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Mental health and psychosocial support in 
humanitarian settings

• Consensus among UN 
agencies, INGOs, donors

• Proliferation of tools
• Standardisation 
• Professionalisation
• Task-sharing/ systems of 

care

Major growth of MHPSS since 2007

(Jones & Ventevogel World Psychiatry 2022)
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In 2024
• 1.2 million MHPSS consultations
• 498 health staff trained in identification and 

management of priority mental, neurological and 
substance use disorders using the mhGAP approach;

• 922 people to deliver scalable psychological 
interventions;

• 8,265 community health volunteers and other 
volunteers in Psychological First Aid or Basic 
Psychosocial Skills.



Humanitarian work affected by funding cuts
• Less funds for humanitarian programming

– Many agencies affected: WHO, UNICEF, UNFPA
– UNHCR; less funds. Accelerated phasing out for health in some 

countries
– NGOs that were directly funded by Govts especially US
– Others e.g. MSF less affected but have to deal with enormous 

increase in demands so they also need to make sharp choices
• Restructuring of the humanitarian system
à “Hyperprioritisation”



Mental health and 
psychosocial support 
disproportionally affected 

• Not life saving (?)
• Effects harder to measure
• Not a sector in itself
• Mental health becoming 

less popular among some 
govt donors

“Mental health only becomes a humanitarian need in 

situations where people’s distress, sadness, uncertainty 

and anger is not sufficiently resolved by community-led 

caring, or the healing that comes from their own agency in 

their wider socio-economic recovery.” (Slim, 2023)



Example
Gambella (Ethiopia)

2024
• 380,000 refugees
• MHPSS in health (ex: IMC, ARRA) 

and with standalone programmes 
(ex:CVT) in child protection and 
education (Bethany, Save the 
Children)

• 38 MHPSS staff (27 nationals/ 11 
refugees)

• Active TWG: NGOs, UN agencies

2026
• 450,000 refugees (new emergency)
• Almost all MHPSS services stopped

– No psychologists left
– No psychiatric staff
– Community centres closed. 
– Volunteers not supported

• Some mental health in primary care 
but almost no medication

• Coordination group collapsed
• Deployee MHPSS Surge Support.
• Some support for new influx



What now???
Can MHPSS survive?



1. Strengthen the capacities of local 
communities and refugee led organisations
Problem 
• MHPSS remains dominated by international actors, funding 

structures favour Global North organisations (expensive)
Solution
• Community-driven models. Participatory and locally owned 

approaches with local and refugee-led organisations
Challenge
• Capacity strengthening takes time and funds
• “Task dumping” 



Example: Rohingya para counsellor 
Monowara in Bangladesh
• Monowara, a Rohingya refugee lives on Bhasan Char, an island 

designated by the government to host Rohingya refugees
• She speaks about her work as a community para-counsellor and 

briefly explains how she supports both adults and children. 
• Monowara has been trained in scalable psychological 

interventions such as Integrative Adapt Therapy (IAT) and Early 
Adolescent Skills for Emotions (EASE).

• She speaks in the Rohingya language, with English subtitles. 





2. Integrating MHPSS into national service 
delivery systems
Problem
• Emergencies are often protracted, requiring long-term responses
• Parallel NGO-led MHPSS services address needs but ultimately 

unsustainable
Solution
• Shift from fragmented interventions to government-led approaches
• Development actors and multilateral banks can support system 

resilience. Example: World Bank Window for Host Communities and 
Refugees.

Challenge
• National MHPSS systems are often weak



Example: Kurdistan Region Iraq
• Integrating mental health into 

health facilities
• Link community volunteers to the 

health centres
• Supervision by psychiatrists/ 

psychologists from national 
system

• Progressive handover Sulaymania 
– Erbil - Dohuk

• PM+ training of PS staff in clinics
• Transition plan accelerated due to 

funding cuts



3. Integration of MHPSS into all sectors



MINIMUM SERVICE PACKAGE
Mental Health & Psychosocial Support



Burundi



Multistakeholder pledge 
(Global Refuge Forum 2023) 

• Leadership of Group of Friends for Health and MHPSS: Govts of Germany 
& Netherlands, EC and Amal Alliance (NGO) + WHO/ UNHCR 

• Multistakeholder pledge envisages to
– “make substantive progress towards the systematically integration of mental health and 

psychosocial support (MHPSS) in humanitarian, development, and peace-building 
programmes to foster access to quality services and support for all refugees and host 
communities in at least 15 refugee-hosting countries, enabled by financial, material and 
technical support”

• 116 MHPSS pledges submitted by 95 entities
• More pledges being received (Yes, this is an invitation!!!)



New partnerships
• Operational research; with components for capacity strengthening 

and service delivery (ex: Uni of Wisconsin: KenTanBur)
• Academic involvement of local universities eg in Ethiopia 

(Addis/Toronto). Perhaps twinning with universities in HIC?
• Sponsorship of professionals to get training (Mental Health in 

Complex Emergencies course 75 hrs online synchronous/ 
asynchronous)

• Private sector initiatives: Example: Greentree Collaboration



Multi stakeholder collaborations: 
Greentree Acceleration Plan
• Initiated by UN Deputy Secretary-General  

and Wellcome Trust. 
• Collaboration among government, UN 

agencies, INGOs, nNGOs, private donors, 
refugee led organisations

• Sudanese refugees in eastern Chad
Three pillars: 
1. Strengthen national mental health system 

through policy development and workforce 
capacity building 

2. Widely delivering PM+ for all with an 
added livelihoods component for 
vulnerable women 

3. Provide support to children and youth 
through the intervention ‘Team Up’, using 
structured play and psychosocial support



Dr Tayseer Ibrahim, 
founder of the
Voluntary Association 
Female Doctors Sudan, 
in Kassala, Sudan



In conclusion:

1. Strengthen the capacities of local communities and refugee led 
organisations

2. Integrating MHPSS into national service delivery systems
3. Integration of MHPSS into all sectors

We need:
• Innovative partnerships (including private sector, academia and displaced 

populations)
• Collective and joint implementation


