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Key consideration 1:

The effectiveness of MHPSS activities will be limited if a person’s basic protection needs
are not being met

Key consideration 2:

Assessments showing prevalence estimates of mental health conditions in humanitarian
settings are not essential to initiate services

Key consideration 3:

Contextualization

Key consideration 4:

Design secure systems for information management

Key consideration 5:

Workforce well-being is not the responsibility of MHPSS programme staff

Key consideration 6:

Psychosocial support skills for specific groups or types of emergency

Key consideration 7:

Training for protection actors with specific roles

Key consideration 8:

Providing basic psychosocial support in health-care settings

Key consideration 9:

Integrating early childhood development activities into nutrition programmes

Key consideration 10:

Supporting caregivers when a child has been sexually abused

Key consideration 11:

MHPSS focal points for learning spaces

Key consideration 12:

Support the recruitment and retention of female teachers

Key consideration 13:

Gender-based violence

Key consideration 14:

Male survivors of sexual violence

Key consideration 15:

Providing MHPSS to survivors of GBV and male survivors of sexual violence through health
services

Key consideration 16:

Evidence-based psychological interventions and delivery methods to manage prolonged
psychological distress and common mental health conditions

Key consideration 17:

Child and adolescent survivors of sexual violence

Key consideration 18:

Ensure clarity of roles between protection and MHPSS workers

Key consideration 19:

MHPSS as part of the public health emergency response
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WHY IS RESPONDING TO MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT (MHPSS) NEEDS
IMPORTANT IN EMERGENCIES?
Humanitarian emergencies cause widespread suffering,
affecting people’s mental health and psychosocial
well-being. Affected populations experience a range
of stressors that can have both immediate and longterm consequences. These include exposure to violence,
separation from or loss of loved ones, poor living
conditions, poverty, food insecurity, physical injuries and
illnesses, and a lack of access to services such as health
care, education and social care. Emergencies can also
erode protective supports such as family and community
networks and can lead to sudden changes in social roles
and relationships.
Many people affected by emergencies experience common
reactions such as difficulties with sleeping, fatigue, worry,
anger and physical aches and pains. For most people, these
problems are manageable and improve over time, but for
others they impair daily functioning.

Globally, one in five (22.1%) people living in areas affected by conflict during the previous 10
years is estimated to have a mental health condition.1

Mental health services are often sparse even before a crisis occurs, and emergencies can disrupt the availability of
services and people’s access to them. People with pre-existing mental health conditions are at risk of relapse or
deterioration, often face stigma and discrimination and need continued access to care and protection.

For children, adverse conditions in emergencies can disrupt cognitive, emotional, social and
physical development, with enduring consequences for their future.

Effective MHPSS programming provides critical services and
supports across the life course to reduce suffering and improve
people’s mental health and psychosocial well-being. This can
lead to improvements in people’s abilities to meet their
basic needs to survive, recover and rebuild their lives.

The integration of MHPSS into
emergency responses can enhance the
impact of programming across sectors
and can contribute to saving lives. MHPSS
programmes can also help strengthen health,
social or education systems in the longer term.

1 Charlson F. et al. (2019). New WHO prevalence estimates of mental disorders in conflict settings: a systematic review and meta-analysis. The Lancet 394, pp. 240-248.
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WHAT IS THE MHPSS MINIMUM SERVICE PACKAGE (MHPSS MSP)?
The MHPSS MSP outlines a set of costed
activities that are considered to be of
the highest priority in meeting the immediate
critical needs of emergency-affected populations,
based on existing guidelines, available evidence
and expert consensus.

Core activities can be implemented within
a 12-month timeframe, and most will
need to continue beyond that. The additional
actions should be reviewed in each context to
determine their level of priority, based on local
needs and available resources.

The MSP consists of a list of core activities and a menu of additional actions.
The core activities should, in principle, be available and accessible to people in all emergencies, be of high
quality and be provided in an acceptable manner to affected populations. If a core activity is not in place, it
should be made available as soon as possible.
Use of the MHPSS MSP is expected to lead to better-coordinated
and more predictable and equitable responses that make
effective use of limited resources and thus improve the
scale and quality of programming. This will ultimately result in
substantially better mental health and psychosocial well-being for
larger numbers of people.
The MHPSS MSP is not a comprehensive list of all feasible or effective MHPSS
activities, and thus MHPSS responses should not be limited to MSP activities. Rather,
the MHPSS MSP provides a foundation for progressive strengthening and further
scale-up of MHPSS activities.
The development of sustainable, comprehensive and inclusive MHPSS systems
requires a longer-term outlook and investment, with close coordination between
humanitarian and development funders, and with respect for the central role of
government and local authorities.

WHY IS AN MHPSS MINIMUM SERVICE PACKAGE NEEDED?
MHPSS is a multisectoral and cross-cutting area of work with relevance for the Health,
Protection (including Areas of Responsibility (AoRs) such as Child Protection (CP), Gender-based
Violence (GBV) and Mine Action), Education, Nutrition, Livelihoods, Water, Sanitation and Hygiene
(WASH), Shelter, and Camp Coordination and Camp Management (CCCM) sectors/clusters/AoRs in
all emergencies.2
It encompasses a wide range of activities that can be implemented by staff and volunteers with diverse backgrounds,
qualifications and levels of experience. While standards, guidelines and tools for MHPSS have been developed, there is a
recognized need for an intersectoral costed package to operationalize these guidelines and standards.3

2 Summary Record, IASC Principals meeting, 5 December 2019.
3 Summary Record, IASC Principals meeting, 5 December 2019.
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HOW CAN THE MHPSS MSP BE USED?
The MHPSS MSP is a resource for humanitarian actors who plan, support, coordinate, implement and evaluate
humanitarian activities within and across sectors. These include government actors, MHPSS Technical Working
Groups (TWGs), national and international non-governmental organizations (NGOs), civil society and other advocacy
groups, Red Cross and Red Crescent networks, UN agencies, coordinators of sectors/clusters/AoRs and donors.
The MHPSS MSP informs the development and implementation of humanitarian response planning processes and
documents including Humanitarian Needs Overviews, Humanitarian Response Plans, Refugee Response
Plans, cluster strategy development and specific donor funding calls and mechanisms.

Who should use the MSP?

Coordinators

Implementers

Technical
advisors

Donors

For what purpose can the
MSP be used?

e.g. MHPSS TWGs;
government and
UN agencies with
coordination and planning
responsibilities; sector/
cluster coordination
groups, (Health, Education,
Protection and associated
AoRs GBV, CP, Mine Action);
Inter-Cluster Coordination
Teams; and Humanitarian
Country Teams

of MHPSS
programmes
(e.g. national/
local government
agencies, (I)NGOs,
UN agencies)

(i.e. those with
expertise in MHPSS
who are advising
and supporting
programme
implementation)

and others making
decisions about
funding

Identifying and
addressing gaps in
the MHPSS response
Advocating and
communicating with
donors and other
decision-makers
about MHPSS needs
and gaps
Deciding which
programme
activities to
prioritize for
implementation
Obtaining guidance
on what actions to
take when implementing
each activity
Estimating costs of
MHPSS activities
Deciding which MHPSS
activities to fund
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WHO SHOULD IMPLEMENT MSP ACTIVITIES?
No single organization is expected to implement the entire MHPSS MSP.
Rather, relevant agencies must coordinate and work together across sectors
to ensure that MHPSS MSP activities are implemented and a comprehensive
response is delivered in each specified geographical area (e.g. district, camp,
village, city neighbourhood). Depending on their mandate and capacities, some
agencies will be better placed than others to implement certain activities.
The MHPSS MSP places a particular focus on programming for Health, Education and Protection (including Child
Protection and GBV). However, MHPSS MSP activities can also be effectively implemented within other programme
areas such as Nutrition, CCCM, WASH, Shelter, Mine Action, Early Childhood Development and Livelihoods.
For ease of reference, icons are provided alongside each MSP
core activity to indicate which sectors or AoRs are typically well
placed to deliver it.

HOW IS THE MHPSS MSP STRUCTURED?
MHPSS MSP activities are organized as follows:
Section 1

Section 2

Section 3

Section 4

Inter-agency coordination and assessment for the MHPSS response

lists activities to ensure effective inter-agency and intersectoral coordination and assessment.
Essential components of all MHPSS programmes

lists activities that are essential for all agencies implementing MHPSS programmes,
e.g. programme design, monitoring and evaluation (M&E).
MHPSS programme activities

lists MHPSS programme activities. Agencies should select programme activities from this section
based on their capacities and the unmet needs in the overall response.
Activities and considerations for specific settings

lists MHPSS programme activities and considerations for specific settings.

Each core activity is presented along with:
▶ Actions: A checklist of implementation actions to
deliver the activity safely and effectively.
▶ Additional actions for consideration: related
additional actions that can be prioritized
depending on context-specific needs and available
resources.
▶ A link to key guidelines, standards and tools:
These resources provide additional guidance to
support the planning and implementation of core
activities (available through the MHPSS MSP Web Platform).

10 Mental Health and Psychosocial Support Minimum Service Package
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The MHPSS MSP has two accompanying tools:
▶ An MSP costing tool to help estimate the financial resources needed to implement activities
▶ An MSP gap analysis tool to identify gaps in the MSP response.

IS THE MHPSS MSP ONLY FOR HUMANITARIAN SETTINGS?
The purpose of the MHPSS MSP is to respond to MHPSS needs in all types of new, cyclical or
protracted humanitarian emergencies that require a coordinated international response,
including armed conflicts, natural disasters and public health emergencies such as infectious
disease outbreaks. Many activities included in the MHPSS MSP will also be relevant and could
be adapted for smaller emergencies, for emergency preparedness and for longer-term
development programming (see also additional resources listed in the table below).
Because humanitarian crises have a long-lasting impact on mental health and psychosocial well-being, it is
essential to build back better systems and services.4
From the beginning of an emergency, it is important to plan how to build or rebuild sustainable
government and civil society systems of care through the health, protection and education
sectors5 and to encourage the inclusion of marginalized groups in these systems.6
The MHPSS response should thus contribute to longer-term recovery and
development, supporting the humanitarian–development nexus.
Demonstration projects, with short-term emergency funding, can provide proof of concept for better services and
can create momentum to attract further support and funding for longer-term system development.

Resources on emergency preparedness and longer-term MHPSS systems strengthening
IASC (2021). Technical Note, Linking Disaster Risk Reduction (DRR) and Mental Health and Psychosocial Support (MHPSS):
Practical Tools, Approaches and Case Studies.
WHO (2013). Building Back Better: Sustainable Mental Health Care After Emergencies.
WHO (2009). Improving Health Systems and Services for Mental Health.
Alliance for Child Protection in Humanitarian Action (2016). Adapting to learn, learning to adapt: Overview of and
considerations for child protection systems strengthening in emergencies.

4 Carlson F et al. (2019). New WHO prevalence estimates of mental disorders in conflict settings: a systematic review and meta-analysis. The Lancet 394, pp. 240-248.
5 CHS Alliance, Groupe URD and Sphere Association (2018). Core Humanitarian Standard on Quality and Accountability.
6 UNICEF (2019). Guidelines to Strengthen the Social Service Workforce for Child Protection.
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IS AN MHPSS NEEDS ASSESSMENT NECESSARY TO JUSTIFY IMPLEMENTATION OF MHPSS
MSP ACTIVITIES?
An MHPSS needs assessment is not necessary to justify the implementation of MHPSS MSP activities, as
all emergency-affected communities have significant MHPSS needs.
However, situation analyses or assessments of MHPSS needs and resources are important for planning, designing
and contextualizing MSP activities (see Activity 1.2. Assess MHPSS needs and resources to guide programming).
In addition, an analysis of MHPSS MSP gaps in selected geographical areas can aid decision-making on which
MSP activities and actions need to be initiated, strengthened or scaled up (see MHPSS MSP Gap Analysis Tool).

HOW CAN GROUPS AND PERSONS AT INCREASED RISK BE PRIORITIZED AND REACHED
WITH MHPSS MSP ACTIVITIES AND SERVICES?
Population coverage of MHPSS activities and services
(especially at the beginning of an emergency and when
resources fall short of needs) will often be limited initially
and should be progressively scaled up over time. Persons
considered to be at risk should be proactively included to
ensure that they can access MHPSS services and activities
made available to the general population.

Who is considered as being especially at risk depends on the context. Every emergency therefore requires
a context-specific analysis of risk factors and groups at higher risk.

Persons and groups at risk may include adults and children across the life course who:
▶ Are experiencing severe social and economic stressors
▶ Have protection concerns (e.g. violence including GBV)
▶ Have physical or sensory disabilities, or experience serious or chronic physical health conditions
▶ Are survivors of explosive remnants of war (ERW)/unexploded ordnance (UXO)
▶ Are pregnant
▶ Have acute nutritional deficiencies (e.g. caregivers with infants in emergency nutritional feeding
programmes);
▶ Are experiencing severe psychological distress, have mental, neurological or substance use (MNS)
disorders or have associated psychosocial or intellectual disabilities (e.g. children with developmental
delays, developmental disabilities and developmental disorders)
▶ Have limited family or social supports (e.g. single parents, unaccompanied children, out-of-school
children, widows, older persons)
▶ Are survivors of torture and/or armed violence
▶ Are older people at risk
▶ Belong to groups that experience marginalization and/or discrimination (e.g. minority ethnic groups,
persons who identify as LGBTIQA+), women and girls); as well as refugees and migrants, including people
on the move.
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To avoid fragmentation and stigmatization, MHPSS activities and services for people at risk should be integrated into
wider systems (e.g. existing community support mechanisms, education systems, general health and social services)
and efforts should be made to reach and engage relevant subgroups of the affected population (e.g. persons who
have experienced violence including GBV survivors, people with severe mental health conditions). Activities that are
broader and more integrated tend to reach more people, are often more sustainable and tend to be more acceptable
to community members.7

Ways to reach at-risk groups depend on the context and may include:
1. Working with community-based organizations (CBOs), community leaders, mobilizers and outreach workers
who have existing relationships of trust and connections with specific groups;
2. Strengthening referral pathways developed through coordination among relevant government and
humanitarian agencies across sectors;
3. Organizing community activities involving community engagement, discussions and dissemination of
information about MHPSS and available services and activities (see Activity 3.3. Dissemination of key messages to
promote mental health and psychosocial well-being); and
4. Providing remote and mobile outreach and programming. The MHPSS MSP Web Platform provides links to
further guidance on MHPSS for at-risk groups.

Ways to ensure that MHPSS MSP services and activities are accessible, inclusive and appropriate also
depend on the context and may include:
▶ Facilitating access (e.g. providing transport, offering child care, flexible and adapted hours of operation, choice
of location or provision of mobile services and remote services,8
▶ Using universal design9 principles for facilities and equipment,
▶ Providing communication and resources in accessible formats10)
▶ Ensuring safety (e.g. confidentiality of personal information)
▶ Addressing stigma and discrimination (e.g. through community awareness-raising and advocacy)
▶ Ensuring that the needs of specific groups are met (e.g. inclusion of information about developmental
disabilities in parenting programmes).

In many contexts involving displacement, host population groups that are not directly affected by the
humanitarian crisis should be able to access MHPSS services and support as appropriate.

