION (continued)

Mental Health and Psychosocial Problems

Consumption of 
substances Drug abuse, alcohol, hemp, tramadol by young people in particular.

Mental illnesses Mainly equated with “madness” by community members; epileptic seizures.

Child neglect and abuse Talibe children (exploited), children left to themselves and exposed to abuse.

Anxieties, fears and 
worries

People live with the fear of being attacked by armed gangs, especially terrorists, in Niono 
District; populations concerned about their future.

Gender-based violence Domestic conflicts, rape or harassment; early and forced marriages; school drop-out.

TABLE 3: COMMON PROBLEMS AND STRESSORS IN THE TIMBUKTU REGION

Common Problems

Insecurity War, attack of jihadist groups, robberies, kidnappings, theft of cattle and personal property, 
killings, explosive devices.

Food Supply Malnutrition and under-nutrition.

Poverty Unemployment, lack of jobs, high cost of living.

Health Recurring diseases such as malaria; lack and poor condition of health structures and 
qualified personnel.

Absence of the state and 
basic social services Lack of water and electricity, schools, hospitals, roads.

Education Insufficient teachers; lack of school infrastructure, dropping out of school because of 
insecurity.

Mental Health and Psychosocial Problems

Anxiety, fears People live with the fear of being attacked by terrorists; worries about their future.

Drug consumption Drug consumption (marijuana, tramadol).

“Collective hysteria” 
recalling the phenomenon 
of trances

Crises with loss of consciousness of adolescents in school.

Depression Feelings of helplessness, withdrawal, isolation, sadness, anger.

Potentially traumatic 
events

Killing, kidnapping, robbery, loss of relatives and personal property, forced displacement to 
flee insecurity.

Gender-based violence Marital conflict; rape or harassment; early and forced marriages.

Chronic and severe 
illnesses Serious and lasting “madness.”
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TABLE 4: COMMON PROBLEMS AND STRESSORS IN THE SIKASSO REGION

Common Problems

Poverty Unemployment, lack of jobs, high cost of living.

Health Malaria, anemia; epilepsy.

Infrastructure Insufficient roads, schools, hospitals; decay of existing infrastructure, roads impassable 
during the rainy season.

Environmental Problems Flood in the Zangasso area.

Water and electricity 
problems Lack of drinking water and power cuts are very common in the region.

Education Insufficient teachers and school infrastructure.

Agricultural and livestock Insufficient infrastructure, a lot of livestock loss due to diseases, low yield.

Latent intra-community 
conflict

Land issues that generate stress. Problem of land grabbing by some, demarcation of parcels 
(e.g., village of Kabouala).

Mental Health and Psychosocial Problems

Drug consumption Drug abuse, alcohol, hemp, tramadol especially by young people.

Mental illness

Many cases of epilepsy often confused with “madness” because of seizures.
The person becomes aggressive, agitated, says crazy things. They are evil spirits (Djinn). 
Cannot be cured, but we can calm the patient.
Mental deficiency: “Lagalagatô1” — people who were born and grew up with the disease; 
they are not normal, cannot go to school, but they are not crazy. Cannot be cured.

Potentially traumatic 
events

Zangasso Zone: Flood that caused sadness, “psychosis in people” who lost all their culture, 
were forced to move. Concern for the future (nutrition).

Child abuse Neglect of children in polygamous marriages.

Gender-based violence Denial of resources (e.g., the husband refuses to give money to his wife for prenatal 
consultation); marital conflict; rape or harassment.

1 Lagalagatô is a Bambara term used to define a person with mental health deficiency and described as someone who was born and grew up with the 
disease, not normal, who cannot go to school, but not crazy and, not curable.
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TABLE 5: COMMON PROBLEMS AND STRESSORS IN THE MOPTI REGION 
(DISTRICTS OF KORO, DOUENZTA AND MOPTI)

Common Problems

Insecurity (intercommunity 
conflicts and armed 
conflict)

Misunderstanding between communities (e.g. Dangatené village); people kill each other. 
Dogons against Fulani.
Islamists attack people and kidnap them; killings.
People do not sleep at night, wake up at the slightest sound; merchants, farmers, fear to 
move because of aggression.

Lack of economic activities No customers for welders, for merchants.

No functional social 
services

In Douenzta, a building was erected for gender-based violence survivors, but there is no 
staff.

General poverty and 
especially by women

The cattle are killed, stolen. People are afraid to go for pasture with their cattle. 
Activities do not work, lack of income-generating activities.

Difficulty evacuating 
patients

In Douenzta, the evacuation reference that used to work no longer does. The ambulance 
used to pick up the sick people in the village because the village had contributed an amount 
for this service.

Mental Health and Psychosocial Problems

Mental illnesses

Maraboutage (e.g. cast a spell on people out of jealousy because of their success, which 
makes you mad).
Epilepsy, often confused with mental illness.
Insomnia, “kafinibla”: dropping clothes, worry that their husband took another woman 
without warning).
The old people of the village in Toroli during a FGD mentioned the case of two people 
whose speech became incoherent, who cannot remain calm, move all the time; these people 
are part of the community who, fearing to be attacked, go to sleep in the bush at night and 
do not return to the village until early morning. Some of them can sleep while others cannot.

Psychosomatic complaints Sensations of tingling all over the body, sensation of having a snake walking in the belly, fire 
from the head to the sole of the foot.

Drug abuse Village Pel: taking of tramadole by young people.

Overstrain People are stressed because they are scared.

Gender-based violence Rape or harassment, denial of resources, forced marriages, (e.g. in Toroli, women talked 
about divorce issues that affect them).

Anxiety and depressive 
disorders Fear, sadness, worry, anger, anxiety.

Post-traumatic stress 
disorder

Feelings of fear, helplessness, avoidance behaviors, nightmares. Sleep disorders because of 
the fear of being abducted at night and being killed.



15Mental Health and Psychosocial Support Assessment, August 2019

3.2 Estimated rate of mental health and psychological distress problems

1 Latest estimated figures from WHO launched after this report was finalized are: In conflict affected populations, WHO estimates that the prevalence 
of common mental disorders (depression, anxiety, post-traumatic stress disorder, bipolar disorder, and schizophrenia) was 22·1%, mild forms was 13%, 
moderate forms 4%, and severe disorders was 5.1%. “New WHO prevalence estimates of mental disorders in conflict settings: a systematic review and 
meta-analysis: The Lancet, 2019, http://dx.doi.org/10.1016/ S0140-6736(19)30934-1.

2 International Medical Corps/UNHCR Mental Health and Psychosocial Assessment Report in South Sudan, April 2013

There are no current epidemiological data on the prevalence 
of mental health disorders in Mali, and therefore we will refer 
to the recommendations of the World Health Organization 
(WHO). To define the number of cases of common and severe 
mental disorders in humanitarian emergency contexts, the 
WHO (2012) estimates that common mental disorders such 
as anxiety and depression affect about 15 to 20% of the 
population. Severe mental disorders such as psychoses are 

estimated at 2 to 3%1. As part of this report, we will use the 
estimates from the International Medical Corps/UNHCR report 
(April 2013) in South Sudan2 because of its similarity to the 
Malian context. Thus, we will have the rate of 15% for common 
mental disorders and 2% for severe mental disorders. 
Psychotic disorders are estimated at 1%. The estimated 
number of cases of mental health problems based on these 
considerations is presented in Table 6.

SÉGOU REGIONAL 
HOSPITAL

MOPTI REGIONAL 
HOSPITAL TIMBUKTU* SIKASSO REGIONAL 

HOSPITAL

Covered population 2,455,701 2,571,000 233,555 3,337,000

Estimated prevalence 
of common mental 

disorders (15%)
368,355 385,650 35,033 500,550

Estimated prevalence 
of severe mental 

disorders (2%)
49,114 51,420 4,671 66,740

Estimated prevalence of 
psychotic disorders (1%) 24,557 25,710 2,335 33,370

*Data resulting from the sum of the CHCs of Gourma Rharous, Timbuktu and Dire

TABLE 6. ESTIMATED NUMBER OF CASES OF MENTAL HEALTH PROBLEMS
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3.3 Frequency of mental health problems identified in health facilities
Mental health and neurological problems were among the 
reasons for consultation mentioned at the health-center level 
during November 2018.

Figure 2 gives an idea of the frequency of mental health 
problems in health facilities.

