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Abstract

In this Think Piece we argue that mental health system reforms are not mainly driven by
scientific evidence and international standards, but rather by concrete political constellations,
national and international development agendas, local and global socioeconomic contexts,
and the interactions between differently positioned actors. We further argue that these forces
gain their influence not by being openly discussed, but precisely because they are rendered
invisible and turned into what Geissler (2013) calls ‘unknown knowns’. To illustrate these
complex processes, we present a case study that examines how mental health system reform
processes in the West Bank are shaped by the Israeli occupation, particular political events,
and unequal power relations between international and local institutional actors.
Furthermore, we present critical reflections by mental health providers related to these
processes, and their visions for a more sustainable mental health system. We end with an
appeal to aid providers to stop characterising their work with abstract catchphrases such as
‘evidence-based’ or ‘best practice’, and call on them to be transparent about how political,
economic, and social contexts shape their work on the ground.

Keywords

mental health, reform, evidence, armed conflict, occupied Palestinian territories

In 2012, the Palestinian Ministry of Health and the World Health Organisation (WHO)

started a three-year initiative with funding from the European Union to improve the mental
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health system in the West Bank of the occupied Palestinian territories. This is the second
phase of an initiative to reform the institution-based mental health system by introducing a
community-based approach rooted in scientific evidence. In one of its first project reports,
the WHO (20006, 19) asserts that evidence shows ‘that community-based mental health
services, together with modern treatment methods not only improve the quality of life for
service users and their carers, but are also cost effective’.

We seek to trouble this line of argument by demonstrating that mental health system reform
in the West Bank is not simply shaped by scientific evidence and international standards but
rather by concrete political constellations, national and international development agendas,
and local and global socioeconomic contexts. We further argue that these political and
socioeconomic forces gain their influence not by being openly discussed in public fora,
project reports, or scientific texts, but precisely because they are rendered invisible and
turned into what Geissler (2013) calls ‘unknown knowns’. Like ‘public secrets’ (Taussig
1999), unknown knowns are open to experience but, for one reason or another, cannot be
articulated in a particular societal arrangement. As active practices, unknown knowns create
particular forms of knowledge while also serving specific political and economic interests by
‘making domination unspoken, silencing critique and resistance, and exacerbating power

differentials’ (Geissler 2013, 15).

To bring the unknown knowns of mental health system reform processes in the West Bank
to the fore, we draw on data obtained during a qualitative pilot study carried out in 2013. We
mapped organizations currently providing mental health care, conducted interviews with
their staff, and collected reports on mental health as well as pamphlets from
nongovernmental organisations and health service providers in the West Bank. We first
show how the unknowing of political power plays allows for a particular imagination of
mental health system reforms in states emerging from armed conflict. We then contrast this
with a genealogy of mental health system reforms in the West Bank that highlights the
interplay between ‘evidence-based’ standards, political events, and unequal power relations
between international and local institutional actors over time. And, finally, we present
Palestinian mental health providers’ reflections on these complex processes, and how they
imagine a more sustainable mental health system that, in turn, builds on unknowing the
stigma surrounding mental health. Our goal in this Think Piece is to stimulate a discussion
around what ‘unknowing’ does to mental health system development and care in different
societal contexts.
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Imagining mental health system reform in war and postwar

contexts

Imaginaries of mental health system reform in regions recently emerging from armed
conflict or under endemic and protracted violence build on an understanding that the mental
health situation in such contexts is particularly grave (Kienzler 2008; Tol et al. 2011). For
instance, a recently conducted systematic review indicates an average prevalence of 15.4
percent for PTSD (in thirty studies) and 17.3 percent (in twenty-six studies) for depression in
conflict-affected populations (Tol et al. 2011). These rates are considerably higher than the
average of 7.6 percent for any anxiety disorder and 5.3 percent for any mood disorder, which
have been reported for general populations in the World Mental Health Survey
(Demyttenaere 2004). Despite this recognition of the gravity of the mental health situation,
scholars and interventionists largely agree that we know relatively little about the ways in
which these elevated rates of mental disorders and psychosocial problems might be
effectively treated (Collins et al. 2011). To fill this knowledge gap, they generally advocate for
research and for prioritizing adequate and sustainable mental health policies and
interventions (Meffert and Ekblad 2013). Increasingly, such calls for action also include
demands to reform entire mental health systems in accordance with international evidence-
based standards, based on the presumption that only through a systemic approach can
appropriate mental health care and psychosocial support be provided to civilian populations
(Patel et al. 2012).

