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Abstract
Objective: We present the results of a cross‐cultural validation of the Mental
Health Global State (MHGS) scale for adults and adolescents (<14 years old).
Methods: We performed two independent studies using mixed methods among 103
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patients in Hebron, Occupied Palestinian Territories and 106 in Cauca, Colombia.
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The MHGS was analyzed psychometrically, sensitivity and specificity, ability to
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detect clinically meaningful change, compared to the Clinical Global Impression‐
Severity scale (CGI‐S). Principal component analysis was used to reduce the number
of questions after data collection.
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Results: The scale demonstrated good internal consistency, with a Cronbach alpha
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score of 0.80 in both settings. Test retest reliability was high, ICC 0.70 (95% CI
[0.41–0.85]) in Hebron and 0.87 (95% CI [0.76–0.93]) in Cauca; inter‐rater reliability
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was 0.70 (95% CI [0.42–0.85]) in Hebron and 0.76 (95% CI [0.57–0.88]) in Cauca.
Psychometric properties were also good, and the tool demonstrated a sensitivity of
85% in Hebron and 100% in Cauca, with corresponding specificity of 80% and 79%,
when compared to CGI‐S.
Conclusions: The MHGS showed promising results to assess global mental health
thereby providing an additional easy to use tool in humanitarian interventions.
Additional work should focus on validation in at least one more context, to adhere
to best practices in transcultural validation.
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1 | INTRODUCTION
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Hebron, MSF has been providing care and mental health support
since 1991. The context is characterized as a chronic conflict where

Populations exposed to natural and man‐made crises are at increased

populations are exposed to conflict related violence as well as limi-

risk of developing mental health problems (Fazel, Reed, Panter‐Brick,

tations of movement, harassment, demolition of homes and restricted

& Stein, 2012; Jones et al., 2009; Miller & Rasmussen, 2010; Reed,

access to health care. In Cauca, MSF provided medical care beginning

Fazel, Jones, Panter‐Brick, & Stein, 2012). Despite growing evidence

in 1985 and mental health support between 2003 and 2016. At the

of the benefit of a variety of mental health and psychosocial support

time of the study, the population was suffering direct consequences

(MHPSS) interventions in these settings, recommendations remain

of a prolonged armed conflict, including repeated mass forced‐

largely based on expert opinion rather than robust measurement

displacement, movement restrictions and poor access to healthcare

(Interagency Standing Committee (IASC), 2006). Relying on expert

(Gómez‐Restrepo et al., 2016; Sanchez‐Padilla, Casas, Grais,

opinion may be the only possible recourse in situations without

Hustache, & Moro, 2009). The most treated conditions were common

empirical evidence for recommendations on patient care, but gen-

mood and anxiety disorders including trauma and stress related

eration of evidence remains imperative to improve MHPSS in-

disorders. Patients with severe and chronic mental disorders (e.g.,

terventions. Additional data are needed to evaluate mental health in

schizophrenia and bipolar disorders) were referred directly to part-

conjunction with MHPSS interventions, and to promote evidence

ners for specialized care, not provided within the MSF intervention

driven practices (Charter, 2011; Tol et al., 2011).

and none were included in this study. In both contexts, the mental

This evidence generation aims to improve and adapt mental

health interventions comprised a maximum of 16 psychological ses-

health interventions to different crisis‐affected contexts and better

sions per patient, delivered by a trained psychologist in as regular

address the needs of these populations.

intervals as possible, to adapt to patients that might be forced to

Mental‐health measures, usually through scales, and particularly

displace, or due to movement restrictions. Here, we present the

those including the patient's perspective, provide important infor-

development and validation studies of a long and short version for

mation to improve and adapt mental care (Bolton & Tang, 2002;

the MHGS scale for adults and adolescents (14 and above). The

Rodin & van Ommeren, 2009; World Health Organisation, 2013,

MHGS was psychometrically examined including inter‐rater, test‐

pp. 1–27). These scales, however, are often either disorder specific,

retest reliability, and sensitivity to change analyses compared to the

modulated around western concepts and populations, lack cross‐

Clinical Global Impression‐Severity scale (CGI‐S).

cultural validation, require scoring by specialists, and are too lengthy
and cumbersome to implement in many crisis‐affected contexts
(Bolton & Tang, 2002; Chiumento, Khan, Rahman, & Frith, 2016;