Analysis of this histogram reveals an overall rate of 
attendance of health facilities for mental health and 
neurological problems of 1%. It is 4% in the region of Timbuktu, 
3% in Ségou, 2% in Mopti and 1% in that of Sikasso.

The number of reported cases for each pathology in the four 
surveyed regions is presented in Table 7.

This histogram shows that the most frequently detected 
pathologies, in order of prevalence, are: psychotic disorders 
(278), epilepsy (242), depression (175), stress-related 
disorders/anxiety (107), disorders related to alcohol and 
drug use (98), medically unexplained somatic complaints 
(94), children’s behavioral disorders (89), dementia (72), and 
developmental disabilities — e.g. intellectual disability (45), 
bipolar disorder (44), self- mutilation/suicide (44) — and finally, 
mood disorders, puerperium (28). This situation varies from 
region to region as can be seen in Table 7.

In the regions of Ségou and Sikasso, psychotic disorders 
remain in first position, followed by epilepsy and depression. 
In the regions of Mopti and Timbuktu, epilepsy comes first in 
the reported cases, followed by depression and dementia.

FIGURE 2. ATTENDANCE OF HEALTH FACILITIES FOR MENTAL HEALTH NEEDS

23,644

647
3,035

122

56,615

442

5,558

106

Total number of cases declared the previous month Total number of consultations in November

Ségou Timbuktu Sikasso Mopti
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Ségou 92 148 135 15 15 51 24 29 57 63 17 0 647

Timbuktu 13 11 15 9 10 10 13 11 10 11 9 0 122

Sikasso 59 111 63 14 14 17 29 50 21 24 12 28 442

Mopti 12 8 29 6 6 10 6 8 6 9 6 0 106

Total 176 278 242 44 45 89 72 98 94 107 44 28 1,317

TABLE 7. TOTAL NUMBER OF REPORTED CASES BY PATHOLOGY AND REGION 

3.4 Local conceptions of mental illness 
and expression of psychological 
distress

Mental illness
People are aware of the existence of mental illness in the 
community. Colloquially, people with a mental illness are 
called “stray patients.” People with mental illness are still 
strongly stigmatized or even marginalized in the community. 
In families, for example, the management of the mentally ill 
is mainly the responsibility of the woman, especially when it 
comes to the illness of a child. Mental illness is still strongly 
perceived as the consequence of an enchantment or spell. 
That is to say, a disease that is treated outside of modern 
medicine. For this reason, families use hospital care only 
as a last resort. In fact, the vast majority of patients’ families 
start by using the care of healers and marabouts, and arrive 
at the hospital only when they have not found satisfaction 
with them.

Beliefs within the community distinguish two main types 
of mental illnesses: “jinn” and “niama.” The “jinn” refers to 
the consequences of an enchantment or spell, and can 
range between “serious madness” and “soft madness.” The 
“niama” refers to the consequences of the transgression of 
the rules of possession and management of a totem.

Common psychological distress
These types of distress are also manifested in society in less 

severe, milder forms, such as acute, chronic, post-traumatic 
stress, anxiety disorders, depressive disorders, etc.

Gender-based violence (GBV)
Mainly affecting women and girls, two main types of 
violence can be distinguished: violence related to the 
security situation, particularly the armed crisis and inter-
community conflicts, and violence related to the type of 
relationship between men and women in Malian society.

The main problems facing women include marital conflict, 
physical assault, lack of financial resources, rape or 
harassment, etc. GBV for girls centers around early and 
forced marriage, sexual violence and exclusion from school.

Women survivors of GBV are recognized in the community 
mainly by withdrawal, fear, lack of appetite, stress, insomnia, 
crying, silence and/or isolation.

Survivors of rape or harassment are rejected and 
marginalized by society. They are often accused and held 
responsible — a practice called “victim blaming” — leading 
the majority of them to keep quiet.

The main challenges for GBV survivors are psychological 
care, access to protection and justice, and socio-
professional reintegration and empowerment. A challenge 
in communities around GBV involves the need to raise 
awareness and to provide education to change the 
perception of the problem.
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Addiction to psychoactive substances
Another problem that causes psychological distress and 
behavioral disorders are psychoactive substances. The 
respondents spoke mainly about tramadol, Indian hemp 
and glue, which are more and more prevalent among young 
people. These drugs are apparently consumed by some 
members of the armed groups in order to give themselves 
courage and strength. It is also the result of a certain desire 
to forget their problems — young people who do not want to 
face the reality of their problems take refuge in the taking of 
substances with euphoric effects that allow them to distance 
themselves from their problems. However, the addictive nature 
of these substances leads to dependence, and leads them to 
increase the doses to feel more and more pleasure. Under the 
influence of these drugs, consumers develop inappropriate, 
aggressive behavior and indolence; which prevents them from 
being productive. This situation generates suffering for both 
young people and their families, especially parents.

Child abuse
Some children receive neither food nor emotional care from 
their parents because of the difficult situation of poverty, 
while some children, especially girls, are abused. Talibé 
children are often subjected to abusive treatment and 
deprived of meals, which forces them to find ways to eat 
and to bring back money to the Marabout.

3.5 Community support and 
coping strategies

In this section, we present the way in which the communities 
manage the main mental health and psychosocial problems 
identified, highlighting the resources they mobilize.

Common problems with psychological distress
Use of marabouts and traditional healers to treat mental 
illness and problems such as fear and sadness.

Mental Disorders
The attitude of the community toward people suffering from 
mental disorders depends on the perception of the origin 
and the severity of the disorder.

People with mental disorders are usually stigmatized and 
abandoned by their loved ones and the community. People 
are afraid of being attacked by the mentally ill, and either 
avoid them or try to calm them down, invite them to stand 
aside, not to disturb or keep quiet.

For mental health issues, community members use:

• Imams, who use the verses of the Koran to treat.
• Traditional therapists, who treat by giving preparations 

of plants to drink or to add to baths, to inhale. They 
also perform rituals with incantations to calm the “jinn” 
or to repair the transgression.

• Pastors, who heal with prayers and blessed water that 
the sick bring home.

GBV
Management of GBV-related situations is usually done 
within the family, in the most discreet way possible, 
to preserve the image and honor of the family and 
the survivor.

Within communities, it is usually made by religious and 
traditional (village chief) leaders, who generally advocate 
mediation and an amicable arrangement.

Sometimes families and survivors use associations and 
NGOs (e.g., a reception center for women survivors of GBV 
in Sévaré, or a one-stop center in Mopti), where survivors 
benefit from medical care, material (e.g. income generating 
activities (IGA), and legal and psychological support, 
often among pairs grouped in association, but rarely 
featuring true psychological care by a professional. For 
example, our interview showed that the staff of the survivor 
reception center can identify the different manifestations 
of psychological distress among women and children 
who are survivors of GBV; however, they have difficulty 
providing real psychological support because of the lack of 
qualified psychologists.

People are going to NGOs Médecins Sans Frontières-(MSF) 
and Agency for Technical Cooperation and Development 
(ACTED) in Douentza.

Raise parents’ awareness about the need to send children, 
especially girls, to school.

Taking psychoactive substances
Raise awareness and educate young people about the 
consequences of drug and alcohol use.

Traumatic events
Move away from conflict zones; provide psychological 
care in health facilities; consult counselors; participate in 
community activities to combat idleness and unemployment.



4.1 Resources and practices in health and mental health services
4.1.1 Staff in health facilities
The number of health personnel by category is presented in 
Table 8.

As the table shows, there are very few mental health staff. 
There are three nurses/medical assistants specializing in 

psychiatry, and two psychiatrists. This represents 0.04% of all 
declared staff (1211). There are no psychologists.

The presence of community health workers is a real asset for 
the continuity of care in the community.

SECTION 4

Health and Mental Health 
Services

Ségou TIMBUKTU SIKASSO MOPTI
CHC RHC RH CHC RHC RH CHC RHC RH CHC RHC RH Total

Number of health 
centers 15 3 1 11 3 0 14 3 1 9 2 1 63

General practitioners 8 18 ND 4 14 ND 5 35 10 6 11 12 123
Nurses 27 50 ND 14 22 ND 28 122 78 24 63 158 586
Midwives 6 25 ND 1 11 ND 8 41 19 7 14 6 138
Psychologists 0 0 ND 0 0 ND 0 0 0 0 0 0 0
Nurse practitioners 0 1 1 0 0 ND 0 1 0 0 0 0 3
Psychiatrists 0 1 ND 0 0 ND 0 1 0 0 0 0 2
Community health 
workers 62 0 ND 0 0 ND 38 0 0 21 45 0 166

Caregivers 78 17 ND 26 0 ND 37 3 0 26 6 0 193

Total 181 112 1 45 47 0 116 203 107 84 139 176 1,211

TABLE 8. NUMBER OF STAFF IN HEALTH FACILITIES
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4.1.2 Availability of drugs for the management of mental and neurological disorders
Core medications recommended by WHO for the 
management of mental and neurological disorders are listed 

in Table 9, with a description of their degree of availability on 
the health pyramid within each of the four regions.

