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INTRODUCTION AND ACKNOWLEDGEMENTS 
 

The World Federation for Mental Health (WFMH) became aware of the problems facing those who 
delivered mental health and psychosocial support services (MHPSS) in emergency settings during the 
South Indian Ocean tsunami (December 2004) when member organisations in the affected areas e-
mailed it for assistance.  When the Federation was unable to secure funding from any of the major relief 
funding efforts (such as the UK-based Disaster Emergency Committee, MSF and US-based Democracy 
/ƻǊǇǎύ ǘƻ ǎǳǇǇƻǊǘ ƛǘǎ ƻǊƎŀƴƛȊŀǘƛƻƴǎΩ ǊŀǇƛŘ ǊŜǎǇƻƴǎŜ ŜŦŦƻǊǘǎΣ ǘƘŜ .ƻŀǊŘ ƻŦ 5ƛǊŜŎǘƻǊǎ ŜǎǘŀōƭƛǎƘŜŘ ǘƘŜ ²CaI 
Disaster Response Support Initiative chaired by John Copeland. Through the promotion of this initiative 
WFMH was able to raise modest funds from individuals and member organizations around the world, 
and made contributions to support grassroots mental health organizations as they worked to address 
both the immediate and long term mental health consequences of the tsunami in the Andaman and 
Nicobar Islands, and in Sri Lanka, and then later in Pakistan following the Kashmir earthquake, as well as 
in Bangladesh after the 2007 cyclone. The principal objective of the WFMH Disaster Response Support 
Initiative is to assist grassroots mental health NGOs located in areas affected by major disasters as they 
attempt to respond to both the immediate and the lasting mental health consequences of emergency 
situations.   
 
Through this initial experience, WFMH became deeply concerned about the lack of MHPSS due to the 
inability of grassroots mental health organizations to access funds from major disaster relief appeals to 
support these services, particularly in affected areas where regular mental health services are limited or 
generally unavailable prior to disasters. A number of serious issues are seen in such situations, including 
inappropriate interventions being offered by some organisations, the relative paucity of the science 
evidence base regarding planning and delivery of MHPSS, the lack of access to training by those likely to 
find themselves suddenly at the forefront of a disaster relief effort, and the uncertainty felt by many 
organisations and individuals as to what best to do in response to different kinds of disaster.   
 
WFMH sent representatives to two meetings in London and then organized and convened a pre-
Congress Forum at the WFMH World Mental Health Congress in Hong Kong in August 2007; the Forum 
was attended by approximately 75 delegates representing mental health organizations from all regions 
of the world.  At that time, the Inter-Agency Standing Committee Task Force on Mental Health and 
Psychosocial Support Working Group was in the final stages of preparing its "Guidelines on Mental 
Health and Psychosocial Support in Emergency Settings."  (The Inter-Agency Standing Committee is the 
primary mechanism for coordination among key UN agencies and non-UN humanitarian agencies 
offering humanitarian relief.  It was established in 1992 in response to UN General Assembly Resolution 
46/182 on the strengthening of humanitarian assistance.)  WFMH was able to participate in the Task 
Force meeting in Geneva, and submitted the draft guidelines to its member organizations, inviting input 
to the IASC.  Encouraged by the publication of the IASC Guidelines, the WFMH Disaster Support Initiative 
determined to use its ability to " identify problems, convene, co-ordinate and encourage towards 
solutions" to organize an International Forum in London that took place on August 28 and 29 at King's 
College London, and which is summarized in this document. 
 
The aim of the Forum was to identify and address the problems associated with the delivery of MHPSS 
in Emergency Settings using the IASC guidelines as a basis for going forward.  An important feature of 
this essentially working Forum was the set aside of time for discussion in breakout sessions and from the 
floor through plenary sessions.  All individuals and organisations concerned with the mental health 
response to disaster situations were encouraged to participate and express their views, especially 
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organisations which deliver humanitarian care during disaster and emergency situations and grassroots 
mental health non-governmental organisations.  We were especially concerned about those who are 
faced with longer term problems of mental health resulting from disasters in their communities or 
regions. 
 
The organisation and presentation of this Forum was made much easier through the support and active 
ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƻŦ ²CaIΩǎ /ƻƭƭŀōƻǊŀǘƛƴƎ /ŜƴǘǊŜ ƻƴ International Mental Health at the Institute of 
tǎȅŎƘƛŀǘǊȅΣ YƛƴƎΩǎ /ƻƭƭŜƎŜ London. Professors Martin Prince and Graham Thornicroft and their staff at 
the Institute deserve acknowledgement and appreciation for their support and assistance throughout 
the planning and conducting of the Forum. Much assistance and support was received from Dr. Mark 
van Ommeren, a scientist in the World Health OrganisŀǘƛƻƴΩǎ Department of Mental Health and 
Substance Abuse, who, together with Dr. Michael Wessells led the work of developing the IASC 
Guidelines and provided invaluable advice to WFMH on the Forum.  Thanks are also extended to the 
speakers and breakout session facilitators who helped make the program content interesting and 
informative. And, of course, ultimate thanks are extended to those who travelled from far places, not 
always without difficult and sacrifice, to participate in the Forum and to share their experience, 
knowledge and commitment with others. WFMH expresses its appreciation to the Department of 
Mental Health and Substance Abuse at the World Health Organisation for giving its support to this 
Forum by lending its name as a co-sponsoring organisation. 
 
Hopefully, the presentations and discussions summarised in this report will be of use in advocacy, 
education, policy development, and efforts to improve delivery of much improved mental health and 
psychosocial support services to individuals affected by mental health problems during the trauma of 
manmade and natural disasters. It is also hoped that this report will raise awareness about the IASC 
Guidelines and their potential to improve the entire area of humanitarian relief during future disasters 
that are certain to take place across the world in coming years. There is no health without mental 
health, and there can be no adequate and appropriate humanitarian response to disaster situations 
without addressing and tending to the mental health consequences of these events. 
 
John Copeland MD ScD (Cambridge) FRC P FRCPsych 
President, World Federation for Mental Health 
Chair, WFMH Disaster Response Support Initiative 
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FORUM AGENDA AND PROGRAM 
WFMH Forum on Mental Health and Psychosocial Support in Emergency Settings 
 
DAY ONE: 28th of August 
08:15  Registration and coffee, signing up for workshops  
09:00  Welcome 
  Professor John Copeland MD, ScD, FRCP, FRCPsych  

President, WFMH Board of Directors, and Chair, WFMH Disaster Response Initiative 
 Opening Address   

ά¢ƻǿŀǊŘǎ ŀ /ƻƻǊŘƛƴŀǘŜŘ wŜǎǇƻƴǎŜ ǘƻ aŜƴǘŀƭ IŜŀƭǘƘ /ƻƴǎŜǉǳŜƴŎŜǎ ƻŦ 5ƛǎŀǎǘŜǊǎ ŀƴŘ 
Emergencies: Implementing the L!{/ DǳƛŘŜƭƛƴŜǎέ  

Mark van Ommeren, PhD  
WHO Scientist, Department of Mental Health and Substance Abuse 
The World Health Organization, Geneva, Switzerland 

09:45  General Discussion of IASC Guidelines and Implementation 
10:30  Coffee/tea 
11:00 ά9ȄǇƭƻǊƛƴg Training Issues in Regard to Planning and Providing Mental Health and 

tǎȅŎƘƻǎƻŎƛŀƭ {ǳǇǇƻǊǘ {ŜǊǾƛŎŜǎ όaIt{{ύ ƛƴ 9ƳŜǊƎŜƴŎȅ {ŜǘǘƛƴƎǎέ 
  Lynne Jones, OBE, MD, PhD FRCPsych 
  Senior Advisor in Mental Health 
  International Medical Corps, Santa Monica CA USA 
   
  Nancy Baron, PhD 
  Global Psycho-Social Initiatives (GPSI)  
  Nairobi, Kenya and Cairo, Egypt 
12:00 General Discussion of MHPSS Training Issues 
12:30  Lunch 
13:30 άDƭƻōŀƭ tŜǊǎǇŜŎǘƛǾŜǎ ƻƴ ǘƘŜ aŜƴǘŀƭ IŜŀƭǘƘ wŜǎǇƻƴǎŜ ǘƻ bŀǘǳǊŀƭ ŀƴŘ aŀƴƳŀŘŜ 5ƛǎŀǎǘŜǊǎέ 
  ThŜ ²ƻǊƭŘ tǎȅŎƘƛŀǘǊƛŎ !ǎǎƻŎƛŀǘƛƻƴΩǎ Lƴǎǘƛǘǳǘƛƻƴŀƭ tǊƻƎǊŀƳ ƻƴ 5ƛǎŀǎǘŜǊǎ  

George Christodoulou, MD, FRCPsych Chair 
Professor of Psychiatry, Athens University 
President, Hellenic Centre for Mental Health and Research, Athens, Greece 

13:50 Parallel Sessions ς ά!ddressing the Challenges and Problems of Providing Mental Health and 
tǎȅŎƘƻǎƻŎƛŀƭ {ǳǇǇƻǊǘ {ŜǊǾƛŎŜǎ ƛƴ 9ƳŜǊƎŜƴŎȅ {ŜǘǘƛƴƎǎέ  
15:00  Coffee /tea  
15:30 Parallel Sessions ς ά!ŘŘǊŜǎǎƛƴƎ ǘƘŜ /ƘŀƭƭŜƴƎŜǎ ŀƴŘ tǊƻōƭŜƳǎ ƻŦ tǊƻǾƛŘƛƴƎ aŜƴǘŀƭ IŜŀƭǘƘ ŀƴŘ 