7 Also see page 11 in Inter-Agency Standing Committee (2007). IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings.
8 Also see pp. 2-3 in Inter-Agency Standing Committee (2007). IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings.
9 UNICEF (2020). Not just hotlines and mobile phones: GBV service provision during Covid-19. Universal design” is the design and composition of an environment (or any
building, product or service in that environment) so that it can be accessed, understood and used to the greatest extent possible by all people regardless of their age,
size, ability or disability.
10 Humanity and inclusion (2009). How to design and promote an environment accessible to all?
Further, based on the Convention on the Rights of Persons with Disabilities (CRPD), Article 3, communication includes languages (spoken and signed), display of text,
Braille, tactile communication, large print, accessible multimedia as well as written, audio, plain-language, human reader and augmentative and alternative modes,
means and formats of communication, including accessible information and communication technology (ICT).
Mental Health and Psychosocial Support Minimum Service Package 13
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KEY TERMS
Psychosocial disability: The IASC guidelines on the inclusion of persons with disabilities in humanitarian action
define “psychosocial disability” as resulting “from barriers to social participation and access to rights linked to
mental health or cognitive conditions or disturbance in behaviour that is perceived as socially unacceptable. The
term is usually reserved for people with more persistent or recurrent functional impairment who are confronted with
systematic exclusion and participation barriers. The term is less often used for those with temporary mental health
conditions who recover quickly, sometimes in response to MHPSS interventions. During humanitarian emergences,
distress leading to functional impairment is often transient and it is important not to label such response as a
medical condition or disability.”11
Developmental delays, developmental disabilities and developmental disorders: In this document, these
terms refer to early disturbances in the developing brain (or central nervous system) that affect a broad spectrum of
motor, sensory, intellectual, learning and communication functions and result in social and behavioural alterations.
Common diagnoses for these conditions include autism spectrum disorders (ASD), attention deficit hyperactivity
disorder (ADHD), developmental motor coordination disorders, disorders of intellectual development, language
disorders, hearing and vision impairment, and developmental learning disorders, and many children have cerebral
palsy and seizures.

Though the definitions or terms used may vary, the important aspect is the functional impact and
barriers that may be faced by someone with lived experience of these disabilities. As with all disabilities,
psychosocial disabilities and developmental delays and disabilities arise when someone interacts with
barriers which hinder their full and effective participation in society on an equal basis with others.

HOW WAS THE MHPSS MSP DEVELOPED?
The MHPSS MSP has been developed based on desk reviews, consultations, discussions and reviews by key
stakeholders in global, regional and frontline positions, including:
a. a review of existing global guidelines, standards and tools (a list of key documents reviewed is available in the
corresponding section of the MHPSS MSP Web Platform)
b. a review of other key service packages (e.g. Minimum Initial Service Package for Sexual and Reproductive Health
in Crisis Situations; Essential Services Package for Women and Girls Subject to Violence; Inter-Agency Minimum
Standards for Gender Based Violence in Emergencies Programming)
c. a review of costing tools and lessons learned reviews
d. online and in-person expert consultations and peer reviews with actors in global, regional and frontline
positions, representing UN agencies, IFRC, INGOs, NGOs/CBOs, mental health service providers, government
representatives and funders (Acknowledgments to be added when finalized)
e. MSP field demonstration and pilot testing phase in five humanitarian settings (ongoing in 2021-2022).

11 Inter-Agency Standing Committee (2019). IASC Guidelines: on the Inclusion of Persons with Disabilities in Humanitarian Action, p. 74.
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Figure 1
Process of development of the MHPSS MSP
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Field demonstration
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WHAT CRITERIA WERE USED TO DECIDE WHAT SHOULD GO INTO THE MHPSS MSP?
The MSP includes activities that:
▶ aim to promote and improve mental health and psychosocial well-being and reduce suffering
▶ focus on problems that are common and/or severe
▶ have been identified as priorities in key guidance documents and published expert reviews (e.g. the Sphere
Handbook, IASC MHPSS guidelines and resources, CP minimum standards, the IASC Minimum Standards for GBV
in Emergencies Programming, the INEE Minimum Standards, the IASC Guidelines on Inclusion of Persons with
Disabilities in Humanitarian Action, the Nurturing Care Framework)
▶ are informed by the best available evidence12
▶ are affordable at scale and are informed by cost-effectiveness and other value-for-money considerations
▶ promote human rights and support the protection of at-risk populations from human rights violations (e.g.
neglect, exploitation, violence, abuse, discrimination)
▶ are feasible in most emergency contexts at different phases of the emergency (i.e. despite insecurity, scarce
human resources, logistical constraints and other limitations inherent in humanitarian settings)
▶ can be implemented within a 12-month timeframe
▶ are adaptable and acceptable across cultures and contexts
▶ are readily implementable (e.g. global guidance/manuals are available to support implementation).

12 See Appendix 6. List of key documents included in initial literature review.

Mental Health and Psychosocial Support Minimum Service Package 15

DRAFT VERSION

General principles and considerations
The following general principles and considerations are important for the implementation of the MHPSS MSP.

Promote human rights and equity for all affected persons through the protection of individuals and
groups who are at greater risk of human rights violations, non-discrimination and the proactive inclusion of
at-risk groups to ensure their equitable access to MSP activities across identified geographical areas (see also
Overview, “How can groups and persons at increased risk be prioritized and reached with MHPSS MSP activities
and services?”).
Ensure inclusion and participation. Ensure the inclusion of all affected people in the assessment, design,
implementation and M&E of the response. Facilitate this by ensuring that stakeholders representing all
groups, especially the most at-risk, have access and can participate to the greatest extent possible and
from the earliest phase of the emergency. Include people of different ages, genders and abilities, including
persons with disabilities. Promote the localization of the response by building on existing resources,
channelling decision-making power and additional resources to government actors/local authorities, local
partner organizations (including organizations for persons with lived experience of mental health conditions
and psychosocial disabilities) and affected communities, and ensure that existing MHPSS programmes are
adapted to safeguard accessibility for a range of disabilities.
Do no harm. Cultivate an awareness of how poorly conceived or poorly executed MHPSS programmes might
cause harm (e.g. avoid harmful treatment practices; ensure that actions respond to assessed needs; commit
to ongoing monitoring, evaluation, learning and accountability; support evidence-informed, culturally
appropriate responses; acknowledge the power relations between groups participating in the emergency
response; enforce codes of conduct for humanitarian workers that prevent sexual exploitation and abuse;
and adhere to the humanitarian principles of neutrality, impartiality, humanity and independence).
Uphold Accountability to Affected Populations. The IASC definition of the principle of Accountability to
Affected Populations (AAP) is that it aims to ensure that all at-risk and crisis-affected populations supported
through humanitarian action are able to hold organizations to account for promoting and protecting
their rights, generating effective results, taking into account their needs, concerns and preferences, and
working in ways that enhance their dignity, capacities and resilience. Further, affected populations should
understand the standards of conduct expected of humanitarian personnel and should have access to safe
and confidential complaint mechanisms, including complaints about sexual exploitation and abuse. 13

13 For more information on AAP, see the IASC AAP Operational Framework.; and UNICEF’s information, toolkits and guidance on AAP https://www.corecommitments.
unicef.org/ccc-2-1 and https://www.corecommitments.unicef.org/aap.
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Ensure informed consent/assent and safe information sharing practices. Individuals have the right to
choose what information they disclose and to whom, and the right to withdraw their consent at any time.
Any information disclosed should be shared onwards only with their informed consent. Informed consent
means that information provided by or about someone is shared only with their understanding of what is
shared, with whom and how the information they provide will be used, as well as the risks and benefits of
providing the information. Children below the age of 15 should have consent from their caregiver. Children of
over 15 can provide “informed assent”.14 Consent needs to be obtained for sharing information and referring
a person to services. Organizations which regularly manage referrals should ensure that they have clear
protocols for sharing information and for data protection.15 Information sharing must be done with respect
for principles of confidentiality, be limited to essential information and follow information sharing protocols
(see Key consideration 4: Design secure systems for information management).
Ensure confidentiality and understand mandatory reporting. Confidentiality constitutes one of the
core principles of humanitarian action and entails guaranteeing the privacy and security of individuals,
their families and wider communities. Actors need to be familiar with the laws of the country in which they
are operating and be aware of what they are officially required to report. National laws criminalize some
acts (such as child abuse, rape, violence or terrorism and, in some countries, suicide and self-harm) and
may require MHPSS providers, including those working in health, protection, education and GBV services,
to report these acts to police or to other government officials. Mandatory reporting can conflict with the
principles of confidentiality, person-centred care and assistance and, in particular, taking a survivor-centred
approach (see Key consideration 15: Providing MHPSS to survivors of GBV and male survivors of sexual violence
through health services)
as some persons may not want to disclose their experiences, and doing so may
put them (or their families) at further risk. It is important that service providers discuss with their supervisors
what the best course of action should be in each case. Providers must explain to service users the limitations
of confidentiality during the process of informed consent and before providing MHPSS-related services,
so that they can make informed decisions about what they choose to disclose to providers because of
mandatory reporting laws.
Build on available resources by working with government and civil society actors and with affected people
themselves, building local capacities, supporting self-help, strengthening the resources already present and
adapting new initiatives so that they complement and enhance existing activities.
Develop integrated support systems so that MHPSS activities are closely linked to each other, to other
emergency response activities and to relevant formal and informal support systems (e.g. existing community
support mechanisms, formal/non-formal school systems, general health services, social services, etc.).
Cultivate strong relationships and connections between sectors and services to create a mutually reinforcing
network of supports, including those targeting individual, family, community and societal levels.
Adopt a life course approach, ensuring that the MHPSS response is informed by the full range of needs,
vulnerabilities and strengths experienced at different stages of life. Particular efforts should be made to
understand and address the needs of people at sensitive developmental stages and during more vulnerable
periods of life, such as infants, young children, adolescents and older adults. When developing MHPSS
activities, seek the participation of people at different life stages, including children and adolescents, to
capitalize on their diverse insights and to ensure the relevance and effectiveness of services across age groups.

14 “Informed assent is the expressed willingness to participate in services. For younger children who are by definition too young to give informed consent, but
old enough to understand and agree to participate in services, the child’s ‘informed assent’ is sought. Informed assent is the expressed willingness of the child to
participate in services.” International Rescue Committee/UNICEF (2012). Caring for Child Survivors of Sexual Abuse: Guidelines for health and psychosocial service
providers in humanitarian settings; and The Alliance for Child Protection in Humanitarian Action (2019). Minimum Standards for Child Protection in Humanitarian Action,
3.3.8: Informed consent/assent.
15 IASC (2017). Inter-Agency Referral Form and Guidance Note.
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Take action to address gender inequities. Existing gender inequalities are often exacerbated during times
of crisis, further worsening stressors, social pressures and practical barriers for women and girls. Actors
implementing MHPSS activities must understand how the experiences, strengths, needs and vulnerabilities
of women and girls in emergency settings may differ from those of men and boys, and how these differences
affect their coping strategies and access to supportive resources. Providing safe and effective MHPSS
activities and services may require humanitarian actors to challenge social norms and traditions that
place women and girls in an unequal position. For example, women disproportionately carry the burden of
caregiving for children, older persons, persons with mental health conditions and persons with disabilities,
which affects their ability to access support services and restricts the time they have available for education,
livelihoods and social activities. MHPSS activities should be designed with these considerations in mind,
including the need to ensure access to alternative child care, accessible opening hours and transport
arrangements while also taking into account protection issues facing women and girls.16

Key consideration 1: The effectiveness of MHPSS activities will be limited if a person’s basic protection
needs are not being met
MHPSS interventions, such as group activities and focused individual support, are unlikely to have a
substantial impact if a person is facing abuse, neglect or violence. This should be considered in the
coordination of services for each individual, so that urgent needs are met in the most effective manner.
This is particularly important where children are concerned, as they are often less able to communicate their
priorities and typically have less power than adults to address or avoid protection risks. This can also be true for
other at-risk groups (see Overview, “How can groups and persons at increased risk be prioritized and reached with
MHPSS MSP activities and services?” and Resources on MHPSS for At-Risk Groups on the MHPSS MSP Web Platform).
MHPSS and protection actors must work together closely, facilitating mutual referrals. Given the trusting
relationships built between facilitators and participants over time, group activities for child well-being can be an
important means through which protection needs are identified and appropriate links to services and supports
are made.

16 Of note: traditional gender norms also greatly affect the mental health and well-being of men and boys – for example, through social expectations regarding male
power, financial responsibility and masculine identity. Gender norms influence culturally acceptable forms of emotional expression, conflict management, relationshipbuilding and help-seeking behaviour, all factors that are central to mental health and well-being.
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This page contains links to the sections and activities.
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SECTION 1
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ASSESSMENT FOR THE
MHPSS RESPONSE
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1.1
Coordinate MHPSS within and across sectors
Effective MHPSS programming requires close coordination among diverse actors across multiple sectors.17
A single cross-sectoral MHPSS Technical Working Group (MHPSS TWG) must be established early in the
emergency response and may be co-led by a health and a protection humanitarian organization.18,19
The MHPSS TWG should promote the coordination of MHPSS activities across both national actors (e.g. CBOs,
government) and international actors (e.g. INGOs, UN agencies), provide technical input and help ensure consistent
standards and quality within MHPSS work.
Coordination helps to ensure that the full range of specific and complementary MHPSS activities and services is
provided in line with global guidelines.

Poor MHPSS coordination (e.g. separate coordination groups for mental health and for psychosocial support,
linking MHPSS only to one sector or cluster) is associated with ineffective, inefficient, duplicative, inappropriate
and potentially harmful programming.

17 The forthcoming IASC MHPSS Coordination Handbook aims to establish a consensus-based approach to guiding the work of MHPSS TWGs working at country level.
The handbook includes several “Core Functions” for MHPSS coordination, including (1) Information management; (2) (Re)activating and maintaining a functioning
working group; (3) Establishing links across clusters, sectors and partners; (4) Building capacity: knowledge exchange and skills transfer; (5) Informing strategic decisionmaking; (6) Ensuring monitoring and evaluation; (7) Ensuring sustainability and a cross-cutting function of advocating for MHPSS.
18 Sphere (2018). The Sphere Handbook. https://spherestandards.org/handbook-2018/
19 Summary Record, IASC Principals meeting, 5 December 2019. https://interagencystandingcommittee.org/inter-agency-standing-committee/summary-record-iascprincipals-meeting-5-december-2019
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CORE ACTIVITY
Coordinate MHPSS within and across sectors
Actions
Establish a single cross-sectoral MHPSS Technical Working Group (TWG) and, if required, subnational TWGs.20
Coordinate with all relevant sectors, clusters or coordination groups (e.g. Health, Education, CCCM, Nutrition,
Protection, including AORs (e.g. CP, GBV, Mine Action, Housing, Land and Property (HLP) AoRs, and the disabilities
TWG), with civil society (e.g. CBOs, CSOs) and with government actors (e.g. ministries of health, social welfare,
education). This includes ensuring mutual representation, participation and contribution at coordination meetings.
Make MHPSS a recurring agenda item at inter-agency meetings (e.g. Inter-Cluster Coordination Group (ICCG) and
UN country meetings, cluster coordination and multisector refugee coordination meetings) and forums to help
ensure an intersectoral response and support for MHPSS priorities.
Meet with government and humanitarian actors to establish MHPSS-specific roles and responsibilities in
the emergency response (e.g. government, INGOs, NGOs, CBOs and other key partners in Health, Protection,
Education, Nutrition, CCCM and other sectors ).
Facilitate coordination between different actors to avoid duplication, address obstacles and fill gaps in the
response based on the MHPSS MSP and relevant assessments.
Support MHPSS needs assessments and the inclusion of MHPSS in the needs assessments and ongoing
monitoring by relevant sectors to inform response planning (e.g. Humanitarian Needs Overviews, Humanitarian
and Refugee Response Plans).
Conduct and distribute a comprehensive mapping of MHPSS actors, services and activities (e.g. 4Ws MHPSS
service mapping, MSP gap analyses). Review gaps in services at regular intervals to inform planning.
Develop, strengthen, update and implement joint referral pathways to facilitate access to the full range of
MHPSS services and activities and to additional support (e.g. Protection including CP and GBV, Health, Education,
Livelihoods and community-based support) as needed (e.g. a directory of services and referral information,
common referral forms and pathways, standard operating procedures (SOPs)).
Regularly share information among humanitarian MHPSS and other actors (e.g. assessment reports, service
directories and collated information in designated groups on mhpss.net).
Disseminate and adapt MHPSS guidance (e.g. IASC resources, MHPSS MSP) and conduct rapid orientations on
this guidance for agencies funding, planning or implementing MHPSS activities.
Support the development of sustainable mental health, social care and education systems as part of early
recovery planning and during protracted crises. Link MHPSS emergency activities with comprehensive and
complementary development activities in coordination with donors and government actors (e.g. supporting
long-term planning with government and national actors centrally involved, workforce development activities,
demonstration projects showing system reform across a geographical area).
Advocate for the inclusion of MHPSS in funding and resource allocations (e.g. targeting donors, funding
mechanisms).