Ségou TIMBUKTU SIKASSO MOPTI
Availability of Drugs CHC RHC RH CHC RHC RH CHC RHC RH CHC RHC RH
Generic antidepressant drug 
(Fluoxetine, Amitriptyline)
Generic anxiolytic drug Diazepam
Generic anti-psychotic drug: 
(Haloperidol tablet and injection 
Chlorpromazine, Thioridazine)
Generic anti-epileptic drug 
(Phenobarbital carbamazepine, 
Diazepam injection, Valproic acid)
Generic drug for bipolar disorder 
(Valproic acid, Carbamazepine)
Drugs in addiction treatment programs 
(Nicotine, substitution treatment)
Generic anti-Parkinson drug for 
the management of side effects of 
Biperiden antipsychotic drugs
Traditional medicines available at the 
health center pharmacy

TABLE 9. AVAILABILITY OF DRUGS FOR THE MANAGEMENT 
OF MENTAL AND NEUROLOGICAL DISORDERS

SometimesRegularly Never No Data

19

7

14

3

18

10 12

Yes Total

Ségou Timbuktu Sikasso Mopti

4

FIGURE 3. AVAILABILITY OF A LABORATORY SERVICE IN HEALTH FACILITIES BY REGION

4.1.3 Availability of a laboratory service
The availability of laboratory services to support the initiation 
and monitoring of certain psychotropic drugs is shown in 
Figure 3.

The analysis of this histogram shows that laboratory services 
are available in 37% of the centers in the region of Ségou, 
21% in that of Timbuktu, 56% in that of Sikasso and 33% 
in that of Mopti. In these health facilities with a laboratory 

service, the availability of tests useful for the initiation and 
monitoring of certain psychotropic drugs by level of structure 
of the health pyramid and by region is presented in Table 10.

Most of the exams are available at RHCs and regional 
hospitals. Only the blood glucose test is available in the 
CHCs, with the exception of the Mopti region.
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TABLE 10. AVAILABILITY OF LABORATORY EXAMS BY LEVEL OF HEALTH CENTERS BY REGION

Exams CHC RHC RH
Blood Count No Yes Yes
Liver Function No Yes Yes
Determination of Thyroid Hormones No No Yes
Blood Sugar Yes Yes Yes
Toxicological Screening Test (Urine Test) No No Yes
Creatinine Levels No Yes Yes
Serum Lithium Levels No No No

SÉGOU REGION

Exams CHC RHC RH*
Blood Count No No

*No data collected 
at the Timbuktu 

regional hospital.

Liver Function No Yes
Determination of Thyroid Hormones No Yes
Blood Sugar Yes Yes
Toxicological Screening Test (Urine Test) No No
Creatinine Levels No Yes
Serum Lithium Levels No Yes

TIMBUKTU REGION

Exams CHC RHC RH
Blood Count No No No
Liver Function No Yes Yes
Determination of Thyroid Hormones No No No
Blood Sugar Yes Yes Yes
Toxicological Screening Test (Urine Test) No Yes Yes
Creatinine Levels No Yes Yes
Serum Lithium Levels No Yes Yes

SIKASSO REGION

Exams CHC RHC RH
Blood Count No No Yes
Liver Function No Yes Yes
Determination of Thyroid Hormones No No No
Blood Sugar No Yes Yes
Toxicological Screening Test (Urine Test) No No No
Creatinine Levels No Yes Yes
Serum Lithium Levels No Yes Yes

MOPTI REGION
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4.1.4 Staff trained in mental health
When asked if staff received mental health training, the 
possible answers were: None (0%), some (1-50%) and 
the majority (> 50%). In all 63 health facilities evaluated, 
the vast majority (53, 84%) stated that they had no staff 
who had already received training in mental health. Table 
11 shows the situation in centers with staff trained in 
mental health.

Although the study was mainly focused on mental health, 
during the evaluation in Mopti we looked across physicians 
and midwifes trained in clinical management of rape survivors.

Ten health facilities have trained mental health staff. The 
Sikasso region has the most trained mental health staff, with 
specialized expertise at the three RHCs evaluated.

SIKASSO TIMBUKTU MOPTI SÉGOU

CHC

Sanoubougou 
(1 nurse, 1 midwife, 

1 general practitioner)

Danderesso (1 nurse)

Gourma Rharous 
(1 nurse)

Bourem Sidi Amar 
(1 general practitioner)

 Teriya 
(1 general practitioner)

RHC

Bougouni (1 medical 
assistant in psychiatry)

Koutiala (1 medical 
assistant in psychiatry)

Sikasso (1 psychiatrist)

Ségou (1 psychiatrist)

RH HR 
(1 psychiatric nurse)

TABLE 11. STAFF TRAINED IN MENTAL HEALTH BY CENTER

4.1.5 Mental health care
In the few centers where mental health care is available, 
there is usually only one mental health caregiver. In case 
of unavailability of the latter, there is a break in the supply 
of care.

The offer of care is limited to the medical aspect. 
Psychological interventions, counseling, occupational 
therapy and community care in connection with the health 
facility do not exist, due to lack of qualified personnel.

Staff involved in mental health care structures are 
well aware of the weight of traditional beliefs in 
patients’ choice of care. Most patients only come to 
the hospital as a last resort. Staff are therefore open to 
collaboration with traditional healers, though some of 
them recount experiences of collaboration which quickly 
became problematic

4.1.6 Health and mental health 
information system
The health information system (HIS) in Mali is harmonized at 
the level of public health facilities, as we have seen. The DTC 
at the CHC level and the HIS officer at the RHC level and 
regional hospitals are responsible for the health information. 
Every month, a report is produced by the health staff. Among 
the indicators (conditions) to be filled in is the category “mental 
disorders” with code “F99,” as we can see in the photos:

However, in the vast majority of centers this section is not 
filled out. Here are some illustrations of this situation that 
reveals the lack of attention given to mental disorders.

It should be noted, however, that exchanges with some 
health personnel demonstrated to us that consultations for 
mental health problems are being carried out, but these 
cases are not usually documented in the HIS.
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4.2 Mental health referrals
Referrals to specialized mental health services
Some health personnel have indicated that they refer 
patients with behavioral problems to the Point G Psychiatry 
service in Bamako.

Many of them hasten to recognize that because of its 
distance, and the limited financial means of families, many 
patients do not succeed in receiving care there.

Other caregivers have indicated that they refer patients 
to health facilities closer to their health center, including 
the mental health units of Koutiala, Bougouni, Ségou and 
Sikasso. Referrals are also made to centers where they 
know that there are health personnel with skills in the 
management of certain mental disorders, including the 
Ségou RHC and other mental health units.

This is also the case for the general practitioners of the 
network of field doctors who practice at the CSCOM 
(community health centre) level and have been trained 
as part of a project supported by NGO Santé Sud. These 
doctors benefit from the advice of psychiatrists through 
a WhatsApp network. When referral is needed, they refer 
the patient to the psychiatry center of Point G., which is not 
usually easy for families, as mentioned previously.

Referral community and health system
The first sources of care, as indicated by the majority of 
our informants in the communities, are traditional healers, 
marabouts, imams, pastors and a few NGOs (ADPF, MSF and 
ACTED) that support GBV survivors. During the interviews, 
our informants indicated that they sometimes refer patients 
to specialized health facilities for the treatment of mental 
disorders, usually when the patient is very agitated.

They also sometimes make these referrals late in the 
process following the finding of a lack of change, or the 
worsening of the patient’s condition as indicated by a health 
professional of a mental health unit.

A medical assistant in mental health collaboration told us 
about an experiment between a specialized service and 
traditional healers specializing in the treatment of mental 
disorders. However, this experiment did not go far because 
traditional healers could not demonstrate the effectiveness 
of their practices and treatments.