Psychosocial SupǇƻǊǘ {ŜǊǾƛŎŜǎ ƛƴ 9ƳŜǊƎŜƴŎȅ {ŜǘǘƛƴƎǎέ 
18:50 End of Day One Sessions 

DAY TWO 29th of August 
 
09:00 Opening Address 

άChallenges, Opportunities and Strategies for Forming MHPSS Networks to Promote 
Coordinated Service Planning and Delivery in Emergency Settingsέ 

 Michael Wessells, PhD 
Professor of Clinical Population and Family Health 
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Heilbrunn Department of Population and Family Health 
Columbia University Mailman School of Public Health 
New York NY USA 
 
Alison Strang BA, PhD 
Senior Research Fellow, 
Institute of International Health and Development 
Queen Margaret University 
Edinburgh, UK 

09:40  General Discussion on Network-Building 
10:00 ά! tǊŜƭƛƳƛƴŀǊȅ wŜǇƻǊǘ ŦǊƻƳ ǘƘŜ ²CaI {ŎƛŜƴŎŜ tŀƴŜƭ ²ƻǊƪƛƴƎ DǊƻǳǇ ƻƴ 5ŜǾŜƭƻǇƛƴƎ ǘƘŜ 

Science Evidence Base for MHPSS Planning and 5ŜƭƛǾŜǊȅέ 
   Derrick Silove, MD, Chair 
   Professor and Director 
   Psychiatry Research and Training Unit 
   University of New South Wales 
   Sydney, Australia  
10:45  Coffee/Tea 
11:15 General Discussion on Developing the Science Evidence Base 
12.00  Introduction to the Afternoon Workshops 
12:30  Lunch 
13:30 Workshop Sessions  

Jane Gilbert MA, MSc (clin  psych) C Psychol, AFBPsS, Consultant Clinical Psychologist: 
International mental health; Independent 

1 Training for MHPSS:  Developing Effective Delivery Strategies for Training and Preparedness   
2  Addressing Current Funding Issues for Humanitarian Relief during Major Disasters: How Can 
Mental Health and Psychosocial Support Services be Included?  
3  Developing Collaborative Relationships and Coordination among Humanitarian Relief 
Organizations and grassroots MHPSS providers: How can on-site coordination of MHPSS best 
be achieved? 
4  ά²ƘŜƴ ǘƘŜ aŜŘƛŀ ¢ǊǳŎƪǎ ŀǊŜ Dƻƴe.έ  MHPSS Provision in Post-Disaster and Emergency    

 
Coffee/tea 

15:30  Reports from the Workshops and Discussion: Jane Gilbert 
 Panel of the Workshop Moderators 
 Discussion ς Suggestions and Recommendations for Next Steps 

 John Copeland  
17:30 Forum Concludes 



8 

 

 
MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT IN EMERGENCY SETTINGS 

FORUM 
LONDON, UNITED KINGDOM 

 AUGUST 28-29 2008 
 

OVERVIEW 
John Copeland, Forum Chair and Organiser 

 
The World Federation for Mental Health's concern for mental health and psychosocial support 

(MHPSS) in emergency settings arises from the apparent helplessness of its member 

organisations and individuals in the face of the Asian tsunami in December, 2004. No funding 

was immediately available for mental health and none was subsequently forthcoming. Workers 

had to develop their own ideas from scratch and pay for their own participation. Clearly 

something was wrong, and on further enquiries more and more unresolved issues became 

apparent. The Federation set up a Disaster Support Initiative with a separate website and was 

able to raise a little money of its own and to offer some small support. 

This meeting and the previous Forum held in Hong Kong in 2007 have sought to focus on some 

of these issues: Lack of money for grassroots organizations; lack of understanding on what 

should be done and for whom; lack of apparent interest from the humanitarian organisations 

that had a great deal of money at the time from massive public donations; and more. Opinions 

varied, from those who considered everyone involved in a disaster as a potential victim in need 

of intervention, to those who claimed disasters had occurred throughout all time and that the 

people affected, although naturally upset at first, would quickly adapt so that no help would be 

required. We have tried to examine some of these issues here and the developments that have 

occurred after the tsunami. 

Taking Derrick Silove's contribution first, it would now seem clear that there is ample evidence 

for enduring mental health problems resulting from disasters. Around 10% of the population 

exposed may be expected to have symptoms of stress but we should accept these as a normal 

reaction to trauma and expect most to remit spontaneously. Lynne Jones considers that around 

2% are left with enduring problems. 

Professor Silove points to the importance of understanding and recognising local ways of 

expressing distress. If these culturally determined symptoms are assessed in addition to those 

described in the international classifications, then the figure of those affected rises. Without 

culture sensitive methods these are likely to be missed. He stresses that these enduring cases, 

as well as those already psychiatrically ill before the trauma, represent an important group of 

seriously disabled people requiring intervention. For many, Western style treatments will be 

important for recovery. Even when moved to secure surroundings seriously traumatised people 

continue to suffer and for a variety of reasons fail to receive appropriate treatment.  

Seriously mentally ill people are not likely to work and support themselves. Even in Western 

practice people can recover from physical damage after surgery to remain disabled due to 
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neglect of mental illness which has become established. There is therefore, a problem to be 

faced--that a proportion of people will be seriously disabled by trauma and unable to work, with 

the likelihood that if not treated this state will become chronic and lifelong. 

Facing the problem of mental disability will involve tackling a number of further issues. What 

should be done to tackle the mental health problems? Here there would appear to be general 

agreement that the IASC Guidelines, based on extensive consultation worldwide and described 

to the Forum by one of the co-chairs, Mark Van Ommeren, provide a very important step 

forward in how matters are to be handled--how MHPSS aid workers must understand the local 

culture and work with and support local leaders and institutions that are still active, rather than 

set up stand-alone services which cannot be sustained and may be culturally insensitive or 

inapplicable. They must work if possible in the local language and consult the local people about 

what they really need and how they would like things done; identify vulnerable groups and give 

psychological first aid to those who need it; work if possible alongside and with cooperation from 

the large humanitarian organisations, and be prepared to remain behind after they have pulled 

out, to help build appropriate longer term services for those who have not recovered and others 

who may be showing late onset of stress or depression. 

It was said that implementing the Guidelines will be more difficult than producing them. Before 

they can be put into action, tested and modified, workers must first be trained. It is clear from 

presentations from Nancy Baron and Lynne Jones that much thought has already been given to 

training methods and supervision. It is suggested that training should start before disasters, but 

how is that to be achieved unless training is widely adapted and dispersed? The Federation has 

advocated for Regional Training Units, which could offer expertise, training and supervision to 

other groups in their region, with the possibility of running training courses for the trainers at 

events such as the WFMH Biennial Congresses. The Federationôs member organisations 

across the world could be approached but clearly some funding would be needed to start the 

process off. 

George Christodoulou described his experiences following the Athens earthquake. He quoted 

the WHO definition of a disaster and drew a distinction between naturally occurring and man-

made disasters, citing evidence that the consequences of the latter tended to be the more 

severe. He pointed out the importance of recognising that for every physically damaged 

individual there were likely to be three psychologically damaged ones as mental health 

problems impacted on families and work colleagues. 

The need for funding MHPSS was considered by the Forum. Members of the general public 

need to understand that very little of the funds donated by them in the West at present goes 

towards mental health, and with one or two noticeable exceptions, very few humanitarian 

organisations are prepared to offer MHPSS or work with MHPSS-based organisations even 

though they may have been signatories to the IASC Guidelines. It is understandable why many 

humanitarian organisations find offering MHPSS difficult to embrace. The approaches are 

different; working closely with culturally sensitive methods in the local language and having to 

provide more long-term care goes somewhat beyond their normal organisational requirements 
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or remit. However, it is essential for good practice that the humanitarian and the MHPSS 

organisations should cooperate on site. If the humanitarian organisations are not prepared to 

offer or work with MHPSS organisations then who will fund MHPSS? Will the MHPSS 

organisations be forced to try to raise their own funds in competition with the humanitarian 

organisations? That would be very divisive and the humanitarian organisations would have to 

make it plain in their fund raising that they were not intending to address mental health issues, 

so that the public is clear where their money is going, which at present is not always the case. 

Emergency committees in Western countries are unlikely at present to understand or recognise 

the need for MHPSS and it seems mental health is poorly represented on them. We understand 

that the Disaster Emergency Committee in the UK, although it has HelpAge International as a 

member so that older people are represented, has no independent member to represent mental 

health issues; and rules for joining the committee are all but insurmountable for mental health 

organisations, yet most money from the general public responding to disaster appeals goes to 

this committee. 

If the MHPSS community is to gather strength, like other areas of mental health advocacy it 

needs to express unity, and speaking with one voice on areas of consensus will be essential. As 

long as the movement remains divided its advocacy will be weak. Michael Wessells and Alison 

Strang laid out some of the essential prerequisites for a successful MHPSS network. Jane 

Gilbert's meetings of interested groups in London stressed the need for a network of 

communication. One of the first things which strikes outsiders is how little MHPSS workers 

around the world communicate or even seem to know about each other. This must change. This 

is why the setting up of a network of communication is so essential, in particular a network 

which serves the grassroots, shares knowledge, identifies areas of agreement and then 

advocates from a stronger base. There is much advocacy to be done. 

Finally, there is an acknowledged need to strengthen the research base for interventions, to find 

out what is likely to be successful and what should not be done. It is vital that donor 

organisations appreciate the need for research. The Forum identified the need for academics to 

make common cause with practitioners and promote research into best practice. We can report 

that following the Forum a group came together and, having acquired funding, is now in the 

process of conducting a Delphi exercise to achieve consensus on the research issues that need 

to be pursued. In addition one of the Federation's member organisations has already put 

forward a funding proposal for establishing a Regional Training Centre. These are very 

encouraging moves, but more are needed. 