20 To avoid fragmentation and duplication, it is important that only one MHPSS coordination group is operational. Where separate coordination groups exist
(e.g. a “mental health” coordination group and a “psychosocial support” coordination group), they should be joined or merged into one overarching group to
coordinate the MHPSS response as a whole. See the IASC (2007). Guidelines on MHPSS in Emergency Settings. https://www.who.int/mental_health/emergencies/
guidelines_iasc_mental_health_psychosocial_june_2007.pdf; Summary Record, IASC Principals meeting, 5 December 2019. https://interagencystandingcommittee.org/
inter-agency-standing-committee/summary-record-iasc-principals-meeting-5-december-2019; Sphere (2018). The Sphere Handbook 2018. https://spherestandards.org/
handbook-2018/; and Global Protection Cluster (2020). MHPSS and protection outcomes. https://www.globalprotectioncluster.org/wp-content/uploads/MHPSS-andProtection.pdf
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Advocate for MHPSS considerations for adults and children in different sectors and by different actors
(e.g. delivering humanitarian aid in a way that reduces distress and promotes dignity, including MHPSS in referral
pathways developed by other sectors).
Support information management and the reporting of MHPSS activities and indicators. This includes defining
MHPSS M&E indicators for humanitarian information systems (e.g. inter-agency/cluster reporting systems) and
orienting agencies on how to use these systems.

Additional actions for consideration (depending on context and available resources)
Develop joint workplans for MHPSS within MHPSS TWGs, linking and supporting collaboration in activities
within and across sectors and organizations.
Establish (further) subnational MHPSS TWGs if needed.
Establish multidisciplinary taskforces to work on urgent context-specific issues that are not being addressed
elsewhere (e.g. addressing an upsurge in suicide, MHPSS for children associated with armed forces and groups,
perinatal mental health, etc.).
Orient cluster coordination groups, multisector refugee coordination groups and AOR coordinators on
MHPSS to identify how their respective sectors contribute to MHPSS outcomes and how MHPSS activities can
contribute to outcomes in other sectors, and to identify opportunities for effective integrated programming.
Develop and maintain a register of national expert trainers for MHPSS curricula (e.g. basic psychosocial skills,
mhGAP-HIG, psychological interventions, social and emotional learning (SEL), positive parenting packages).
Advocate for local and national policies and interventions to reflect international good practice guidelines for
MHPSS, and support government actors in designing, implementing or strengthening services.
Support the building of national-level capacity for the continuation of coordination by supporting or developing
sustainable coordination structures, including government and civil society stakeholders.

Key contacts for technical support
The Inter-Agency Standing Committee (IASC) MHPSS Reference Group offers technical
support, mentoring and training to country-level MHPSS working groups on topics such as
establishing an MHPSS TWG, conducting needs assessments, linking with cluster/sectoral groups,
conducting situational analysis, referral guidance and service mapping, and M&E. Requests must
be inter-agency and can be submitted by email to mhpss.refgroup@gmail.com.
Surge support mechanisms increasingly deploy MHPSS experts to support in establishing coordination
structures to strengthen mental health and psychosocial support capacity. Experts are deployed through
standby partnerships with UN agencies such as WHO, IOM, UNHCR and UNICEF. For example, the Dutch
Surge Support mechanism, which is implemented in collaboration with the IASC MHPSS Reference Group,
has a specific focus on the deployment of MHPSS coordinators (contact: mhpss@rvo.nl).

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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1.2
Assess MHPSS needs and resources to guide
programming
An in-depth needs assessment is not required to justify the initiation of MHPSS MSP services and activities.
Nonetheless, it is important to assess MHPSS needs and resources to guide planning of more detailed and contextspecific programme activities. This includes collecting initial information on the humanitarian context, the target
populations, existing MHPSS national/local capacities, policies, plans and emergency response activities.
A coordinated approach to the assessment of an emergency and to the prioritization of the needs of affected
people lays the foundation for a coherent and efficient MHPSS response.
Regardless of whether organizations conduct independent or collaborative inter-agency rapid assessments,
the resulting reports should be made available through the MHPSS TWG to avoid duplication and to
inform the humanitarian response.

CORE ACTIVITY
Assess MHPSS needs and resources to guide programming
Actions
Incorporate MHPSS considerations and questions into the planning, design, implementation and analysis of
multi-cluster/sector assessments (e.g. Education, Protection, Health, CCCM, Shelter, as well as AoRs such as CP, GBV).
Conduct a brief desk review of existing information on MHPSS for persons of all ages and genders (e.g. national
systems for MHPSS, policies and plans, country context, affected population, previous assessments and regularly
published reports, such as WHO Mental Health Atlas Country Profiles, WHO Global Health Observatory mental
health data and Institute for Health Metrics and Evaluation (IHME) data on mental health burden in the country.
Train staff and volunteers collecting MHPSS data from affected populations in ethical principles and safety
recommendations, basic interviewing skills and basic psychosocial support skills (see Activity 3.2. Orient
frontline workers and community members in basic psychosocial support skills).
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Conduct community-level needs assessments to collect and analyse information on perceived MHPSS needs
and coping mechanisms; risk and protective factors; at-risk groups; cultural understandings and manifestations
of mental well-being and distress; terms used to discuss mental health and well-being; ways of help-seeking;
barriers to receiving care; community-led MHPSS activities; and wishes of community members regarding types
of support needed. Disaggregate by gender, age and disability and ensure mixed-gender data collection teams
where appropriate.
Conduct a capacity assessment by collecting information on mental health systems and services; MHPSS
activities; organizational capacities; undergraduate and postgraduate education systems for various MHPSS
cadres; staff competencies and training needs; referral pathways; and MHPSS MSP gaps.
Share and discuss assessment findings with humanitarian actors and affected populations (e.g. via local and
international mailing lists such as those of the IASC MHPSS Reference Group); presentations and discussions
of findings with relevant national/local and international stakeholders, coordination groups and clusters;
community discussions or brief assessment summaries with translation in the local language).
Facilitate inclusion of the findings from MHPSS needs assessments in humanitarian response planning tools
and funding documents (e.g. Humanitarian Needs Overviews, Humanitarian Response Plans, Refugee Response
Plans, Strategic Preparedness and Response Plans, cluster strategies, calls for funding).

Additional actions for consideration (depending on context and available resources)
Conduct comprehensive in-depth situation analyses and community-level needs assessments as needed,
which engage different subgroups of affected populations (e.g. through trusted community members where
appropriate); use methods tailored to maximize the safe and meaningful participation of people of different
genders and age groups; and ensure adequate training and appropriate composition of data collection teams (e.g.
mixed gender or female teams).
Conduct and publish a comprehensive literature review on MHPSS specific to the country/affected
population and/or crisis.

Key consideration 2: Assessments showing prevalence estimates of mental health conditions in
humanitarian settings are not essential to initiate services
Epidemiological surveys are challenging to do well, are costly and time-intensive and consistently
show that the identified needs are much higher than the capacity to respond. Global WHO estimates
already exist which can be used to justify MHPSS programmes:21
▶ Most people affected by emergencies will experience psychological distress, which for most will improve over time.
▶ One person in five (22%) living in an area affected by conflict in the previous 10 years is estimated to have a
mental health condition; one in 11 (9%) will have a moderate or severe mental disorder.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

21 Charlson F et al. (2019). New WHO prevalence estimates of mental disorders in conflict settings: a systematic review and meta-analysis. The Lancet 394, pp. 240-248.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(19)30934-1/fulltext#seccestitle120
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2.1
Design, plan and coordinate MHPSS programmes
MHPSS programmes need to be carefully designed, planned and coordinated to maximize effectiveness and
mitigate the risk of harm.
Information gathered through MHPSS coordination mechanisms and assessments should be used to prioritize
needs and select or adapt programme activities and actions in collaboration with key stakeholders (e.g.
government actors, service providers and service users, including people of different ages and abilities and other
community members).
Programmes that are designed with close involvement from key stakeholders are likely to be more relevant,
acceptable and sustainable.
Activities that are integrated into wider systems (e.g. existing community support mechanisms, formal/
non-formal school systems, health and social services) can reach more people, tend to carry less stigma and
can contribute to more sustainable strengthening of systems and services.

CORE ACTIVITY
Design, plan and coordinate MHPSS programmes
Actions
Engage with and regularly participate in MHPSS TWG meetings, communications and activities and other
relevant coordination mechanisms to share information about current or planned MHPSS activities; to obtain
feedback; to promote best practice according to international standards; and to optimize coordination (e.g.
filling gaps, avoiding duplication, following global guidance, utilizing referral pathways).
Engage representative key stakeholders (e.g. government, community members and service users) in
designing and planning programmes that are relevant to their needs and priorities; build on their existing
capacities; are gender- and age-sensitive; are culturally relevant; and do not cause harm (e.g. engagement through
meetings, focus group discussions (FGDs), participatory design workshops, etc.).
Identify existing human resources and initiatives that can be engaged in response activities (e.g. health and
social service providers, community education committees, community-based child protection committees,
advocacy campaigns).
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Assess opportunities for collaboration with local and national partners to implement MHPSS activities and
to build such partnerships into funding proposals where feasible (e.g. through technical support and institutional
capacity-building partnerships).
Select programme activities based on needs and community priorities identified during assessments, identified
gaps in the humanitarian MHPSS response (e.g. see Activity 1.1 Coordinate MHPSS within and across sectors) and
human resource (HR) capacities.
Where multiple teams within an organization (e.g. CP, GBV, Health) contribute to MHPSS outcomes, clarify the scope
and boundaries of each role and the criteria for referral between roles/services, both internally and externally.
Contribute to coordination group tasks such as mapping exercises, dissemination of MHPSS guidance to
different actors, advocacy for MHPSS funding, reporting of MHPSS activities and common indicators, and
development of common referral pathways.
Develop a local crisis management procedure to guide staff who may encounter persons at increased risk of
suicide, self-harm or harm to others, including what to do when referral options are not available.
Take steps to plan for and develop sustainable mental health, social and education systems during early
recovery and protracted crises.
Develop a provisional exit strategy with relevant local and national stakeholders and with service users and their
families, and update this as the programme evolves.

Key consideration 3: Contextualization
Activities and programme materials should be selected and adapted in collaboration with affected
community members.
Where previously developed manuals, curricula and informational materials are used, they should be
contextualized using participatory methods to improve their appropriateness and relevance to the
specific emergency context (Also see participatory resource sections of Assessment, M&E and programme
design activities).
Considerations include the type of emergency; the age, gender, needs, resources and culture of the
affected population; the available human and material resources; and the available communication media
and preferences of different population subgroups.
Programme and M&E materials will be most valid and will have the greatest impact if they address pertinent
needs, use local terminology for MHPSS-related concepts and use case examples that resonate with the local
context (e.g. using locally meaningful terminology, images and names). See also the relevant key guidelines,
standards and tools on contextualization in the MHPSS MSP Web Platform.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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2.2
Develop and implement a monitoring and evaluation
(M&E) system
An M&E framework for MHPSS programming should be developed as part of the initial programme design.
Where MHPSS is being incorporated into existing programme activities, M&E plans should be updated to include
MHPSS components.
Guidance on the selection of appropriate indicators and means of verification (MoV) is provided in the IASC
Common Monitoring and Evaluation Framework for MHPSS in Emergency Settings.22 This framework recommends
qualitative and quantitative tools to measure six goal impact indicators relevant to the overall goal of reduced
suffering and improved mental health and psychosocial well-being:
1. functioning
2. subjective well-being
3. social behaviour
4. social connectedness
5. ability of people with mental health and psychosocial problems to cope with problems
6. disabling distress and/or presence of MNS disorder (or symptoms thereof).

CORE ACTIVITY
Develop and implement a monitoring and evaluation (M&E) system
Actions
Select appropriate indicators and measurement tools (known as means of verification (MoV)) that align with
the objectives of each activity.23
Develop/select and adapt M&E tools to assess programme outputs and outcomes (e.g. pre- and post-tests of
knowledge or perceived competency for capacity-building activities; measures of functioning, subjective well-being,
distress, coping, social behaviour or connectedness for well-being interventions). Tools must be appropriate to the
age, gender and ability of participants. Data collection must allow for disaggregation by age, gender and disability.
22 IASC (forthcoming, 2021). A Common Monitoring and Evaluation Framework for MHPSS in Emergency Settings: Revised Field Test Version with Means of Verification.
23 In some circumstances it may be necessary to begin delivering urgent services before M&E tools and systems are fully established.
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Share data on key indicators with inter-agency information management teams (e.g. information management
systems led by clusters, AoRs or the Office for the Coordination of Humanitarian Affairs (OCHA); see also the
related additional actions below).
Work with a representative cross-section of community members to develop a feedback and complaint
mechanism that is accessible and sensitive to cultural, gender, ability and age considerations (including ease of
use by children and older adults). Distribute information widely on how to use this mechanism and ensure that
programme participants and other community members understand it and know how to use it.
Engage representative programme participants and workers in ongoing programme M&E to identify
changing needs, assess MHPSS outcomes and assess service user satisfaction.
Conduct regular participatory programme reviews of M&E data to generate lessons learned and inform
ongoing programme improvements.
Analyse the potential for unintended harm24 that may be caused by data collection processes and actively
prevent or mitigate these risks e.g. training enumerators and M&E staff in basic psychosocial support skills (see
Activity 3.2. Orient frontline workers and community members in basic psychosocial support skills); ensuring that
particularly sensitive data are collected by appropriately trained workers; and informing participants that taking
part is voluntary and can be stopped at any time without affecting their access to services.
Note: Organizations that deliver MHPSS training (e.g. basic psychosocial support trainings) but do not deliver direct MHPSS services should measure training
outcomes (i.e. changes in knowledge/competency), but may not need to implement all actions in the M&E checklist.

Additional actions for consideration (depending on context and available resources)
Discuss findings of assessments and evaluations with community representatives (e.g. programme participants,
government officials and relevant coordination groups) to understand why activities may not have had the
intended outcomes, whether any groups may have been missed and, if so, how they could be reached. Information
must be shared in a conflict-sensitive manner, consistent with local information-sharing protocols. Data that could
cause harm or compromise impartiality should not be shared (e.g. in contexts of conflict or civil unrest).
Share information on indicators and MoV at MHPSS TWG meetings to improve learning and accountability
within the response as a whole.
Share information on outcome data with relevant coordination groups.

Key consideration 4: Design secure systems for information management
It is essential to develop secure systems, protocols and tools for the safe documentation and management
of personal data. Access to personal information must be strictly controlled in accordance with national
data protection laws and granted only to those for whom the information is absolutely necessary to
perform their work. See the relevant guidelines, standards and tools on the MHPSS MSP Web Platform for guidance on
information sharing, data processing and the development of data protection protocols.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

24 Harmful outcomes could include increasing distress by pressuring children to discuss a difficult experience, increasing stigma by using harmful language, or
changing power balances within a family or a community by selecting some individuals and families to participate over others.
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2.3
Care for staff and volunteers providing MHPSS
Humanitarian work often involves exposure to distressing events, widespread suffering, long working hours,
overwhelming workloads and security threats.
Local staff and volunteers may be survivors of the crisis, and often live and work in the affected communities,
having to juggle family and community responsibilities with heavy work-related demands. If they are perceived to be
working with stigmatized groups or parties to a conflict, they can be subject to hostility and accusations from fellow
community members.
International staff can also face unique stressors such as being far from their support networks and living in
compounds with restricted freedom. In infectious disease outbreaks, frontline workers are sometimes stigmatized
due to a perceived risk of contagion.
Organizations have a duty of care to protect the mental health, psychosocial well-being and safety of international
and national workers in humanitarian settings. Interventions to protect and promote well-being may be
implemented before, during and after assignments, and can involve actions at individual, team, managerial and
organization-wide levels.