A list of actors involved in the field of mental health and 
psychosocial support is presented in a file that accompanies 
this report, in 4W form. A mapping of stakeholders involved 
in the field of GBV is also provided.

4.3 Some challenges of integrating mental 
health care into primary healthcare in Mali

This situational analysis provided important insights into 
the understanding of existing services and needs at both 

the health service level and in the community. It also 
highlighted the challenges of integrating mental health 
care into primary healthcare in Mali. We present them 
briefly below:

Insecurity and violence are constants in the 
assessed environments
People are forced to constantly develop psychological 
coping mechanisms, which can disrupt people’s individual 
functioning and disrupt communities in the long run. 
MHPSS needs are significant and increasing.

Structures providing mental health care and 
competent professionals are not currently available 
in quantity and quality in Mali
The challenge facing International Medical Corps in the 
context of Mali could be formulated as follows: How to 
provide mental health care with immediate, measurable 
and growing benefits over time? With which actors?

People are exposed to adversity and trauma
Men, women, adolescents and children have experienced 
situations of killings, abductions, robberies, loss of 
property, GBV, etc. There is something to be feared by 
all, especially young people who have been exposed to 
traumatic experiences at a very early age and who are 
at risk of developing atypical behavior in the future, such 
as delinquency, adjustment disorders or mental health 
problems. Not to intervene now would leave the door open 
for an exacerbation of mental health problems.

Those most vulnerable, such as children and young 
people, should become a priority of the International 
Medical Corps MHPSS programming.

Consumption of psychoactive substances
The increase in consumption of psychoactive substances 
as described by our respondents is likely a consequence 
of the climate of insecurity, poverty and lack of hope in 
the future for these young people. It has been shown 
that people in difficult situations, who have experienced 
traumatic experiences, can use various drugs as an 
antidote. The addictive nature of these substances means 
that consumers run the risk of increasing the frequency 
and dose of consumption.

Collaboration with traditional therapists in the field 
of mental health care
Staff involved in mental health care structures are well 
aware of the weight of traditional beliefs in patients’ 
choice of care. They come to the hospital only as a last 
resort. These staff are therefore open to collaboration 
with traditional healers. However, some of them recount 
experiences of collaboration that did not work out. The 
questions that seem to emerge from this are: How to 
choose the traditional therapist with whom to collaborate? 
How to collaborate with the traditional therapist? What 
content should guide this collaboration?
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Specialized
Services  

Basic mental health care by PHC doctors. Basic emotional 
and practical support by community workers.

Activating social networks. 
Communal traditional supports.
Supportive child-friendly spaces.

Focused
(person to person) 

non-specialized 
supports

Strengthening community 
and family supports

Social considerations in 
basic services and security

Advocacy for basic services that 
are safe, socially appropriate 
and that protect dignity

Basic mental health care by 
PHC doctors. Basic emotional 
and practical support by 
community workers.

Mental health care by 
mental health specialists 
(e.g. psychiatric nurses, 
psychologists, psychiatrists, etc.)

FIGURE 4. INTERVENTION PYRAMID FOR MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT 
(IASC REFERENCE GROUP MHPSS, 2010) 

SECTION 5

Summary and Recommendations
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5.1 Summary
In summary, this rapid assessment of MHPSS needs highlighted:

• The following strengths:
■ The willingness of health leaders and community 

leaders to participate in the development of full 
spectrum of MHPSS care;

■ The existence of community and hospital structures 
involved in GBV; and

■ The existence in Mali of training and follow-up 
experience for non-specialized caregivers in mental 
health care (mental health network of the NGO 
Santé Sud).

• And the following weaknesses:
■ The lack of a national strategic plan for mental 

health management;
■ The low availability of psychotropic drugs at the 

level of health facilities;
■ The absence of a clinical psychologist or those 

specifically trained to work with children and youth;
■ Poorly structured psychological support, not 

always suitable for GBV survivors and others who 
have had traumatic experiences, with untrained 
community workers; and

■ The lack of health personnel trained in 
mental health.

5.2 Recommendations
According to the IASC guidelines on MHPSS in emergency 
settings, health systems should provide an optimal mix 
of mental health and multilevel psychosocial well-being 
services using the pyramid approach shown in Figure 4.

The following recommendations are made with the aim, on 
the one hand, to respond to the different MHPSS needs and 
gaps identified in Mali and, on the other hand, to improve 
the quality and comprehensiveness of MHPSS services. 
The use of simplified protocols to enable non-specialist 
staff to respond effectively to the immediate needs of 
primary health related to mental health, substance use and 
neurological problems seems to be the path to explore.

A) Recommendations for the Malian State
This rapid needs assessment was commissioned by 
International Medical Corps to identify the MHPSS needs 
of Mali and design a program to fill existing gaps in health 
services and community support in Mali. International 
Medical Corps strives to work in partnership with 
governments, such as the State of Mali, to support the 
design of policies and programs that maximize the use 
of existing government health care infrastructure and 
resources, and that support national mental health system 
strengthening and promote sustainability. With this in 
mind, we recommend that the State of Mali, particularly the 
Ministry of Health and Public Hygiene:

R01: Put in place a strategic framework with operational 
guideline documents for the management of mental health 
in Mali.

R02: Train and deploy mental health professionals 
(psychiatrists, psychiatric nurses, clinical psychologists) in 
outlying regions.

R03: Create and/or strengthen mental health units in the 
health districts of the regions of Timbuktu, Mopti, Sikasso 
and Ségou.

B) Recommendations for International 
Medical Corps
Our recommendations are organized below according 
to the areas of training, service provision, referral and 
health promotion.

5.2.1 Mental health training
R1: Training of CHC and RHC staff selected for the clinical 
management of mental disorders. Training should follow 
the WHO guidelines contained in the mhGAP-HIG (Mental 
Health Global Action Programme-Humanitarian Intervention 
Guide) to address mental, neurological and substance 
abuse conditions in non-specialized care settings.

The training experience of Santé Sud with specialists from 
the Point G Hospital Psychiatric Department will be helpful. 
However, International Medical Corps should diverge a bit 
by putting in place a system that acknowledges the different 
levels of the health pyramid. Our recommendation is to 
have, in the long term, a regional specialized referral at the 
mental health unit level. Staff working in the few operational 
mental health units should be involved in the training.

R2: Psychological treatment of the different types of 
observed stress (acute, cumulative, chronic and post-
traumatic). Train MHPSS staff, including doctors and nurses, 
and community health workers (CHWs) to use evidence-
based treatments. This could be done effectively through a 
short training with an initial phase and a follow-up one.

In addition, it will be important to train MHPSS staff on 
WHO psychological evidence-based interventions that are 
potentially scalable, which could include:

• Brief, basic, non-specialist-delivered versions of 
existing evidence-based psychological treatments 
(e.g. basic versions of cognitive behavioral therapy, 
problem management plus, individual and group 
interpersonal therapy); and

• Self-help materials drawing from evidence-based 
psychological treatment principles, in the form of 
self-help books, self-help audiovisual materials, and 
online or app-based self-help interventions (e.g. self-
help plus).
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R3: Advocate with the University for the creation of a 
university or master’s degree in medical psychology in 
Bamako, so that, within three to five years, there are people 
with proven skills trained in Mali for this type of need, which 
will grow in view of the context.

R4: Cross-training psychologists and medical staff. Ensure 
that these professionals have a basic understanding of GBV 
and how to make safe referrals to GBV service providers.

5.2.2 Providing mental health services

A) At health centers:
R4: Ensure availability of psychotropic drugs. Ensure that 
psychotropic drugs are available at the pharmacy of health 
facilities that will be retained for the mental health project. 
These drugs should be provided to clients free of charge, 
which will facilitate adherence to treatment in a context 
where financial resources are very limited.

R5: Prioritize proximity mental health care. Prioritize, 
even for cases of severe mental disorders such as acute 
psychosis, the management of the patient in his/her family 
environment. Clients would benefit from a consultation at 
first-level health facilities in Mali (CHCs and RHCs), then 
return to their family environment where they would come 
back for visits on a periodic basis, as defined by the staff. 
Once back with their family, these patients could benefit 
from home visits on a fairly close basis that would be 
defined depending on resources available.

R6: Create or strengthen referral mental health units close 
to home: CHCs and regional hospitals offer, through the 
availability of laboratory services and often a mental health 
unit, the possibility of providing a service with specialized 
mental health staff. We suggest that, if possible, in each of 
the selected regions the mental health project sets up a 
multidisciplinary team of reference and supervision, made 
up of one doctor ideally, as well as one medical assistant 
or one mental health nurse, one psychologist, and one 
social assistant.