The Federation wishes to thank all those who attended and contributed to the papers and the 

discussions. The parallel sessions demonstrated the wide range of relevant activities and the 

different types of disaster that occur, the ethical problems of research and the important gaps in 

our knowledge. We aim to move forward on the issues discussed here and the Federation will 

be considering mounting a third Forum in 2010 to assess advances and progress. 
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Rationale for the Forum 
 
The Forum had a number of aims -  to promote broader adoption and use of the IASC 
Guidelines on Mental Health and Psychosocial Support in Emergency Settings (2007) with 
particular emphasis on training and implementation; to draw attention to the need for greater 
collaboration and coordination among humanitarian relief organizations and grassroots mental 
health organisations, including the problems of funding; the establishment of connections and 
the development of networks between individuals and organizations engaged in MHPSS 
preparation; provision and coordination; and to encourage efforts to increase the evidence base 
for interventions and to support advocacy. It was also hoped that participants would help to 
identify problems experienced in providing MHPSS in emergency settings at the grassroots 
level and contribute to building strategies to find solutions for more effective responses to major 
disaster and emergency situations. The Forum included invited speakers, parallel sessions and 
participatory workshops. The programme was designed to provide time for adequate discussion 
from the floor. It is not possible to outline all that took place but this report summarises the main 
presentations, discussion points and workshops. (A list of Abstract titles from the parallel 
sessions, with the names of presenters can be found on pages 44-47). 

 

DAY 1 

1. Introduction ï John Copeland, Chair WFMH Disaster Support Initiative and 

President, WFMH, and organiser of the Forum 

 

Professor Copeland outlined how the Forum had come about. WFMH had been approached 

for help by many of its organisational and individual members after the Asian tsunami. It 

became apparent that funds were not readily available for MHPSS in spite of the substantial 

public and government donations to the disaster. So the Federation launched its own appeal 

with modest results but was able to offer some financial support for the Andaman and Nicobar 

Islands and later for the Pakistani earthquake. This stimulated the Federation to set up its own 

initiative. John Copeland represented WFMH at meetings in London with International NGOs 

facilitated by Jane Gilbert in 2005 and 2006.  The problems for MHPSS at all levels became 

clear at these early meetings. 

 

Many of those organisations trying to provide care were not in touch with one another and were 

not always sure of the value of their interventions. WFMH was also asked to participate in the 

IASC feedback discussions. The first WFMH Forum to address MHPSS issues was then held 

over one day in Hong Kong in conjunction with the 2007 WFMH Biennial World Congress. This 

Forum was attended by over 50 delegates, mainly from Asia and the Pacific Rim. The problems 

here were much the same, lack of communication, a feeling of isolation in the face of disasters, 

unsure what to do or how to fund operations, the need to share experiences, the lack of a 

secure evidence base for interventions and some conflicting views on what interventions were 

beneficial. 
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The Federation decided to set up this second Forum in London over 2 1/2 days to examine 

some of the major problems which had emerged from previous discussions. John Copeland 

explained WFMH's position. He said that the Federation had no corporate view of its own on 

these issues but it does have member organisations around the world that are usually at the 

forefront of disasters and for whom it has concern. 

This meeting was called a "Forum" meaning a meeting place where anyone would have 

opportunity to state views and have them seriously debated. It aimed to be inclusive rather than 

exclusive. It was made clear that the Federation did not intend to be prescriptive nor was it in 

any sense competitive with other organisations or academic departments. It does not have the 

expertise among its staff to lead development in its chosen areas of interest but must depend on 

the experience and expertise of others. One of its purposes is to identify world problems in 

mental health; work with the United Nations and its agencies, including WHO, one of the 

sponsors of the Forum; convene experts; and encourage debate and solutions. It can provide 

an umbrella for a spectrum of participants, the grassroots providers of care, mental health 

related organisations around the world, consumers/users of mental health services, 

professionals, academics and managers, to meet, discuss, form action groups and work 

collaboratively to solve problems. John hoped the Forum would provide a firm step in that 

direction. The Federation was not unaware of the great difficulties ahead but there was an 

urgency to move forward in an attempt to tackle and solve them. 

 
2. ñTowards a Coordinated Response to Mental Health Consequences of Disasters 

and Emergencies: Implementing the IASC Guidelinesò 
Mark van Ommeren, Department of Mental Health and Substance Abuse, WHO 

 
Mark van Ommeren gave an overview of the background to the development of the IASC 
Guidelines, with particular emphasis on the following: 
 

 He noted concern for mental health is common when there is a high media attention, 
especially when there is an acute mortality risk. 

 The Guidelines were drawn up using a broad consultative, participatory process with 
different agencies being responsible for drafting different parts of the Guidelines. The 
Guidelines utilised the field experience of leading practitioners and were subject to 
multiple reviews by diverse practitioners and academics. 

 The rationale for developing the IASC guidelines included:  
o The recognition of the enormous and diverse needs associated with any disaster. 
o Social and psychological problems.  
o Pre-existing, emergency-induced & aid-induced problems.  
o Fragmented and sometimes controversial agency activities.  
o Polarisation of professional views. 
o The absence of a multi-sectoral, inter-agency framework that would enable 

 coordination.  

 The Guidelines can help with:  
o Improved coordination.  
o Identification of useful practices.  
o Identification of harmful practices.  
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o Clarification of how different approaches to mental health and psychosocial  
 support complement one another. 

 The underlying core principles include:   
o Human rights.  
o Equity and participation.  
o "Do no harm". 
o Building on available resources and capacities. 
o Integrated support systems.  
o Multilayered supports.  

 
3. ñExploring Training Issues in Regard to Planning and Providing Mental Health and 

Psychosocial Support Services (MHPSS) in Emergency Settingsò ï  
Nancy Baron, Global Psycho-Social Initiatives (GPSI), Nairobi, Kenya and Egypt 

Lynne Jones, Senior Advisor in Mental Health, International Medical Corps, USA  

Nancy Baron reviewed Action Sheet 4.3 (Training) of the IASC Guidelines, finishing with two 

video clips illustrating training taking place in Uganda (available from Nancy on request) 
During this forum we will explore the workings of the IASC guidelines for MHPSS support in 

emergency settings. 

 How are they useful? 

 What are their constraints? 

 What needs improvement? 

 What do we recommend? 
 

Nancy had no doubt that the guidelines are useful. A lot of people with much experience from all 

over the world took a lot of time to prepare them.  IF FOLLOWED, Nancy believes that they can 

provide an important guide based on essential principles that will make a big difference both 

during and after emergencies.  

 

The key question however, is WOULD THE GUIDELINES BE FOLLOWED? To ensure this the 

first step was to INFORM the international partner organizations about them. This was done 

exhaustively through workshops all over the world. Next, it required preparing the international 

partner organizations to use the Guidelines effectively and not just to bring them to each new 

emergency. This continues to be one of the challenges that confront the worldôs MHPSS 

partners. Some efforts have already been made to explore this, using information from new 

lessons learned.  

 

A meeting of the Psychosocial working group that will take place in September 2009 in Geneva 

will specifically explore the impact of what has already been done and will prepare a tool box of 

best practices that can be shared with the international partner organizations. Hopefully, ideas 

generated by this Forum can inform this work. 

An essential KEY ELEMENT to ensure that the partners FOLLOW the guidelines is TRAINING. 

It is not enough to hand people the guidelines, suggest they read them and then expect them to 

be implemented. Effective ways must be developed to train people in the principles of how they 
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can PRACTICALLY, EFFECTIVELY AND EASILY INTEGRATE THEM INTO WORK. It is 

difficult at present to judge the effectiveness of the Guidelines since a clear, consistent means 

for training people how to use them has not yet been developed. In fact, we could be judging the 

results of training rather than the Guidelines themselves. 

Ensuring that we are using effective methods for training in psychosocial mental health work is 

not restricted only to the use of the Guidelines. TRAINING is an essential key to all effective 

MHPSS work. A creative intervention model is only as good as the training done to prepare the 

professionals, paraprofessionals, community leaders or families or whoever will use it. Poor 

training of those who implement it can lead to the failure of even the best intervention model. 

Review of Action Sheet 4.3 Organise orientation, training and supervision of 

aid workers in mental health and psychosocial support. (Nancyôs comments in italics) 

Background 

National and international aid workers play a key role in the provision of mental health and 

psychosocial support in emergencies. To be prepared to do so requires that all workers have 

the necessary knowledge and skills. Training should prepare workers to provide those 

emergency responses identified as priorities in needs assessments.  Decisions about who 

participates in training and about the mode, content and methodology vary according to the 

emergency conditions and workersô capacities. Training content will have some similarities 

across emergencies.  However it must be modified for the culture, context, needs and capacities 

of each situation, and not transferred automatically from one emergency to another.  

Inadequately oriented and trained workers without the appropriate attitudes and motivation can 

be harmful to populations they seek to assist. 

Training often leads to a cascade. A cascade with inaccurate information or poor planning can 

have disastrous results. 

Key actions 

 

ACTION 1.  Prepare a strategic, comprehensive, timely and realistic plan for training. 

All organizations must develop training plans that are coordinated and integrated among 

partners. They must follow the completed assessments of problems and resources. 

ñRealisticò includes ensuring that there is enough time for proper training. Content must 

be limited according to what is reasonable to teach, and try to ensure trainees know how 

practically to use the time allotted. 