CORE ACTIVITY
Care for staff and volunteers providing MHPSS
Actions
Establish policies and concrete organizational mechanisms to protect and promote the mental health and
psychological well-being of workers delivering MHPSS programmes.
Cite potential work-related stressors in recruitment postings and discuss these with candidates during the
recruitment process to assess their suitability for the post.
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Provide workers with information on the support services available during onboarding induction, including
MHPSS services (e.g. peer-to-peer support systems) and how to access support.
Define working hours, monitor overtime and provide for rest, recuperation and paid time off. Promote an
expectation that workers will take sufficient breaks during the working day.
Monitor workforce well-being and assess work for potential stressors and risks to mental health. Take
action to address, mitigate or eliminate these risks. Monitor and evaluate progress at regular intervals and in
response to relevant changes in circumstances (e.g. increased insecurity).
Train MHPSS workers (frontline workers, managers and support staff) on basic psychosocial support skills
(including self-care) to support themselves and each other effectively (see Activity 3.2. Orient frontline workers and
community members in basic psychosocial support skills).
Train all managers, team leaders and supervisors of MHPSS workers on their role in monitoring and mitigating
work-related stressors, and how to respond to workers who have experienced or witnessed extremely
distressing events (i.e. by using basic psychosocial support skills; guiding the staff member through reporting
protocols; connecting them with available supports within the organization). (See Activity 2.1 Design, plan and
coordinate MHPSS programmes).
Develop an explicit HR protocol for the reporting of and response to highly adverse events/distressing
incidents (e.g. client suicide, sexual harassment, assaults, other security incidents), which should include offering
basic support immediately after the event.
Provide a forum for workers to ask questions and express concerns about risks to themselves and their colleagues.
Prevent and mitigate the effects of stress, including easy, equitable and affordable access to culturally
appropriate emotional support for all workers.25
Where external providers are contracted to provide workforce support, ensure that the quality of their MHPSS
services is evidence-based and consistent with global guidance.

Additional actions for consideration (depending on context and available resources)
Make support available before, during and after assignments and contracts (e.g. consultations with a
therapist/psychologist; resources listing available professional and peer-support options).
Arrange for a mental health professional to contact workers who have survived an extremely distressing
event between one and three months after the event to assess how they are functioning and feeling, and to make
referrals for those in need of further support or treatment.
Hold workforce mental health and psychosocial well-being review meetings annually to review the
organization’s workforce care experience and to ensure that national and international staff are offered similar
support (ensuring that support is adapted to cultural considerations).
Conduct awareness-raising, stigma reduction and other initiatives to promote workforce mental health and
well-being and to cultivate a culture of mental health promotion among workers and managers.
Provide for evacuations and time away from work on the basis of mental as well as physical illness.

25 Support services may be in-house or provided by external contracted organizations. This coverage is sometimes extended to family members of workers.
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Key consideration 5: Workforce well-being is not the responsibility of MHPSS programme staff
Workforce mental health and well-being are the responsibility of management and HR departments,
rather than of MHPSS technical or programme teams. However, because of their knowledge and skills,
MHPSS staff often receive requests for support from colleagues and requests to advise on workforce wellbeing initiatives.
This can be problematic ethically and can put MHPSS staff in a difficult position, potentially exposing them to
conflicts of interest and making it difficult to maintain professional boundaries.
Having MHPSS programme staff provide services or support to colleagues is also an inappropriate use of staff time
and donor funds if the funds are intended to benefit affected community members through programme activities.
Organizations should therefore clearly delineate the roles of MHPSS programme workers and staff members
responsible for workforce well-being (e.g. staff counsellors, HR teams). While MHPSS workers may have useful
insights to share on workforce well-being strategies, the suitability of support services and organizational plans, it is
crucial that this remains the primary responsibility of management and HR departments.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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2.4
Support MHPSS competencies of staff and volunteers
MHPSS workers should be adequately trained, supervised and supported based on the requirements of the
activity that they are involved in.
Observing, assessing and supporting the development of competencies (knowledge, skills and attitudes) helps
to ensure quality of care across sectors. Assessing and monitoring competencies can also help tailor training,
support and supervision.
Continued supervision can (1) support staff members and volunteers in their roles; (2) create a safe place to
discuss challenges; (3) support continuous competency development; (4) ensure that ethical considerations are
addressed; and (5) reinforce staff self-care.

CORE ACTIVITY
Support MHPSS competencies of staff and volunteers
Actions
Establish the competencies needed to effectively provide each activity26 (see MHPSS programme activities in
Section 3 and the recommended training for specific programmatic activities on the MHPSS MSP Web Platform).
Assess the existing competencies of staff and volunteers to inform and adapt training and supervision,
focusing on competencies in most need of development (see Activity 1.2. Assess MHPSS needs and resources to
guide programming).
Ensure that workers with responsibility for oversight, training and supervision know how to provide effective
competency-based supervision and training.
Establish a schedule and structure for providing regular monitoring, support and supervision to MHPSS workers
(e.g. weekly team meetings, monthly supervision meetings, remotely or in-person).

26 Seek alignment with any relevant competency frameworks developed by national licencing bodies and national professional associations, as appropriate.
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Establish clear lines of responsibility and communication between persons responsible for training,
supervision and/or management.
Identify confidential spaces or confidential means of communication for regular support and supervision.

Additional actions for consideration (depending on context and available resources)
Conduct regular competency assessments of workers to inform additional training and supervision.
Institute ongoing training programmes to continue building competencies of workers in their technical areas of
work and contribute to professional development.
Establish benchmarks for minimum safe and effective levels of key competencies of workers, relevant to the
sector, complexity and context of service provision.
Strengthen supervision structures by engaging experienced senior supervisors to provide supervision,
mentorship and training to programme-level supervisors.
Ensure that different persons are tasked with management and supervision/mentorship responsibilities.
Assess and support the competencies of supervisors.
Assess and support the competencies of trainers.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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SECTION 3

MHPSS PROGRAMME
ACTIVITIES
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INTRODUCTION
Orient humanitarian actors and
community members on MHPSS
3.1
Orient humanitarian actors and community
members on MHPSS and advocate for MHPSS
considerations and actions
MHPSS orientation and advocacy can influence different humanitarian actors to take MHPSS considerations into
account, thereby promoting and protecting mental health and psychosocial well-being.
This includes delivering aid in a compassionate manner that promotes dignity, autonomy, safety, self-efficacy
and social support while minimizing psychological distress.
Humanitarian actors and community members should be informed about the importance of integrating MHPSS into
the emergency response activities of different sectors, along with expected outcomes and relevant considerations.
MHPSS orientations and advocacy can help decision-makers to recognize the value of MHPSS and can lead to
increased resources, including funding allocations.
Carefully planning and coordinating orientation and advocacy efforts can help to ensure consistent
messaging and can amplify effectiveness (see Activity 1.1. Coordinate MHPSS within and between sectors).
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CORE ACTIVITY
Orient humanitarian actors and community members on MHPSS and
advocate for MHPSS considerations and actions
Actions
Develop a plan for orientation and advocacy workshops and discussions on MHPSS for targeted participants
(e.g. humanitarian responders and decision-makers, government actors, service providers across sectors,
community committees in different sectors, community leaders, CBOs/CSOs including women-led organizations
and organizations for people with disabilities, youth advocates and caregivers, etc.).
Develop key messages to be delivered (e.g. on available MHPSS services and supports and on the role of
different actors and sectors in supporting and promoting mental health and psychosocial well-being).
Organize and develop informational materials appropriate to the context and the affected population (e.g.
considering diversity and inclusion of persons of different ages and genders), considering culture, literacy and
access to technology (e.g. discussion sessions, radio broadcasts, videos, posters, information leaflets, PowerPoint
presentations, handouts).
Conduct orientations and meetings in an appropriate safe and accessible space.
Follow up to provide additional information as needed and support humanitarian actors and community
members in integrating MHPSS activities and considerations.
Engage staff with MHPSS technical expertise to provide support in the development of informational
materials and communication with selected actors.

Additional actions for consideration (depending on context and available resources)
Organize larger meetings or workshops that bring multiple stakeholders together and mobilize longer-term efforts
and resource allocation for MHPSS services and activities (e.g. government actors from different ministries, donors).
Work with local and national partners (e.g. government actors, CBOS/CSOs such as service user organizations,
organizations for people with disabilities) to build capacity (e.g. through orientations and seminars) for
conducting MHPSS advocacy activities.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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3.2
Orient frontline workers and community leaders in
basic psychosocial support skills
Frontline humanitarian staff, volunteers, and key community members should be equipped with basic
psychosocial support skills to support people in distress who have recently been exposed to a serious crisis event.
It is recommended that frontline workers and trusted community members deliver this form of support as part of
their duties as they come across people in acute distress or with acute needs.
This basic form of support is not a clinical intervention but rather a basic, humane and supportive response to
suffering and an entry point to further support and referral. Basic psychosocial support skills involve listening
carefully, assessing basic needs, promoting social support, protecting people from further harm, and
connecting them with relevant services and resources.
This support should be provided appropriately in relevant settings (e.g. health clinics, protection services, general
community) for different segments of the population, and should be one part of the larger MHPSS response,
implemented alongside comprehensive MHPSS services and activities.
Organizations should coordinate and collaborate on organizing orientations in basic psychosocial
support skills.

CORE ACTIVITY
Orient frontline workers and community leaders in basic psychosocial
support skills
Actions
Identify relevant settings and target groups including frontline workers in the humanitarian response and
key community leaders to whom people may turn for support (e.g. frontline workers including those at working
at points of entry and reception facilities, guards, health workers, ambulance drivers, food distribution workers,
WASH workers, camp management and shelter workers, teachers, youth and women’s leaders, religious leaders,
community leaders and local authorities).
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Select/develop and adapt orientation materials on basic psychosocial support skills for selected target groups
(e.g. psychological first aid (PFA) for adults and children, GBV Pocket Guide for supporting survivors of GBV when a
GBV actor is not available, LIVES for GBV responders; see below Key consideration 6: Psychosocial support skills for
specific groups or types of emergency.
Implement orientations on basic psychosocial support skills, supported by staff with MHPSS technical expertise.

Additional actions for consideration (depending on context and available resources)
Deliver refresher orientations and follow-up sessions to provide frontline staff and volunteers with an
opportunity to build their skills, and provide coaching.
Provide a comprehensive list of available services and supports to staff and volunteers oriented in basic
psychosocial support to facilitate referrals.
Build the capacity of local organizations and agencies to orient their own staff on basic psychosocial support.
Provide basic psychosocial support via hotlines (e.g. suicide prevention, GBV support) operated by well-trained
and supervised staff.

Key consideration 6: Psychosocial support skills for specific groups or types of emergency
Basic psychosocial support skills” are also sometimes referred to as “basic psychosocial competencies”,
“basic helping skills”, “foundational helping skills”, or “core clinical skills”. The actions in activity 3.2 relate to
the training of frontline workers and community leaders on basic psychosocial support skills, regardless of
sector or setting. Several relevant models and training packages have been developed to build these skills,
with some focusing on specific humanitarian contexts and target populations:
▶ Psychological first aid: e.g. World Health Organization, War Trauma Foundation and World Vision International
(2011) Psychological First Aid Guide for Field Workers, Facilitator´s Manual for orienting field workers. This covers
general PFA principles that are generally applicable for people in acute distress after exposure to a crisis event in
different settings and populations.
▶ Psychological first aid specifically for children: e.g. Save the Children (2013) PFA Training Manual for Child
Practitioners- and 2017 online PFA for Children course. These resources have more detailed information for
supporting children in acute distress after exposure to a crisis event.
▶ GBV responders: e.g. WHO (2014) Health care for women subjected to intimate partner violence or sexual
violence: A clinical handbook. These resources provide health care providers with information about first-line
support for intimate partner violence and sexual assault according to the principles of LIVES (Listen, Inquire
about needs and concerns, Validate, Enhance Safety, and Support). GBV AoR (2018) GBV Pocket Guide-How
to support a survivor of gender based violence when a GBV actor is not available in your area, provides general
response guidance on supporting survivors of GBV for non-GBV responders.
▶ Psychosocial support skills in infectious disease outbreaks: including Ebola virus disease (WHO, CBM
Global, World Vision International, UNICEF (2014). Psychological First Aid during Ebola Virus Disease Outbreaks)
and COVID-19 (IASC (2020). The Guide for COVID-19 responders can also be adapted to other healthcare settings
were people may experience increased distress.27
See the relevant Guidelines, Standards and Tools on the MHPSS MSP Web Platform for a more comprehensive list of materials, as well as the recommended
training topics on basic psychosocial support skills for frontline workers and community leaders on the MHPSS MSP Web Platform.

27 For a brief description of basic psychosocial skills (“core clinical skill”) in context of COVID see WHO (2021). COVID-19 Clinical management: living guidance,
Chapter 17: Management of neurological and mental manifestations associated with COVID-19. Available in English.
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Key consideration 7: Training for protection actors with specific roles
In addition to basic psychosocial support skills (see Activity 3.2), some protection actors may require
more specific training and knowledge in MHPSS. An overview of recommended MHPSS training topics for
protection caseworkers is available on the MHPSS MSP Web Platform.
Some areas of protection such as interviewing and documenting events from survivors of torture and violence,
protection and human rights monitoring, and in-depth work with at-risk populations may require a deeper
understanding of: the effects of mental health conditions and exposure to distressing events on memory and
other aspects of cognitive function; or how to work with people who have severe mental health conditions or
psychosocial/intellectual disabilities.

Key consideration 8: Providing basic psychosocial support in health-care settings
The selection of relevant workers or volunteers to orient on basic psychosocial support skills depends on
the emergency context (e.g. specific needs, populations at risk, available time and resources).
Persons who experience serious physical health conditions or injuries in the context of
humanitarian crises are likely to experience distress and are at higher risk of mental health conditions.
This includes persons and their families who may have life-threatening injuries or conditions (e.g.
persons in acute care); have suffered injuries resulting in permanent disabilities or impairments (e.g.
ERW/UXO survivors, persons injured in conflict and disaster settings); or are in need of palliative care
(see also Activity 4.1. on MHPSS as part of clinical management of infectious diseases).
Many sexual and reproductive health issues can lead to severe distress, including early and unwanted
pregnancy, prolonged and complicated delivery, infant loss, miscarriage, abortion, infertility, diagnosis
of STIs (e.g. HIV, syphilis, gonorrhoea, etc.), obstetric fistula, as well as intimate partner violence or
sexual violence (see also Activity 3.11 Provide MHPSS as part of clinical care for survivors of sexual violence
and intimate partner violence; and WHO´s statement on providing person-centered, compassionate and
respectful maternity care28).
Health-care providers (e.g. physicians, nurses, midwives, medical assistants, staff providing SRH
services, emergency care or palliative/end-of-life care) who work in relevant settings (e.g. hospitals, SRH
services, rehabilitation facilities) in basic psychosocial support can have a significant impact on the
well-being of persons in their care and their family members.
Community health workers and volunteers can play an important role in providing basic
psychosocial support as part of health-related awareness-raising and education activities (e.g.
when helping to promote inclusion and address stigmatization towards people living with HIV/AIDS,
obstetric fistula or infectious diseases; when providing SRH education to specific groups such as
adolescents; when following up with persons and families who have experienced serious health-related
conditions or the loss of family members).

