MALEMBE, .D
MALEMBE?

WORKING

TECHNOLOGY FOR MENTAL PAPER
HEALTH IN DETENTION JONATHAN LUKE AUSTIN

WWW.HUMANITARIANL.DESIGN




03/04/2025

JL .

AUSTIN,

Malembe, Malembe: Technology for Mental Health in Detention
A The Future of Humanitarian Design (HUD) Working Paper

Copenhagen | Geneva | 2025

Author Biography:

Jonathan ILuke Austin is Associate Professor of International
Relations at the University of Copenhagen. He is also Head of Studies
for the Security Risk management program in Copenhagen, Director
of the Hub for the Future of Advanced Security and Technology
Research (FASTER), and a Principal Investigator for the Future of
Humanitarian Design (HUD) research program.

Contact: jla@ifs.ku.dk.

KOBENHAVNS
UNIVERSITET



mailto:jla@ifs.ku.dk

| 03/04/2025

JL .

AUSTIN,

H U

10.

Malembe, Malembe?

TECHNOLOGY FOR MENTAL HEALTH IN DETENTION

Executive Summary

Introduction

Contested Technological Turns

HUD?’s Ethos: Malembe Malenibe

HUD?’s Preliminary Goals

Key Elements to Consider

Disaggregated Socio-Political Problem Space
Disaggregated Technological Problem Space
Existing Initiatives and their Problems: A fie/d study

Annotated Bibliography

KOBENHAVNS @

UNIVERSITET

10

11

13

15

19




This page is intentionally left blantk.



13/09/2025

JL

AUSTIN,

1.

EXECUTIVE SUMMARY

While political and military cataclysms are dreadful and challenge the mind through the monstrosity of
their violence (that of a concentration camp or of an atomic bomb), the shattering of psychic identity,
whose intensity is no less violent, remains hard to perceive.

- Julia Kristeva, Black Sun

Mental health in detention is a neglected aspect of global health and humanitarian policy. At least one in
seven incarcerated individuals suffer from severe mental illness, and more than half have a history of mental
health problems. These rates are significantly higher than those in the general population. More, in low-
and middle-income countries (LMICs), between 76% and 85% of people with severe mental disorders
receive no treatment. In this, detainees are doubly stigmatized by both their imprisonment and their illness.

The design of detention environments intensifies this crisis. Incarceration not only exacerbates pre-existing
conditions but also generates new psychosocial harms that extend beyond prison walls. A ‘carceral
continuum’ emerges, where poverty, institutional weakness, and social exclusion lead to incarceration;
imprisonment deepens mental distress; upon release, individuals often re-offend, perpetuating cycles of
violence or insecurity. This is a pressing global public health concern with major humanitarian implications.

Yet, despite the scale of the crisis, mental health support systems remain almost entirely absent from
detention settings worldwide. Against a backdrop of declining psychiatric infrastructure and limited
professional capacity, the World Health Organization’s so-called “mental health gap” remains acute. In
response, policymakers and practitioners are increasingly turning to technological interventions—digital
screening tools, Al-driven diagnostics, and remote treatment platforms—as potential solutions.

1.1 CONTESTED TECHNOLOGICAL TURNS

While technological innovations for improving mental health and psychosocial support appear promising
at first glance, their deployment in the mental health space is highly contested. A summary of only the most
obvious risks involved in deploying technology in this space include:

* Embracing techno-optimistic hype around emerging technologies, especially Al, without
evidence of scalable effectiveness or context sensitivity;

= Technocolonialism, where tools developed in high-income contexts are exported without
adaptation to local realities, sometimes strategically extracting data from vulnerable societies;

= Ethical and privacy concerns, which are particularly acute in detention settings, given sensitive
health data intersects with security and punishment;

= The technical standardization of human experience, which risks reducing complex
psychosocial conditions to simplistic algorithmic categories.

Despite these concerns, deploying advanced technologies for mental health care in detention is increasingly
seen as inevitable due to:

= Severe shortages of infrastructure, funding, and personnel to treat mental illness globally;
= Limited training capacity for primary care workers in and beyond detention settings;

®= The complex, comorbid, and socially embedded nature of mental illness, which technological
innovations have the potential to provide solutions to.

Following all this, the contemporary challenge we face is not simply whether to adopt technology, but how
to do so responsibly, contextually, and in ways that produce lasting rather than superficial impact.



13/09/2025

JL .

AUSTIN,

1.2 AMIDST: ADAPTIVE MENTAL ILLNESS IN DETENTION SCREENING AND TRIAGE

Based on extensive research on detention environments in LMIC’s, HUD’s working hypothesis is that the
primary bottleneck in detention mental health lies in the middle spectrum of care: the lack of systematic,
population-level screening and triage, at the population level. Without such screening tools, both primary
care interventions and higher-level treatments struggle to function, given an ignorance of the scale, scope,
and precise nature of mental health and psychosocial struggles in detention environments across the world.