At the level of these mental health units visited, the Koutiala 
and Bougouni units have separate spaces that could allow 
hospitalization. These should only be considered second- 
line because of the long distances to the patients’ homes 
and because of costs (economic, social, workload, child 
care staff, etc.) for the families of the patients, the CHCs/
HR and International Medical Corps. In the cases where this 
option is considered, additional services — such as nutrition 
and occupational therapy — at the structures should 
be considered.

Aggressive, agitated and dangerous (self-harming) clients 
could be referred to these units where they would be 
hospitalized during the stabilization period, and then quickly 
reintegrated into their families. This would prevent situations 
of abuse and client abandonment, as we heard from 
some informants.

R7: Provide a comprehensive care package. In addition 
to providing consultations and medicines, health facilities 
should also offer therapeutic education of the family and 
the client where possible, as well as protection services to 
fight and prevent abuse of clients with mental disorders. 
International Medical Corps could take over the mental 
health psychoeducation tool developed in the Sante 
SUD project.

R8: Use information technology to facilitate follow-
up, continuous training and remote technical support 
for caregivers involved in the mental health project. 
Applications such as WhatsApp could be put to use.

R9: Invest in the fight against GBV. Services that 
complement existing ones should be offered by focusing on 
the psychological support component for survivors of GBV. 
This could be done by supporting existing organizations 
whose mission is focused on combating GBV — for example, 
the reception center of the association for the progress 
and defense of women’s rights in Sévaré, and the health 
clinics for GBV survivors from the regional hospital in Mopti. 
Such associative structures or hospital services should 
be identified alongside mental health units, to provide 
continuous and quality psychological care that is currently 
unavailable to GBV survivors.

R10: Integrate psychological care. In addition to the 
pharmacological management of cases, we recommend 
that specialized psychological care staff be integrated into 
the network for treating emotional distress, and common 
and serious mental disorders. They would be in charge of 
developing and implementing psychological care protocols, 
and would provide continuing education and supervision 
of health workers and/or community relays. They also 
would be in charge of the implementation of the continuity-
of-care strategy and would work in collaboration with 
other clinicians.

In the absence of qualified psychologists at the health 
facilities in Mali, an international psychologist could provide 
services for the first year of the project, and could have the 
task of identifying and training Malian psychologists who 
would take over the work, to ensure the sustainability of 
effective psychological care.

In the regions of Timbuktu, Mopti and, to some extent, the 
district of Niono in the Ségou region, there are community 
conflicts putting people in a state of permanent stress. They 
also bring painful experiences (killing, abduction, separation 
from loved ones, rape) with potential trauma. Psychological 
care should integrate the development of individual and 
collective resources, as well as the development of personal 
skills for stabilization and desensitization of people facing 
difficult situations.

Particular attention should be paid to the caregivers who 
work every day with people facing various traumas. Such 
healthcare workers, who are already living in the same 



27Mental Health and Psychosocial Support Assessment, August 2019

community, are exposed to vicarious trauma and secondary 
trauma. A psychological support system must be developed 
and put in place for this staff, to enable them to better 
manage these situations and be in the best position to take 
care of populations.

This system should also benefit the International Medical 
Corps staff, who in these regions face the same constraints. 
We have had the example of a staff member who, during a 
professional trip, was the victim of a jihadist attack, and who 
showed possible signs of post- traumatic stress.

B) At the community level:
R11: Ensure the continuity of community health training. 
This can be done by developing a community care network 
operating around each client.

5.2.3 Referrals
R12: Develop operational referral networks:

• Promote teamwork at each care facility. Effective 
management of mental disorders, psychological 
distress and GBV requires collaboration and 
consultation between different caregivers 
and families.

• Ensure coordination between CHCs and referral 
mental health units. All clinicians trained and 
involved in client care could be put into a telephone 
and WhatsApp network, where they could benefit 
from the help of peers and mental health psychiatric 
referrals in case management they encounter in 
their center. Other referral/counter-referral tools 
should be developed, such as fact sheets. A periodic 
face-to-face consultation framework should be 
considered between the stakeholders, perhaps on a 
quarterly basis.

• Establish a framework for collaboration. A framework 
should be established between traditional mental 
health care providers (such as traditional health 
practitioners, imams, pastors, village leaders and 
association leaders) in communities, with trained 
mental health professionals to facilitate the early 
detection of cases and referral. Awareness-raising 
sessions should be planned for these traditional 
care providers that would address the possibility 
of treating mental disorders in the health centers 
as well as explain the existing healthcare offered in 

their environment. Preparing caregivers to engage 
in such collaboration without prejudices should also 
be considered.

• Develop networks with other actors that can provide 
useful services (protection, socio-occupational 
reintegration, accommodation, etc.) to clients. A 
map and a directory of the different service providers 
should be developed and regularly updated. The “cell” 
in charge of mental health at the level of the Ministry of 
Health and Public Hygiene should be involved.

R13: Reinforce the HIS. Train health care professionals in 
the documentation and reporting of mental health data, 
which will reduce the number of mental health consultations 
completed but not documented in the health center’s 
activity report.

5.2.4 Promoting mental health
R14: Develop predictive and preventative mental health 
actions for the youngest. It is necessary to support those 
who have traumatic experiences, and to be able to predict 
the medium- or long-term outcomes at the individual and 
societal level. Group interventions, such as International 
Medical Corps’ Youth Empowerment Programme (YEP), 
would be beneficial.

R15: Identify and fight false beliefs within communities 
about mental disorders, GBV and psychological distress. 
Actions to promote mental health in the community could 
target men, women and youth leaders, enabling them to 
relay information to the community. The identification and 
use of clients and families in success stories is an approach 
that could give good results at a lower cost to counter false 
beliefs about the mental health care offered by I/NGOs.

GBV-related health promotion actions should include 
community leaders and justice and police personnel who, 
often under the influence of false beliefs, may follow 
professional practices that do not protect the survivor, but 
may traumatize them again. This could thus diminish the 
denial of justice in regards to this matter.

R16: Promote operational research in mental health, 
in association with the University and other research 
structures. This will help in actions of capitalization and 
improvement of interventions that will be enriched by the 
results of the research.
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REGION DISTRICT TYPE NAME OF SITE
Ségou Ségou RH Nianakoro Fomba Hospital
Ségou Ségou RHC RHC de Ségou
Ségou NIONO RHC RHC of Niono
Ségou MACINA RHC RHC of Macina
Ségou Ségou CHC CHC Sinzana Gare
Ségou Ségou CHC CHC of Zanbougou Sinzana
Ségou Ségou CHC CHC of Yollo
Ségou Ségou CHC CHC of Katiena
Ségou NIONO CHC CHC de Sokolo
Ségou MACINA CHC CHC Macina Central
Ségou Ségou CHC CHC of Fatinè
Ségou Ségou CHC CHC of Noogo
Ségou NIONO CHC CHC of Dougouba
Ségou MACINA CHC CHC of Saro
Ségou NIONO CHC CHC Dogofry
Ségou NIONO CHC CHC of Diabaly
Ségou MACINA CHC CHC of Monimpébougou
Ségou Ségou CHC CHC of Farako
Ségou MACINA CHC CHC of Kolongo

TIMBUKTU TIMBUKTU RHC RHC of Timbuktu
TIMBUKTU DIRE RHC RHC of Dire
TIMBUKTU GOURMA R. RHC RHC of Gourma Rharous
TIMBUKTU TIMBUKTU CSCOM CHC of Bori
TIMBUKTU TIMBUKTU CSCOM CHC of Toya
TIMBUKTU GOURMA R. CSCOM CHC of Bambara
TIMBUKTU GOURMA R. CSCOM CHC of Hamzakoma
TIMBUKTU TIMBUKTU CSCOM CHC of Hondoubomo Koina
TIMBUKTU DIRE CSCOM CHC of Arham
TIMBUKTU DIRE CSCOM CHC of Bourem Sidi Amar
TIMBUKTU DIRE CHC CHC of Alwalidi
TIMBUKTU DIRE CHC CHC of Tindirma
TIMBUKTU GOURMA R. CHC CHC of Gossi
TIMBUKTU GOURMA R. CHC Central CHC Gourma Rharous
SIKASSO SIKASSO RH Hopital de Sikasso
SIKASSO SIKASSO RHC RHC of Sikasso
SIKASSO BOUGOUNI RHC RHC of Bougouni
SIKASSO KOUTIALA RHC RHC of Koutiala