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

28 In September 2014, WHO released a statement on the prevention and elimination of disrespect and abuse during childbirth. Globally, many women
experience disrespectful, abusive or neglectful treatment during childbirth in health-care facilities. These practices can violate women’s rights, deter them from
seeking and using maternal health-care services and can have implications for their health and well-being. WHO. (2014). Prevention and elimination of disrespect
and abuse during childbirth. https://www.who.int/reproductivehealth/topics/maternal_perinatal/statement-childbirth/en/
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INTRODUCTION
Strengthen self-help and provide support
to communities
3.3
Disseminate key messages to promote mental
health and psychosocial well-being
In emergency settings, most people experience psychological distress (e.g. sadness, fear, anger).
Most affected individuals will gradually start to feel better, especially if they use helpful ways of coping with stress
and receive support from their families and community.
Disseminating key messages can encourage positive coping, help-seeking and support for people experiencing distress.
Key messages may be newly developed for the specific emergency and context or may be adapted from a pool of
existing key messages.
Key messaging should be simple, focused and concrete and should help people to understand normal and common
stress reactions, communicate an expectancy of resilience, emphasize culturally and age-appropriate coping
mechanisms, discourage harmful ways of coping (e.g. heavy alcohol use) and include information on how and where
to access MHPSS services and support.
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CORE ACTIVITY
Disseminate key messages to promote mental health and
psychosocial well-being
Actions
Orient workers on how to facilitate participatory discussions with community members to help inform key messaging.
Facilitate participatory discussions with community members of different ages and genders and other
relevant stakeholders (e.g. persons working in health, protection or education settings, government actors,
persons with lived experience of mental health problems) to adapt or develop culturally and age-relevant key
messages (see actions on community engagement in Activity 2.1. Design, plan and coordinate MHPSS programmes).
Adapt or develop key messages based on findings from community discussions and in coordination with other
humanitarian agencies and relevant national/local actors.29
Get community feedback on perceptions and the use of communication materials and messages before and
after dissemination, and ensure accuracy of translations.
Disseminate key messages to community members and humanitarian actors using media appropriate to the
context, considering culture, literacy, accessibility and access to technology (e.g. discussion sessions, posters,
information leaflets, radio messaging, social media campaigns, community theatre, comic strips).
Engage staff with MHPSS technical expertise to provide technical oversight of the development and
dissemination of MHPSS messages.

Additional actions for consideration (depending on context and available resources)
Develop and disseminate key messages that are tailored for specific subgroups as appropriate (e.g. men,
women, adolescents, caregivers, caregivers of children with developmental disorders and disabilities, GBV
survivors, LGBTIQA+ persons, etc.).
Develop participatory campaigns in multiple and accessible formats to promote the mental health and
psychosocial well-being of persons with mental health conditions or psychosocial/intellectual disabilities,
to promote and protect their rights (e.g. inclusion and access to services and opportunities) and highlight
their capacities.
Monitor and evaluate perceptions, use and impact of communication materials and messages.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

29 For a list of key messages, see pp. 6-7 of IASC (2011) Advocacy Package: IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings.
https://interagencystandingcommittee.org/system/files/1304936629-UNICEF-Advocacy-april29-Enghlish.pdf
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3.4
Support community-led MHPSS activities
Community members are usually the first people to respond to an emergency, and they have the greatest
knowledge of local resources, coping strategies, culture and geography. Community-led activities are likely to be
relevant and sustainable and can decrease dependency on external support.
Humanitarian actors can support pre-existing community initiatives that promote mental health and
psychosocial well-being (e.g. re-establishing normal cultural and religious activities, support groups, youth networks
and other interest groups) and facilitate new community self-help initiatives (e.g. discussion and support
groups, appropriate communal healing practices, activity groups).
Engaging together in response activities can help community members to restore feelings of agency and
hopefulness, strengthen social connections and provide a sense of collective identity and belonging, factors that
promote well-being and recovery.
Community members of different ages, genders and social groups should be supported to participate in
community-led activities to capitalize on their different skills, ideas and experiences. These activities provide
an opportunity to proactively include and support marginalized groups, including people with mental health
conditions (see “How can groups and persons at increased risk be prioritized and reached with MHPSS MSP activities
and services?” and Resources on MHPSS for At-Risk Groups on the MHPSS MSP Web Platform).
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CORE ACTIVITY
Support community-led MHPSS activities
Actions
Identify pre-existing community-led initiatives, structures and support mechanisms (e.g. support groups, faith
communities and other interest groups) and assess the support needed to preserve or expand activities (Activity
1.2 Assess MHPSS needs and resources to guide programming).
Promote and support new community self-help interventions to strengthen coping resources and social
supports (e.g. peer support networks, discussion groups on specific topics of concern, support groups for people
with disabilities and their caregivers).
Provide technical, financial or in-kind support for community activities that promote mental health and
psychosocial well-being (e.g. support the repair/replacement of damaged equipment, facilitate participatory
discussions on community priorities, provide short participatory trainings as appropriate).
Facilitate access to a safe, appropriate space in which to conduct activities if needed.
Facilitate links and referrals to any needed services and supports (e.g. mental health services, health, protection
and education services, livelihoods support).
Engage staff with MHPSS technical expertise to provide technical oversight as needed (e.g. ensuring that
activities promote well-being and do not cause harm).

Additional actions for consideration (depending on context and available resources)
Support social, recreational and cultural activities.
Provide access to information technology, phones and phone-charging services to help adults and children
access information and connect with family members and other social supports.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

Mental Health and Psychosocial Support Minimum Service Package 45

DRAFT VERSION

3.5
Provide early childhood development (ECD)
activities
30

Caregivers31 have a substantial impact on children’s physical, cognitive, emotional and social development through
their caregiving practices, particularly during the first three years of life.
Children who do not receive responsive care32 or adequate opportunities for early learning33 tend to have
poorer physical, social, emotional and cognitive development, with potential long-term effects on mental health,
behaviour and overall functioning, including effects on school performance and employment.
The consequences of humanitarian emergencies, such as food insecurity, poverty, violence, limited access to
services and poor mental health, can significantly reduce caregivers’ abilities to support children’s development.
Supporting caregivers’ mental health and well-being, as well as their ability to provide responsive care and early
learning opportunities for the children in their care, can have positive impacts on child development.
ECD activities can also strengthen social support networks and provide non-stigmatizing ways of
prioritizing, including and supporting at-risk caregivers and children (e.g. children with developmental
delays and developmental disabilities, caregivers and children with protection vulnerabilities (see “How can groups
and persons at increased risk be prioritized and reached with MHPSS MSP activities and services?” and Resources on
MHPSS for At-Risk Groups on the MHPSS MSP Web Platform).

30 Early childhood development (ECD) is the process of cognitive, physical, language, temperament, social and emotional, and motor development experienced by
young children from the time of conception until the age of eight. WHO (2020). Improving Early Childhood Development: WHO Guideline.
https://www.who.int/publications/i/item/97892400020986
31 The term “caregivers” refers to those with parental responsibilities, regardless of whether or not they are the biological or legal parents of the children in their care.
32 “Responsive caregiving” refers to care that is prompt, consistent, and appropriate to the child’s cues, behaviours, and needs for safety, education and development.
WHO (2020). Improving Early Childhood Development: WHO Guideline. https://www.who.int/publications/i/item/97892400020986
33 This refers to any opportunity for a baby, toddler or child to interact with a person, place or object in their environment, recognizing that every interaction (positive
or negative, or absence of an interaction) is contributing to the child’s brain development and laying a foundation for later learning. WHO (2020). Improving Early
Childhood Development: WHO Guideline. https://www.who.int/publications/i/item/97892400020986
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CORE ACTIVITY
Provide early childhood development activities
Actions
Identify opportunities for integrated ECD activities (e.g. in nutrition, health, education, child protection
programmes).
Engage with caregivers and community leaders to assess needs and issues (e.g. addressing local values and
beliefs, tackling harmful practices, identifying and supporting at-risk groups) that may need to be addressed
through ECD activities.
Support new or pre-existing early childhood care supports by facilitating learning through play, creating
opportunities for caregivers and young children to interact and play, and promoting informal parent gatherings.
In consultation with caregivers and other relevant stakeholders, develop/select and adapt messages, orientation,
training and programme materials on ECD (e.g. on early stimulation and responsive caregiving) and on caregiver
mental health and psychosocial well-being (see Activity 2.1. Design, plan and coordinate MHPSS programmes).
Select, train and supervise facilitators and/or outreach workers to lead and support ECD activities (e.g.
orientations, message dissemination, caregiver capacity-building, support to new or pre-existing early childhood
care supports (see recommended MHPSS training topics for workers supporting new and expectant caregivers and
young children on the MHPSS MSP Web Platform).
Orient staff in relevant sectors on integrating and delivering key ECD messages as part of their work (e.g.
health and social care staff in existing nutrition, health and prenatal care programmes).
Disseminate ECD messages using media appropriate to the context, considering culture, literacy and access to
technology (e.g. posters, information leaflets, radio messaging, social media campaigns).
Provide skills training to expectant and new caregivers to improve their knowledge and skills in ECD (e.g.
through coaching, demonstration, practice, role-playing).
Ensure access to a safe and appropriate space in which to conduct activities if needed.
Conduct home visits to support caregivers (especially those of children with developmental delays and
developmental disabilities) with nutrition, health, hygiene, parent-child interaction and responsive caregiving.
Facilitate links and referrals to any needed services and supports (e.g. mental health services, health, protection,
nutrition, education and other relevant services for young children and caregivers).
Engage staff with ECD technical expertise to provide ongoing technical oversight, supervision and support.

Additional actions for consideration (depending on context and available resources)
Provide targeted MHPSS skills training to caregivers supporting children with developmental delays and
developmental disabilities to promote the children’s development by communicating effectively, providing
nurturing care and creating an enabling environment.
Provide targeted MHPSS skills training to caregivers of children with specific protection vulnerabilities, as
relevant to the context (e.g. children associated with armed forces and armed groups, child survivors of GBV; see
Key consideration 17: Child and adolescent survivors of sexual violence).
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Promote caregivers’ support networks by establishing or strengthening social groups, peer-to-peer support
groups, play groups and self-help groups (see Activity 3.4. Support community-led MHPSS activities).
Integrate ECD considerations and activities in the provision of dedicated safe spaces for pregnant and
breastfeeding women/adolescents.
Provide structured group MHPSS interventions for caregivers.
Take steps to support the sustained integration of ECD activities and considerations (e.g. into health, social care
and education systems).

Key consideration 9: Integrating early childhood development activities into nutrition programmes
In situations of famine and food shortage, caregivers of young children are themselves likely to be
deprived of food and are often distressed, and are thus less able to provide children with positive
and emotionally nurturing environments. Children’s growth and brain development depend on good
nutrition as well as on stimulation and emotional responsiveness from caregivers.
Research shows that combined ECD and nutritional programming has an incremental impact on child
development, mother-child interaction and caregiver mental health. Combining ECD and nutrition interventions
can equip caregivers with greater levels of confidence and responsiveness while enhancing their ability to
nurse and feed their children. This can be done, for example, by:
▶ Integrating key ECD messages into nutritional counselling (e.g. while weighing/assessing children and
handing out supplements)
▶ Organizing regular mother-baby and child group activities (e.g. at outreach therapeutic programme and
supplementary feeding programme sites)
▶ Setting up baby-friendly spaces (e.g. in baby tents for feedings, therapeutic feeding centres) that provide
a safe space for babies and young children to interact with their caregivers and with each other, while
caregivers learn about ECD by watching others and “learning by doing”.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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3.6
Provide group activities for children´s mental
health and psychosocial well-being
Play and positive social interactions are crucial to a child’s social, emotional, physical and cognitive development.
Emergencies greatly disrupt opportunities for these experiences and interrupt routines that afford a sense of
security, normality and predictability.
Facilitating regular structured group activities34 in safe environments35 can provide a sense of routine and
stability and provide opportunities for children to play, to develop social and emotional skills and to foster
supportive social connections.36
Convening activities for children also provides respite for caregivers, who may be struggling to cope with
the pressures of the emergency, and creates opportunities to prioritize and facilitate access for at-risk groups
(e.g. children subject to protection concerns or with developmental delays and developmental disabilities (see “How
can groups and persons at increased risk be prioritized and reached with MHPSS MSP activities and services?” and
Resources on MHPSS for At-Risk Groups on the MHPSS MSP Web Platform).
While the core activity focuses on structured activities, organizing additional opportunities for free play and
recreational activities can complement structured group programmes by promoting creativity and self-reliance.

34 Structured group activities for child well-being (sometimes known as “guided” or “manualized” programmes) involve a series of facilitated sessions, planned
according to a curriculum with explicit MHPSS goals (see guidelines, standards and tools in Appendix 1).
35 The 2012 version of the Child Protection Minimum Standards in Humanitarian Action (CPMS) included “Standard 17: Child Friendly Spaces”. In the 2019 edition,
this has been replaced by the broader “Standard 15: Group activities for child well-being”. This reflects the fact that while activities sometimes take place in a fixed
space, group activities may also be mobile and be facilitated in varied, rotating accessible locations. Reviews of the evidence on child-friendly spaces have noted that
the creation of a safe space alone may have a limited impact, and that the nature and intensity of the activities facilitated, and the relationships established between
facilitators and children, appear to be crucial in determining efficacy.
36 Other group activities, such as vocational training programmes and GBV awareness programmes, also affect well-being both directly and indirectly. Similarly,
programmes focused on “life skills” can cover diverse issues of relevance to mental health and psychosocial well-being, from critical thinking, communication and
coping skills to reproductive health, GBV prevention and mine risk education. These programmes vary widely in the extent to which they explicitly address mental
health and psychosocial issues, have MHPSS-focused objectives and measure MHPSS outcomes. For the purposes of the MHPSS MSP, “group activities for children’s
mental health and well-being” are activities that have an explicit objective related to improving mental health and psychosocial well-being and that measure
associated indicators.
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CORE ACTIVITY
Provide group activities for children’s mental health and psychosocial
well-being
Actions
Select age- and gender-appropriate structured activities and programme content based on needs and
resources identified in assessments and community priorities identified through participatory discussions
(see actions on community engagement in Activity 2.1. Design, plan and coordinate MHPSS programmes).
Develop/adapt training curricula and information, communication and education (ICE) materials for the
selected activities.
Incorporate sessions for caregivers into structured group activities. Share information on how emergencies
affect children and on supportive caregiving practices (see Activity 3.7. Support caregivers to promote the mental
health and psychosocial well-being of children).
Train facilitators to deliver the selected structured group activities, including group facilitation skills for children
of different ages (see recommended MHPSS training topics for facilitators of group activities for child well-being on
the MHPSS MSP Web Platform).
Facilitate access to safe spaces for structured group activities.
Provide information to affected communities and families on why structured group activities are being
offered and how to access them (e.g. the impact of crises on well-being and development, and the goals and
expected outcomes of the activities being offered).
Facilitate links and referrals to any needed services and supports for children and caregivers (e.g. mental health
services, health, protection and education services).
Engage staff with MHPSS technical expertise to supervise facilitators and oversee structured group activities.

Additional actions for consideration (depending on context and available resources)
Implement supervised, age- and gender-appropriate free play, sport, creative or other recreational activities
designed to improve psychosocial well-being (e.g. through events, workshops, festivals or campaigns).
Train teachers, child-care workers and other community members such as youth leaders in structured
group activity curricula so that programmes can be sustained in the longer term.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

50 Mental Health and Psychosocial Support Minimum Service Package

DRAFT VERSION

3.7
Support caregivers to promote the mental health
and psychosocial well-being of children
Children who grow up in a safe, loving, responsive caregiving environment tend to be more emotionally secure,
socially competent and better able to cope with adversity.
Emergencies can severely disrupt caregivers’37 abilities to provide nurturing care38 and undermine caregivers’
well-being by introducing risk factors such as economic insecurity, social upheaval and extreme stress.
Integrated activities can support caregivers to look after their own mental health needs and promote positive
caregiving skills.
MHPSS activities for caregivers should build on existing positive family relationships, roles and traditions.
While women and girls constitute the majority of caregivers, it is also important to consider male caregivers and
acknowledge the roles that siblings and grandparents often play in providing care.
MHPSS activities for caregivers can also be helpful in strengthening social support networks and should
prioritize access and inclusion of at-risk caregivers (see “How can groups and persons at increased risk be
prioritized and reached with MHPSS MSP activities and services?” and Resources on MHPSS for At-Risk Groups on the
MHPSS MSP Web Platform). .