HUD is therefore exploring the possibility of developing a low-intensity digital Clinical Decision Support
System (CDSS) with the following capacities:

1. Screening and triage: Rapidly and transdiagnostically screening-for and triaging mental health
and psychosocial issues at entry to detention settings, during detention, and at release;

2. Referral management: Linking at-risk detainees to available resources and services both within
and beyond prison, supporting the development of sustainable referral pathways;

3. Low-intensity treatment support: Enabling non-specialist staff to provide basic psychosocial
support, following task-sharing and stepped-care models;

4. Training and capacity building: Provide health and social workers with accessible tools for
MHPSS delivery, increasing local expertise in humanitarian settings;

5. Diversion from justice systems: Support pathways that redirect individuals with mental illness
away from incarceration and toward health services.

Preliminarily, we name such a tool AMIDST; Adapative Mental Illness in Detention Screening and Triage.
The goal of AMIDST would not only be to improve health outcomes but also to challenge entrenched
biomedical and carceral paradigms, many of which are rooted in colonial legacies of control. In particular,
by co-designing tools with frontline healthcare workers, communities, and detainees themselves, we envisage
LMICs not as sites of experimentation, but as drivers of globally relevant innovation in mental health care.

1.3 MALEMBE, MALEMBE: SLOW AND CARE-FULL INNOVATION

Addressing mental health in detention is an ethical and practical imperative. The current absence of
screening, triage, and referral systems perpetuates suffering, stigma, and cycles of violence that destabilize
entire societies, even geopolitics. Yet, while digital technologies offer promising avenues to address these
gaps, they carry significant risks if deployed hastily, uncritically, or without attention to power structures.

AMIDST, and HUD’s wider work in this area, area is thus grounded in an ethos encapsulated in the Lingala
phrase malembe malembe—"‘slowly, slowly,” “calmly, calmly.” Rather than rushing toward sweeping
technological fixes, this approach emphasizes cautious, participatory, and context-sensitive innovation. It
also acknowledges the epistemic, social, and political injustice that pervade humanitarian psychiatry globally,
cautioning us to always be aware of the risk of reproducing such violence when intervening in this space.

By focusing on detainees as a defined population, embedding interventions in local contexts, and returning
decision-making power to health and social workers in humanitarian contexts, this initiative therefore has
the potential to catalyze a paradigm shift in how humanitarian actors, policymakers, and governments
approach mental health in detention—globally, not just in LMICs. Ultimately, the question of mental health
and psychosocial care is not simply a technical challenge, but a political and ethical one. To succeed in
creating truly transformative change, humanitarian policy must treat detainees not as forgotten populations
at the margins of society, but as central to the struggle for public health, justice, and human dignity.
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2.

INTRODUCTION

At least one in seven people who are incarcerated have a severe mental illness (Emilian e a/, 1006).
And at least 50% have a history of mental illness more broadly. These rates are double those of the general
population. More, evidence suggests that this figure is higher in low and middle-income countries (LMICs),
where infrastructure for the diagnosis and treatment of mental illness is very limited even outside prisons.
Indeed — generally — between 76% and 85% of people with severe mental disorders receive no treatment
in LMICs (WHO 2019) . In prisons, this number is likely much higher. As such, prisoners with mental
illness are a doubly hidden population: stigmatized because of both their detention and their illness.

A prison is a microcosm of society; mental health problems therein are thus not contained within its
walls. On the contrary, a psycho-social carceral continuum exists. Poverty causes mental illness; institutional
weakness leads those suffering from mental illness to be directed to prison; upon leaving prison, re-
offending is common; criminal activity in urban neighbourhoods increases; risk of engagement in armed
violence increases; other forms of violence (intimate partner, child neglect), etc. increases, and so forth. The
spiral of this carceral continuum is thus stark and a key global public health concern yet unaddressed.

But mental health screening, triage, and referral systems are absent in prisons or detention settings in bozh
low-income, crisis-affected, or humanitarian settings azd many high-income contexts. Indeed, levels of
psychiatric bed provision in many LMICs have stagnated or declined since 1990 (Fig 2), while the
prevalence of mental health and other issues has not declined glbally for over 25 years (Nadkarni et al 2024,
3353). One response to the seeming intractability of this ‘mental health gap,” as the World Health
Organization calls it, has been a rapid — yet contested — turn towards possible technological solutions.
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Figure 1: Model of how detention in humanitarian crisis creates feedback loops of mental distress, worsening
bumanitarian crisis over time.



3.