ACTION 2.   Select competent, motivated trainers. 

Local trainers or co-trainers with prior experience and/or knowledge of the affected location are 

preferred when they have the necessary knowledge and skills.  

International trainers must be used carefully. Having an advanced degree and altruistic 

interest is not enough. International trainers must have relevant skills and experience.  
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ACTION 3.   Utilise learning methods that facilitate the immediate and practical 

application of learning. 

Teaching may be organised through brief orientation and training seminars followed by 

ongoing support and supervision. Seminars should:  

 Accentuate practical instruction and focus on teaching essential skills, knowledge, ethics 
and guidelines needed for emergency response.  

 Be participatory and actively engage participants. 

 Adapt to the local culture and context. 

 Utilise learning models in which participants are both learners and educators. 

 Training and training materials should be in local languages or, when this is not possible, 
provide translation. 

 Use audio/visual/reference materials adapted to local conditions. 

 Use classrooms for theoretical learning and initial practice of skills. 

 Use hands-on field-based training to practise skills in locations that are in or resemble 
the emergency-affected area. ñAn ounce of practice is worth more than tons of 
preaching.ò Gandhi 

 Distribute written reference materials in accessible language. 

 Complete immediate evaluations of training (by trainers, trainees and assisted 
populations) to benefit from lessons learned. 
 

ACTION 4.   Match traineesô learning needs with appropriate modes of learning. 

Length and content of training seminars should vary according to traineesô needs and 

capacities.  

 Brief orientation seminars should be provided to everyone working at every level of 

response.  

 Orientation seminars should preferably be organised before workers begin their 

missions.  

 Training seminars with more extensive knowledge and skills are recommended for those 

working on the top 2 layers of the pyramid.  

 Timing of seminars must not interfere with the provision of emergency response.  

 

Use of short, consecutive modules for cumulative learning is recommended because this: 

 Limits the need to remove staff from their duties for extended periods. 

 Allows staff to practise skills between training sessions with support and 
supervision, before the next new modules are introduced. 

 

ACTION 5.  Prepare orientation and training seminar content directly related to the 

expected emergency response.  

List of recommended content included in 4.3. 

 ONLY teach what trainees need to learn in order to provide the necessary response. 

 Use the Bullôs Eye method for curriculum development. 



16 

 

 Curriculum is designed to hit the CENTER: ESSENTIAL TO KNOW. 

                                                

HOWEVERé. 

Not enough to teach only technical intervention skills. Seems to limit traineesô abilities to modify 

with culture and change with time. 

Essential for trainees to understand WHY they do certain interventions and use specific skills. 

Important to teach WHY based on attitudes, culture, theories, beliefs, research etc. 

Then teach how to do the skillsé. 

 

Then practice the skills safely in the classroom. 

Then practice the skills in the field with feedback, support and supervision é 

Ensure the provision of institutional and personal Care for the Caregiversé 

Continue to provide feedback, support and supervision over time. 

ACTION 6.  Consider establishing Training of Trainers (ToT) programmes to prepare 

trainers prior to training. 

 ToT programmes educate TRAINERS to competently train others.  
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 ToT must have careful planning and be taught by experienced and skilled master 

trainers.  

 Poorly prepared ToTs tend to fail and may lead to poor or even harmful outcomes.  

 After a ToT, follow-up support is essential for the future trainers and their trainees, to 

achieve accuracy of training and quality of the aid response. 

ACTION 7.   After any training, establish a follow-up system for monitoring, support, 

feedback and supervision of all trainees, as appropriate to the situation. 

 Supervision is important to try to ensure that training is actually put into practice. 

 These follow-up activities should be properly planned before the start of any training.  

ACTION 8.   Document and evaluate orientation and training to identify lessons learned, 

to be shared with partners and to enhance future responses. 

Nancy stated that she believed that Action 6, establishing the Training of Trainers programmes 

is one of the most essential keys to effective MHPPS work.  Well-trained Trainers will provide 

effective training so that workers actually learn how to do the interventions we hope that they 

will do. We often put considerable time into a programôs design and far less time into ensuring 

that our trainers actually have the skills to effectively train. 

Training MHPSS workers is complicated. It requires cumulative training in which people must 

learn basic knowledge. Then they might learn skills that lead to the use of this knowledge in 

order to activate intervention. Trainers must know how to teach actual skills and have the time 

to ensure that their trainees internalize what they learn and can use it! Because of this Nancy 

offers special workshops to train MHPSS Trainers. 

Nancy introduced her 14-step framework then showed a video clip of TOT in Uganda. 
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Global Psycho-Social Initiatives 

Dr. Nancy Baron 2007 

14 STEP FRAMEWORK FOR TRAINING TRAINERS  (TOT)  

From On the road to peace of mind Film and Guide   

Baron / Molenwiek films 2007 

 
Before the TOT: 

Step 1  Select the TOT Master -Trainer(s) and  participants.  

Step 2  Assess the learning needs of the TOT group .  
Step 3  Design the TOT course structure and  curriculum.  

 
During the TOT : 

Step 4  Form a supportive group process.  

Step 5 Use TOT classes as a model of participatory  traini ng skills.   

Step 6 Mobilize self -care. 

Step 7 Ensure mastery of relevant base of knowledge and skills.  

 

*Step 8  In the classroom: Teach skills for HOW TO train. Including HOW 

TO: facilitate participatory presentations and discussions; use training tools;  assess 

training groups; plan a curriculum; use experiential training ie: role play,  drama, 

story telling, music, art etc.  

*Step 9  In the field: Provide opportunities for applying and practising  

  training skills.  

Step 10 Monitor the learning process.  

Step 11 Facilitate preparation of individualized future Action Plans.  

Step 12 Distribute mobile library.   

Step 13 Evaluate the Up -and-Coming Trainers skills and TOT course.  

 

After the TOT:  

Step 14   Follow  up the application of the TOT learning by the Up -An d-

Coming Trainers over time.  
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Lynne Jones covered four topics, illustrating most from her own experience and commenting 

on the two years she was involved in the development of the IASC Guidelines: 
 

 Should we be doing training? 

 A brief biased history 

 The IASC guidelines- dos and donôts  

 Training primary health care workers 
 

Training 
 

Much training has Western psychiatric ñbaggageò including:  

 A focus on the individual 

 A bio-psychosocial model of causation 

 The main role is to deal with medical pathology ï diagnosis, prescription, treatment 

 A multidisciplinary team addressing social issues 

 

o Political and communal problems are not addressed in this context 
o Management training is brief 
o Because care is free at the point of need in UK ï training does not include 

financing 
o Patients have rights -  such as autonomy, gender equality, confidentiality and 

 consent, continuity of care 

 We know who our clients are 

 We know what our approach should be  

 We know what to focus upon 

 We have help 

 We know what is outside our remit 

 We operate within a framework of rights, codes of practice and the law 
 

Western Therapeutic options include: Psychopharmacology, Psychotherapies (Group, Family, 
Individual) where the emphasis is on ventilation of emotion, exploration of deeper feelings and 
unconscious defence mechanisms seen as significant.  There is a common understanding that 
problems are caused by biopsychosocial factors. 

What have Western trained psychiatrists to offer in disasters involving huge 
populations? For example, in Darfur and in the aftermath of the Pakistan earthquake. 
 
There are two options: 
 

1. Stay away  

"War affected people have not given permission for their personal psychology to be objectified 

and until they do it is not the business of the humanitarian field". Derek Summerfield, Social 

Science and Medicine, 48, 1999, 1449-1462 

2. Re-think what they are doing 
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"Humanitarian agencies have a duty to recognise distress but then to attend to what people 
carrying the distress want to signal by it. War affected populations are largely directing their 
attention not inwards to their mental processes but outwards to their devastated social worlds 
and to questions of rights and justice. They know they will stand or fall by what they do in and 
about that world. There is a risk that agencies will reproduce constructions of war that suit their 
institutional interests and assumptions as well as donor fashions. What is fundamental is 
whether people themselves have the power to define the problem, and whether their concerns, 
knowledge and current priorities can be the basic frame of reference within which offers of 
assistance are shaped". Derek Summerfield; Trauma and the experience of War: a reply. 
Lancet (1998) 351, 1580-1  

 
Lynne then gave a brief history of training in emergencies from her own experience including 

the Balkans in the 1990ôs (Gorazde Kosovo/Macedonian border);  Iraq 2003; and Aceh 2005, 

highlighting  questionable practice, mistakes made and successful interventions  

In summary ï 

 The majority of people are not made clinically unwell by exposure to trauma 

(using Western criteria for assessment). 

 Most studies measuring symptoms show 10 - 40% are symptomatic. 

 But less than 10% have more enduring problems. 

 Self recovery is the norm. 

 

NEVERTHELESS -  there are really severe psychiatric needs for which a Western psychiatric  

training has much to offer - as for learning disability, major depression, somatic conditions, 

stress and anxiety disorders including PTSD, acute psychosis, chronic mental illness, epilepsy, 

and substance abuse 

The IASC pyramid illustrates different layers of support, and the likely scale of demand for each 

of those layers. 

Basic services ï the wellbeing of most people will be protected by re-establishing security and 

providing services that address basic needs ï food, water, shelter, health care, structured 

activity ï these are mainstream services ï but for the population, in addition to the relief of 

having such basic needs addressed, their mental health and psychosocial wellbeing will be  

enhanced if these services are provided in ways that involve the population as more than 

recipients of aid, that are socially and culturally sensitive etc 

Community and family supports ï required for a smaller number of people ï who, faced with 

the disruption and losses created by the emergency, need help in accessing key community and 

family supports to regain their mental health and psychosocial wellbeing.  For example, family 

tracing, education programmes, social networks such as womenôs groups. 