CORE ACTIVITY
Support caregivers to promote the mental health and psychosocial
well-being of children
Actions
Identify opportunities for integrated caregiver activities (e.g. in health, education, child protection or nutrition
programmes).

37 In this section, “caregivers” refers to those with parental responsibilities, regardless of whether or not they are the biological or legal parents of the children in their
care. Particular care should be taken to support caregivers who are themselves children.
38 Nurturing care involves responsive, affectionate, emotionally supportive caregiving that protects children against threats, provides opportunities for learning and
meets the child’s health, security and nutritional needs.
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Assess the needs and priorities of caregivers to inform the development of materials and planning of activities.
Develop/select and adapt orientation, skills training and IEC materials on caregiver self-care (e.g. stress
management and coping skills), positive caregiving, child development and supporting children in distress (see
recommended training topics for building caregiver skills in child development, positive caregiving and supporting
children in distress on the MHPSS MSP Web Platform).
Select and train facilitators to provide orientations, capacity-building (see recommended MHPSS training topics
for workers providing activities that build MHPSS capacity and support well-being among caregivers and teachers on
the MHPSS MSP Web Platform) and supportive follow-up to caregivers.
Facilitate access to a safe space in which to conduct activities as needed.
Engage staff with MHPSS technical expertise to provide ongoing supervision to facilitators and oversight of
activities (e.g. ensuring that activities promote well-being and do not cause harm).
Facilitate links and referrals of caregivers and other family members to any needed services and supports (e.g.
social services, mental health services, health, protection and education services).

Additional actions for consideration (depending on context and available resources)
Provide targeted MHPSS skills training to caregivers supporting children with developmental delays and
developmental disabilities to promote their children’s development by communicating effectively, providing
nurturing care and creating an enabling environment.
Provide targeted MHPSS skills training to caregivers of children with specific protection vulnerabilities, as
relevant to the context (e.g. children associated with armed forces and armed groups, child survivors of GBV
(see Key consideration 17: Child and adolescent survivors of sexual violence).
Promote support networks for caregivers by establishing or strengthening social groups, peer-to-peer support
groups, play groups and self-help groups (see Activity 3.4. Support community-led MHPSS activities).
Provide structured group MHPSS interventions to caregivers.

Key consideration 10: Supporting caregivers when a child has been sexually abused
When a child has been sexually abused, their non-offending caregivers may feel anger, disbelief, worry,
guilt, shame, sadness and fear. These emotions can interfere with their ability to provide the child with
the support and attention they need.
Non-offending caregivers should be offered emotional support, basic education about sexual abuse and
information and skills on how to support the child in dealing with the emotional, social and physical
consequences of abuse. For information on how to provide this support, see the UNICEF and IRC (2012). Caring for
Child Survivors of Sexual Abuse Guidelines and Training package.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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3.8
Support education personnel to promote the mental
health and psychosocial well-being of children
Integrating MHPSS with education can contribute to effective learning and can help protect children from the
negative effects of crisis by creating stable routines, fostering hope, reducing stress, encouraging self-expression
and promoting collaborative behaviour.
To achieve this, the training and support of teachers should be prioritized, while also ensuring that other
education personnel are empowered to support teachers in their roles.
Teaching can be one of the most stressful occupations and teachers not only influence students’ learning but
also their social, emotional and cognitive development. Teachers also play an important role in supporting
at-risk children (e.g. those with MHPSS needs, including children with developmental delays and developmental
disabilities or with protection vulnerabilities).
The mental health and psychosocial well-being of teachers is particularly important in crises as it affects their
teaching and their ability to support the mental health and psychosocial well-being of their students.

CORE ACTIVITY
Support education personnel to promote the mental health and
psychosocial well-being of children
Actions
Assess needs and capacities to support the mental health and psychosocial well-being of children in learning
spaces and the mental health and psychosocial well-being of teachers and other education personnel39 (through
consultations with communities, caregivers, teachers and other education personnel and with education
authorities such as education ministry officials, if possible).

39 The term “teachers and other education personnel” includes classroom teachers and classroom assistants; early childhood or pre-school teachers; educators
of people with disabilities; subject specialists and vocational trainers; facilitators in child-friendly spaces; community volunteers, religious educators and life skills
instructors; and head teachers, principals, school supervisors and other education officials. INEE (2010). INEE Minimum Standards for Education: Preparedness,
Response, Recovery. https://reliefweb.int/sites/reliefweb.int/files/resources/A7FA342360503050C1257750000444E6-Minimum_Standards_English_2010.pdf
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Develop/select and adapt programme content and training materials to support the well-being of teachers
and other education personnel (e.g. check-ins that gauge teachers’ emotional condition and needs for additional
support; peer-to-peer networks/support groups; social and emotional learning workshops; stress management
techniques), based on needs and priorities identified in assessments and through participatory discussions (see
actions on community engagement in Activity 2.1. Design, plan and coordinate MHPSS programmes).
Develop/select and adapt orientations, training curricula and IEC materials to help build the capacity of
teachers and other education personnel to support the mental health and psychosocial well-being of children40
(see recommended MHPSS training topics for caregivers, teachers and other education personnel on the MHPSS MSP
Web Platform).
Train and supervise facilitators to support the well-being of teachers and other education personnel and
to provide orientations, capacity-building and supportive follow-up on promoting the mental health and
psychosocial well-being of children (see recommended MHPSS training topics for workers providing activities that
build MHPSS capacity and support well-being among caregivers and teachers on the MHPSS MSP Web Platform).
Provide orientations to teachers and other education personnel – including personnel supporting teachers
(e.g. head teachers, principals, school supervisors and other education officials) – on the rationale for integrating
MHPSS into education in emergencies and the role of teachers in crisis contexts.
Provide capacity-building to teachers and other education personnel via in-service training, mentoring and
peer learning methods.
Engage staff with MHPSS technical expertise to provide ongoing supervision to facilitators and oversight
of activities.
Facilitate links and referral pathways from education settings to any needed services and supports (e.g. mental
health and psychosocial support services, health services, protection services).
Facilitate access to safe spaces in which to conduct activities as needed.

Additional actions for consideration (depending on context and available resources)
Provide additional skills training to teachers and other education personnel to support children (e.g. additional
support for children with developmental delays and developmental disabilities, children with protection
vulnerabilities).
Provide social and emotional learning (SEL)41 opportunities for teachers and other education personnel to
develop their own social and emotional competencies, so that they can interact positively with children and serve
as role models for them to follow.
Provide social and emotional learning for children through school-based activities and through formal and
non-formal school curricula.42
Take steps to promote the inclusion of MHPSS elements, including SEL, in pre- and in-service training.

40 See WHO (2020). Helping Adolescents Thrive: Guidelines on mental health promotive and preventive interventions for adolescents.
41 SEL is the process of acquiring core competencies to recognize and manage emotions, set and achieve goals, appreciate the perspectives of others, establish
and maintain positive relationships, make responsible decisions and handle interpersonal situations constructively. The qualities that SEL aims to foster include
self-awareness, emotional literacy, cognitive flexibility, improved memory, resilience, persistence, motivation, empathy, social and relationship skills, effective
communication, listening skills, self-esteem, self-confidence, respect and self-regulation. SEL is an important component of MHPSS that educators should address
continually, especially in crisis contexts, since it contributes to better learning and to children’s improved mental health and psychosocial well-being. INEE (2016).
Background Paper on Psychosocial Support and Social & Emotional Learning for Children & Youth.
https://inee.org/resources/inee-background-paper-psychosocial-support-and-social-emotional-learning-children-youth
42 See WHO (2020). Helping Adolescents Thrive: Guidelines on mental health promotive and preventive interventions for adolescents.
https://www.who.int/publications/i/item/guidelines-on-mental-health-promotive-and-preventive-interventions-for-adolescents.
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Advocate for the revision of national teacher competency frameworks to promote the integration of MHPSS
elements, including SEL.
Create and/or support structures and practices that promote teacher-parent communication about children’s
well-being (e.g. fostering teacher-parent cooperation processes by organizing pre-planned teacher-parent
meetings at regular intervals, conducting awareness-raising and skills-building sessions for caregivers and for
teachers).
Support or reactivate collective activities around learning spaces (e.g. through parent-teacher associations,
mothers’ groups, community education committees; by creating opportunities for older community members to
impart cultural and traditional knowledge to younger generations; by organizing learning and recreational events
facilitated jointly by education personnel, students, caregivers and community groups) to maximize exchanges
and cooperation between education personnel, caregivers and the community.
Build the capacity of school leaders to better support their own mental health and psychosocial well-being and
those of education personnel.
Advocate for policies and professional development activities that promote the mental health and
psychosocial well-being of education personnel.

Key consideration 11: MHPSS focal points for learning spaces
Learning spaces should have a designated MHPSS focal point who is aware of the MHPSS services
available and referral mechanisms in place. This may be a school counsellor, where available.
Alternatively, if there is no school counsellor, a high-capacity individual (such as a teacher or a head teacher) can
be trained and supported to fulfil the role of MHPSS focal point, identifying needs and referring as appropriate.
Taking on this role may require a review and adjustment of their existing workload and responsibilities.

Key consideration 12: Support the recruitment and retention of female teachers
It is important to ensure that there are women in learning spaces (teachers and other female personnel)
who can act as mentors, role models or resource persons for girls.
Where no female teachers or candidates are available for training, consider approaching women from
the community to work as classroom assistants.
Inexperienced or underqualified volunteers can teach effectively with adequate training. Whenever
possible, provide ongoing training and opportunities for female volunteers to complete their own
education, and support their transition into a full teaching role.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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3.9
Provide MHPSS through safe spaces for women
and girls
Safe spaces for women and girls (SSWG) in emergencies are places where support activities are implemented for all
women and adolescent girls, including survivors of GBV.
The objectives of SSWGs are to:
▶ facilitate access for all women and adolescent girls to knowledge, skills and a range of relevant services;
▶ support the psychosocial well-being of women and adolescent girls and the creation of social networks;
▶ serve as a place where women and adolescent girls can organize and access information and resources to
reduce risks of violence;
▶ serve as a key entry point for specialized services for GBV survivors; and
▶ provide a place where women and adolescent girls are safe and are encouraged to use their voice and
collectively advocate for their rights and needs.
SSWGs may also host case management services and include mental health and psychosocial support
specific to GBV survivors (whether implemented by the same organization or in collaboration with other
service providers).

CORE ACTIVITY
Provide MHPSS through safe spaces for women and girls
Actions
Establish and strengthen existing safe spaces for women and girls to provide MHPSS activities.
Engage staff with MHPSS and GBV expertise to provide ongoing technical support to staff and volunteers in
the safe spaces and to provide oversight in their areas.
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Develop/select and adapt structured activities for women and girls that promote their mental health and
psychosocial well-being, based on needs identified in relevant participatory assessments and discussions with
women and girls (see also Activity 2.1. Design, plan and coordinate MHPSS programmes).
Train and support workers to facilitate and implement structured activities for women and girls.
Train workers providing individual or group psychological interventions on evidence-based approaches43 (see
Activity 3.12 Initiate or strengthen the provision of psychological interventions).
Provide age-appropriate, safe, accessible individual and group MHPSS activities (e.g. establishing support
groups and networks and social/recreational activities) that promote the mental health and psychosocial wellbeing of women and girls (e.g. that strengthen social supports, self-help and coping for women and adolescent
girls, including survivors of GBV).
Orient staff and volunteers (e.g. GBV workers) on basic psychosocial support skills (see recommended training
topics on basic psychosocial support skills for frontline workers and community leaders on the MHPSS MSP Web
Platform) and other relevant MHPSS skills, including when and how to recognize signs that women and girls may
benefit from GBV case management or more mental health care, and facilitate safe referrals.
Facilitate links and referrals to GBV (and child protection) case management, mental health care and basic
services and supports (health, legal, education services and livelihood support).
Link with child protection and MHPSS actors to understand available protection and MHPSS activities for
young and adolescent girl and boy survivors of sexual abuse, offer child survivors and caregivers information on
services, and refer as appropriate.

Additional actions for consideration (depending on context and available resources)
Provide structured skills and knowledge-building opportunities for women and girls to improve their mental
health and psychosocial well-being (e.g. social and emotional learning).

Key consideration 13: Gender-based violence
Gender-based violence (GBV) is a manifestation of gender inequality. Discrimination and violence against
women and girls have deep impacts on their mental health and psychosocial well-being.
In times of crisis, all forms of GBV increase, including intimate partner violence and violence against adolescent
girls which are among the most common forms of GBV in humanitarian settings. Women and girls with
disabilities are at very high risk of sexual abuse and violence.44
All GBV-related MHPSS activities should be underpinned by a survivor-centred approach based on safety,
confidentiality, respect and non-discrimination, and should use rights-based and community-based
approaches.

43 Psychological interventions are for persons experiencing impairment due to psychological distress or mental health conditions (regardless of whether persons are
survivors of GBV or not). Please note that group-based psychological interventions targeting only GBV survivors are not recommended. It is important to ensure that
GBV survivors are safely integrated into any group based psychological interventions. This includes ensuring that all participants agree to maintain confidentiality and
that all group facilitators are prepared for survivors to share their experiences (if they wish) and able to assist both the survivor and other group members to ensure that
negative emotions associated with either sharing or hearing the experience are addressed (see p-.62, UNFPA (2019). The Inter-Agency Minimum Standards for GBV in
Emergencies Programming. https://www.unfpa.org/sites/default/files/pub-pdf/19-200_Minimun_Standards_Report_ENGLISH-Nov.FINAL_.pdf).
44 The incidence of assault against women and girls with disabilities is at least twice the rate of assault against the general population of women and girls. United
Nations (2013). Fact Sheet: Violence against Women and Girls with Disabilities. https://www.un.org/womenwatch/daw/csw/csw57/side_events/Fact sheet VAWG with
disabilities FINAL .pdf
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For child survivors of GBV and sexual violence, the best interests of the child should be paramount
(see Key consideration 17: Child and adolescent survivors of sexual violence).
All actors should have an understanding of these principles and should be trained in basic psychosocial
support skills, including supporting survivors and managing disclosure.
Developing referral pathways between relevant actors, including trained and supervised mental health-care
providers, is important. Staff in primary health care and child protection providers should be trained on how to
manage disclosure and safe referrals.
GBV survivors may disclose to anyone; therefore all actors should be aware of how to manage a disclosure and
how and where to refer a survivor.
Where GBV case management services are available, survivors should be given the option to be referred to
them to help ensure that coordinated, holistic and survivor-centred care is delivered, or alternatively to a healthcare provider if that is the immediate need for their health and safety. Where GBV case management services
are not available, frontline actors should be trained on the GBV Pocket Guide: How to support a survivor of
gender-based violence when a GBV actor is not available in your area.
Men and boys that experience violence are generally not considered survivors of Gender Based Violence
because the violence they experience is not based on systemic gender inequality as it often is with women and
girls. However, anyone can be a survivor of sexual violence.

Key consideration 14: Male survivors of sexual violence
Male survivors of sexual violence are frequently overlooked in emergencies. The Inter-Agency Minimum
Standards for GBV in Emergencies Programming state: “Men and boys may be targeted for abuse because
of reduced power and status based on age, disability, sexual orientation, gender identity and other
intersecting inequalities.
Homophobia, bi-phobia and transphobia increase the risk of violence, including sexual violence. Men and boys
with disabilities also face an increased risk of violence, including sexual violence. Gender norms can also
contribute to certain types of sexual violence against males in conflict settings.
Although GBV programming focuses primarily on violence against women and girls, and male survivors are
not generally included in GBV activities, GBV programme actors should coordinate with other actors, including
in health care, child protection and protection, to ensure access to lifesaving support for male survivors of
sexual violence and abuse.45
Like GBV survivors, male survivors of sexual violence may suffer psychological, physical and social
consequences, and services must be made available to address their needs through the appropriate sectors
(Health, GBV, etc.; see also Key consideration 17: Child and adolescent survivors of sexual violence,
and
Resources on MHPSS for At-Risk Groups on the MHPSS MSP Web Platform).