2 | METHODS

Dozio, Bizouerne, Feldman, & Moro, 2018; Van Ommeren, 2003;
Viswanath & Chaturvedi, 2012; Wolpert et al., 2012; World Health

The tool is interviewer‐administered and aims to capture the pa-

Organisation, 2013, pp. 1–27).

tient's perspective on their global mental state. The development of

In humanitarian settings, especially conflict affected ones, there is

the tool included two phases. The first phase included the identifi-

sporadic and inconsistent access to patients due to insecurity along

cation of the main domains of interest and a list questions to provide

with a shortage and inequitable distribution of psychiatrists and psy-

information on change in patients receiving the mental health

chologists (Charlson et al., 2019; Patel, Chowdhary, Rahman, & Verdeli,

intervention. Through focus groups in the community and pilot

2011). There is a clear need for tools and approaches which are easy to

testing, understanding of the concepts described behind preselected

use, can be easily administered by non‐specialized personnel and help

questions were addressed before assessing psychometrics (Lohr

assess overall changes in mental health. Despite a large number of

et al., 1996). The second phase examined the psychometric proper-

mental health status questionnaires, either addressing symptoms or

ties of the tool and aimed to simplify the tool to a minimum set of

function, few serve to measure global mental health state from the

questions. These steps are described below.

patient's perspective, and none have specifically addressed the specificities of complex humanitarian conflict contexts (Kirmayer, Guzder, &
Rousseau, 2013; Lohr, 1988; Rodin & van Ommeren, 2009).

2.1 | Creation of the list of questions

To facilitate the evaluation of MHPSS interventions supported by
Médecins Sans Frontières (MSF), we aimed to create a quick and

Instrument domains and questions were selected through a

versatile mental health global state (MHGS) scale for use in crisis‐

consensus group made up of experts in instrument development and

affected populations. We aimed for an instrument that is adaptable

validation and cross‐cultural psychology. These included mental

to a variety of ages, mental conditions and contexts, which is easy to

health professionals involved in the mental health interventions at

administer, and possible to be done quickly when contact may be

the two project sites (France, Spain, Colombia and oPT). The expert

limited and intermittent. As such, we developed a short, easy to

group met over the course of several weeks and derived a list of

administer questionnaire, which captures the perspective of the pa-

potential questions reflecting key domains from their professional

tient. Two independent validations were performed, one in Hebron,

expertise and previous work in these contexts. Once the list of

Occupied Palestinian Territories (oPT) and one in Cauca, Colombia. In

questions was developed through consensus, community focus
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groups in both project sites were held. Questions were then listed by

cases where retest interviewers were not possible in person, these

domain of interest and their phrasing was considered for simplicity

took place by phone. After obtaining informed consent, participants

and cross‐cultural interpretability (Kortmann, 1987, 1990; Kortmann

were asked demographic questions and administered the MHGS, in

& Ten Horn, 1988). A final list of questions was developed after

an area offering privacy, by first introducing the questionnaire and

follow‐up with additional expert consultation.

explaining its purpose and how to rate each question of the MHGS
with the aid of pictograms. The Disability Assessment Schedule 2.0
(DAS) was used to measure the patient's overall level of functioning

2.2 | Translation and adaptation of the tool

(Üstün, 2010). All questions were read to participants, and their
response recorded in study specific forms.

Selected questions were translated into local languages (Arabic and

The attending psychologist completed routine information for the

Spanish) and back‐translated by professional translators in each

patient dossier, including the Clinical Global Impression (for overall

context. Discrepancies were resolved by consensus and questions

severity assessment; CGI‐S) and the Global Assessment of Functioning

revised accordingly. The instrument was also piloted in each context

(GAF) during the patient's appointment (Hilsenroth et al., 2000; Guy,

among professionals and laypersons from June to November 2013. The

1976). These and other study related data points were then trans-

instrument was piloted by a dedicated study coordinator and provided

ferred from the chart to the study forms by the study coordinator.

to individuals working in various professions in the project as well as

Patients in the test‐retest assessment subgroup were to be re‐

community members, none of whom participated in the study. Once

interviewed by the study coordinator within 48 h. For the inter‐rater

developed, professional local partners (members of the Ministries of

reliability assessment subgroup, a cohabiting adult relative of the

Health, psychiatrist, and psychologist) were asked to check the rele-

patient was to be interviewed within 24 h, either by phone or in

vance of questions. These steps aimed to assess interpretability of

person depending on security constraints. The subgroup participating

questions and to ensure that concepts represented are as intended and

to the responsiveness testing were to be interviewed at different

similarly understood in at least two cultural‐linguistic contexts.

scheduled appointments, within five sessions from the study's baseline interview. For the study, the same routine clinic procedures were
used. The patients who accepted to participated received one

2.3 | Training

reminder call for their next appointment.

