
 

 

[1]STANDARD 10 
Mental Health and Psychosocial Distress 

[2]The composite term mental health and psychosocial support (MHPSS) refers to “any type of local or 

outside support that aims to protect or promote psychosocial wellbeing and prevent or treat mental 

disorders.” (IASC Guidelines on MHPSS in Emergency Settings, 2007).  [3]A broad range of actors are 

involved in MHPSS work (including health, protection, education, nutrition and others).  [4]Coordinated, 

multi-layered and integrated approaches are required to ensure the appropriate holistic support to 

people with psychosocial distress or mental health conditions.  

[5]Humanitarian crisis and protracted displacement cause significant psychological and social suffering to 

affected populations. [6]During an emergency, protective factors are likely to be disrupted resulting in a 

breakdown of community networks and support systems. [7]Persistent adverse events such as armed 

conflict, family separation, explosive reminants of war and witnessing brutal violence, expose children 

and their caregivers to heightened risk factors and may result in acute and potentially chronic distress 
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reactions. [8]Furthermore, a lack of credible and accurate information, the spreading of rumours, 

inappropriate aid delivery, displacement and overcrowding in camp and urban environments are major 

sources of stress, confusion and insecurity.  [9]The psychological and social impacts of emergencies may 

be acute in the short-term, but they can also undermine the long-term mental health, psychosocial 

wellbeing and development of the affected population. 

[10]Children are particularly vulnerable in emergencies. [11]It is important to identify children and 

caregivers who may be at additional risk or have pre-existing conditions in ways that do not stigmatise 

them. [12]Children who have experienced adversity may show changes in social relations, behaviour, 

physical reactions, emotions and spirituality. [13]Particularly damaging is the impact of high levels of 

stress due to trauma, violence, abuse, neglect or deprivation during early childhood and adolescents, 

when the brain and attachment bonds are in the most rapid period of development. [14]Common age 

and developmental stage-dependant reactions in children may include difficulty sleeping, nightmares, 

aggressive behaviors, toiletting difficulties (including bed-wetting), withdrawal, problems concentrating, 

guilt, and temporary regression to previous developmental stages, among others.   

 

[15]With the establishment of safety and appropriate care most reactions in children subside with time. 

[16]However, without adequate care and protection, these signs of distress may worsen and lead to 

prolonged distress, general health and mental health conditions, and negative coping mechanisms, such 

as substance abuse, behavioural issues and suicide. [17]The mental health and psychosocial wellbeing of 

caregivers also has a critical impact on children's wellbeing, and Child Protection actors should consider 

support to caregivers as a priority in their programming. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

[18]Multi-layered supports  

 

Layer 4: 

 Psychological or psychiatric supports by mental health specialists (psychiatric, nurses, clinical psychologists, psychiatrists, social 

workers etc) for people with severe mental health conditions. 

 

Layer 3: 

 Case management 

 Stuctured interventions for individuals, families and/or specific at-risk groups 

 Emotional and practical support by community workers 

 Support groups (eg for survivors of SGBV, adolescent mothers, or CAAFAG).  

 Family tracing and reunification 

 Psychological first aid 

 Basic mental healthcare by primary healthcare doctors (e.g mhGAP) 
 

Layer 2:  

 Restoring or activating social networks 

 Communal traditional supports and peer-to-peer support 

 Structured age, gender and disability-appropriate psychosocial programmes 

 Support the creation of community-managed safe spaces 

 Building the capacity of community-based child protection committees, teachers and parents 

 Caregiver groups 

 

Layer 1: 

 Community awareness-raising activities related to mental health and psychosocial support, protection and referral pathways  

 Advocacy for basic services that are safe, socially appropriate and protect dignity and wellbeing 

 Advocacy for safety and security of the affected-population and groups more at-risk. 

 Ensuring non-discriminatory access and participation in basic services and programme planning  

 Sensitization of other sectors on mental health and psychosocial concerns  

 Dissemination of information on the current situation, relief efforts and available services. 



 

STANDARD 
[19]Girls, boys and their caregivers experience improved mental health and psychosocial well-being.  

Key actions 

PREPAREDNESS 

10.1 [20]Carry out an interagency, cross-sectoral review of existing information. The review should 

include analysis of:  

 [21]Pre-existing and newly activated community-based support systems/networks;  

 [22]Cultural understanding of mental health conditions, psychosocial wellbeing and distress, 

and traditional coping mechanisms; 

 [23]Risk factors for children and caregivers, including geographical analysis of living 

conditions (e.g., urban/rural, informal settlement, slum, urbanising refugee camp) and 

groups that may be highly vulnerable; 

 [24]Mental health and psychosocial support service providers and existing capacities; 

 [25]Types and prevalence of mental health disorders, disagreggated by age and sex, but 

avoid conducting prevalence studies when data is available elsewhere. 