Focused non-specialised supports ï for a smaller number again ï who require some 

additional help ï e.g. survivors of GBV. 
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Specialised services ï top layer, a small number whose suffering ï despite all of the other 

services/supports ï is intolerable ï who face significant difficulties in daily functioning and need 

psychological/psychiatric support. 

 
Doôs and donôts of training 
 
   DOôS      DON'TS 
 

Recognise that people are affected by 
emergencies in different ways. 
More resilient people may function well, 
whereas others may be severely affected 
and may need specialised support.   

Do not assume that everyone in an 
emergency is traumatised or that those 
who appear resilient need no support. 

After trainings on mental health and 
psychosocial support, provide follow-up 
supervision and monitoring to ensure that 
interventions are implemented correctly. 

Do not use one-time, stand-alone trainings 
or very short trainings without follow-up if 
preparing people to perform complex 
psychological interventions. 

Build local capacities, supporting self-help 
and strengthening the resources already 
present in affected groups. 

Do not organise supports that undermine 
or ignore local responsibilities and 
capacities. 

 
 
Lynne concluded by describing the foci of International Medical Corps training: 
 

 Integrate mental health into primary health care. 

 Concentrate on substance abuse. 

 Concentrate on early child development. 

 

Who to train? 

 

 Identify members of the health care team who have time to integrate mental health 

training into their daily practice. 

 Select those who can sustain the service supported by the relevant authorities. 

 YOU MAY HAVE TO ADD OTHERS, BUT IF SO WHO PAYS? 

 

Remember one size does not fit allé for example,  psychiatric registrars helped in Kosovo, 

MOMH in Sri Lanka, community health workers in Sierra Leone, GPs (General Medical 

Practitioners) in Ethiopia , community mental health nurses in Aceh. 

 

Must Include traditional healers in a two-way collaborative process with joint clinics, consultative 

meetings and exchange consultations, but challenge human rights abuses. 

 

Training is a two way street é. 

 

Discussion points 
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1. Why do people volunteer to become trainers in their own country? Often because of 

career advancement, but what happens when the NGO leaves?  Is it worth training 

volunteers?  It is much more important to work within existing community structures, 

particularly with those who already have a commitment to being community leaders. 

2. Is there training in countries in advance of disasters?  It is possible to obtain funding 

for up to 3 years so it is possible to build something in the longer term and hand over 

to other agencies. It is essential to have a longer term perspective in mental health.  

The IASC group is planning training to roll out the Guidelines, and there is a need to 

prepare professionals for the work.  MSF is also doing training. 

3. There is a need for mental health in primary healthcare, and disasters and 

development need to be joined together. 

4. The reality is often that people are using out-of-date books, have no internet access, 

and the libraries are empty.  Suggested that 10-20 basic books are provided to all 

universities. 

5. There is very little collaboration around the world, much more likely to be competition 

for funding and between egos. 

6. There is a need for qualitative research but also a need to think through ethical 

guidelines for research in emergencies. Donors rarely fund research.  Have to have 

someone responsible for data collection, otherwise research will not take place.  

Must be culturally appropriate. The problem is, there are no baselines. One cannot 

take a baseline in an emergency. 

7. Part of training needs to be building research capacity. It is a misconception that only 

numbers matter. Need collaboration between academics and NGOs. 

 

4. ñGlobal Perspectives on the Mental Health Response to Natural and Manmade 
Disastersò  
George Christodoulou, The World Psychiatric Associationôs Institutional Program 
on Disasters, Professor of Psychiatry, Athens University, President, Hellenic 
Centre for Mental Health and Research, Athens, Greece 

 
George Christodoulou commented that it was good to hear about practicalities, rather than 
theory.  He described his experience of an earthquake in Athens where experts in psychosocial 
approaches had been engaged and a telephone helpline set up. He disagreed with WHOôs view 
and considered that after any disaster there were always elements of PTSD, particularly Acute 
Stress Reaction. 
 
George defined a disaster as ñA severe psychological and psychosocial disruption that largely 
exceeds the ability of the affected community to copeò (WHO, 1991) and differentiated between 
disasters which were natural and those which were manmade. Those which are manmade have 
more frequent and more persistent psychosocial consequences (Norris et al, 2002).  The 
consequences of natural disasters are worse and the death toll is greater in developing 
countries (Benz, 1989).  Disasters produce very serious negative effects on individual and 
societal bases, having a negative impact on social structure. Yet in some cases a disaster may 
enhance a new vista of the world and a sense of purpose that may open new opportunities 
(Quaranteli,1998; Foa et als, 2000)  IInn  tteerrmmss  ooff  ppssyycchhoollooggiiccaall  ccoonnsseeqquueenncceess,,  for every 
physically damaged individual there are three psychologically damaged ones. 
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Predictors for psychopathology after a disaster include:- 
 

 Direct exposure to trauma. 

 The size of the ñDoseò of the stressor. 

 Being a primary victim, but also attached to the primary victim, first responder or support 
provider. 

 Being psychologically vulnerable. 

 Suffering a physical injury during the disaster. 

 Being a child or an adolescent. 

 Having experienced media exposure of the disastrous event. 
 
(Fullerton and Ursano, 2005) 
 
The most common reactions are: 

 

 Acute stress reaction ( ASR ) 

 Post-traumatic Stress Disorder (PTSD) 
 

   One of the most consistent predictors for PTSD development is the appearance of ASR. 
(Harvey and Bryant, 2000;Christodoulou et al, 2003, 2005). 
 
Having outlined symptoms in more detail, George described the role of mental health 
professionals as providing advice to Government, consultations to Health Authorities and advice 
to the public. 
 
He then described the work of the World Psychiatric Association (WPA), which has 65 sections. 
WPA had an institutional programme on disasters before the tsunami and have set up task 
forces after most major disasters.  He then described their role as mediators, for example in 
Georgia, not just attending to mental health; and noted the role of the chair of the WPA 
Institutional Program on Disasters in relation to mass violence in Lebanon and Israel 
(December 2006 and January 2007).  George considered it the responsibility and an ethical 
obligation of WPA to state the mental health consequences of war and mass violence.  He also 
considered it unethical to undertake research in disasters without offering services to the 
victims, as this was most often carried out by ñparachutersò, including psychiatrists who did not 
contact the local psychiatric association.  He recommended mobile units for disaster 
intervention as well as mental health centres with personnel specialized in disaster 
management which could be expanded when needed to function as disaster intervention 
centers in cases of emergency. 
 
Discussion points 

1. Using her slide of prevalence of PTSD in Lebanon, Lynne commented on the low rates 
after 30 years of conflict.  Only 2% of population suffered from PTSD and there were 
high rates of self recovery.  But Attention Deficit Disorder was under diagnosed in 
children. This and impulse control problems in adults can alter family dynamics. 

2. However, it was pointed out that even 2% of a population could be a large number of 
people and there can be difficulties created by media coverage. 

3. It was suggested that other cultures exhibit a reaction of ñshameò rather than PTSD but 
this is not usually reported. 
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4. The more severe the problems, the more likely to be universal.  Less severe 
psychological problems are more influenced by culture. We know more about what 
works for psychosis.  The IASC Guidelines distinguish between mild, moderate and 
severe conditions. The view was expressed that services needed to focus on those with 
more severe problems. 

5. Can research be trusted? Is there a real difference in reactions after natural or manmade 
disasters?  Differences have not been demonstrated. 

6. Experts live in a ñtheoretical worldò.  How can you compare Somalia with the USA?  
What needs to be measured in Africa?  Outcomes do not reflect the life of the people. 
We should not apply Western instruments uncritically.  

7. High quality qualitative research is required. 
 

 

DAY 2 
 

1. ñChallenges, Opportunities and Strategies for Forming MHPSS Networks to Promote 
Coordinated Service Planning and Delivery in Emergency Settingsò  
Michael Wessells, Professor of Clinical Population and Family Health, Columbia 
University, New York NY, USA and Senior Advisor on Child Protection, Christian 
Childrenôs Fund 

 
Michael Wessells spoke about the power of networking in developing the IASC Guidelines, 
which had entailed collaboration between 27 UN and NGO agencies and the people in their 
networks in different countries, in reaching the first consensus on how to support people 
affected by emergencies. Since knowledge is culturally constructed, he thought it vital to draw 
on the insights of people from different socio-cultural systems. Also, networking at field level is a 
powerful way for enabling much needed support for affected people.  He gave an example from 
an orphanage in Angola where children were sleepless and fearful due to believing a ghost was 
haunting them. He described how, using networks to find out where the children came from, and 
enlisting an appropriate healer from that locality to conduct a ritual believed to appease the 
angry spirit, the children's sleep had been restored. 
 
War tears up networks which have to be rebuilt. Yet networks are channels to power and 
influence and are laden with values. It is vital to approach networking with a social justice lens 
and show respect for establishing human rights and social equality, particularly since networks 
may be difficult to access for people living in dispersed places. For example, people in Northern 
developed nations may have access to networks that are denied to or difficult to access for 
people living in developing countries. Similar circumstances occur within countries. For 
example, people living in rural areas in a conflict-torn country may be marginalized by networks 
that are controlled by powerful people in the capital city. 
 