Interviewers were the psychologists working in the MSF programs
where the validation took place (oPT Cauca). They were specifically

2.6 | Data analyses

trained over 2 days in interviewing, administration of the tool, the
informed consent process, and were supervised by the study coor-

Internal consistency of the instrument was assessed by Cronbach

dinator (also a psychologist) at each study site.

alpha (where alpha values 0.7 ¼ acceptable, 0.8 ¼ good, 0.9 ¼
excellent; DeVellis, 2016). Inter‐rater reliability compared assessments by the patient themselves with those of a cohabitating adult

2.4 | Study population and sampling

family member. Test‐retest reliability was assessed between scores
from the first study related assessment with those of the retest. Both

Both contexts were selected due to the conflict affected the pop-

reliability measures were estimated using intra‐class correlation co-

ulations, and also long‐standing provision of mental health care in an

efficients (ICC) and presented with corresponding 95% confidence

insecure context. Study participants were recruited among patients

intervals and p‐values (F test), following interpretation guidelines by

directly affected by the conflict and receiving mental health care at

Ciccetti (i.e., <0.40 bad; 0.40–0.59 fair; 0.60–0.74 good; 0.75–1.00

MSF supported clinics. After providing written informed consent, adult

excellent; Cicchetti, 1994). Differences in distribution of initial and

and adolescent participants, comprising any patient presenting for

retest or second‐rater scores were compared with paired t‐tests or

mental health and psychosocial care at one of the MSF clinics, were

Wilcoxon signed‐rank tests, as appropriate, and p‐values presented.

interviewed. Recruitment continued until the target sample size was

Convergent validity was assessed comparing the results to CGI‐

reached (100). No differences were expected between those with ap-

S, GAF and DAS, through Pearson & Spearman correlation tests, as

pointments in different seasons. The baseline measure was considered

appropriate depending on distribution of data, and interpreted

as the session provided to the patient when included in the study.

accordingly (0.1 small; 0.3 medium; 0.5 large; Cohen, 2013). Criterion
validity was checked by calculation of sensitivity and specificity
against the CGI‐S based on the clinician's assessment through

2.5 | Procedures

structured interview. The Kaiser–Meyer–Olkin (KMO) test was used
to determine sampling adequacy. A value 0.80 was set as the criteria

Testing a minimum of 7–10 patients per question with no less than

for exploring structure (34). Parallel principal component analysis

100 participants overall is standard practice (Kline, 2013; Terwee

was performed to better understand the relationship between

et al., 2007). Interviews were timed with the patient sessions. In

questionnaire items (internal construct), compute factor loadings, to
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eliminate redundancies and specify the number of items for a

on Hebron baseline data. The steep drop in factor loadings ei-

shortened scale (35). The following goodness of fit statistics were

genvalues over 100 replications in parallel principal component

considered: chi‐squared test (acceptable model fit if p > 0.05); root

analysis (PCA) suggested a single component model. Six questions

mean square error of approximation (RMSEA, acceptable model fit if

showed notably higher loading factors (superior to 0.30 in PCA;

<0.06); comparative fit index (CFI, acceptable model fit if >0.96);

Table 1). This model includes two questions (Q) on function (Q2)

standardized root mean residual (SRMR, acceptable model fit if

performance of daily activities and (Q3) getting along with others;

<0.08; Hu & Bentler, 1999).

two questions on specific symptoms of suffering (Q11) troubled

The ability of the instrument to detect clinically important changes

by thoughts or worries, and (Q12) feelings of sadness or

over time was assessed by comparing the instrument's measurements

nervousness; and two questions related to general well‐being,

at least two different time points of the mental health care provided.

addressing sleep problems (Q6) and (Q13) a general question on

Detected differences were compared to those by another instrument

suffering (Table 1). This analysis allowed for a simplified version

(CGI‐S). Responsiveness was considered if the Area Under Curve

including six questions. Confirmatory factor analysis was carried

(AUC) was >0.70 ([CVO] American Psychiatric Association, 2005;

out using the 6‐question version of MHGS on the Cauca dataset.