Often these reforms start out amidst crisis, as emergency projects in which psychological
tirst aid and a variety of psychosocial support practices are offered (Kienzler and Pedersen
2012). Rather than prescribing pharmaceutical relief, evidence-based guidelines indicate that
individuals experiencing acute mental distress after exposure to trauma are best supported
through the provision of ‘basic, nonintrusive pragmatic care with a focus on listening but not
forcing to talk; assessing needs and ensuring that basic needs are met; encouraging but not
forcing company from significant others; and protecting from further harm’ (Sphere Project

2004, 293).

Once the immediate crisis is over, psychiatric first aid and initial psychosocial support
services operate as the basis for developing extended mental health services and psychosocial
support programs (Abramowitz 2010; Kienzler 2012). In order to render them sustainable,
they are coupled with projects that enhance government-driven policies, human resources
and training, programming and services, research and programme monitoring, and finances
(Patel et al. 2012). In some national contexts (such as Bosnia-Herzegovina, East-Timor,
Kosovo, and the occupied Palestinian territories), support is not only provided to improve
mental health and psychosocial services, but also as part of the thorough reform of national
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mental health systems. Such reforms are often claimed to follow international guidelines and
evidence-based standards that demand the closure of large psychiatric institutions and the
creation of new institutional structures that provide mental health care through more holistic

approaches in the community (WHO 2009; Patel et al. 2012).

This progression — from the provision of short-term emergency support to the development
of evidence-based sustainable mental health systems — is presumed to be both linear and
logical, and is the dominant model utilized by international stakeholders to justify ongoing
work in war-affected societies. However, the emphasis on the utilization of standardized
guidelines and evidence-based approaches not only justifies reform processes, it also diverts
attention from ways in which political constellations, socioeconomic contexts, and
differently positioned actors influence institution building, work practices, and care. We
argue that ‘unknowing’ these factors creates a space of make-believe that allows for the
imagination of a scientifically driven agenda that is free from politics, economic
opportunism, and material and social inequalities. To substantiate this argument, we turn the
previous narrative inside out by focusing on sociopolitical and economic arrangements that
shape mental health reform in a particular context, namely in the West Bank.

The political life of mental health system reform in the West Bank

In the occupied Palestinian territories, recent political events have directly affected
developments in national mental health system reform (see table 1). Concerted efforts to
reform health care and mental health care began with the formation of the Palestinian
National Authority following the signing of the Oslo Declaration of Principles in September
1993, and continued with the signing of the Oslo Interim Agreement two years later
(Giacaman et al. 2009). Notably, these political events were crucial to the development of a
national health system and the publication of a national health plan that included the
establishment of the Community Mental Health Department in 1995 (see WHO 2000), the
tirst since the beginning of the Israeli occupation in 1967.

However, until the Second Intifada (the second Palestinian uprising against Israel) in 2000,
the Bethlehem Psychiatric Hospital and a few civil society organizations, including NGOs,
mainly provided mental health services. According to a WHO (2006, 15) report, ‘Psychiatric
hospitals in Bethlehem and Gaza were still the main assets to mental health care, while
community mental health provision was extremely patchy and rooted in a traditional and
biomedical-oriented approach’.
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Table 1. Key political events and mental health system reforms