CONTESTED TECHNOLOGICAL TURNS

Mental health care within high-, middle-, and low-income countries is undergoing a rapid technology-driven
transition. These shifts are suffused with the general risks facing the deployment of technology to solve
social problems: hype over emerging technologies, data protection risks, technocolonialism, the
standardization of human life into algorithmic patterns, rampant commercialization, and more. These issues
are especially controversial vis-a-vis mental health, where the ‘immateriality’ of the phenomenon — the
inability to objectively fix what mental health or mental illness actually zs, given the complexity of its social,
political, environmental, a#d biological drivers are — make the risks of technological solutionism very acute.

Despite these concerns, the deployment of technology in this area has become more-or-less
inevitable for several key reasons:

1. Medical resources — infrastructural, financial, logistical, and human (see below) etc. — to diagnose
and treat mental health conditions in detention are severely lacking globally and evidence
suggests that digital solutions are effective in filling this gap;

2. Staff training (human resources) to diagnose and treat mental health conditions is especially
limited in humanitarian and detention settings in bozh LMICs and HICs, but again evidence
suggests technology can help;

3. The complexity of mental health conditions, which require trans-diagnostic approaches that
consider the prevalence of co-morbidities and socio-ecological (as opposed to physical) aetiologies,
etc. is a problem that is possibly especially amenable to technological intervention.

Psychiatric bed rates per 100 000 population
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Figure 2: Number of psychiatric beds per 100°00 population in selected LMICs, trends from 1990-2020.
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Given all this, emerging technologies are seen as having the potential to work as cost-effective, scalable,
and context-sensitive tools to improve mental health conditions in prisons and detention across the world.
Consider the following remark from a Nigerian forensic psychiatrist:

Akin to other international domains, there is an urgent need to expand the uniformity and coverage of
psychiatric screening programmes in correctional environments in Africa, Al could offer viable solutions
for this, though at the time of writing, Al-driven screening remains untested within African prison settings
(Ogunwale 2024, 2).

But the key words here are “could offer. .. solutions.” Technology has been deployed in the realm of mental
health in and beyond LMICs for decades. But it has been harder to deploy these technologies in ways
that are effective: producing tangible change in different scalable contexts across the world. The turn
towards ‘Al,’ for instance, is simply the latest over-hyped solution to the problems identified above. There
are a series of serious demand- and supply-side barriers to technology in this area, barriers which must
tirst be fully taken in to account to produce positive rather than simply ad-hoc palliative change in this area.
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Figure 3: Types of mental health intervention and their level of technological dependency.
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4.

HUD'S ETHOS: MALEMBE, MALEMBE

How can we work-with technology, yet mitigate its evident-risks, to improve mental health care in prison
and detention settings in humanitarian contexts? At one level, it is clear that we need to develop a multi-
sectoral, socio-ecologically embedded, participatory, and context-sensitive approach to developing
technological innovations in this area. But how to get there? What do these buzz words really mean here?

Given the range of social and technical problems to be addressed, HUD might begin with the Lingala
mantra in the Democratic Republic of the Congo that one should deal with things malembe malembe — slowly,
slowly — calmly, calmly. Against the dream of all-encompassing technical solutions, we must first take a step
back, returning to fundamental user-needs before making technological choices. While AI may play a role,
it is not useful to start thinking about Al firsz. Instead, Figure 3 visualizes the range of options in this area,
and the degree of complexity, technological sophistication, and other elements they require to be realised.

Despite this wide range of possible technological interventions, the main blockage to mental health care
in detention sits in the middle of this spectrum. Without having a ‘second ordet’ capacity to screen
defined populations for mental health and psychosocial issues — to diagnose within a group — it is far more
difficult to mobilize direct primary cate interventions of any kind and/or to advance tertiary enablers of
medical treatment that require such granular data on the scope, extent, and precise nature of a problem.

A focus on a low-intensity intervention at the level of clinical decision support is thus a slow yet critical
and pragmatic starting point: something that may increase the core capacity to screen, diagnose, and triage
MHPS issues within detention settings. Indeed, working to develop a clinical decision support system in
this area has the potential to scale to improving the quality of care, the control of attrition rates,
rehabilitation services, etc., but also has virtues even without these other benefits necessarily materializing.

i

Figure 4: Makala Sanatorinm, Kinshasa, pictured during the Belgian colonial era. The hospital still serves detainees at
Kinshasa’s central prison, also constructed by Belgium.
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Figures 5 & 6:

Left: architectural designs for a hospital to
be constructed in the city of Mbandaka by
Belgian colonialists. Below: satellite image of
Makala central prison in Kinshasa. The
architectural form of each structure echoes the
other in its ‘pavilion’ logic — associated with
racial segregation and control.
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More, working at this low-intensity level is important socially and politically. Efforts to deploy complex
technologies in this area are criticized not only because of the lack of contextual fit they demonstrate in bozh
HICs and LMICs but because they naturalize a particular understanding of MHPSS. Indeed, the very idea
of a ‘mental health gap’ as it is currently understood has been criticized for emerging from a biomedical
understanding of mental health that might miss not only the real ‘scale’ of this gap but also where it should
be identified more precisely and, in particular, its socio-political content (Littoz-Monnet 2022).