Globally, psychiatry and psychology are dominated by Western, Northern approaches, and this 
creates the risk that mental health and psychosocial networks will marginalize people from the 
South or preserve inequalities and elites. There is a danger of psychiatry and psychology being 
another version of colonialism [most countries, although not all, now have their own indigenous 
psychiatrists and psychologists. The danger is that they may be ignored by "well-meaning" 
Western-based aid workers - JRMC]. We have to always ask ñwho benefitsò? Whose expertise 
matters? Whose agenda matters? Local power elites need to be challenged by a social justice 
approach. Rather than imposing networks from outside, we need to always ask how others 
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understand their situation, what networks would they find valuable, and what local resources are 
available. This approach makes it possible to achieve the full power of support and 
ñaccompanimentò, which is often underestimated. 
 

Why Build Global Networks? 
 
Because these may bring: 

 
Å Technical improvement through sharing, mutual learning and capacity building, cross-

fertilization of approaches. 
Å Effective support, culturally grounded practice. 
Å Mental health and psychosocial well-being which are in part culturally constructed. 
Å Learning from indigenous practices, recognizing the need for a critical approachð

leverage of resources. 
Å Opportunities for expanding the scope of practice, addressing human needs on a wider 

scale. 
Å Opportunities for support, including for practitioners in situations of isolation and rights 

violations. 
Å Avoidance of duplication of efforts.  
Å More effective coordination across regions. 
Å Opportunities to strengthen coherence in the field. 

 
Challenges 

 
Å Security, chaos, access. 
Å Diverse approaches among the aid workersðclinical, victim-oriented, resilience 

oriented, intervention and social mobilization, NGO charity vs. NGO rights-based 
approaches. 

Å Coordination issues 
 - Structure of the humanitarian enterprise may create competition, clusters,  

   funding problems. 
 - Specialized training. 
 -Dogmas and urgency of focus. 
 - MHPSS perceived to be the business of psychologists and psychiatrists only. 

- Lack of consensus on what constitutes a comprehensive response as well a 
 minimum response, for development and implementation.  

Å Space, language, logistics. 
 

Opportunities  

Å Authentic desire to strengthen practice 
Å Opportunity to influence policy 
Å Existence of multiple networks in different regions 
Å Readiness to learn together across regions 
Å Desire to produce better research and strengthen the evidence base for MHPSS in 

different contexts 
Å Increased humanitarian emphasis on accountability and coordination 
Å Technology availability & access 
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Å Desire to implement IASC MHPSS Guidelines 
 

There are different expectations in a network, some may assume that they will receive help in 
their hour of need.  It has been easier to develop the Guidelines than to implement them, but 
practitioners are taking them seriously and there is a willingness to work together. 
 

2. Mental Health and Psychosocial Support in Emergencies: What contribution can 
networking make to improving practice?   

3. Dr Alison Strang, Senior Research Fellow, Institute for International Health and 
Development, Queen Margaret University, Edinburgh.  

 
Alison provided an update on UNICEF-funded work aimed at reviewing networking within the 
psychosocial sector.  Although the IASC networks and other informal networks already existed, 
the predominance of Western type conferences could imply that others lack a voice.  
 
What brings us together?  
Our concern to improve mental health and psychosocial well-being in emergencies and 
situations of extreme stress 
 
What divides us? Theoretical perspectives and historical traditions, geography, language, 
culture, role, status and power 
 
Building connections  

Core elements of effective networking: 

Å Quality of relationships ï trust 

Å Building on existing relationships and connections 

Å Seeking out the excluded 

Å Institutions that are more enabling than controlling 

Å Shared values 

Å Good leadership 

  

Meeting in Geneva, September 2007 

 

 Attended by 

Å Members of the IASC Task force 

Å The Psychosocial Working Group 

Å Leaders of some regional networks 

Minutes available at: http://www.humanitarianinfo.org/iasc/content/ 

At this meeting the group agreed to prioritise the following: 

A. Potential purposes of networking  

 

Emergency response ï Coordination,  IASC guidelines, accessing expertise 

Capacity building ï Training, exchange, peer review 
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Knowledge Building ï Research, documentation of practice, advocacy  

B. Principles of a network:  

Should be flexible and responsive with a clear remit and structure: inclusive, pluralistic with the 

ólocalô interests at the centre; international agents to support participation of local agents; light 

structure, realistic goals. 

A proposal has now been developed to set up a network to serve these priorities. 

Proposal:  

Web platform - a user-led interactive web platform  to provide a base for exchanging 

knowledge and a facility for making connection with others working in the sector, and for  

creating joint working space. 

Local ónetworkersô - the network will also be supported by local networkers located across the 

world and across different sectors whose role will be to connect with each other, with the web 

platform, and act as catalysts to stimulate face-to-face networking within their own context. 

Occasional meetings ï Recognising the benefits of occasional face-to-face workshops and 

conferences, we hope (if funding permits) to use the mechanism of the network to facilitate 

these. 

Governance and structure: 
 
 (lightweight, flexible, decentralised, sustainable) 

 Minimal core secretariat group (to manage the web site and set up meetings). 

 Stewardship group (to provide leadership and accountability) ï membership to reflect 
diversity of potential actors. 

 óNetwork fellowsô (regional networkers to strengthen local engagement and provide 
direct links with local interests). 

  
Funding: 
 

 Funding partners 

 Institutional and individual membership 
 
What next? 
  

 Join the mailing list (contact astrang@qmu.ac.uk ). 

 Become an active user of the web platform (add documents/links; use it as a mechanism 
for discussion; request new facilities). https://psychosocialnetwork.net 

 Persuade your organisation to become a founder member. 
 
Discussion points: 

mailto:astrang@qmu.ac.uk
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1. What are the other elements to the proposal? An experimental site is being developed ï 
like Facebook, sharing experiences/resources, developing groups and private spaces, 
perhaps advertising MHPSS jobs, publicising meetings/conferences. 

2. Reliefweb is already an excellent website.  Also many parts of the world have no 
electronic access.  Meetings need to be face to face. The importance of this principle is 
incorporated into the proposal in the provision for  a óworld wide webô of people ï local 
networkers in their own area or sphere who will draw people in, help them to access and 
use the web as appropriate, enable them to be in touch with wider resources, people 
and ideas. 

3. A network needs to be from grassroots up, not top down. 
4. What is the purpose of the network? If it is emergency response, there are already good 

websites, e.g. the one dealing with child soldiers. The value of the network in 
emergencies will depend on its wide use at other times. The more it becomes a facility 
that people find useful and want to be connected to, the more relevant and up-to-date 
will be the information about people and resources that will be accessible in an 
emergency. 

5. It is a struggle to generate initiatives from the grassroots and there is a dilemma if you 
give it too much shape. Now it is only representative of IASC groups in Geneva but it 
needs room to grow. Emphasis will be put into supporting the network to grow in such a 
way as to become increasingly accessible to those involved at the grassroots. 

6. There has been much debate on terminology in the field of mental health and 
psychosocial support in emergencies and other situations of extreme stress across the 
worldô. 

 

 
4. ñThe science of refugee mental health: a fugitive in need of protection?ò 

Derrick Silove, Professor, Chair and Director, Psychiatry Research and Training Unit 
University of New South Wales, Sydney, Australia  

 
Derrick Silove introduced the findings from his research by pointing out that there was no 
specific methodology for research amongst refugee and post-conflict populations.  Existing 
methods reflect those borrowed from other disciplines of research with efforts to amalgamate 
approaches (for example, qualitative and quantitative) to present as comprehensive and as rich 
a picture as possible.  Creative methodologies should be pursued given the complexity of the 
range of phenomena being studied.   
Â In summary, there is no established single method or guiding framework for researching 

the relationship between human rights and mental health in the refugee and post-conflict 
field.  

  
Derrick suggested that it would be useful to consider a tentative typology of methods applied to 
the emerging field of human rights + mental health research methods as a foundation for 
potential integration.  Clearly, we are committed to devising methods that address core 
questions rather than adapting or limiting the nature of the inquiry to conform to existing 
methodologies.  Ultimately, we are all interested in the translation of research into practice.  In 
considering contemporary research methods, we need to identify the intra-research or 
processual factors (that is, the impact of the ongoing research process on participants and their 
communities), and extra-research outcomes, or the extent to which the data transforms (or has 
the capacity to do so) the conditions leading to abuses or their consequences.  
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Derrick identified five types of research method: 
 
Type 1 Research with a Primary Human Rights Focus: Documentary Research.  Here, the 
primary focus is on human rights violations with mental health indices acting as corroborating 
factors rather than being the primary concern.  Examples are the work of Physicians for Human 
Rights and Amnesty International in documenting the occurrence of torture, drawing on the 
physical and mental health consequences to validate the findings and to promote advocacy 
against these abuses. 
 
Type 2 Population Research. There has been an exponential increase in epidemiological 
research documenting the effects of trauma across diverse populations of refugees and 
conflict-affected countries.  Here, the ñtrauma modelò has tended to predominate with the key 
index being the prevalence of PTSD and the relevant risk factors pertaining to that outcome.  
Human rights issues tend to be subordinated or implicit. Standardized methods allow for 
comparisons within and across diverse fields. Criticisms included that the focus on 
prevalence/general risk factor research has become ñexhaustedò in the knowledge it can reveal 
and the findings are not directly applicable in shaping services or mental health responses.   
Some regard the application of ñuniversalisticò diagnostic formulations (represented by the 
category of PTSD) as culturally blind, that is, the approach does not recognize indigenous 
manifestations of distress.  Examples from East Timor and Vietnam suggest the value of adding 
indigenous constructs of mental suffering to ñuniversalistic categoriesò. In general, 
epidemiological research does not mandate community participation but sustained criticism of 
ñparachuteò research in low- and middle-income countries conducted by academics from 
developed countries has been largely heeded, with partnerships, local leadership, and capacity 
building now being regarded as integral and essential to the process. 
 