SECTION 6

Annexes
6.1 List of evaluated health facilities
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REGION DISTRICT TYPE NAME OF SITE
SIKASSO BOUGOUNI CHC CHC Bougouni Sud
SIKASSO BOUGOUNI CHC CHC of Sido
SIKASSO BOUGOUNI CHC CHC of Zantiébougou
SIKASSO SIKASSO CHC CHC of Danderesso
SIKASSO SIKASSO CHC CHC of Kaboila
SIKASSO BOUGOUNI CHC CHC of Mamissa
SIKASSO SIKASSO CHC CHC of Foh
SIKASSO SIKASSO CHC CHC of Fantarasso
SIKASSO SIKASSO CHC CHC of Sanoubougou 
SIKASSO BOUGOUNI CHC CHC of Asacokou
SIKASSO KOUTIALA CHC CHC of Molobala
SIKASSO KOUTIALA CHC CHC of Zangasso,
SIKASSO KOUTIALA CHC CHC of Ziena

MOPTI MOPTI RH Somonè Dolo Hospital
MOPTI KORO RHC RHC of Koro
MOPTI MOPTI RHC RHC of Mopti
MOPTI MOPTI CHC CHC of Teriya
MOPTI KORO CHC Central CHC of Koro
MOPTI KORO CHC CHC of Dangatene
MOPTI MOPTI CHC CHC of Fatoma
MOPTI MOPTI CHC CHC of Sokoura
MOPTI KORO CHC CHC of youdiou
MOPTI MOPTI CHC CHC of Hamane
MOPTI KORO CHC CHC of Toroli
MOPTI MOPTI CHC CHC of Diambacourou

6.2 Interview charts used
Perceptions of community members with in-depth 
knowledge of the community (key informants)

This tool presents questions to ask in interviews with groups 
or key informants in the community who are expected to 
have in-depth knowledge of the community concerned.

NB: it is not a question of using all the questions of this tool, 
but rather of choosing the questions which are appropriate 
to your case.

A. Sources of distress
First of all, I would like to ask you about the problems 
encountered by the community.

“What are the problems faced by people [INDICATE THE 
TARGET GROUP] in your community? Indicate all the 
problems you can think of.”

“What are the other problems faced by [INDICATE THE 
GROUP] as a result of the humanitarian situation? Indicate all 
the problems you can think of.”

• According to your community members, what is 
causing these problems?

• What do they think are the consequences of these 
problems?

• What do they think will be the future/future 
consequences of these problems?

• How has the daily life of the community been affected 
by these problems?

• How have the livelihoods, activities and work of 
community members been affected by these issues?

• How are individuals trying to rebuild and recover from 
the crisis caused by these problems?

B. Exposed groups
• In your community, which individuals suffer the most 

from mental health and psychosocial problems? . . . 
Who else ? . . . And who else?
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C. Nature of psychological distress and support

C1. Children upset or in psychological distress
Now, I would like to ask you a few questions about 
children who are upset or in psychological distress.

(NOTE: You can repeat this question for boys and girls 
separately and for different age groups, e.g., children under 
6 years old, children 6 to 12 years old and adolescents 13 to 
18 years old).

• How could an outsider to the community 
recognize a child in a state of emotional upheaval/
psychological distress?
a. What are these children like?
b. How do they behave?
c. Are there different types of emotional upheaval? 

What are they?
d. How can I differentiate these types of 

emotional upheaval?
• Under normal circumstances, what do community 

members generally do to reduce the disruption/
distress of children?

• What are community members currently doing to 
reduce the disruption/distress of children?

• What other measures are currently being taken 
to help children in a state of emotional upheaval/
psychological distress?

• Where do children in upheaval/distress go to for help?
• What other steps could be taken to help children who 

are upset/distressed?

C2. Women in a state of emotional upheaval or 
psychological distress
Now, I’d like to ask you a few questions about 
women experiencing emotional upheaval or 
psychological distress.

• How could an outsider to the community recognize 
a woman who is in a state of emotional upheaval/
psychological distress?
a. What are these women like?
b. How do they behave?
c. Are there different types of emotional upheaval? 

What are they?
d. How can I differentiate these types of upheaval

• Under normal circumstances, what do community 
members generally do to reduce the disruption/
distress of women?

• What are community members currently doing to 
reduce the upheaval/distress of women?

• What other measures are being taken to help women 
in a state of emotional upheaval/psychological 
distress?

• Where do women in emotional upheaval/ distress turn 
to for help?

• What other steps could be taken to help women who 
are upset/distressed?

C3. Men in a state of emotional upheaval or 
psychological distress
Now, I would like to ask you a few questions about men in 
emotional turmoil or psychological distress.

• How could an outsider to the community recognize 
a man who is in a state of emotional upheaval/
psychological distress?
a. What are these men like?
b. How do they behave?
c. Are there different types of emotional upheaval? 

What are they?
d. How can I differentiate these different types of 

emotional upheaval?
• Under normal circumstances (before when everything 

was fine), what do community members generally do 
to reduce the disruption/distress of men?

• What are community members currently doing to 
reduce the disruption/distress of men?

• What other measures are currently being taken 
to help men in a state of emotional upheaval/
psychological distress?

• Where do men in emotional upheaval/ distress 
seek help?

• What other steps could be taken to help men who are 
upset/distressed?

C4. Death in the community
I would like to ask you what happens in the event of death 
in your community.

• When someone dies in the community, how do family 
and friends express their grief?
a. What are the first steps to take? Why?
b. How are other family members/friends/community 

members expressing support?
c. What do you do with the body?
d. What other actions should be undertaken?
e. How long does the mourning last?
f. What happens if the body can not be found/

identified?
• What happens if the process you described (e.g., 

funeral) can not be done?
• What are community members currently doing to help 

bereaved families and friends?
• What other measures are being taken to help 

bereaved people?
• Where do bereaved people go for help?
• What other steps could be taken to help bereaved 

people?
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C5. People with mental disorders
In all communities, there are people with mental disorders, 
people with unusual behaviors. Can I ask you questions 
about them? (NOTE: The term mental disorders may not 
be well understood and if necessary, use an appropriate 
synonym that will be understood.)

• Are there people in your community with 
mental disorders?

• What types of problems do they have?
• In general, what do community members think about 

individuals with mental disorders? How do they 
treat them?

• Under normal circumstances, what do community 
members generally do to help individuals with 
mental disorders?

• What are community members currently doing to help 
people with mental disorders?

• What other measures are being taken to help people 
with mental disorders?

• Where do people with mental disorders go for help?
• What other steps could be taken to help people with 

mental disorders?

C6. Victims of rape or harassment
In most communities, there are individuals (men, women 
and children) who are victims of rape or harassment. 
Can I ask you questions about them? (NOTE: Additional 
questions may be asked by replacing the words “victims of 
rape or harassment” with “tortured” or any other potentially 
traumatic event.)

• What problems does a victim of rape face?
• In general, what do community members think about 

rape victims? How do they treat them?

• Under normal circumstances (before the current 
situation), what did community members generally do 
to help victims of rape?

• What are community members doing right now to help 
rape victims?

• What other measures are being taken to help victims 
of rape?

• Where do rape victims go for help?
• What other measures could be taken to help victims 

of rape?

C7. Individuals who have alcohol or drug problems
In most communities, there are individuals with alcohol 
problems. Can I ask you questions about them?

(NOTE: Depending on the context, the questions below may 
also be asked for the drug.)

• If someone frequently drinks a lot of alcohol, what 
kind of problems does this cause in their family 
or community?

• If someone frequently drinks a lot of alcohol, what 
kind of problems does this cause for himself?

• In general, what do people in the community think of 
people who drink a lot? How do they treat them?

• Under normal circumstances (before the current 
situation), what do community members generally do 
to reduce the problems caused by alcohol?

• What are community members currently doing to 
reduce these problems?

• What other measures are being taken to address 
these issues?

• Where do people go for help with these issues?
• What more could be done to reduce these problems?
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1. We will start by listing all the problems you encounter in your community
1.1 “What are the problems faced by people                                                                               [indicate the target group] in your  
 community? Indicate all the problems you can think of.”

 “What are the other problems faced by                                                                                  [indicate the target group] as a 
result of the humanitarian situation? Indicate all the problems you can think of.”