Forkmann et al., 2011; Hall, 1995; Williams, 1976). The AUC of

Goodness of fit statistics were consistent with the reduced model,

receiver operating characteristics (ROC) curve is based on a 3‐point

chi‐squared test ¼ 6.96, p ¼ 0.64 (acceptable model fit if p > 0.05);

increase of the CGI‐S. The minimal clinically important difference

RMSEA ¼ 0.00 (acceptable model fit if <0.6); CFI ¼ 1.00

(MCID) for the simplified version of the scale was calculated using

(acceptable model fit if >0.90); excepting SRMR ¼ 0.28 (acceptable

linear regression of MHGS against a 1‐point change in CGI‐S.

model fit if <0.08). Results that follow are for the reduced version

Data were analyzed using STATA SE 12.0 (STATA Corporation).

of the instrument.

The protocols received approval from ethics review boards of
MSF, the University of Cauca, Colombia, and the Ministry of Health,
oPT. All participants were already receiving free mental health care

3.2 | MHGS study participants

in MSF programs, and were further referred to partners for psychiatric and other medical care if needed.

In Hebron, 103 participants were enrolled between January and May
2014. In Cauca, 106 participants were enrolled between December
2013 and August 2014. The majority of participants were female in

2.7 | Measures

both Hebron and Cauca with a median age of 32 in Hebron and 33 in
Cauca (Table 2).

The domains selected were psychological functioning (cognitive

In Hebron, most study participants were already in treatment at

ability, interpersonal relation, and ability to perform daily activities),

enrollment (median four sessions). Median of therapeutic session at

symptoms of psychological suffering (somatizations, negative

follow‐up was eight (n ¼ 30), with a median of five intra‐study

thoughts or emotions, and difficulties in sleeping and eating) and

therapeutic sessions (range 3–9). All participants responded directly

general perception of psychological well‐being or suffering. Two

to the interviewer (i.e., no proxy responders). Most (n ¼ 88, 85%)

questions on coping mechanisms were also added as this was an area

were in individual therapy. The most common principal diagnosis at

perceived to be of therapeutic importance to MSF. One question on

enrollment were other anxiety disorders (n ¼ 32, 31%), Post‐trau-

perceived usefulness of the mental health and psychosocial sessions

matic Stress Disorder (PTSD; n ¼ 20, 19%) and depression (n ¼ 16,

was included but not intended to be part of the assessment scale.

16%).

The complete version of MHGS was composed of 13 questions

In Cauca, most study participants were on their first session at

for adults and adolescents. The patient had to quote or point to the

enrollment, with median of one session (n ¼ 106) and three sessions

respective image for “not at all”, “a little,” “some,” “fair amount,” or “a

at follow‐up (n ¼ 31). The median number of intra‐study therapeutic

lot” using the following scale (Figure 1). The short version of MHGS

sessions was two (range 2–3). Most participants (n ¼ 104, 98%)

included a total of six questions with a minimum score of 1 (“not at

responded themselves. Proxy responders were husband (n ¼ 1) or

all”) and maximum of 5 (“a lot”) per question (5‐point Likert scale),

mother (n ¼ 1), care takers of the patients who were not able to

thus total scores for the scale range between 6 and 30 points, with

answer directly. Of the 106 participants, 97 (92%) were enrolled in

higher scores indicating greater difficulties (Figure 2).

individual therapy. The most frequent diagnoses at enrollment were
depression (n ¼ 29, 27%), PTSD (n ¼ 11, 10%) and prolonged
bereavement (n ¼ 13, 12%).