Related to this, working at this slow, careful, level has other potentially radical benefits. It is not possible to
disassociate both contemporary biomedical paradigms azd modern forms of incarceration from their
colonial roots. Kinshasa’s central prison, Makala, was constructed by Belgian colonialists in 1957. Not far
away, the Belgians also constructed a new sanatorium. Both facilities are still in-use, little changed, and their
architectural designs are mirrors: both follow an architectural structure whose design explicitly sought to
enforce forms of racial segregation, under the guise of good medical-carceral practice (Nys-Ketels 2023).

The roots of biomedical understandings of medical health are — therefore — situated in a desire to /it the
decision-making powers of the disenfranchised, as has been widely discussed in social theory. There is thus
a further good reason to return to considering how technological change in this area might be leveraged to
return different forms of decision-making power to these actors. Moreover, such a step — if integrated into
technology design processes — would allow us to see sites like the Congo, Colombia, or elsewhere as new
resources for global change. Typically, these contexts remain sites of experimentation — in which corporations
abuse the lack of power of communities to expand the scope of biomedical paradigms. Yet, the failure of
these approaches even within HICs, where both prisons and mental health care are in equal crisis,
suggests that intervening in this area may allow for a paradigm-shift driven by LMICs themselves.

Figure 7:

A photograph from inside Mbandaka’s
central hospital, during the colonial era. The
corridor structure was intended to enforce
racial segregation and control over patients,
echoing precisely the logic of contemporary
prisons globally.
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5.

HUD'S PRELIMINARY GOALS

Develop a digital Clinical Decision Support Systems (CDSS) for prison and detention mental

health that focuses on:

A.

Screening (entry/detention/exit) for mental health and psychosocial health
conditions with a focus on triaging at the defined population level of detainees
during primary care (possible ‘high-risk’ detainee focus — level of acuity);

Managing a referral pathway for identified high-risk detainees during entry,
detention, and exit, that works with existing resources, knowledge, and capacity
in the identified contexts;

Supports low-intensity treatment following screening, supported by a task-sharing
model that exceeds biomedical paradigms wherever possible;

Supports primary health care worker training in mental health and psychosocial
support, adapted to local contexts;

Supports the ‘diversion’ of those suffering from mental health issues away
criminal justice system to available mental health services.

To achieve this, it seems critical to develop a CDSS that is:

Primarily health-and-social-worker facing:
Given the importance of mitigating the ethical risks of beneficiary-facing platforms in/ beyond
LMICs (treatment limitations; referral limitations, etc.);

Linked to community services (‘social-worker’ facing):
This can facilitate referral processes — important both given the prevalence of external actors (civil
society) providing treatment in prison iself and for post-detention rebabilitation.

Adaptable to ecological contexts:

T facilitate change management, and acceptability of treatment, the intervention must move beyond
biomedical and other paradigms, allowing for the adaptable e.g. i) translation of formal psychiatric
diagnoses into local contexts, ii) the diagnosis of locally-specific MIHPS'S issues, iii) the collaboration
with a wider range of medical/ health professionals (e.g. indigenons medicine — not stealing jobs),
(iv) considers available services, infrastructures, and resources (i.e. availability of drugs).

Secure and ‘non-controversial’:

The focus on detention and prison settings requires particular security profocols for data
confidentiality and to assure the confidence of the relevant authorities. This will require placing limits
on the design of the technology concern — e.g. an offline tool, consideration of hosting, ete., and
potentially limit the integration of certain technologies — e.g. LLMs.

Is (eventually) ‘owned’ by authorities:
For scaling-up and sustainability, the above factors will ideally align with the interests of concerned
anthorities in different sites.
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6.

KEY ELEMENTS TO CONSIDER

10

Transdiagnostic Screening

High rates of comorbidity in mental health conditions require a screening tool that goes
beyond disorder-specific screening and intervention. This is both medically necessary and
would further alleviate resource constraints of different kinds in LMIC settings.

Collaborative Task-Sharing

Given a lack of resources, task-sharing models based on integrated care concepts are
important to this intervention. Such models suggest that healthcare staff with limited or
non-specialist training can delivery key elements of psychosocial care for core mental
health conditions in the right circumstances.

(Collaborative) Stepped Care

To account for resource limits, stepped care approaches are important — they seek to
monitor and delivery mental health care in the most effective but least resource
intensive way — avoiding ‘stepping up’ to more costly services unless specifically required
due to patient need.