 

1.2 Now that we have listed all the problems, please give me a brief description of each 
of these problems

INTERNATIONAL MEDICAL CORPS MALI 
EVALUATION MHPS/INTERVIEW GUIDE INDIVIDUAL COMMUNITY

LIST OF PROBLEMS (ALL SORTS) BRIEF DESCRIPTION
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2. Of all the problems you mentioned, we will focus on mental health and 
psychosocial issues.

These are problems related to:
(a) social relationships (e.g., domestic and community violence, child abuse, family separations);
(b) feelings (ex. sadness or fear);

• thoughts (e.g., worry);
• behaviors (e.g., alcoholism).

You have identified/cited the following mental health and psychosocial problems (list the problems listed in the list of mental 
health and psychosocial problems), I will invite you to tell me what are the three most important problems, the most more 
serious for your community.

NO LIST OF MENTAL HEALTH AND PSYCHOSOCIAL PROBLEMS

1.

2.

3.

4.
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2.1. In your opinion which is the most important problem?  
Can you tell me why you believe this problem is the most important or serious? 

2.2 Which of these problems is the second most important problem? Tell me why this 
problem is the second most important/serious to you?

FIRST MOST IMPORTANT/SERIOUS PROBLEM

First Problem

Explanations

SECOND MOST IMPORTANT/SERIOUS PROBLEM

Second Problem

Explanations
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2.3. Which of these problems is the third most important problem? Tell me why this 
problem is the second most important/serious to you?

We will now talk about the influence of these problems on everyday life or everyday activities.

For each of the mental health/psychosocial issues, try to identify the impact on activities of daily living.

“Sometimes [mention a problem with a mental health/psychosocial list] prevents a person from easily carrying out their 
usual tasks/activities, such as the actions they undertake for themselves, their family or their community.”

3. If a person suffers from [list again the problem of the list of mental health/
psychosocial problems], what kind of tasks will be difficult for this group?”

I now invite you to talk about how people are dealing with these issues.

THIRD MOST IMPORTANT/SERIOUS PROBLEM

Third Problem

Explanations

NO MENTAL HEALTH/PSYCHOSOCIAL ISSUES TASKS/ACTIVITIES
1

2

3
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4.1. Tell me about the actions that people affected by these issues take to address 
these issues? For example, what measures do they take alone, with their family or 
with their community?

4.2. Do these measures help them deal with the problem?
We will finish with what works well in your community presently.

5. Tell us what do you value in your community today? What is going well, what is 
working well in your community?

Thank you for your responses. Have great day.

6.3 Focus group discussion guide
1) What types of problems do people encounter in your  

community/village? 
What are the difficulties that people encounter in your community? 
In addition to these problems, are there other problems that people 
face? What is bothering you in your community?

2) What kinds of mental health or stress-related problems do people 
have in the community? 
What kind of mental health or stress related issues are people in 
your community complaining about? What name do we give to these 
problems in the community? In your local language? Is there any 
meaning to this?

3) What is the cause of this problem? (explore for each problem) 
To what do people attribute this problem? What do people say/
tell about the source of the problem? To what do people think the 
problem is due?

4) What is available or underway to help people with this problem? 
(explore for each problem) 
What are people doing to solve this problem? Who are people going 
to get help when they have this problem?

5) What else can you do to help these people more? 
In  your opinion, what activities can we put in place that help people 
who have this problem? What actions can you recommend to help 
people who are experiencing these problems?

6) How does the community perceive the mentally ill and people with 
behavioral problems? 
What are the words that are used in your community to talk about 
mentally ill people/people who have unusual behaviors/strange 
behaviors? What is the meaning of these words? How do people in 
the community react to someone who has a behavioral problem?

7) Tell us what you currently like in your community? What’s going 
well, what’s working in your community?

NO MENTAL HEALTH/PSYCHOSOCIAL ISSUES MEANS OF FACING IT 
(WHAT PEOPLE DO TO DEAL WITH IT)

IT IS 
USEFUL?

1 NO

YES
2

  

NO

YES
3 NO

YES
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6.4 Questionnaire
Data collected from the manager of each targeted health center.

I. Basic clinical information

Name of Interviewer: Date:

Name and Title of the Primary Health Center Manager: Duration:

Name and address of health facility:
Type of facility:
☐   Public    ☐   Private    ☐   NGO

Type of services:
☐   Tertiary    ☐   Secondary    ☐   Primary

Patient services:
☐   Hospitalized patients   ☐   Ambulatory   ☐   Consultations

Location:

☐   [Name of region 1]

☐   [Name of region 2]

Average number of monthly patients:

Population: Days and hours of operation:
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II. Clinical indicators

1. Health Facility Staff

Number and type 
of staff Male Female

Daily average 
clinical work 

hours

Daily average 
number of 
patients

Average amount of time 
spent with patients (in 

minutes)

Task/service 
provided

General 
practitioners

Nurses

Midwives

Social Workers

Psychologists

Psychiatric nurse

Psychiatrist

Community Health 
Officer

Others (if involved 
in clinical care)

2. Basic Pharmacy Facts

Drugs (please circle the types of drugs available)
Available in the pharmacy 
or near the health center 

the week before

Generic antidepressant drug (amitriptyline, fluoxetine)
☐ Never or rarely     ☐ Sometimes
☐ Regularly or always

Generic anti-anxiety drug (diazepam) ☐ Never     ☐ Sometimes     ☐ Regularly

Generic anti-psychotic drug (haloperidol pill and shot, chlorpromazine, 
Thioridazine) ☐ Never     ☐ Sometimes     ☐ Regularly

Generic anti-epileptic drug (phenobarbital carbamazepine, diazepam injection, 
valproic acid) ☐ Never     ☐ Sometimes     ☐ Regularly

Generic drug for bipolar disorder (valproic acid, carbamazepine) ☐ Never     ☐ Sometimes     ☐ Regularly

Drugs in the context of addiction treatment programs  
(nicotine, substitution treatment) ☐ Never     ☐ Sometimes     ☐ Regularly

Generic anti-Parkinson medication for the management of side effects of 
antipsychotic drugs (biperiden) ☐ Never     ☐ Sometimes     ☐ Regularly
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3. Basic Laboratory Services 

Service Availability

Do you have a laboratory service in your health center? ☐ No     ☐ Yes

Are laboratory services used for the initiation and monitoring of psychotropic drugs? ☐ No     ☐ Yes

Are the following exams available at or near the health facility:

 3.1. Blood count ☐ No     ☐ Yes

 3.2. Liver function ☐ No     ☐ Yes

 3.3. Determination of thyroid hormones ☐ No     ☐ Yes

 3.4. Blood Sugar ☐ No     ☐ Yes

 3.5. Toxicological screening test (urine test) ☐ No     ☐ Yes

 3.6. Creatinine ☐ No     ☐ Yes

 3.7. Serum lithium ☐ No     ☐ Yes
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4. Staff training indicators

TRAINING 
CONDUCTED STAGG

WHAT PERCENTAGE 
OF STAFF WERE 

TRAINED?

HOW MANY 
TRAINING HOURS 
WERE PROVIDED?

HOW MANY SUPERVISION 
SESSIONS WERE 

PROVIDED?

Prior to International 
Medical Corps 

training, the following 
staff have received 

in- service SM training 
(agency/entity):

Priority covered 
SM conditions

General 
Practitioner

☐ None (0%)

☐ Some (1-50%)

☐ The majority (>50%)

☐ None (0%)

☐ Some (1-4)

☐ Several (>5)

Midwife

☐ None (0%)

☐ Some (1-50%)

☐ The majority (>50%)

☐ None (0%)

☐ Some (1-4)

☐ Several (>5)

Nurses

☐ None (0%)

☐ Some (1-50%)

☐ The majority (>50%)

☐ None (0%)

☐ Some (1-4)

☐ Several (>5)

Social worker

☐ None (0%)

☐ Some (1-50%)

☐ The majority (>50%)

☐ None (0%)

☐ Some (1-4)

☐ Several (>5)

Psychologist

☐ None (0%)

☐ Some (1-50%)

☐ The majority (>50%)

☐ None (0%)

☐ Some (1-4)

☐ Several (>5)

CHO

☐ None (0%)

☐ Some (1-50%)

☐ The majority (>50%)

☐ None (0%)

☐ Some (1-4)

☐ Several (>5)
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4. Staff Competency Indicators

AT LEAST ONE HEALTH CARE PROVIDER IN THE CLINIC IS TRAINED TO ...