3 | RESULTS
3.1 | Scale structure and item reduction

3.3 | Psychometrics properties

Following the psychometrics properties result, the scale was

Internal consistency was considered good, with a Cronbach alpha

proved robust enough to undergo structure analysis (KMO ¼ 0.80)

score of 0.80 for both Hebron and Cauca.
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F I G U R E 1 Adult/adolescent version of
Mental Health Global State (MHGS)
instrument, questions

F I G U R E 2 Reduced, adult/adolescent
version of Mental Health Global State (MHGS)
instrument, questions

3.4 | Test‐retest reliability

lower in both in Hebron (mean difference ¼ 2.5, SD ¼ 5.4, p <
0.05), and Cauca (mean difference ¼ 1.9, SD ¼ 3.8, p < 0.05). ICC

In Hebron, 35 patients, and in Cauca 42 were re‐interviewed with

corresponded to 0.70 (95% CI [0.41–0.85], p < 0.05) in Hebron and

the MHGS scale to assess repeatability. Due to scheduling con-

0.87 (95% CI [0.76–0.93], p < 0.05) in Cauca. These results show

straints and traceability of participants between appointments,

the instrument tended to consistently indicate lower retest scores

many patients were re‐interviewed after the planned 48 h; in

for those with lower initial scores and higher retest scores for those

Hebron, 98% of re‐tests occurred within 72 h of the baseline

with higher initial scores, thus suggesting the instrument had good

interview and in Cauca, 84%. On average scores at retest were

test‐retest reliability.
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Eigenvalues from PCA averaged over 10 replications (left), and Component loading values (right)

Eigen values MHGS, Hebron
PCA

Component loading values MHGS, Hebron
PA

Dif

MHGS question

Category

Component 1

Component 2

Component 3

Component 1

4.11

1.68

2.43

(1) How felt

General

0.2139

0.3092

0.2589

Component 2

1.51

1.48

0.03

(2) Daily activities

Function

0.3028

0.1891

0.0648

Component 3

1.2

1.34

0.14

(3) Getting along with others

Function

0.2974

0.2252

0.4038

Component 4

0.93

1.23

0.29

(4) Pay attention and understand

Function

0.2269

0.0703

0.2922

Component 5

0.91

1.13

0.22

(5) Appetite

General

0.2157

0.0912

0.3589

Component 6

0.82

1.03

0.22

(6) Sleeping

General

0.3048

0.0464

0.4196

Component 7

0.7

0.95

0.25

(7) Headaches and pain

Symptom

0.2721

0.3107

0.0499

Component 8

0.65

0.87

0.22

(8) Aggression and loss of control

Symptom

0.2927

0.2368

0.4421

Component 9

0.61

0.8

0.19

(9) Action to improve situation

Coping

0.0085

0.5871

0.3125

Component 10

0.51

0.72

0.21

(10) Sought support comfort

Coping

0.0025

0.5398

0.0457

Component 11

0.45

0.66

0.21

(11) Troubling thoughts and worries

Symptom

0.3717

0.0023

0.1942

Component 12

0.35

0.58

0.23

(12) Feeling sad and nervous

Symptom

0.4009

0.0713

0.1194

(13) Level of suffering

Symptom

0.353

0.0933

0.1606

Abbreviations: MHGS, Mental Health Global State; PA, Parallel Analysis; PCA, Parallel Principal Component Analysis.

TABLE 2
Hebron, oPT
Baseline

Age and gender of MHGS study participants, Hebron (left), Cauca (right), 2014
Female
n

Male
%

n

Total
%

n

Cauca, CO
%

Baseline

Female
n

Male
%

n

Total
%

n

%

14–24 years

13

18.3

18

56.3

31

30

14–24 years

28

32.2

4

21.1

32

30.2

25–44 years

39

54.9

10

31.3

49

48

25–44 years

42

48.3

7

36.8

49

46.2

45–75 years

19

26.8

4

12.5

23

22

45–80 years

17

19.5

8

42.1

25

23.6

Total

71

103

100

Total

87

100

32

100

100

19

100

106

100

Abbreviation: oPT, Occupied Palestinian Territories.