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

45 UNFPA (2019). The Inter-Agency Minimum Standards for GBV in Emergencies Programming. https://www.unfpa.org/sites/default/files/pub-pdf/19-200_Minimun_
Standards_Report_ENGLISH-Nov.FINAL_.pdf
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INTRODUCTION
Provide focused support for people
impaired by distress or mental health
conditions
3.10
Provide mental health care as part of general
health services
During humanitarian emergencies, health facilities may be damaged, the availability of health staff may be
limited and health needs, including the need for mental health services, of the affected population are high.
Furthermore, there is usually already a shortage of qualified specialized mental health workers.
Providing clinical mental health care (including psychological and pharmacological interventions and supporting
rehabilitation) as part of general health services (including primary health care) can ensure that such care is more
widely available, accessible cost-effective and is less stigmatizing.
General health-care providers who work in non-specialized health-care settings should be trained and supervised
in evidence-based protocols such as the WHO-UNHCR mhGAP Humanitarian Intervention Guide (mhGAP-HIG) or the
WHO mhGAP Intervention Guide (mhGAP-IG).
General health-care providers include general physicians, nurses and clinical officers, as well as physicians
specialized in areas other than psychiatry, neurology or addiction medicine.
Women seeking sexual and reproductive health care may have accompanying specific MHPSS needs (e.g.
prenatal and postpartum depression). Maternal mental health is of particular concern because of its impact
on care for and development of children (antenatal care, infants and young children).
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CORE ACTIVITY
Provide mental health care as part of general health services
Actions
Establish an operations team responsible for overseeing the integration of care for mental, neurological and
substance use (MNS) disorders into general health care, raising awareness about the need for mental health care
with key stakeholders and participating in coordination mechanisms (see also Activity 1.1 Coordinate MHPSS within
and across sectors).
Adapt and translate training manuals and materials where needed.
Train health-care providers (at least one per facility) and community health workers in evidence-based
protocols (e.g. for the assessment and management of a range of conditions in adults and children: these may
include acute stress, grief reactions, depression, post-traumatic stress disorder (PTSD), suicide, psychosomatic
conditions, psychosis, harmful use of alcohol and drugs, intellectual disability and epilepsy).
Engage service providers in reorganizing clinical schedules to provide dedicated time for mental health
consultations (e.g. one afternoon per week with longer appointment-based consultations).
Orient all health-care providers and community health workers on basic psychosocial support skills (including
those who are not trained in the assessment and management of MNS conditions).
Orient clinical and non-clinical health staff to appropriately respond to a disclosure of sexual violence or GBV
and safely refer survivors to care, using the first-line support (LIVES) approach.
Set up a private space to ensure confidentiality while providing mental health services (e.g. arrange private space
for consultations).
Engage a technically qualified mental health specialist to provide ongoing supervision, refresher trainings
and follow-up to trained staff.
Identify, treat and care for people with MNS conditions in the general health system.
Support the establishment of an appropriate filing system (e.g. allowing for follow-up) and integrate mental
health categories into the health management information system (see Sphere Appendix 2 for a sample HMIS
form) and regularly report this information to relevant clusters (e.g. Health, Protection, Education).
Organize an uninterrupted supply of essential psychotropic medicines with at least one from each therapeutic
category (antipsychotic, antidepressant, anxiolytic, antiepileptic and medicines to counter side effects of
antipsychotics (see the Inter-Agency Emergency Health Kit).
Strengthen or establish links and referral mechanisms to and from mental health specialists, general health-care
providers, protection (e.g. GBV case management services) and education actors, livelihoods and communitybased support and other services, as well as traditional healers and faith leaders (where appropriate).
Organize community mental health outreach to disseminate key mental health promotion messages (see
also Activity 3.3. Disseminating key messages) and to identify people with possible MNS conditions and link them
to services (e.g. by trained community health workers).
Address discrimination and neglect of people with severe and chronic mental health conditions in the
humanitarian response. For example, advocate for children, adults and older persons with MNS conditions to
have access to basic services (nutrition, shelter) and learning, livelihoods and recreation activities. Facilitate
referral to such services and supports as needed.
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Additional actions for consideration (depending on context and available resources)
Initiate or engage in strategic longer-term planning processes for the integration of mental health into general
health care (e.g. as part of MHPSS TWGs, with humanitarian and development donors and government actors such
as national mental health steering groups or commissions, and in strategic reviews of policies, guidance or plans
at the national level).
Facilitate peer support groups for mental health service users and/or family members/carers, including those
with psychosocial and intellectual disabilities or cognitive impairments.
Build capacity and support family members/carers of persons with mental health conditions or with
psychosocial and intellectual disabilities or cognitive impairments (e.g. strengthening coping skills, self-care).
Engage community members, including persons with lived experience of mental health conditions, in activities
that address stigma and negative perceptions about mental health conditions (e.g. community discussions
and events, World Mental Health Day events).
Add a mental health professional (e.g. psychiatrist, psychiatric nurse, psychiatric clinical officer, psychologist) to
referral health-care facilities (e.g. one per geographic area or region), who can provide specialized mental health
care and engage in training, support and supervision of general health-care providers.
Hire trained and supervised workers to provide more comprehensive services such as mental health case
management (e.g. advocating for persons with mental health conditions; supporting coordination and
navigation of services; facilitating access to various services and supports; helping to address urgent practical
problems (e.g. housing, protection, medical needs) and providing strengths-based and recovery-oriented support.
Obtain regular feedback from mental health service users about available care (e.g. accessibility, perceived quality).
Build longer-term capacity in delivering clinical mental health care through academic and other training
institutions (e.g. inclusion in curricula of diploma and degree programmes for health-care professionals,
continued professional education).
Integrate mental health care into disease-specific programmes and services, such as those for HIV/AIDS,
tuberculosis and noncommunicable diseases (NCDs) and into population-specific programmes and services,
such as maternal, sexual and reproductive health, child and adolescent health and family health and well-being
programmes and services.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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3.11
Provide MHPSS as part of clinical care for
survivors of sexual violence and intimate partner
violence
Sexual violence and intimate partner violence (IPV)46 are global problems, occurring in every society. In
humanitarian settings, rates of sexual violence and IPV are especially high due to the breakdown of social protections.
Sexual violence and IPV are usually severely distressing experiences that may have serious short- and long-term
physical, psychological, personal and social consequences for survivors. Survivors can suffer injuries, unintended
pregnancy, pregnancy complications, sexually transmitted infections (including HIV) and other health conditions.
The mental health impacts may include acute stress reactions, depression, PTSD, anxiety, sleep disturbances,
substance abuse, self-harm and suicidal behaviour. Survivors may also face stigma and rejection from their families
and communities.
Health-care providers offering sexual and reproductive health-care services (e.g. clinic and outpatient
services or hospitals offering antenatal or prenatal care; basic delivery care; post-abortion care; management
of STIs; etc.) as well as maternal and general health-care providers are often the first contact points for
survivors seeking assistance.
It is therefore essential that they can offer appropriate first-line support, including mental health and psychosocial
support, and referral to other services, including to more specialized mental health service providers as appropriate.

46 IPV may be physical, sexual and/or emotional/psychological. With IPV, the impact on mental health can be more gradual since IPV may occur repeatedly and over a
long period, at times escalating and potentially involving high levels of emotional abuse.
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CORE ACTIVITY
Provide MHPSS as part of clinical care for survivors of sexual violence and
intimate partner violence
Actions
Identify health-care settings where MHPSS can be provided or strengthened as part of clinical care for survivors
of sexual and intimate partner violence.
Develop/select and adapt MHPSS training manuals and materials where needed, based on needs and
priorities identified in the assessment and through participatory discussions (e.g. adaptation to the context,
understanding laws and policies, awareness of available resources and services).
Train health-care providers (e.g. physicians, nurses, midwives, medical assistants and others providing SRH
services) on MHPSS aspects specific to sexual violence and IPV: i.e. providing first-line support to survivors
(LIVES); basic psychosocial support skills; how to inquire about suspected violence; assessing and managing
mental health conditions; providing regular follow-up; monitoring mental health needs; and facilitating links and
referrals to additional or more specialized mental health services and GBV case management services.
Integrate MHPSS into facility-level protocols, job aids and tools (e.g. medical algorithms for health care,
treatment checklists, assessment guidance, locally adapted procedures, medical history and examination forms
and referral forms and protocols).
Engage staff with MHPSS technical expertise to provide training, ongoing support and supervision.
Coordinate with other service providers and develop, strengthen or maintain referral systems and
pathways (e.g. to GBV services, to additional or more specialized mental health care, to education, livelihood and
community-based support), including procedures for confidentiality and privacy.

Additional actions for consideration (depending on context and available resources)
Make psychological interventions available for survivors of sexual and intimate partner violence by training and
supervising a staff member (possibly a community worker) dedicated to delivering such interventions (see Activity
3.12. on psychological interventions).

Key consideration 15: Providing MHPSS to survivors of GBV and male survivors of sexual violence through
health services
Health service providers should consider that persons presenting with psychological distress or
mental health conditions may be survivors of GBV or male survivors of sexual violence. They
may be reluctant or fearful to talk about these experiences and may face stigma and rejection from their
families and communities.
Survivors often experience common psychological reactions, such as fear, anxiety, sadness, anger,
guilt, shame, self-blame, dissociation (e.g. feeling disconnected, dazed or numb), nightmares or
problems sleeping, as well as social isolation and withdrawal. These reactions are normal and will
most often improve over time, particularly if the affected person feels safe and has the emotional
support they need. However, some people experience prolonged distress, particularly if exposed to an ongoing
situation of violence, as is often the case with intimate partner violence.
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Providing first-line support (e.g. LIVES), which includes basic psychosocial support, is a first step that all healthcare staff should be prepared to take when supporting GBV/male survivors of sexual violence. In an emergency setting
where a health-care provider may see a survivor only once, first-line support may be the only help that can be offered.
Health-care providers should understand how to provide survivor-centered support, and identification of and referral
to needed services (see general principles and considerations on informed consent/assent, safe information-sharing
practices, confidentiality and mandatory reporting and Key consideration 13: Gender-based violence).
It is also important to support service providers in examining any of their own beliefs about gender roles,
and address any discriminatory attitudes that may lead to them contributing to or even causing harm in
their work (e.g. harmful beliefs about women’s rights, roles and power in society). The GBV guiding principles and
survivor-centered attitude scale are foundational for working with survivors.47
Some GBV/male survivors of sexual violence may develop mental health conditions such as depression, suicidal
ideation, self-harm or PTSD, or have medically unexplained somatic complaints or ongoing problems with sleep.
Health-care providers (e.g. physicians, nurses, midwives, medical assistants and others providing SRH services)
should be able to identify, assess and manage such conditions, using evidence-based clinical guidelines such as
the mhGAP-HIG (see also Activity 3.10 Provide mental health care as part of general health services).
Further specific actions can be found in Activity 3.11 Provide MHPSS as part of clinical care for survivors of sexual
violence and intimate partner violence.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

47 Please See The Survivor-Centred Attitude Scale: Interagency GBV Case Management Guidelines: https://gbvresponders.org/wp-content/uploads/2017/04/
Interagency-GBV-Case-Management-Guidelines_Final_2017.pdf, Annex p38. https://gbvresponders.org/wp-content/uploads/2017/04/Interagency-GBV-Case-ManagementGuidelines_Final_2017.pdf, Annex p38.
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3.12
Initiate or strengthen the provision of
psychological interventions
Prolonged psychological distress and mental health conditions (such as depression, anxiety and PTSD) are
common in humanitarian settings. Mental health conditions impair day-to-day functioning and the ability to
access needed services and supports.
People without a professional licence or qualification in mental health care (sometimes known as paraprofessionals or non-specialized staff) can deliver scalable psychological interventions48 to address these
problems if they are well trained, supervised and supported.
For example, staff in health, social, nutrition and other sectors can be trained in structured scalable evidencebased psychological interventions (see Key consideration 16 on evidence-based psychological interventions).
Workforce development and systems strengthening for delivery of psychological interventions is a
longer-term process but should be initiated during the MHPSS MSP implementation.

CORE ACTIVITY
Initiate or strengthen the provision of psychological interventions
Actions
Decide which platform (e.g. general health services, SRH services, rehabilitation centres, orthopaedic
settings, protection services or settings (e.g. safe spaces), education or nutrition services) will be used to make
psychological interventions available.
Facilitate access to appropriate space for the delivery of psychological interventions (e.g. considering
confidentiality and having a safe space for accompanying children).
Select, adapt and translate evidence-based psychological intervention manuals and materials, if needed.

48 Scalable psychological interventions are typically characterized by reduced reliance on specialists (e.g. non-specialized staff can be trained and supervised),
include interventions that address multiple problems, may not require diagnostic assessment and focus on skills for self-management.
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Assess training needs and capacities, including supportive attitudes and beliefs, of potential training participants.
Provide competency-based training in psychological interventions.
Provide psychological interventions in the selected setting.
Facilitate referrals to other services as needed (e.g. more specialized mental health-care providers, general
health-care providers, protection and education actors, livelihoods and community-based support).
Engage qualified MHPSS staff to provide ongoing follow-up, supervision and support to trained workers.

Additional actions for consideration (depending on context and available resources)
Expand the availability of competent, supervised staff who can provide psychological interventions in
additional settings and geographical areas.
Build longer-term capacity in delivering psychological interventions through academic institutions (e.g.
diploma and degree programmes, continued professional education). This includes mapping existing educational
programmes and curricula on psychotherapy including at academic and professional national associations and
licensing bodies (e.g. national cognitive behavioural therapy societies).

Key consideration 16: Evidence-based psychological interventions and delivery methods to manage
prolonged psychological distress and common mental health conditions
Evidence-based approaches:*
▶ Cognitive behavioural therapy (CBT) in various forms, such as behavioural activation, cognitive processing
therapy, exposure-based approaches (e.g. narrative exposure therapy) and third-wave CBT approaches (e.g.
acceptance and commitment therapy (ACT))
▶ Stress management/relaxation training
▶ Problem-solving counselling/problem-solving therapy
▶ Interpersonal therapy/interpersonal psychotherapy
▶ Eye movement desensitization and reprocessing (EMDR).
Delivery methods:*
▶ Individual and group interventions
▶ Guided and unguided self-help approaches
▶ Digital and face-to-face methods.
Examples of evidence-based psychological intervention manuals developed for humanitarian settings are
listed in the section on guidelines, standards and tools.
Please note that this is not an exhaustive list of psychological interventions, but is based on those recommended in the mhGAP Intervention Guide and other
WHO guidelines (see https://www.who.int/publications/i/item/mhgap-intervention-guide---version-2.0). Please refer to national guidelines for information on
other psychological treatments. Note that there are relatively few publicly available evidence-based manuals on psychological interventions and other focused
MHPSS interventions for children, including adolescents, in humanitarian settings.49

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

49 Global Protection Cluster (2020). Guidance for MHPSS Aspects of Child Protection in the HNO/NRP 2021. https://mcusercontent.com/29a879678bc603215f0a197d1/
files/a2dc48ea-dad8-4f47-9f7e-0272802ad2ec/V_2.0_Guidance_for_MHPSS_aspects_of_child_protection_in_the_HNO_and_HRP.pdf
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3.13
Provide MHPSS through protection case
management services
Case management is a service for individuals or families who require individualized support due to their needs or
circumstances.
A case worker works jointly with each individual or family to assess their situation, develop and implement an
assistance plan and regularly review progress towards goals. The case worker provides direct support to the
person or family, advocates for them and facilitates their access to other services as needed (e.g. shelter, legal
assistance, mental health care).
Case management is used in the fields of GBV, child protection, disability, legal assistance and victim assistance.
A range of guidelines, standards and training packages have been developed to promote the quality of case
management in different sectors. While the format, frequency of contact and goals vary, a central feature is that the
case worker serves as a consistent source of support over time.
Regardless of the sector through which it is accessed, case management must be delivered in a way that is
sensitive to mental health needs, promotes safety and psychological well-being, builds on a person’s
abilities and strengths and promotes family and community support.50

CORE ACTIVITY
Provide MHPSS through protection case management services
Actions
Adapt case management training curricula to include key MHPSS topics appropriate to the capacity of the
available workforce. The MHPSS MSP Web platform lists recommended MHPSS training topics for case workers
supporting adults and children.

