
(particularly among combat soldiers who are the children of

liquidators and the in utero Chernobyl exposed cohort raised in

an atmosphere tainted by Chernobyl stress) are similar to those

reported for other countries. International cooperation in a study

of the long-term health and mental health effects of Chernobyl

may not only be relevant to settling disagreements about the

neurocognitive outcomes of exposed children generally, but may

shed light on whether their early life exposure to stress is a risk

factor for maladaptive response to extreme stress later in life.
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Problem Management Plus (PM1): pilot trial of a WHO transdiagnostic
psychological intervention in conflict-affected Pakistan

The mental health consequences of conflict and natural disas-

ter are substantial and wide-ranging1,2. There is an urgent need

for interventions by non-specialist workers that can address a

range of mental health problems3. The World Health Organiza-

tion (WHO)’s Problem Management Plus (PM1) is a brief trans-

diagnostic psychological intervention employing evidence-based

strategies of problem solving, behavioural activation, strengthen-

ing social support, and stress management4.

We adapted the individual treatment format of this interven-

tion for conflict-affected Peshawar in Pakistan. It consisted of

five face-to-face sessions, with a key feature of being affordable

in most settings, because it can be offered not only by specialists

but also by supervised non-specialists with no prior training or

experience in mental health care delivery. We used an appren-

ticeship (on-the-job learning) model for training and supervising

the non-specialists5, which involved an initial 6-day training pro-

gramme by a master trainer to local mental health specialists,

who in turn provided an 8-day training programme to six non-

specialists. Training of both supervisors and non-specialists was

followed by four weeks of practice under supervision of the local

trainers. The local trainers themselves were supervised 3-weekly

through audio calls by the master trainer, building skills in the

intervention as well as in training and supervision. All non-

specialists were evaluated for their competency by independent

assessors using a competency rating tool evaluating basic help-

ing skills and use of PM1 strategies through observation of spe-

cially designed role plays. Competency was rated using a 5-point

scale. In total, four out of six achieved scores indicating compe-

tency in all basic helping skills and five out of six achieved all

competency scores on PM1 strategies. Following additional

training and supervision, all non-specialists demonstrated ade-

quate proficiency in requisite skills.

We conducted a single-blind pilot randomized controlled trial

(RCT) to explore the feasibility and acceptability of the interven-

tion in Peshawar. PM1 was compared to enhanced treatment as

usual, consisting of management by primary care physician who

received one day of basic training in treatment of common men-

tal disorders. The study was conducted from March to May 2014

in two primary care centres in Gulbahar Union Council, a low-

income peri-urban locality in Peshawar district. Participants

were primary care attenders aged 18 or above, referred for

screening by the primary care physician. Screening was con-

ducted by trained members of the research team following

informed consent to recruit persons with both marked distress

and impairment. Invited participants scored: a) 2 or above on

the General Health Questionnaire (GHQ-12)6, a 12 item ques-

tionnaire of general psychological distress with a 4-point scale

ranging from 0 to 3 scored bi-modally when used as a screener

(possible range 0-12), and b) 17 or above on the WHO Disability

Assessment Schedule (WHODAS 2.0)7, a screener for functional

impairment with 12 items measured on a scale ranging from 1 to

5 (possible range 12-60). We excluded individuals with imminent

suicide risk, severe cognitive impairment (e.g., severe intellectual

disability or dementia) or with expressed acute needs/protection

risks (e.g., recent abandonment by husband and his family). We

also excluded individuals who reported having experienced a

major traumatic event during the past month and individuals

with severe mental disorder (psychotic disorders, substance de-

pendence). Individuals meeting the exclusion criteria were re-

ferred to specialist centres depending upon their needs.

Ethical approvals were obtained from the Ethics Review

Board at the Lady Reading Hospital, Peshawar, and WHO’s

Ethical Review Committee. Approval was also obtained from

the district primary care administration. Participants were inter-

viewed after voluntary written consent.