Year Political events Mental health system reforms
1987- First Intifada Mental health services provided by the Bethlehem
91 mental health hospital and civil society
1993 Signing of the Oslo Declaration of organizations including NGOs
Principles (Sept)
1994 Formation of PNA; formation of MoH
and publication of national health plan
1995 Signing of Oslo Interim Agreement Establishment of Community Mental Health
Department by MoH
2000 Camp David Summit fails (July)
Start of Second Intifada (Sept)
2002 Israel imposes incursions and curfews, WHO undertakes first situation analysis
increases checkpoints throughout the revealing absence of a mental health policy and
West Bank and the Gaza Strip holistic mental health care; high levels of stigma;
no consumer support
Development of Operational Plan by MoH,
WHO, UNRWA and some NGOs to develop
community-based mental health system
2003 Proposal of ‘Roadmap for Peace’
2004 End of Second Intifada Signing of Operational Plan by MoH, WHO,
Death of Arafat (Nov) French Cooperation and Italian Cooperation;
Implementation of operational plan: Formulation
of mental health policy, building of 9 CMHCs, anti-
stigma campaign, formation of Family Association
2005 Abbas (Fateh) elected President
2006 Hamas wins majority of seats in Funding discontinued for mental health projects;
Palestinian legislative elections (Jan); Operational Plan comes to a halt
int’l. funding discontinued (Sept)
2007 National Unity Government (Feb- Funding freeze for mental health projects is lifted
March); Hamas takes over PA security (June)
installations and assumes control over EU agrees to finance Phase | of mental health
Gaza Strip (June); Abbas commissions | reform
Salam Fayyad to form emergency
government (June); EU and US resume
direct aid to the PNA
2008 War on Gaza (Dec) Phase | of mental health reform (2008-11):
2011 Healthcare worker strike (April) Reshaping mental health and psychosocial
support services from institution-based to
community-based approach with goal of
implementing MH into primary healthcare:
establishment of mental health unit in MoH,
baseline study, development of training materials
and courses, training of staff, mental health
thematic groups
2012 United Nations General Assembly votes | EU provides funding for Phase 1l (2012-15):
for upgrading Palestinians status to that | Training on prevention, diagnosis, treatment for
of a non-member observer state staff in primary health care, CMHCs, hospitals,
tertiary care facilities and implementation of
mental health into primary health care.
2013 Current activities: review strategy, develop
action plan, prepare for baseline study.
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It was only during the Second Intifada that mental health received increased attention in
Palestine. For example, the director of the Health Department at the United Nations Relief
and Works Agency (UNRWA) told us, “The Second Intifada ... put mental health on the
agenda in Palestine’, before he continued more forcefully, ‘One can say that the Second
Intifada shaped mental health’. The reason for this shift was a reported increase of distress
and trauma-related mental disorders due to experiences of extreme violence including the
demolition of houses and bombardment of residential areas, an increase in detentions and
torture, and the killing of more than 3,135 Palestinians (Giacaman et al. 2009; B’tselem
2005). This took place in parallel with expanded restrictions on movement imposed by Israel
consisting primarily of the introduction of hundreds of military checkpoints and regular
curfews (UN 2009). These events and their detrimental health and mental health
consequences led the Palestinian Ministry of Health to contact the WHO asking for a
credible situational analysis of the population’s mental health and the functioning of the
mental health system (WHO 2010).

The situational analysis was eventually headed by Benedetto Saraceno, the then director of
the Mental Health and Substance Abuse Department at the WHO Geneva, and resulted in
attention being drawn to particular gaps in the system and recommendations for future
reforms (WHO 2010). The report and recommendations were followed by an operational
plan, which was signed by the Palestinian Ministry of Health, the WHO, the French
Cooperation, and the Italian Cooperation, to support mental health collaboratively, with
additional funding from the EU in 2004. However, as the EU and the French Cooperation
and Italian Cooperation were not allowed to directly sponsor non-recognized states, a
solution was found by channelling funding to the Palestinian Authority through multilateral
and nongovernmental organisations (see figure 1). Thereby, the WHO and Médecins du
Monde got directly involved in the first mental health system reform initiatives, and began to
work in close collaboration with the Palestinian Authority.
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Figure 1. Financial flows to the Palestinian Ministry of Health

The overall objective of the mental health system reform was ‘developing, reorganizing,
improving and expanding current mental health services according to a community-based
mental health approach’ (WHO 2009, 21). In concrete terms, this included funding, albeit
very limited, for the building of nine community mental health centres (CMHCs), the
formulation of a mental health policy, an anti-stigma campaign, and the creation of a Family
Association consisting of the family members of people suffering from mental health
problems.