50 Some guidelines consider general child protection case management and GBV case management to be de facto MHPSS services, aligning with Level 3 of the MHPSS
Intervention Pyramid i.e. focused non-specialized support (e.g. UNICEF (2019). Operational Guidelines for Community-based MHPSS; GBVIMS Steering Committee (2017).
Interagency GBV Case Management Guidelines).
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Train case workers and supervisors on the relevant MHPSS topics and skills.
Adapt case management tools and templates to include a brief assessment of MHPSS needs and considerations
in the care plan.
Work with caregivers, family members and close contacts, where safe and appropriate, to build their
capacity to support the person in-need (e.g. through responsive caregiving practices and education on
development, mental health and psychosocial well-being).
Engage staff with MHPSS technical expertise to provide ongoing technical oversight (e.g. ensuring that
activities promote well-being and do not cause harm) to case workers providing MHPSS, through care planning
meetings and individual sessions.
Identify safe location(s) to provide case management services. For GBV case management, consider utilizing
safe spaces for women and girls and mobile options to provide non-stigmatizing access points to services.
Provide case management to men and boys following sexual assault, working with GBV, health, child
protection, disability and other protection actors to establish appropriate service provision.

Additional actions for consideration (depending on context and available resources)
Train case workers in psychological interventions where appropriate to the local context (Activity 3.12 on
Psychological interventions).
Adapt case management M&E tools, care and treatment plans to include an assessment of the impact of
services on the client’s mental health and psychosocial well-being (if this is not already included).
Support caregivers and family members of persons with physical disabilities, psychosocial disabilities and
mental health conditions by providing respite and building capacity on MHPSS responses and approaches;
strengthening coping skills; and creating a supportive family environment

Key consideration 17: Child and adolescent survivors of sexual violence
Both GBV and child protection services can support child survivors of sexual violence, as long as
workers have the necessary competencies and appropriate organizational procedures are in place.
It is good practice to establish inter-agency SOPs that clarify roles and responsibilities for providing case
management to child survivors based on the capacities and expertise available.
A child should have only one case worker at any one time, and the case worker should coordinate with other providers
as needed to ensure that the child does not have to endure duplicative assessments or assessment questions.
A range of factors should be considered when determining the most appropriate service provider for any
given child or adolescent, including the child’s wishes; the availability, training and competencies of staff;
existing referral pathways and local agreements; and the service to which the child was first referred.51 Case
workers and others working with survivors should seek further support from technical experts and supervisors
with relevant expertise.

51 CASI CP GBV Field Cooperation Framework on Child and Adolescent Survivors. (Placeholder: to be launched in Jul/Aug 2021).
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Children should have a choice about what services they receive and from whom, recognizing that child
survivors are not a homogeneous group. For example, adolescent girls may feel more comfortable accessing
services through GBV services and spaces focused on women and girls, while adolescent boys may prefer to
access support through protection or health services.
For operational guidance on how CP & GBV actors can collaborate to support child survivors, see UNHCR (2021)
UNHCR Best Interests Procedure Guidelines: Assessing and Determining the Best Interests of the Child, p.98.
(See also Key consideration 10: Supporting caregivers when a child has been sexually abused).

Key consideration 18: Ensure clarity of roles between protection and MHPSS workers
Where multiple roles within an organization or team, or between organizations contribute to
MHPSS outcomes, it is crucial that staff and volunteers share a clear understanding of their
roles and responsibilities, how these roles relate to each other, and how they contribute
towards shared objectives.
For example, child protection teams sometimes include both CP and MHPSS workers (e.g.
MHPSS officers or psychosocial support officers), both offering forms of emotional and
psychological support.
If the unique contribution of each of these roles is not clearly defined, it can be confusing for both staff and
service users and can lead to tension, duplication of work and data protection risks.
When the roles and criteria for referral between them are clearly defined and well understood (e.g. a CP worker
providing case management and an MHPSS worker providing a specific psychological intervention), they can
offer effective and complementary supports as part of a comprehensive package of care.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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3.14
Protect and care for people in psychiatric hospitals
and other institutions
During humanitarian crises, people with mental, neurological and substance use (MNS) conditions or with
intellectual, developmental and psychosocial disabilities or cognitive impairments who are living in
psychiatric hospitals and institutions are at high risk of human rights violations such as physical and sexual abuse,
punishment, neglect, abandonment and lack of shelter, food or medical care.
Although community-based mental health care is recommended, many countries affected by humanitarian
crises rely mainly on institutional care (e.g. psychiatric hospitals, social care homes, residential homes, substance use
rehabilitation clinics).
These institutions are typically limited to major cities and are often not accessible to crisis-affected populations.
The care in such institutions is often grossly inadequate even before the onset of a crisis.
Humanitarian emergencies can damage physical structures and diminish staff numbers. People in psychiatric
hospitals and institutions may be abandoned by staff and left unprotected from the effects of natural disaster or
armed conflict. Living in an institution also isolates people from potential family protection and support, which
may be essential for survival in emergencies.
Furthermore, sudden discontinuation of psychotropic medications can be harmful and even lifethreatening.
CORE ACTIVITY
Protect and care for people in psychiatric hospitals and other institutions
Actions
Visit psychiatric hospitals and other institutions on a regular basis from the beginning of the crisis to assess
needs (in coordination with relevant government authorities).
Support efforts to ensure the physical security of persons in institutions and staff as needed (e.g. protection of
civilians and health facilities as per international humanitarian law, protection from infectious disease outbreaks
or diseases endemic in the country).
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Implement or strengthen human rights surveillance by external review bodies (if available), human rights
organizations or protection specialists.
Address protection concerns of men, women (including older persons) and children in institutions (e.g. protection
from neglect, abuse or coercive treatment by others, including by staff or other institutionalized persons).
Ensure that the basic physical needs of people in institutions are met in coordination with other sectors (e.g.
potable water, adequate food, shelter, clothing and sanitation), as well as their physical health needs (e.g. access
to treatment for physical disease and Injury).
Facilitate family tracing and communication with families for people living in institutions.
Ensure that proper evacuation, disaster response and emergency plans are in place (e.g. drafted,
disseminated and tested).
Ensure the provision of basic mental health care throughout the emergency (i.e. essential psychotropic
medications and psychosocial support).
Facilitate discharge whenever possible (e.g. if there is availability of family support and community-based
mental health care and access to basic needs including shelter, food and physical health care).
Provide an uninterrupted supply of psychotropic medications and other essential medical supplies and
equipment (based on a needs assessment of the facility), if needed.
If the crisis creates staff shortages, mobilize human resources from the family, the community and the health
system to assist with care.
Provide basic training and continued support and supervision to staff as needed (e.g. human rights in mental
health; managing crises without using coercive practices such as physical, mechanical or chemical restraints and
seclusion; ongoing care and ways to improve patients’ self-management; staff self-care).

Additional actions for consideration (depending on context and available resources)
Conduct a more comprehensive assessment of the facility, involving various stakeholders including service
users (e.g. using WHO QualityRights assessment and transformation toolkit).
Engage in community awareness raising and education to reduce discrimination and stigma and promote
community support, social inclusion and human rights (while actively involving people with lived experience of
mental health conditions).
Support the development of individualized person-centred recovery plans, involving multidisciplinary teams.
Support and ensure access for residents to a wide range of services and supports (e.g. rehabilitation, recreation
and spiritual services).
Provide additional training and supervision to staff (based on a training needs assessment).
Support steps towards deinstitutionalization and provide appropriate community-level care for persons with
severe mental illness (e.g. acute psychiatric units in general hospitals, provision of clinical mental health care as
part of general health facilities, case management, community support and social inclusion).

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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SECTION 4

ACTIVITIES AND
CONSIDERATIONS FOR
SPECIFIC SETTINGS
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4.1
Integrate MHPSS considerations and support into
clinical case management for infectious diseases
Outbreaks of infectious disease (e.g. COVID-19, Ebola virus disease, Zika virus disease) have major impacts on mental
health and psychosocial well-being. Stressors resulting from such outbreaks include social isolation, economic
hardship, disrupted daily routines (education, employment) and disrupted access to services, including mental
health care.
Persons admitted to health-care facilities can experience fear, uncertainty and social isolation. Those who lose
loved ones often have limited opportunities to mourn or to access support. There are often discrimination and
social stigma towards people with the disease and their carers, including health workers. Fear, depression and
worry are common, and rates of mental health conditions are likely to increase. It is therefore important to integrate
MHPSS considerations and support into clinical case management for infectious diseases but also to integrate
relevant MHPSS actions into the broader public health emergency response (see Key consideration 19: MHPSS as
part of the public health emergency response).

CORE ACTIVITY
Integrate MHPSS considerations and support into clinical case management
for infectious diseases
Actions
Adapt and translate materials where needed (e.g. orientation materials for staff, information, education and
communication (IEC) materials aimed at affected populations).
Identify MHPSS focal points to provide and coordinate services for MHPSS in all health facilities.
Ensure that every health facility has at least one person trained and a system in place to identify and provide
care for people with common and severe mental health conditions.
Orient health-care workers who are tasked with the management of persons with infectious diseases in basic
psychosocial support skills, in assessment and first-line clinical interventions and on drug-drug interaction
(e.g. medications for managing infectious diseases and psychotropic medication).
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Provide mental health and psychosocial support to persons with infectious diseases and their family
members, including children. This includes support for coping with acute and severe illness (e.g. acknowledging
and addressing distress, facilitating communication, ensuring respect and dignity).
Identify, manage and, as appropriate, refer infected people with new or pre-existing MNS conditions.52
Ensure that health facilities are equipped with needed supplies of essential psychotropic medications.
Integrate data on comorbid mental health conditions in clinical forms and health information systems.53
Include MHPSS considerations to mitigate protection risks and reduce psychological distress for infected persons
who are hospitalized (e.g. ensuring access to accurate and easily understood information about the condition and
the treatment, facilitating communication with family members remotely via phones or protective screens, facilitating
visits from religious leaders if desired, facilitating daily activities, especially for children (e.g. books, games)).
Establish links and referral mechanisms for persons affected and their family members to mental health-care
providers, livelihoods support, education, social services (including housing) and other relevant services and supports.
Establish opportunities for the bereaved to mourn and follow cultural traditions for safe and dignified burials,
based on their preferences and to the extent possible.
Protect the mental health of all responders and ensure that they can access mental health and psychosocial care.

Additional actions for consideration (depending on context and available resources)
Add to health-care facilities either a mental health professional (e.g. psychiatric nurse, psychiatric clinical
officer, psychologist) or a trained and supervised non-specialist whose work is dedicated part-time or full-time to
mental health care.
Facilitate community-level activities such as support groups for those who have been affected or are recovering
(if this can be done safely) (see also Activity 3.4. Support community-led MHPSS activities).
Provide psychological interventions for persons who have recovered from infectious diseases and for others,
including bereaved family members (see Activity 3.12. on psychological interventions).
Provide follow-up for persons with MNS conditions after discharge to assess their symptoms, ensure that they
are doing well and facilitate access to additional support and services as needed (e.g. through telehealth, where
available and appropriate).
Organize dedicated helplines to provide remote support to persons recovering from infectious diseases, their
families and the public.
Organize activities and positive messaging to honour people affected and front-line responders to reduce stigma.

52 WHO (2020). The impact of COVID-19 on mental, neurological and substance use services: results of a rapid assessment. Annex 3: Modifications for safe delivery of
MNS services and considerations towards restoration of activities. Available in English.
53 For example, see WHO clinical characterization forms for COVID-19: https://www.who.int/teams/health-care-readiness-clinical-unit/covid-19/data-platform
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Key consideration 19: MHPSS as part of the public health emergency response
Mental health and psychosocial support is an integral component in public health emergency
response to infectious diseases and contributes to saving lives.
MHPSS actors have a key role to play across several pillars of the public health emergency response,
including infectious disease case management, infection control measures, risk communication and community
engagement, safe and dignified funeral rites, and maintaining safe and accessible essential health services.54,55
In some public health emergencies, MHPSS might also be a specific stand-alone pillar linked to other pillars as a
cross-cutting issue.
MHPSS workers often play a central role in supporting people to change their behaviours and make
decisions that prevent the transmission of disease. The support and information that MHPSS workers
provide to affected individuals is often key to their decisions to enter quarantine or treatment facilities
and to cooperate with restrictions and procedures (e.g. isolation, contact tracing). When a person dies in
a treatment facility, MHPSS workers are often tasked with informing family members and facilitating safe
and dignified burial practices. MHPSS workers also support and advocate for people who have recovered
from infectious diseases, facilitating their safe reintegration into their communities and working with
other community members to address stigma and harmful misconceptions.
At-risk groups (e.g. older persons, persons with pre-existing MNS conditions, persons with disabilities,
women and girls) must be considered when planning and implementing outbreak response actions and when
adapting ongoing activities (e.g. appropriate targeting of these populations; developing accessible messages).
There should be at least one person (and where possible two persons, one male and one female) and a
system in place to provide and coordinate services for MHPSS in all facilities engaged in the infectious disease
outbreak response (health, education, camps, social services and others).56
The MHPSS MSP Web Platform provides additional guidance for using the MHPSS MSP in the public
health emergency response to infectious disease outbreaks, including considerations and actions relevant
to each MSP activity.

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.

54 WHO. (2021). COVID-19 Strategic Preparedness and Response Plan (SPRP 2021). https://www.who.int/publications/i/item/WHO-WHE-2021.02
55 WHO Executive Board, Promoting mental health preparedness and response for public health emergencies. 20 January 2021. https://apps.who.int/gb/ebwha/
pdf_files/EB148/B148(3)-en.pdf
56 IASC Reference Group on MHPSS in Emergency Settings (2020). Information Note on Updating Humanitarian and County Response Plans to Include COVID-19
Mental Health and Psychosocial Support (MHPSS) Activities. Available in English.
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4.2
Provide MHPSS to persons deprived of their liberty
In humanitarian crises, adults and children may be deprived of their liberty for a variety of reasons: for example,
they may be held in administrative detention or immigration detention while attempting to seek safety
and protection across borders and on migration routes, or be placed in detention because they are (suspected)
combatants or affiliated with fighting forces.
People living with pre-existing and severe mental health conditions may also be held in detention or at other
locations, instead of receiving appropriate mental health care. Further, people may develop mental health conditions
(e.g. depression, anxiety) and/or misuse substances such as drugs or alcohol as a way of coping.
Providing access to MHPSS services for people deprived of their liberty can be a life-saving intervention
and can help to ensure that their rights are upheld.

CORE ACTIVITY
Provide MHPSS to persons deprived of their liberty
Actions
Provide training to staff conducting monitoring visits of the institution/detention centre to identify and refer
people with mental health conditions, provide basic psychosocial support, facilitate communication and make
links to needed services (including mental health care and specific supports for survivors of sexual violence and
torture, and restoring family links).
Set up a system of referral and consultation with mental health care providers when needed.
Train detention/facility administrators and staff on the identification of MHPSS needs and referral pathways.
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Additional actions for consideration (depending on context and available resources)
Set up mental health outreach services (e.g. assessment, psychological interventions and psychotropic
medication if needed) to detention facilities.
Advocate to managers and staff at detention facilities for MHPSS considerations to minimize psychological
distress (e.g. maintaining family and social connections).

Guidelines, standards and tools
Click here to access relevant guidelines, standards and tools.
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https://mhpssmsp.org/
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