LMICs as Leading the Way

While the limits facing LMICs are acute in this area, it is important to note that the
problem of mental health in (and beyond) detention is global — and the issues acute even
in high-income countries. For many there is thus, a need to transform our assumptions
relating mental health across the world, as well as the role of medical professionals
therein. In this regard, an intervention in this area has potential scope beyond
LMIC/HIC binaries, especially given the lack of a strong institutionalized form of
mental health policy may open new imaginaries of global relevance. This might include
the integration of traditional knowledge into MHPSS, a greater consider of the epigenetic
effects of colonial histories, and so forth.

Adaptation to Target Population to Manage Local/Global Scalability

Current technological interventions in this area are divided between developing highly
scalable yet low-context sensitive interventions (e.g. MHGap) or highly-context sensitive
yet limited-scale interventions at the country level. While this binary reflects most
technology dilemmas in LMICs, specific to mental health is the further issue of the non-
universal nature of the particular pathology even within nations, states, cultures, etc. In
this, both ‘global’ and ‘local’ interventions at present are too general in focusing
on entire populations (cross-national or national). A focus on prisoners as a ‘defined
population’ is thus useful as a targeted intervention that is both universal and specific —
potentially allowing for more adaptability: but it requires special attention to the co-
design of the intervention to meet this defined population.

A need for non-binary algorithms

Whether transdiagnostic or not, the nature of mental health and psychosocial support
requires an intervention that can exceed binary algorithmic judgements of pathology. In
the tradition of preventive medicine, mental health conditions are environmental,
social, and political — existing on a spectrum. In this, any screening tool must be able to
offer explanatory insights into the origins of pathology that are more complex than

typical.



13/09/2025

JL .

AUSTIN,

1.

DISAGGREGATED SOCIO-POLITICAL PROBLEM SPACE

11

The punitive nature of detention and social hostility

Detainees of all kinds remain stigmatized as deserving of punishment, including a lack of
appropriate medical care of all kinds. A form of discursive transformation on the
reasons for detention and the impact of mental health issues on wider society is critical.

Stigma related to mental health

Suffering from mental health issues remains a stigmatized reality globally. Indeed, there
is a nexus between this form of stigma and that of detention: prisons often serve as de
facto mental health holding facilities with people suffering from a mental health crisis often
referred first to the police, and sometimes thereafter prison.

Mental Health (Care) is ‘immaterial’ — abstract.

Despite mental health issues being acknowledged as a key public health burden globally,
including in LMICs, diagnosis and treatment is costly, time-consuming, & complex
given its immateriality — the fact that it cannot be diagnosed ‘objectively’ but exists due
to a mix of physical, biological, environmental, social, and political factors.

Mental Health is not a ‘universal’ social concept.

While the WHO, commercial actors, and others have sought to standardized mental
health discourse through trans-cultural screening systems, treatment options, etc., this
approach has been the subject of heavy criticism given what counts as a mental health
issue is highly contextually specific and biomedical approaches typically neglect this
complexity. Indeed, mental health issues hold only a kind of contingent universality, in
which universalities of distress may exist (e.g. those that the PHQ-9 scale captures), they
are expressed through different idioms and are contingent on a wide-set of socio-political
factors that make trans-cultural screening and diagnosis especially complex.

Staff training is limited in humanitarian and detention settings in LMICs

There are few genera/ medical staff in prisons and other detention facilities in LMIC’s, and
those that exist show variable skills, are forced to undergo task-shifting, and have
difficulty following complex guidelines given these conditions: high-level guidelines
(especially for e.g. abstract mental health protocols) are not necessarily concrete for
primary care health workers in detention.

Time is limited

Even where appropriate training and infrastructure is present, health workers are under
immense time pressures, any CDSS system must thus be time-efficient in screening and
diagnosis (transdiagnostic).

National Regulations

CDSS systems at a national level should be adaptable and configurable to national medical
protocols and guidelines. But these vary considerably. There is therefore a further tension
in developing ‘global’ CDSS systems, which requires consideration — stopgap or
emergency systems can be created, but ideally they should be adaptable to national
contexts.
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8. Technological Complexity and Commertcialization

a. Transdiagnostic tools for mental health screening designed to be more efficient and
over-arching exist but they are largely developed by commercial organizations and
designed to be integrated into already highly sophisticated and resource-intensive health
systems (typically in, e.g. the USA);

b. This is also true for, for example, computerized adaptive testing tools that could
increase the efficiency of screening — they are guarded by commercial actors and their
efficacy is uncertain outside highly complex health systems.

c. In this regard, the commercialized nature of the health sector is itself a problem.

Other Issues:

12

*  Geographical differences in resources (rural, urban, etc.);

®  Services may be centralized but not integrated (e.g. across prison systems);

* Inter-organizational collaboration (prison, judiciary, police) may be weak;

* Lack of political prioritization of mental health services.