However, in 20006, these reform processes were forcibly interrupted. All direct financial
support by the international community was withdrawn following the election of Hamas,
which was identified as a terrorist organization with which the donor countries refused to
formally interact. Our intetlocutors explained that this funding freeze resulted in the
suspension of the building of several CMHCs and other activities, and that the mental health
policy remained unfinished, making it difficult, if not impossible, for mental health
professionals to provide adequate community-based mental health care. The situation
changed again, in 2007, when the Palestinian factions reached an agreement for Hamas to
take over the Gaza Strip and for Mahmoud Abbas to form an emergency government in the
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West Bank. As a result of this political shift, it became possible for the WHO to apply for
funding to underwrite the implementation of the mental health policy that had been
previously put into writing.

The EU agreed to provide funds for what is now known as Phase I of the mental health
reform (2008-2011) with the goal to reshape mental health and psychosocial support
services from an institution-based approach to a community-based one. This entailed the
creation of a mental health department within the Ministry of Health, the execution of a
baseline study, the development of training materials and schedules, and the first staff
training initiatives for those working in primary health care and mental health. However, the
reform processes came to a halt again when the funding ran out in 2011. Consequently, the
actual integration of mental health into primary healthcare did not take place. As the national

officer of mental health at the WHO stated: “Training and then nothing. Nobody followed

>

up’.

In 2012, the EU agreed to provide money to start Phase II of the mental health system
reform, a three-year project to improve community-based services with a focus on
prevention, diagnosis, and treatment of common and severe mental health disorders in
primary health care clinics, CMHCs, general hospitals, and tertiary-care facilities. At the time
of writing, the funding cycle was about to finish and new applications were being written by
the WHO in collaboration with the Palestinian Ministry of Health to persuade the EU to
continue their support of the mental health system reform.

This overview makes apparent that this stop-and-go process of mental health system reform
is not simply shaped by scientific evidence or best practices in the mental health field.
Rather, it is controlled and influenced by large-scale political events, decision-making
policies, the demands of donor agencies, and funding scarcity. Interestingly, the influences
and effects of these forces on (mental) health system reform remain largely invisible in
government and organizational reports. It may be argued that unknowing these power plays
is ‘constitutive of social order’ (Geissler 2013, 15) in a two-fold way. First, it allows
interventionists to gloss over the fact that intended sustainable program development has
been reduced to a project-like patchy effort to change professional practices on the ground
and improve the mental health situation overall. Unlike programmes (sustained groups of
related projects), projects can react much more flexibly to frequent changes in administration
and funding interruptions due to their relatively clearly and often narrowly set goals and
predefined end-dates (Jacobsen 2014). Second, unknowing these political power plays allows
actors like the EU, multilateral organizations (WHO and UNDP), bilateral development
organizations (the French and Italian Cooperations), and other NGOs to provide
development aid and engage in institution building without openly questioning the status
quo of the Israeli occupation and related human-rights violations, the involvement of
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Europe and North America in this quagmire, and the possibility of sustainable national
development when the occupied Palestinian territories and political institutions are contested
and always on the verge of disintegration.

However, we do not want to say that this kind of unknowing takes place in all sectors of
society all the time. On the contrary, unknowing political power plays is a partial and
context-dependent social action; if the unknown known is transformed into a known entity,
new forms of vital unknown knowns are created.

Institutional power struggles and their impact on reform processes

Besides macro-level politics, mental health system reform processes in the West Bank are
also affected by power struggles between and within international and local institutions as
well as those between differently positioned individual actors. These power dynamics and
tensions are partly a result of the weak government-run mental health system, a system that
lacks human resources, particularly specialists, and access to adequate medication and
infrastructure, and that depends almost entirely on external funding and expertise.