Out of 1,286 people seen by a physician during the study period,

94 were referred for screening, 85 met study criteria, 81 were acces-

sible, and 60 consented to participate in the trial. Randomization

to the PM1 intervention or enhanced treatment as usual was per-

formed by an independent researcher not involved in the project
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using computerized software on a 1:1 basis, stratified for gender.

Nine out of 60 (15%) – five from the intervention arm and four

from the control arm – were lost to follow-up. The groups were

well-balanced at baseline for demographic and clinical variables.

The primary outcome, assessed by independent raters, was

psychological distress, measured by GHQ-12 with scores being

the total sum across 12 items (possible range 0-36). Other out-

comes included: functioning, measured using the 12-item

interviewer-administered screener version of the WHODAS

2.0; and post-traumatic stress symptoms, measured using the

PTSD Checklist for DSM-5 (PCL-5)8, which is a 20-item check-

list corresponding to the twenty DSM-5 PTSD symptoms in the

last week, with items rated on a 0-4 scale (possible range 0-80).

The intervention had high uptake, with 22/30 (73%) complet-

ing all sessions. The intervention arm showed improvement in

functioning (mean WHODAS 2.0 scores reduced from 17.7 6 9.2

to 6.6 6 6.1 vs. 17.0 6 10.5 to 11.3 6 10.4 in controls) and in post-

traumatic stress symptoms (mean PCL-5 scores reduced from

34.2 6 20.1 to 9.8 6 9.1 vs. 32.3 6 17.1 to 19.5 6 18.5 in controls).

Due to skewed distribution and variance heterogeneity of the

outcome variable, log-linear regression was carried out. After

adjustment of baseline scores, the results showed a reduction of

90% in geometric mean within the intervention group (95% CI:

90.4%-91.7%, p50.04) in WHODAS 2.0 scores and a reduction of

92% (95% CI: 91.2%-92.3%, p50.02) in post-traumatic stress

symptoms. There was no significant change in GHQ-12 scores.

On qualitative evaluation of a sub-sample of participants and pri-

mary care staff, we found that the intervention was perceived as

useful, and was successfully integrated into primary care centres.

As this was a pilot study with a small sample size, recruited

through primary care physician referral, and no power calcula-

tions were carried out, the findings and their generalizability

warrant a cautious interpretation. However, a successful con-

duction in challenging settings, with adequate enrolment rate,

a low drop-out, and balanced randomization provides evi-

dence that RCTs are feasible in such settings. The intervention

delivery through non-specialists with no prior mental health

care experience and the encouraging results demonstrate the

feasibility of the task shifting approach, and are consistent

with previous reports9,10. The results of this pilot study should

encourage further adaptation and large-scale fully-powered

RCTs of this new, transdiagnostic psychological intervention4.
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Treating post-traumatic stress disorder by resource activation in
Cambodia

There is a need for effective, low-threshold psychotherapeu-

tic treatments in post-conflict settings1. However, systematic

outcome research on site is still extremely rare. To address this

problem we integrated rigorous research procedures into a

humanitarian program, the so called Mekong Project, and

conducted a randomized controlled trial for the treatment of

post-traumatic stress disorder (PTSD) in Cambodia. In short,

the Mekong Project aims at establishing independent psycho-

therapeutic services in several Southeast Asian countries via the

systematic training of local health professionals and offering

free of charge psychological help to traumatized civilians.

Cambodia is one of the least developed countries in Asia,

facing many challenges (e.g., poor standards of health and

education, rural exodus, and political instability). Mental

health morbidity in Cambodia is high. It has been found that

53.4% of the Cambodian population suffer from a mental dis-

order, with anxiety and PTSD being the most frequent (40.0%

and 28.4% respectively)2. Thus, although some stability has

returned to the country during the past decades, there are

urgent mental health care needs, including the need for indi-

vidualized psychiatric services.

Our aim was to test the efficacy of a non-confrontational

psychotherapeutic treatment for PTSD. The therapy includes

two main treatment principles described in treatment man-

uals: resource-oriented trauma therapy and resource installa-

tion with eye movement desensitization and reprocessing
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