ASSESSMENT AND MANAGEMENT OF MENTAL DISORDERS

Assessment of people with mental and neurological disorders ☐ No     ☐ Yes

Management of depression

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of psychosis

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of bipolar disorders

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of epilepsy/convulsions

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of developmental disorders  
(intellectual disability)

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of child behavior disorders (ADHD, behavior)

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of dementia

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of alcohol and drug disorders

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Assessment and management of self-mutilation/suicide

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

Management of anxiety and stress-related disorders  
(e.g., PTSD)

☐ No     ☐ Yes
If Yes, please circle: psycho-education, psychological 
interventions, pharmacological interventions, other: 

OTHER TRAINING

Psychological interventions (example: problem solving help, 
interpersonal therapy ...) ☐ No     ☐ Yes

Psychological First Aid ☐ No     ☐ Yes

Ethics and rights of people with mental illness ☐ No     ☐ Yes
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6. Staff Roles and Teamwork

STAFF ROLES YES/NO DETAILS

Staff has identified roles in the 
identification, management and 
referral of mental disorders

☐ No

☐ Yes, but the roles are not followed

☐ Yes and the roles are followed

If Yes, explain how:

Do discussions on mental health cases 
take place?

☐ No

☐ Yes, but the roles are not followed

☐ Yes and the roles are followed

If Yes, who participates?

7. Service Delivery Indicators

Type of cases

Number of cases  
(if known)

In the last month, the following has been provided for 
this diagnostic category …

Based on the facility’s health 
information system in the past 

month, a service was provided for

Identified at the 
center

Treated at the 
center

Referred to 
specialized care 
(mental health)

Depression ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Psychotic disorders ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Epilepsy ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Bipolar disorders ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Management of developmental 
disorders (intellectual disability) ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Support for children’s behavioral 
disorders (ADHD, conduct) ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Dementia ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Alcohol and drug abuse disorders ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Physically unexplained  
somatic complaints ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Anxiety/Stress Disorders 
(example PTSD) ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Self-harm/Suicide ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes

Other (specify): ☐ No     ☐ Yes ☐ No     ☐ Yes ☐ No     ☐ Yes
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8. Community Awareness Indicators 

Awareness raising and health promotion initiatives are organized:    ☐ No  ☐ Yes

If Yes:  ☐ organized in the community ☐ At the health center

How (please describe, e.g., radio, flyers, CHO):

A health awareness/promotion initiative related to mental health has been organized in the last year?    ☐ No  ☐ Yes

If Yes, please describe:

8. Average Score (sum/total # scored):

9. Health Information System Indicators 

Mental disorders are documented in clinical registries ☐ No     ☐ Yes

Mental disorders are documented in a weekly or monthly morbidity report ☐ No     ☐ Yes

If Yes, reports are also separated by gender and age analysis ☐ No     ☐ Yes

Report Categories Used for Mental, Neurological and Addiction Disorders ☐ None     ☐ 1 category (e.g., MNS) 
☐ At least UNHCR HIS (7 categories) 

Interviewer: If the report is available, please attach to the checklist

10. Social Indicators 

Health care facility is within walking distance of affected/targeted communities ☐ No     ☐ Yes

The provision of health care is organized in a manner that respects privacy (for example, the 
curtain around the board area, the private room) ☐ No     ☐ Yes

Services are provided: ☐ Free of charge 
☐ Cost per consultation

At least 1 staff member per clinic speaks local dialects ☐ No     ☐ Yes     ☐ N/A
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11. Referral Indicators

11A. Health Staff Know:

Referral options to the mental health system (for example, staff know the 
location, contact, costs and referral procedures for the nearest mental 
health services)

☐ No     ☐ Yes 
Contacts: 

Referral options to protection agencies/social services (concerns about 
physical and Rape or harassment of children and adults)

☐ No     ☐ Yes 
Contacts: 

Baseline and follow-up protocol for emergencies, including at-risk patients 
(e.g., self-harm/suicide)

☐ No     ☐ Yes 
Details: 

11B. 

In the past two weeks, mental health related referrals have been made from the PHC to:

Specialized mental health care (secondary, tertiary or private) ☐ Often   ☐ Sometimes   ☐ Rarely/Never

Community Health Officer (CHO) ☐ Often   ☐ Sometimes   ☐ Rarely/Never

Other community schools, social services and other community social 
supports, traditional/religious healers (please circle or indicate) ☐ Often   ☐ Sometimes   ☐ Rarely/Never

In the past two weeks, mental health referrals have occurred from the PHC to:

Specialized mental health care (secondary, tertiary or private) ☐ Often   ☐ Sometimes   ☐ Rarely/Never

Community Health Officer (CHO) ☐ Often   ☐ Sometimes   ☐ Rarely/Never

Other community schools, social services and other community social 
supports, traditional/religious healers (please circle or indicate) ☐ Often   ☐ Sometimes   ☐ Rarely/Never

Suggestions:
a) Do you have any suggestions for improving the delivery of mental health care in your health center?

b) Do you foresee a challenge in the delivery of mental health care by the staff of your health center? Do you see 
potential solutions to these challenges?
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6.5 Consent Form 

Greetings, my name is       and I work for International Medical Corps.

We are working in the       region on an assessment of mental health needs 
and psychosocial needs for two weeks.

We are currently interviewing the inhabitants of this region. Our goal is to know the problems faced by locals and how we 
can help them.
We can not promise to help you in exchange for this interview. We are only here to ask you questions and learn from your 
experience.
You are free to participate or not.
If you choose to be interviewed, I can assure you that your contact information will remain anonymous and that nobody will 
know what you have told us. We can not give you anything in return for your participation but the time you give us and your 
answers are of great importance to us.
Do you have any questions? (Write down the questions asked and provide the honest answers, if you can not answer, say so clearly)

Would you like to be interviewed? (circle one) 1.  Yes 2.  No

Information about the respondent (please circle) : 1. Man 2. Children (B/G ) 3.  Woman 4. Adolescents (B/G) 

Age:   

Region:   

District:

Village:

Name(s)  and signature(s) investigator(s):    

Date:
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Informed Consent Key Informants

Greetings, my name is       and I work for International Medical Corps.

We are working in the       region on an assessment of mental health needs 
and psychosocial needs for two weeks.

We are currently interviewing people who we believe are very familiar with individuals with mental health and psychosocial 
problems. During this interview, I would like to ask you about the various problems encountered by the community.

I would also like to ask you how people deal with these problems and whether additional help is needed.

Our goal is to leverage your knowledge and experience to provide better support.

We can not promise to help you in exchange for this interview. We are only here to ask you questions and learn from your 
experience. You are free to participate or not.

If you decide to be interviewed, I can assure you that all the information you give us will remain confidential. You are free 
not to participate. We can not give you anything in return for your participation but the time you give us and your answers 
are of great importance to us. You can also stop the interview whenever you want. Do you have any questions?

Would you like to be interviewed? 1. Yes 2. No

Information about the respondent (please circle):  1. Man 2. Woman 3. Youth (B/G)  

Age:   

Leader: ☐ religious ☐ traditional ☐ association  ☐ marabout/traditional praticien ☐ other (specify):

Region:  

District :

Community/village:  

Name(s) and signature(s) investigators(s): 

Date :   
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International Medical Corps
Los Angeles Headquarters
12400 Wilshire Blvd., Suite 1500 | Los Angeles, CA 90025
Phone: 310-826-7800 | Fax: 310-442-6622

International Medical Corps
Washington, D.C. Office
1313 L St. NW, Suite 110 | Washington, D.C. 20005
Phone: 202-828-5155 | Fax: 202-828-5156

International Medical Corps UK
Ground Floor, 161 Marsh Wall | London E14 9SJ
Phone: +44 (0) 207 253 0001 | Fax: +44 (0) 20 7250 3269

For questions or to learn more about this assessment, 
kindly contact: 
Dr. Jules Alla 
Medical Director, Mali country team 
kalla@InternationalMedicalCorps.org

Dr. Marcia Brophy 
Global MHPSS Technical Advisor, HQ  
mbrophy@InternationalMedicalCorps.org 

35 Years as a First Responder
International Medical Corps is working to relieve the suffering 
of those impacted by war, natural disaster and disease by 
delivering vital health care services that focus on training, 
helping devastated populations return to self-reliance.

www.InternationalMedicalCorps.org
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