Type 3 Research with a Clear Human Rights Focus in a Mental Health Context. Applies 
standard research methods that are consistent with orthodox scientific frameworks. Does not 
mandate active community participation. Researchers often work informally within a wide 
network of health and grassroot workers.  No mandated requirement that the research process 
itself generates social transformation or community empowerment. Produces data of scientific 
standing that can be applied to initiate emancipatory change. For example studies on asylum 
seekers in Australia. Have carried out studies on the effects of detention on mental health. After 
a change of government there is no longer long term detention but evidence from studies has 
been influential. 
 
Type 4 Psychosocial Research Grounded in Social Sciences. Chronicles the experiences 
of, and humanitarian responses to disasters. Examines social, historical, cultural and political 
factors in a contextual framework. Human rights emphasis varies according to the study and 
tends to favour qualitative research with its distinctive epistemic framework (which is becoming 
more ñrespectableò even in mainstream journals.) Focuses on researching the community rather 
than the individual.  More likely to emphasize participation by community but does not mandate 
social transformation as an intrinsic function. Some have claimed that proponents are 
excessively preoccupied with the trauma critique. Criticized (how justly?) for variability in rigour. 
 
Type 5 Participatory Action Human Rights Research.  Human rights are the core focus of 
the research. Applied strategically in settings involving oppressed and marginalized groups. Aim 
is to empower communities to improve mental health and defend human rights. Applies 
qualitative or quantitative methods, or both.  Action to ameliorate oppression, advocate for 
communities or challenge oppressive structures during the course of the study. Participation of 
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community as partner in research is fundamental. Emphasizes intra-research or processual 
outcomes promoting community empowerment and social action, as well as extra-research 
outcomes related to the publication of findings to influence policy and practice.  
 

Epidemiological surveys: can they help? Long-term mental health outcome of 

Vietnamese war.  Zachary Steel, Derrick Silove, Thuy Phan, Tien Chey, Professor Giao et 

al  

Studying the long-term effects of war and displacement in relation to the Vietnamese has the 
potential for answering some key questions about the psychiatric effects of mass trauma within 
distinct ethnocultural contexts.   Some questions posed by our research: Does mass trauma 
cause long-lasting mental disorder and associated disability amongst populations exposed to 
mass violence and displacement? Do culture/ethnic factors protect some communities from 
these effects (particularly since East Asian communities appear to have lower rates of common 
mental disorders overall, based on general epidemiological studies)? Are we asking the right 
questions culturally, that is, are we measuring the ñcorrectò manifestations of distress? 
 

The Vietnamese may represent a critical test of these issues: Based on surrounding Asian 
countries, they should have low rates; but as a war-affected, refugee population, they should 
have high rates. 

In terms of traditional concepts: are we asking the right questions? The Vietnamese have a rich 
tradition of describing emotional states within their cultural context. Examples are: Tam trung 
dam dam dai dong (an extreme excitement of psyche and an empty feeling) ï both 
psychological and physical factors, excessive am, a negative charge which leads to an 
imbalance of energy and body heat.  Treatment involved strengthening the duong (positive 
charge).    
 

Single term: suy yeu than kinh (weakness of the nervous system) could apply to several forms 
of abnormal behaviours and feelings. 

Cosmological theory, Yin and Yang also important - five elements and four seasons: 

disturbances between them can lead to bio-psychological problems.  Seven types of emotion 

(Marciocia): anger, joy, worry, pensiveness, sadness, fear and shock. 

These concepts and foundational ethnocultural research were used to develop the Phan 

Vietmamese Psychiatric Scale (Transcultural Psychiatry, 2004, 41, p200). The measure was 

used in parallel with the CIDI (generating DSM-IV and ICD-10 diagnoses) in two epidemiological 

surveys, one amongst Vietnamese resettled in Australia, the other in the Mekong Delta region of 

Vietnam itself. 

 
The main findings: 
 

1.  Overall rates of ñWesternò diagnoses were very low, and even lower in Mekong Delta 
population. 
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2. Rates were greatly increased when the indigenous measure was added.  This suggests 
that western measures can ñmissò important manifestations of distress across cultures 
and indicates the risk of comparing rates of trauma-related mental disorder using 
Western-based measures only. 
 

3. Nevertheless, a robust dose-response relationship was still apparent - the greater the 
trauma, the higher the overall rates of mental disorder. 
 

4. Time in a secure environment reduced the rates of trauma-related mental disorder, but 
the most traumatized group continued to have elevated rates even after 10 years living 
in Australia. 
 

5. General prevalence rates can obscure the presence of highly symptomatic subgroups, 
for example, combat veterans who suffered extensive war trauma and persecution in the 
post-conflict setting. 

 
6. The rates of mental health treatment for those disabled by long-term trauma-related 

mental disorders were very low, suggesting that there is ongoing neglect of these 
subpopulations in the source country and in well-resourced countries of resettlement. 

 

Challenges for Psychiatry in the Developing World 

Å Key issues  What are the main causes of mental suffering? Are we assessing mental 
problems accurately across cultures and contexts? Are all mental problems illnesses? 
The example of mass trauma. How great is the need for services and professional 
interventions? How should services be provided? Should developing countries adopt the 
approach of the West? 

Å Where are the ñbigò causes of mental suffering? Although modern, scientific 
psychiatry is focusing more on the biological/brain problems underlying psychiatric 
disorder, the main challenges to mental health appear to be social and environmental: 
War, conflict and social upheavals, natural disasters, poverty, physical illnesses (HIV-
AIDS), rapid social change, loss of social cohesion, economic security, developmental 
experiences, poor parenting, family problems, alcohol and drugs. 

Å Are we assessing the needs accurately?  Tendency to adopt international 
classifications of mental disorder (DSM-IV, ICD-10) without adapting them fully to 
specific cultures and contexts. Low prevalence disorders now showing substantial 
differences across populations: see, for example, Caribbean immigrants to England. 
Epidemiological studies show vast differences across countries in prevalence of 
common disorders (anxiety, depression, PTSD, substance abuse): see World 
Psychiatric Survey. 

Å World Patterns  Rates always highest in USA, moderately high in Western Europe, 
lower in Asia and Africa. Reasons - measurement, loss of traditional society, extreme 
forms of competition and modernization, social and political instability, history of war and 
conflict, ethnic and cultural factors.   

Å Is psychiatric measurement accurate across cultures? Use of international 
diagnostic instruments e.g. CIDI, SCID but what about culturally specific ways of 
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expressing distress? The Tho study shows that cultural ways of expressing emotional 
distress (somatization, anxiety and depression) may give a more accurate picture of 
local need and disability than the Composite International Diagnostic Instrument (CIDI): 
A world first! 

Å Vietnamese models of understanding mental suffering  A long and rich history, with 
many influences from inside and outside the country ï own traditions for understanding 
and classifying mental disorder.  Different ways of experiencing, describing and 
understanding particular disorders, for example panic disorder. 

Å Traditional ways of understanding mental suffering  Blurring of concepts of mental 
and physical health towards a more holistic perspective are: 

Å Tam than defined by Tu dien dong y hoc co truyen as ñPsycheò includes aspects of 
energy and central nervous system functions; it relates to the general functioning of the 
brain and the heart.  Psyche means the overall functional system of life. 
ñThanò bao gom cong nang trung khu than kinh, dai nao va ca tam noic chung, cho nene 
moi noi tam tang than.  Than la tieng goi chung cho moi hien tuong hoat dong cua sinh 
mang  

Å Studies on other populations  It is only possible to understand the way that a 
community expresses mental disorder by in-depth ethnographic or ñemicò studies. East 
Timorese: work of the Centre for Population Mental Health Research identifying terms, 
for example, ñhalf-moonò psychosis, ñthinking too muchò, and the causes of mental 
disorder ï breaking taboos, offending the ancestors or the earth spirit. 

Cambodia has a large number of mental illness categories that overlap with but are not 
identical to Western diagnoses (Harvard Program in Refugee Trauma). In Africa too, 
each culture has its own terms for mental illness, and the categories are not exactly the 
same as for ICD-10 or DSM-IV (for example, also has a category for ñthinking too 
muchò). 

Å Should all the problems be dealt with by psychiatry?  Is there a risk that we will ask 

Psychiatry to do too much, beyond its capacity and resource-base? Should as much 

attention be given to social structures in society as to mental health services? [I 

understand that we are discussing here mental health in traumatised societies and 

therefore mainly different forms of severe anxiety and depression, not including the very 

serious forms of mental illness such as schizophrenia, mania, delusional depression, 

Alzheimer's disease etc-JRMC] 

 

Å The dilemma of mass trauma  Large numbers exposed to mass violence and 

disasters. Responsibility falls on poor, war-affected societies with limited resources and 

many demands in health, welfare, economic survival.  Should all persons exposed to 

trauma receive psychiatric interventions? Are early signs of PTSD (nightmares, 

flashbacks, avoidance, arousal) an indication of mental illness? 

 
Å Psychobiology of fear responses  Natural fear response (fight or flight) is a primitive, 

immediate survival response mediated by the limbic system of the brain, especially the 

amygdala. Cortical (thinking) centres can inhibit this response over time, by evaluating 
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the level of ongoing threat. Therefore the immediate posttraumatic stress reaction may 

be based on an evolutionary survival reaction and should not be labelled as a psychiatric 

disorder unless it persists and leads to dysfunction. 

Boat people now settled in Sydney (Steel, Silove, Phan and Bauman, Lancet, 2002; Steel 

et al, Acta Psychiatrica Scand, 2005)  

Å Low levels of mental health service utilization amongst Vietnamese living in other 

countries. Reasons: Inaccurate assessment, somatization, stigma, resilience or 

stoicism, family business, use of traditional healers, unfamiliarity with or culturally 

insensitive mainstream services. 