®  Novelty effects often introduce initial interest in technological innovations, but these fade
over time (see existing initiatives).
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8.

DISAGGREGATED TECHNOLOGICAL PROBLEM SPACE

13

Structured/Open Diagnosis and Double Algorithmic Limits

The problem of trans-cultural diagnosis (see above) is doubled by the way specifically
digital technologies are typically deployed in the healthcare and other sectors — their
technical nature means that they typically work best with structured data inputs
(especially e-CDSS, e.g. the use of PHQ-9 scales) that work across contexts but are blind
to nuance. This is particularly a problem for MHPSS given its immateriality (see above).

Clinical algorithms further this problem. Modern medical treatment follows an IF-THEN
logic, whether computerized or not. This limits our understanding of MHPSS in core
ways, and especially when algorithm-driven clinical diagnoses (which need not be
digital or computerized) are combined with digital tools. A key technical challenge
here is thus creating an ‘open’ digital tool that goes beyond an IF/THEN logic.

Lack of Targeting

Current technological interventions in this area are divided between developing highly
scalable yet low-context sensitive interventions (e.g. MHGap) or highly-context sensitive
yet limited-scale interventions at the country level. While this binary reflects most
technology dilemmas in LMICs, specific to mental health is the further issue of the non-
universal nature of the particular pathology even within nations, states, cultures, etc.
In this, both ‘aniversal’ and ‘contextual’ interventions at present are too general in
focusing on entire populations (global or national).

A focus on prisons as a ‘defined population’ is thus useful as a targeted intervention
that is both universal and specific — potentially allowing for more adaptability. But this
poses additional technical problems:

High vs. Low Technological Implementations

For many, the number of obstacles to MHPSS screening and diagnosis, in LMICs and
HICs alike, requires a turn to high technology — nowadays LLMs, neural networks, deep
learning models, etc. being the most obvious candidates. At the same time, the use of
such technologies not only poses serious ethical and social risks but also may be
inappropriate to relevant contexts. Serious consideration thus needs to be placed on
the level of technological complexity that is required in the development of a CDSS and,
if a more complex solution is chosen that mitigation is in place. For example, an LLM
model would need to be bofh human readable and its model be ‘explainable’ more
abstractly — e.g. how it reaches particular conclusions needs to be transparent.

Time vs. Accuracy Trade-Offs

Screening for mental health conditions involves a trade of between accuracy or time, at a
technical level. Standardized ‘quick’ screening tools (PHQ-9) are efficient to administer
but rely on very limited data (lack of interest, feeling down, sleep problems, lack of energy,
appetite, self-critique, lack of concentration, sluggishness, suicidal ideation) that capture
only a small slice of the complexity of mental health — diagnostic accuracy is thus limited.
More complex tools that are more accurate, however, take orders of magnitude more
time to administer, time that is in short supply. Computerized Adaptive Testing
provides a potential solution here, but is plagued by the various other challenges
discussed above.
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Integration/Stand-Alone

General large-scape hybrid e/non-eCDSS systems have been deployed globally, but
typically only where integrated into much larger human and physical infrastructures in
high-income medical settings. These technologies are usually developed by commercial
actors or governments. The challenge for a eCDSS system of the kind proposed here is
to create a stand-alone system that works without such integration, but which retains
as much functionality as possible. This requires consideration of the comparative lack of
financial resources and quality infrastructure also at a technological leve.

Security and Confidentiality

Given the sensitivity of mental health diagnosis, especially but not only in detention
settings, as well as medical records more generally, technological interventions pose
particular risks vis-a-vis data and patient confidentiality. This also poses problems
regarding the continuity of care in this sector. Such issues must be considered from the
start.
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EXISTING INITIATIVES AND THEIR PROBLEMS: A FIELD STUDY

The idea of developing electronic CDSS systems for global health, including in humanitarian settings, is not
novel. Numerous initiatives have previously existed in this area. This includes the EU-funded MEGA
project, a UN (DHMOSH/DOS) application for UN peacekeepets, vatious commercial initiatives, and —
most notably — an electronic version of the WHO’s mhGAP-1G program. Other initiatives in this area are
also under development. Nonetheless, past initiatives in this area have generally failed to scale, fallen into
disuse after pilot phases, or otherwise failed to materialize their proposed benefits. While certain reasons
are pragmatic (a lack of funding), others involve a failure to take into account the technological, social, and
political problem spaces disaggregated earlier in this working paper. Moreover, there are to my knowledge,
no interventions in this area currently targeted at the defined population of incarcerated individuals (with
the exception of initiatives in the self-help and remote psychiatry field, largely in North America).