The precarious position of the government-led mental health system was a topic that most
of our interlocutors, including Ministry of Health statf, discussed openly. One person stated,
for example, I think there isn’t a strong body in the Ministry. The mental health unit was
created, but I don’t think that they are really taking leadership. So, there is a lack of
leadership in mental health and a lack of coordination’. Similarly, someone working for the
Swedish International Development Cooperation Agency, a government agency that used to
provide funding for several mental health projects in the West Bank, said, ‘Mental health is
an orphaned sector. The Ministry of Health focuses on the “hardware”, that is, building
hospitals and centres, and investing in equipment and tools. The “software”, like mental
health treatment, is pushed to civil society organizations, who are then left to deal with it’.

This lack of Ministry of Health leadership and expertise, coupled with irregular financial
support and investments into material structures that signal measurable outputs (buildings
and tools) and accountability (money appropriately spent), has led to a situation in which
Palestinian NGOs and the UNRWA have become the central players in mental health
system reform processes and the provision of mental health care more generally. In fact, it is
they who provide professional mental health training and services, and who are actively
engaged in programme monitoring, research, and awareness-raising campaigns. Besides
expertise, our interviews and review of NGO websites and grey literature showed that their
strength lies in establishing and maintaining bidirectional exchange networks not only among
each other but also with a number of foreign NGOs and multilateral organizations. As such,
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they contribute to the creation of dynamic institutional mental health networks that exist, for
the most part, outside of and yet in interaction with the reform process being driven by the

Palestinian Authority and the WHO.

Similar to the government sector, local NGOs and the UNRWA are also dependent on
external funding from donors that tend to fund time-limited projects directed at particular
populations that promise concrete and preferably measurable outcomes. A child protection
specialist working at UNICEF told us, ‘Donors want to see something tangible, they want to
see numbers. Long-term approaches to therapy and response are often not attractive for
donors. ... To work with one case for a long time is not interesting. Donors don’t want to
provide money for therapy. But funding for psychosocial work is interesting as one can
reach thousands of people’. While international support enables the flow of resources in the
form of money, in-kind donations, and trainings, these links with international donors also
require oversight and management resulting in the development of audit mechanisms. These
mechanisms are social practices that allow overseeing how donations are put to use by
requesting aid recipients to produce tangible ‘outputs’ such as reports detailing numbers of
persons reached and activities performed in a limited period of time.

Strathern (2000, 310) highlights in her work that while audits make certain transactions and
outputs visible, they render others invisible, and, consequently, ‘the idea of audit as an
obvious instrument of surveillance is thrown into doubt’. We argue that in our case the
outward display of buildings, tools, training curricula, number of people trained, and patient
registries camouflage what is lacking: ongoing mental health care available to all members of
the society. Instead, NGOs rely on short-term psychosocial projects directed at particular
populations (such as children); once funding dries up, institutions are required to apply to
new calls for applications that might support a completely different population (such as
women) with similar or very different therapeutic techniques. As a result, the development
of long-term relations between service providers and their clientele, as well as the creation of
a sustainable mental health program, is hampered while success stories related to tangible
outputs continue to circulate with the hope of attracting future funding.

As donors have organizations in their grip, the latter are hardly able to sustain themselves in
times of funding shortages or politically motivated funding freezes. A clinical psychologist
working for a local NGO said, ‘One can’t count on them, as they might leave at any time to
Syria, Kosovo, Portugal’. After a short pause, he asked himself, ‘Will we, as Palestinians,
always look to foreigners and funders to give us money? Or can we build a solid body of
psychological [support] where psychotherapists and psychoanalysts are able to offer these
services?” Similarly, other individual service providers we talked to spoke openly about their
perception of the current state of the mental health system, thereby making the unknown
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knowns somewhat knowable. To give a flavour of their frustrations, the following quotes are
illustrative of the particular systemic weaknesses and tensions that most of them identified:

Lack of overall mental health system structure and coordination: ‘NGOs [are] doing
their own thing; the ministry [is] doing its own thing; UNRWA has different
opportunities and challenges’. (coordinator, NGO)

Donor dependency and short-term projects: ‘It’s all done on a project basis and the
projects depend on external donors who provide money for one or two years and
then, once the money runs out, the projects have to discontinue their work’. (director,

NGO)