3.5 | Inter‐rater reliability

rho ¼

0.48; DAS rho ¼ 0.59). For greater interpretability, correla-

tions included participants who had measures for all tests at baseline,
In Hebron, 36 patients were included in this subgroup, and in Cauca,

n ¼ 71 in Hebron and n ¼ 84 in Cauca. Correlations were significant

42. In Hebron, 34 of 36 (94.4%) secondary raters were interviewed

(p < 0.05) for all comparisons except with GAF in Hebron.

the same day as the patient, while in Cauca all 42 were. On average

Comparison of MHGS to CGI‐S was possible among the 32

family members tended to give lower scores than those directly by

participants in Hebron and 31 in Cauca who underwent both baseline

the patient; in Hebron, mean difference ¼ 1.7, SD ¼ 5.1, p < 0.05; in

and follow‐up assessments. By this measure in Hebron, 7 (22%)

Cauca, mean difference ¼ 0.2, SD ¼ 4.0, p ¼ 0.4. The ICC was 0.70

improved by 3 or more points in CGI‐S, 11 (34%) each by two and one

(95% CI [0.42–0.84], p < 0.05) in Hebron and 0.77 (95% CI

points, and 3 (9%) did not show improvement by CGI‐S. Similarly, in

[0.57–0.88], p < 0.05) in Cauca. These results show that perceived

Cauca, 3 (10%) improved by three points in CGI‐S, 12 (39%) by two

severity by secondary raters was consistent with that given by pa-

points, 11 (35%) by one point, and five (16%) showed no improvement.

tients (i.e., lower scores with lower scores and higher with higher).

The correlation of change in MHGS and CGI‐S was rho ¼ 0.38
(p < 0.05) in Hebron and rho ¼ 0.46 (p < 0.05) in Cauca for this
version of the scale.

3.6 | Convergent validity

When considering the psychologist's perspective expressed
through CGI‐S as the gold standard measure, MHGS scale correctly

Correlations with other instruments at baseline, were mostly me-

classified improvements of 3 or more points among 81% of patients

dium. In Hebron: these were CGI‐S rho ¼ 0.48; GAF rho ¼

0.21;

(85% sensitivity and 80% specificity) in Hebron using a cut‐off MHGS

DAS rho ¼ 0.35. In Cauca these were: CGI‐S rho ¼ 0.49; GAF

score change of eight or greater (AUC ¼ 0.85, 95% CI [0.67–1.00]). In

-
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F I G U R E 3 Receiver operating characteristic (ROC) curves for score change in six question version of Mental Health Global State (MHGS)
for adolescents and adults compared to improvements in Clinical Global Impression (CGI), Hebron (left), and Cauca (right), 2014. Improvement
was defined as a score change of three or more points in CGI; n ¼ 32 in Hebron, and n ¼ 31 in Cauca

Cauca MHGS correctly classified improvements of three or more

Despite this promising result, it should be noted that we faced

points among 81% of patients (100% sensitivity and 79% specificity)

security constraints leading to the minimum 100 participants in each

using a cut‐off MHGS score change of 10 or greater (AUC ¼ 0.90, 95%

setting. Also, correlations with baseline values from other in-

CI [0.76–1.00]). ROC curves for both settings are shown in Figure 3.

struments utilized in the study were mixed, albeit it correctly clas-

There was strong agreement between the scales in more than

sified over 80% of participants against therapist‐noted changes in

half of participants assessed, and moderate to strong agreement in at

function and symptomatology. It is important to note that patients'

least three quarters of those assessed. There were no serious dis-

assessment through MHGS asks about difficulties in the previous

crepancies noted in either setting. No patient demonstrated strong

week, while the psychologist might have taken a more global

improvement by CGI‐S and deterioration by MHGS, nor strong

perspective when rating patient functionality and symptomatology at

improvement in MHGS and worsening by CGI‐S.

the same point in time.

The minimum clinically important difference (MCID) or clinically

A few limitations also need to be considered. First, it should be

relevant cut off for change in MHGS score was four points. This value

noted that assessments took place at different points in the therapy.

corresponds to the regression coefficient indicating the number of

Given that continuity of care is not guaranteed in conflict settings

MHGS point difference associated with a one‐point change in CGI‐S.