To see the difficulties relating to eatlier initiatives, in concrete terms, we now describe a series of focus
group sessions that took place with health care workers and civil society members in the Democratic
Republic of the Congo (DRC). Those focus groups introduced patticipants to the WHO’s e-mhGAP
application, and asked for their feedback on it, with the aim of gathering data on their perceived user
experience, how well the app fits (or not) with LMIC contexts, and detention contexts specifically, as well
as co-designing alternative options. Participants in these focus groups ran a ‘scenario’ on the use of the e-
mhGAP-IG to screen detainees as they atrived in a prison in the DRC, to test its perceived efficacy. A full
report on these activities is available on request. Nonetheless, the following summarizes the findings.

O < %P 3O B735PM ll O X £ % B 3 @t 8 7:36PM

mhGAP O O — mhGAP O O

Intervention Guide

Intervention Guide

_ + Markedly diminished interest in or

STEP 1: Assess for depression

Has the person had at least one of the
following core symptoms of depression for
at least 2 weeks?

EPILEPSY

« Persistent depressed mood

CHILD & ADOLESCENT MENTAL &
BEHAVIOURAL DISORDERS pleasure from activities

AL HEALTH

Above: Screenshots from
the e-mhGAP-IG app.

Right: Participants in one
of the focus group sessions
held in Kinshasa, DRC
examine the mh-GAP-1IG

app.
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9.1

GENERAL OBSERVATIONS

Trained medical professionals among the participants quickly moved back to their instinctive understanding
of potential mental health issues while using the e-mhGAP-I1G. This included, for example, quickly glossing
over the details in the prompts described given they ‘already knew’ what to look for. That is to say; the
application sometimes became largely ‘immaterial’ to their work, with a fall-back on existing knowledge
occurring most frequently.

This appears to reflect that:

16

Despite none of the participants being trained in the (paper-based) mhGAP-IG, prior training
relating to mental health and psychosocial support more broadly overlapped with data in the e-
mhGAP. This is unsurprising, but it poses several issues regarding what the precise purpose of the
djgital version of the mhGAP-1G is.

The e-mhGAP is a digitized version of the intervention guide, which contains a series of vertical
clinical decision support algorithms that work to provide pathways for diagnosis and support. This
intervention guide is designed to support training of non-specialized staff in the medical
sector. In the end, these staff will be conducting diagnosis, with the support of the implementation
guide.

In consequence, the electronic version is not strictly speaking conducting any diagnostic
tasks in and of itself. The tool continues to rely on human resources substantially. It is not an
automated diagnostic tool. This leads to the following issues:

Training and follow-up of a large cadre of primary health care staff is essential, but the app
itself is inessential, for the following reasons:

o It does not diagnose automatically, simply provides suggestions;

o It does not disaggregate diagnostics along a spectrum of acuity;

o It does not store diagnostic records, allowing for either their addition to medical records,
or a database of granular data for analytics.

The app itself is useful for training and decision support but does not necessarily reduce clinical
burdens. It remains a relatively high-intensity intervention. As any clinical algorithm, it seeks to
optimize and standardize the treatment of patients and the management of their referral pathways,
but this goal of ‘optimization’ is not necessarily achieved through the app itself, but rather through
increasing the skillset of low-level medical practitioners.

Technology and Human Contact

During the exercises, those ‘role-playing’ others were important, as they revealed tensions in the
likely real-world use of the application. Specifically:

o Those who ‘role-played well’ (e.g. put themselves into the position of a detainee arriving
at prison) would sometimes not provide explicit yes/no answers (as the app asks for) but
instead pause, provide other stories (that might seem at first glance irrelevant), and so
forth;

o These role-playing moves reflected real-world conditions, and forced practitioners to
deviate from the app’s protocol and structure substantially;

o Reflecting on this (see below), the importance of maintaining human contact through an
e-CDSS such as this is critical, depending on the objective.

Limits to the strategic universality of mh-GAP-IG

It has been noted that the construction of the mh-GAP-1G as a globa/ mental health tool rests on
deploying forms of ‘strategic universality’ that downplay potential challenges relating to cultural
relativism, acceptable forms of evidence, complexity, and local context. Setting aside the many
critiques of such strategic universality, what is left unaddressed is a certain environmental,
institutional, or political relativism. Considerable discussion across the focus groups
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explored the lack of ‘fit’ with detention contexts, more generally. This related to the workload
conditions for screening (dozens, sometimes hundreds of detainees without medical records, etc.
arriving at the same time), security and confidentiality concerns, and more. The need for bespoke
solutions for screening and diagnosis tools is thus clear.