Shortages of mental health professionals: ‘Each CMHC has a different staff structure.
Most CMHCs have just one psychiatrist and one nurse. Other centres have only one
nurse and get visited by a psychiatrist a few times per week’. (coordinator,
government sector)

Weak education and training system: ‘How can you expect students to become
psychologists by simply learning things by heart, with no practical training and limited
supervision?’ (psychologist, NGO)

All of the mental health care practitioners and administrators whom we interviewed
described the current health care system as fragile and the working conditions as sometimes
very challenging, especially in terms of education and training of personnel, access to
treatment and medication, salaries, and insurance. Moreover, they had their own visions for a
sustainable, locally grounded, and socially acceptable mental health system. Specifically, they
highlighted the importance of (1) cooperative efforts to improve coordination between the
different stakeholders; (2) establishing a strong educational system through the revision of
university curricula, the establishment of international exchange programs, and a properly
functioning residency program; and (3) investing in long-term development rather than
short-term emergency interventions. However, all study participants agreed that achieving
this does not solely hinge on strategic and multisectoral reforms, evidence-based approaches
to mental health care, and sustainable finance mechanisms. Rather, the solution must be,
tirst and foremost, a political one beginning with political stability through the end of the
Israeli occupation.

What is, in turn, made unknowable in these narratives is the persistent stigma around mental
health in many parts of Palestinian society, including the health sector. During our
interviews, NGO workers providing training to CMHC staff complained about the
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stigmatizing attitudes of many mental health workers. Mental health professionals explained
that only very few students choose to study psychiatry or psychology — most are rather
‘bumped down’ to these subjects when they fail to have the required grades to enter medical
school — and staff of the mental health unit in the Ministry of Health accused their
colleagues of sidelining mental health. Someone said, for instance, ‘the Ministry of Health
itself stigmatizes mental health and doesn’t think that it is an important field’. Moreover,
mental health providers themselves felt stigmatized by the general public for the work they
perform. One person said, for instance, ‘When I tell someone that I work in mental health,
they react with surprise and with a gasp and say, “Why do you still work in this field? Change
your job! You will become like them [patients|’”.

The stigma and related attitudes toward mental health care seem to suggest that the general
population and many health professionals do not, in fact, fully support making mental health
system reform an issue of central importance. However, unknowing the stigmatizing
attitudes — or at least downgrading them to stumbling stones — that disrupt the provision of
better mental health care allows individuals and institutions to continue their much-needed
work. As a social practice, unknowing is not solely a destructive force. On the contrary,
Geissler (2013, 15) states, ‘nonknowing, like knowledge, can link (and separate) actors and
produce, shape, and cut networks, collaborations and social processes’. This creative aspect
to unknowing might be an important skill for Palestinian mental health professionals to use
in continuing their work despite the myriad power plays and barriers.

We used this case study of the political life of mental health system reform in the West Bank
over the past decades to bring to light how these processes are shaped by local and
international political events and co-produced by various stakeholders and their institutions.
Through these dynamic sociopolitical processes and interactions, relatively flexible and
situational knowledges and actions emerge that do not easily map onto top-down evidence-
based blueprints for mental health system reform.

Instead, the establishment and reform of mental health systems is something that is created
through the interaction of differently positioned actors as well as culture, local and global
socioeconomic contexts, and national and international development agendas. In other
words, articulations of systemic transformations, unequal power relations between donors
and recipients, and practices of exclusion in the context of the Israeli occupation manifest
themselves as concrete political constellations that cannot be ignored. Thus, it is important
for the aid community to face up to these challenges and stop hiding behind and justifying
their work with catchphrases such as ‘evidence-based’, ‘best practice’, ‘sustainability’, and
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‘accountability’; and to address the impact of the Israeli occupation, militarized violence, and
economic and political oppression head-on when providing systemic mental health support.
While it might seem obvious to call for making the unknown known, that is, to lift the veil
off public secrets, we know little about the risks involved for the ones who do the unveiling
and disturb the social order. For the unknown known to be ‘faced head-on’ it is crucial that a
safe space is provided that enables these difficult conversations to happen rather than
ostracising and marginalising individuals and institutions working in Palestine and with
Palestinians even further.
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