Å Major differences between low-income and emerging middle-income countries 

Very low income countries: virtually no mental health services or professionals, with or 

without old institutions where mentally ill are held for years.  Traditional healing and 

primary care.  Emerging middle-income countries: Growing but still inadequate numbers 

of mental health personnel and facilities, rapid social change (urbanization, 

industrialization), decisions need to be made about service needs and directions. 

Å Underutilization of services in Australia  Vietnamese with mental problems do see 
their family doctors but not for mental health problems.  Very few get referred onto 
specialist mental health services.  Reasons: Somatization, treated by own doctor who 
often is Vietnamese, not properly detected or both doctor and patient avoid referral, cost, 
language, services are culturally insensitive/donôt know how to use them. (Study showed 
much greater satisfaction with specialist service with Vietnamese bicultural counsellor.) 

Å Somatization  First postulated by Kleinman in China: Reason for ñlowò levels of 
depression is because Chinese somatize their distress.  Others have claimed the 
opposite: if you ask the correct questions, you will discover depression, anxiety, PTSD. 
Our study does suggest that somatization is important, but the problem is that there are 
no specific ñWesternò treatments for somatization as there are for depression! 

Å Stigma or family business?  Two views about under or late utilization of services in 
Western countries: Community stigma about mental illness stops individuals and families 
declaring the problem or presenting for treatmenté.family hides the problem until it is 
very late. Because of strong family ties, a memberôs distress is a problem for everyone 
and the family does everything it can to help so that outside help is not needed as much. 
(Although traditional healers are used in Australia, this does not account for a lot of 
treatment.) 

Å Resilience or stoicism  Vietnamese are ñstrongò ï they donôt complain as much but try 
their best to cope! Study in Australia suggests that this is partly true, that is, disability 
had to be higher in Vietnamese people for them to start admitting symptomsébut whose 
standards are ñcorrectò? 

Å Important principles/questions for service development  How to balance/integrate 

international and Vietnamese ways of diagnosing and understanding mental disorder? 

Balance between institutional and community services. Balance of interventions: cultural, 

social, biological, psychological, spiritual. Risk of medications. 
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Å ;Key issues How to engage the community in self-help; participation; destigmatization; 

family support; early detection and intervention; how to approach somatisation; 

specialization; what to do about higher rates of disorder amongst the elderly? 

Discussion points 
 

1. Is research needed? 
2. We need to know, we think we know but we do not.  We have assumptions about the 

protective effect of culture but we do not really know. 
3. This presentation strengthens the need for culture-relevant assessment tools. 
4. This raises disturbing questions.  Who decides on the research questions?  There are 

complaints from students in Uganda that they are asked to change topics.  Also 
respondents in research are usually not consulted.  Are we answering questions relevant 
to the people or the agencies?  Have we shared findings with affected populations? 
Current research may not be relevant as we may not be addressing real problems in the 
community. The community needs to be consulted. 

5. Donors expect monitoring and evaluation but that is not really research ï it would not get 
published, and is not available to be read by others. 

6. The ALNAP website (Active Learning Network for Accountability and Performance in 
humanitarian action, www.proventionconsortium.org) encourages everyone to send 
monitoring and evaluation reports to them.  A randomized control trial is still considered 
the most prestigious and there are now an increasing number of them. 

7. A study focused on employment should rather focus on functionality ï are mental illness 
symptoms making a difference in peopleôs lives. Derrick considered the study did 
address functionality but the questions were limited. 

8. We are caught between the field and the academics.  We bring back very interesting 
issues from the field that normal research does not answer.  It is possible to do a 
randomised controlled trial, including capacity building for researchers, but it is not 
possible to control for all variables. 

9. Research has to be turned into something useful for interventions and has to be taken 
back to communities.  Is loss of family the most important disaster? 

10. Trauma does matter in the long term.  Iraqis resettled in Australia are most distressed 
about leaving loved ones behind. 

11. Researchers masquerading as aid workers are very different from the research Derrick 
has undertaken.  Action research cannot solve complex problems. 

 

http://www.proventionconsortium.org/
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CONCLUSIONS 

Ten general issues/considerations that should inform practice in emergency and  
post-emergency settings: 

 
1. It is invariable that there will be very high levels of immediate and short-term distress 

amongst populations exposed to disasters and humanitarian emergencies.  This 
established observation does not require confirmation by large-scale epidemiological 
studies in the acute phase (although studies may be useful for other purposes).  In most 
settings, rigorous qualitative methods can be used for rapid assessment of the major 
psychological and social needs of the population; to identify the range and needs of 
vulnerable groups; to identify the contextual and cultural factors influencing the way 
distress is expressed and dealt with; and to map the available resources and systems of 
care. 
 

2. Offering direct face-to-face psychological treatments for traumatic stress across the 
entire population in the acute crisis is neither necessary nor feasible.   Indiscriminate 
debriefing (in which the focus is on recalling trauma experiences and ñcatharsisò), often 
conducted in groups, is not recommended, either for adults or children. 
 

3. Psychological first aid, although yet to be defined clearly, has emerged as the preferred 
approach to immediate intervention.  It is vital that the approach is consistent with local 
systems of support and, where possible, works through them. Components include the 
accurate dissemination of information about the disaster, including advice about 
normative responses and suggestions for personal and family/communal strategies that 
may be helpful in dealing with acute stress reactions;  provision of non-intrusive 
psychosocial support for individuals and families in need; establishing and enacting 
referral pathways for practical support to ensure that those in distress have their basic 
needs met (food and water, shelter, health care, etc.); and detecting those who, for a 
range of reasons, are not able to manage, ensuring appropriate and targeted referral to 
generic or specialized helping agencies.  How psychological first aid is delivered is 
dependent on the context, resources and culture of each disaster setting.  The emphasis 
should be on strengthening and promoting existing mechanisms of support within that 
society rather than on generating new and potentially competing systems. 
 

4. Attending to the needs of those at greatest risk.  There is a core place for an emergency 
mental health response that attends to persons in severe mental distress including those 
with severe mental disorders who, for a combination of reasons, are at social risk in the 
disaster/post-disaster setting.   Clearly, an emergency mental health service cannot 
attend to all those with a mental disorder or who are experiencing extreme levels of 
distress. The threshold for emergency care should be based on a social criterion, that is, 
priority attention should be given to those with severe psychological disturbances who 
are at risk of adverse outcomes if not provided with immediate assistance.   For 
example, a high priority would be given to those who are suicidal, acting in a bizarre or 
dangerous manner (because of mental disorder), unable to care for themselves or 
dependents such as children, or are at risk of exploitation and abuse.  In practice, 
emergency clinics attend to high-risk persons with a range of diagnoses and other 
psychological problems including those with psychosis, severe mood disturbances, 
organic brain disorders (in many settings, including epilepsy), the more severe ñstress 
reactionsò including complicated grief, PTSD, anxiety and somatizing disorders, culture-
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based manifestations of distress, and selective persons with drug and alcohol 
conditions.  To be effective, services need to learn about and identify cultural 
manifestations of distress, drawing on indigenous concepts of healing to develop 
integrated approaches to care. 
 

5. Coordination and the development of flexible, rolling plans are vital to ensuring that 
participating agencies cooperate in the provision of services, that there is little 
redundancy or duplication in efforts, and that resources are allocated in a rational 
manner to the various components of psychosocial care and mental health. 

 
6. Social programs should work closely with mental health services and vice versa to 

ensure a seamless provision of care ranging from those with severe mental disorders to 
the wider community in which broader psychosocial needs receive attention. 

 
7. Priority should given to indigenous participation and leadership in the design, 

development and management of services. Capacity building and strengthening of 
existing structures and services are vital elements ï new, stand alone services should 
be avoided where resources can be invested in existing services or agencies.  Training 
should be incremental with a step-by-step building of the knowledge base matched by 
supervision and practical experience. 

 
8. Planning for the transition to the recovery phase in which humanitarian agencies will 

leave the arena is vital to ensure sustainability of existing services. 

 
9. Anticipation of the medium-term needs of disaster-affected populations is vital.  Persons 
with enduring traumatic stress reactions often are ñhiddenò because their disabilities are 
not as evident as persons with ñexternalizingò characteristics such as those with severe 
psychosis.   Services should be designed to identify and encourage the minority with 
unremitting traumatic stress into treatment.  That challenge is made even greater by the 
tendency for humanitarian support to be withdrawn from services in the medium-term 
after an emergency. 

 
10. Overall, there is a pressing need to establish a solid evidence base for mental health 

and psychosocial programs in emergency and post-emergency settings: we need to 
know what works in which settings and for whom.  In all our endeavours, we need to 
ensure that attention to 4 key issues:  culture, human rights, history/context of the 
conflict, and gender. 
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Workshop Sessions  
 
Feedback from workshop sessions was facilitated by Jane Gilbert. 

 
Workshop 1 facilitated by Nancy Baron 
Training for MHPSS:  Developing Effective Delivery Strategies for Training and 
Preparedness   
 
 

 
 
 
 
Expectations 
What do we teach? 
Who do we teach? 
What levels to target 
How to follow up training 
How to use PME methodologies 
How to integrate 
How many do training? 
 
Stakeholders ï humanitarian workers, academics, ministries, private institutions, primary 
healthcare, communities, policy makers, managers, libraries, others. 
 
Need:- 

 To adopt a systematic strategy.  

 Commitments from stakeholders.  

 To be legitimized in policies.   