9.2 CRITIQUES OF THE E-MHGAP-I16

The following is a non-exhaustive synthesis of the main critiques or queries that participants raised vis-a-
vis the use of the e-mhGAP:

= Asalready known, the current lack of functionality on Android devices was discussed as a key limit
to the technology;

® The time-consuming nature of the application was discussed across the focus groups. This
includes time to administer particular modules, which was sometimes felt to be too long and
the number of modules themselves (e.g. the different conditions with different questions
across the app). Running each model would likely take a very long time, especially in the scenario
used for the focus groups (imagining dozens/hundreds of detainees arriving at the same time);

o  While training can decrease the time it will take to understand the application, this will
not affect the screening time necessarily;

* In one case, participants noted that it is possible to ‘rapid fire’ the questions listed
in each section to a ‘fake patient’ in such a scenario, and for them to give rapid
responses, but this does not reflect the reality of screening on the ground, and
especially in detention contexts;

= In most cases, including some role-played during the exercise, considerably more
time is required to screen using the tool, given the reality of posing questions to
distressed individuals.

o  This reflects the fact that the (e-)ymhGAP-IG is a relatively high-intensity intervention,
that echoes traditional non-digital diagnostic methods, without an automated component
(see above). It also reflects the fact that some prior knowledge of individuals and their
medical status and history seems to be expected (see below).

* French language is a potential issue; it would be preferable (depending on those administering
diagnostics) that it be translated into Lingala, Swahili, or other local languages. It was noted that
this might be possible also at a user-level (e.g. providing on-the-fly translations);

= The relative ‘complexity’ of the application was noted by numerous participants, meant in the
following senses:

o There is too much text in much of the application, reflecting it being a digitized version
of a paper tool;

o The ‘questions’ are sometimes rather too long. Over time, a trained medical professional
would adapt to this, but it depends on training in the app and prior diagnostic training, and
even with such adaptation the application would then become immaterial;

o The app is essentially a digital book;

o There are too many screening options (see above).

= Does this app truly diagnoser

o This question came about in numerous groups. The application rests on the intuition of
practitioners and/or their prior training to provide diagnosis. It itself is relatively
‘passive’ in the clinical support it provides;

o This creates numerous issues:

e Statistical precision is lacking, in the sense that relatively little precision is
given on the level of severity of a condition;

17
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Data confidentiality and security was noted as potential detention-related issue. The application, at
present, does not store data, but if it was to do so this would raise confidentiality concerns. Equally,
in general in a prison context, more attention would need to given to the requirements of
detention authorities.

In general, participants thought the design of the application was quite good (despite there
being too much text, see above, etc.). Nonetheless, they did perceive potential issues in using a
smartphone to screen patients, including some suspicion over the purpose of the device, and the
way it might interrupt normal forms of human interaction;

The application is poorly ‘contextualized’ — it is 700 universal;

o 'This was meant, first, vis-a-vis the DRC itself, where numerous ‘cultural’ issues were noted
— the expectation of longer conversations, the local understanding of mental health, the
issue of language, etc.

o Second, this referred to the detention and prison context itself. It was felt that the
questions and screening elements might need to be adapted to specific detention
contexts. Equally, data confidentiality, security, and authority buy-in was discussed.

The problem of temporality was discussed at different points. This complexified the idea of
screening 1) ‘on entry’ to detention, 2) during detention, and 3) ‘on exit’ from detention. For
example, it was discussed how it is not clear what the moment of ‘detention’ refers to. Does this
include immediate detention by the police or authorities, time spent in judicial detention facilities,
etc., or other elements that are likely to traumatize someone before their arrival in a ‘main’ prison
facility. It also referred to pre-existing conditions and how these can/cannot be tracked using an
application like this (due to e.g. a lack of medical records).

The importance of a ‘human’ discussion was explored. This referred to both the standardized
and relatively sanitized nature of the screening and assessment process, which it was said might
pose issues in gaining patient trust. This also related to language and other ‘local’ issues. More
generally, the problem of diagnosis without having a clear ‘real-world” understanding of the patient,
their life, their family, and their difficulties — in the full ecology of psychosocial complexity — was
discussed. While rapid screening and triage was seen as important for especially acute cases, it was
discussed how it would be important if possible to integrate a more holistic understanding of
mental health and psychosocial difficulties, especially if referral and treatment is to follow.

The ‘device’ used to administer screening and triage assessments such as these was explored in two
focus groups. In particular, whether or not a smartphone was the best option. It was
mentioned, for example, that a tablet might be better, and better “fit” with clinical contexts, increase
the UX of both the medical professional and the patient and provide more openness. Others also
suggested that this might be better integrated into a more traditional computer terminal (e.g. not a
mobile app), so that it could have better integration into existing systems, and also better meet the
security and confidentiality requirements of detention officials (though issues relating to power
availability were a counterpoint).

While the application is designed to assist medical professionals who are not well trained in mental-
health related issues, it would still seem to risk excluding certain users, especially in detention
contexts (such as prison staff themselves).
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