(Sanchez‐Padilla et al., 2009), we aimed to have a tool that is practical

For Hebron, this value was 2.3 (p < 0.05), and for Cauca 4.2 (p <

enough to be applied at any session and would be able to discern

0.05). Considering the corresponding measurement errors for the

change in global state within a few sessions. For this reason, we did

scale were 2.9 and 3.3 for Hebron and Cauca, respectively, the most

not require that the first and last interviews match the first and last

appropriate cut off for improvement or worsening is a change in

therapeutic session, nor a fixed number of sessions. Second, we relied

score of 4 points in either direction.

on a live‐in relative as proxy responder for two baseline interviews
where the patient was unable to answer directly, and proxies were
also used to assess inter‐rater reliability, compared to the patient's

4 | DISCUSSION

own rating. Despite statistical agreement between the measures (i.e.,
by ICC), we recognize that proxy responders may not always be a valid

To our knowledge, this is the first development and validation of an

alternative to a patient's direct response. For instance, we noted on

outcome scale for adults and adolescents (14 years old and above)

average significantly lower MHGS scores by the secondary assessor

created specifically from and for humanitarian interventions. It applies

compared to the patients' own assessments. Nonetheless, when a

a simple set of questions aimed at determining the global state of the

patient is no longer available, an unfortunate reality of conflict set-

patient at different time‐points in care, by applying a few simply wor-

tings, a close, live‐in relative or caretaker may be the best suited

ded questions on key domains of interest to mental health workers and

alternative to inform the program about the patient's state. Third,

populations in these contexts. The MHGS allows for monitoring change

some additional challenges occurred by differences in test versus

in global mental health state over time in several key outcomes of in-

retest, as the original interview occurred in person and in most cases

terest relating to function, symptoms and patient suffering. The results

the re‐test occurred by phone, often days after the associated inter-

suggest that Arabic and Spanish versions are dependable and offer a

view. Scores where on average lower than initial ones, which could

way to measure patient evolution throughout the care process.

potentially be due to the phone interview. Additionally, the several
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session or other external factors to play a role. It is to be noted as well,

Conception and design of study: Augusto E. Llosa, Marie Rose Moro,

that the MHGS scale requires two measures to detect change, and

Bruno Falissard, Carmen Martínez‐Viciana, Stella Evangelidou,

that a noted change is not, at any one point at individual level,

German Casas, Rebecca F. Grais, and Caroline Marquer. Selection of

necessarily a result of the intervention; it may reflect changes due to

instrument's domain and questions: Marie Rose Moro, Bruno

other life events. Fourth, despite formal training of psychologists on

Falissard, Carmen Martínez‐Viciana, Stella Evangelidou, German

the use of CGI‐S, it was a recent addition to routine assessments in

Casas, Augusto E. Llosa, and Rebecca F. Grais. Conducted the

these projects, and some changes in score were higher than expected.

research: Augusto E. Llosa and Carmen Martínez‐Viciana. All authors

While assessing concordance with MHGS was still possible, the MCID

read and approved the final manuscript.

will need to be confirmed in other settings. Strong training in the use
of CGI‐S, which is recommended to be used alongside MHGS to

E T HI CA L A PP R OV A L

capture the therapists' perspective, is advisable. Last, the simplified

The study received approval from the MSF Ethics Review Board, the

scale was discerned statistically from results of the application of the

Comité de Ética para la Investigación Científica (CEIC), Universidad

longer version of the scale. The interspersion of questions from the

de Cauca, Colombia, and clearance from the Palestinian Ministry of

longer scale could have affected the responses of the questions

Health and local authorities. All participants to the research signed

included in the shorter version. Further testing of the simplified

the informed consent. Participants younger than 18 years old signed

version is therefore planned, though of note, the scale is already in use

an assent form and their parent/caretaker signed the consent form.

in several humanitarian contexts and performing well.
At the programmatic level, the tool can help mental health staff
to assess impact of their interventions, adjust the objectives and

O R CI D
Caroline Marquer

https://orcid.org/0000-0002-9085-715X

contents of the mental health interventions and care strategy, and
provide an overall evaluation of programmatic impact in a brief and
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other evaluation support would hopefully improve the delivery of
mental health services during humanitarian intervention. Useful in
acute and chronic crises, the tool may be most relevant for conflicts
where humanitarian interventions may last for many years and in
some cases decades. In these contexts, there is ample opportunity to
improve and refine programming. The instrument may be applicable
beyond humanitarian interventions, albeit additional validation work
would be needed to show it validity outside these contexts.

5 | CONCLUSION
The MHGS showed promising results to help assess MHGS thereby
providing an additional easy to use tool for both patient and mental
health programmatic follow‐up in a humanitarian setting. Additional
work should focus on validation in at least one more context, to
adhere to best practices in transcultural validation, and fine tune
MCID cut offs.
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