 

10.2 [26]Raise awareness of MHPSS issues and provide preparedness training for Child Protection staff 

and other multi-sectoral humanitarian actors, government counterparts, local authorities, 

teachers and community members (including service user organisations), on:   

 [27]Basic supportive listening skills and psychological first aid (PFA);  

 [28]The IASC Guidelines on MHPSS and IASC Guidelines on Inclusion of Persons with 

Disabilities; and,  

 [29]Prevention, response and referral mechanisms for the mental health and psychosocial 

wellbeing of children and caregivers. 

10.3 [30]Establish and enforce organisational mechanisms for the prevention of sexual exploitation 

and abuse, and for staff and volunteer care and wellbeing, with an emphasis on those likely to 

be on the frontline engaging in protection and MHPSS work.  

 

 

RESPONSE 

10.4 [31]Participate in an inter-cluster/ sector MHPSS technical working group to ensure an effective 

gap analysis, service mapping and referral system for children and caregivers.  

10.5 [32]Include MHPSS elements in the (Child) Protection Humanitarian Needs Overview (HNO), 

Humanitarian Response Plans (HRP), indicators and budgets. [33]Where multi-sectoral strategies 

are already established (e.g., within local municipalities), encourage the integration of MHPSS 



 

for children and caregivers.  

10.6 [34]Work closely with other sectors to identify and refer children and caregivers who need other 

services, which may include higher level MHPSS services, including clinical psychological or 

psychiatric interventions. [35]Other sectors/ clusters also serve as entry points for MHPSS 

activities for children and caregivers.  

10.7 [36]Strengthen pre-existing community networks to provide psychosocial support and protection 

to all affected children and caregivers. [37]Community networks should be inclusive and allow 

for meaningful participation.   

10.8. [38]Conduct training needs assessments of existing and required MHPSS capacities. 

10.9 [39]Provide information and training on basic psychosocial and emotional support for children 

and caregivers (e.g., child-to-child PFA and peer support) and how to carry out effective fun and 

inclusive activities for children.  

10.10 [40]Ensure spaces in the community (e.g., public spaces for recreation, communal spaces or 

information centres) to conduct age, gender and disability-inclusive activities for children and 

caregivers. [41]Allocate space for specific MHPSS activities such as support groups, youth clubs, 

mother-baby programmes and cultural activities. 

10.11 [42]Protect children from further risks and lifelong harm by developing early childhood care and 

development programmes, programmes to meet the needs of school-age children, adolescents, 

and supportive programmes for caregivers. 

10.12 [43]Provide focused MHPSS interventions, facilitated by trained child protection and health staff, 

social workers and volunteers.  

10.13 [44]Integrate relevant age, gender and culture-sensitive MHPSS into the case management plans 

of children and caregivers receiving protection and health assistance. 

10.14 [45]Ensure access to specialised services for children with severe symptoms (e.g., children with 

self-harm and suicide, children with severe behavioural problems and adolescents with 

symptoms of psychosis). [46]When specialised services are not available, and upon an analysis of 

available opportunities, Child Protection actors should identify alternative interventions for the 

family and individual that prevent the further deterioriation of their well being. 
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Indicator TARGET NOTES 

(1) [48]The denominator can be the number of children in relevant 

communities within a time period since the response started. 

(2) [50]Family and community social structures (sometimes viewed as 

‘systems’) may be formal or informal.  [51]They can provide an 

environment for social sohesion and building trust so that individuals 

can be supported in a wider social network.  [52]Social, community 

and family supports enable individuals to continuously learn and 

adapt to meet development milestones. [53]Examples of such 

structures include (but are are not limited to) family tracing and 

reunification systems, formal education structures. 

(3) [55]Ability to cope with problems : for example through stress 

management skills, conflict management, problem-solving skills, 

parenting skills, knowledge of where to seek help or information and 

resources needed to access care. 

(4) [57]At risk group: for example, malnourished infants, children 

associated with armed forces/ groups, survivors of sexual violence, 

children with mental disorder and/ or disability.  [58]Examples of 

focused care: cognitive stimulation, case management, psychological 

interventions, and/ or individualised traditional healing ceremonies. 

(5) [60]Measured by SOP for referrals, service mapping document, IASC 

MHPSS Referral Guidance Note and Form, and staff and volunteer 

knowledge of referral SOPs. 

 

[61]General notes: Disaggregate all indicators by sex, age and disability. 

10.1 [47]Number of people with mental health and 

psychosocial problems who report receiving 

adequate support from family members. 

80%
 

10.2 [49]Percentage of family, community and 

social structures that promote the well 

being and development of girls, boys and 

their caregivers.  

70% 

10.3 [54]Percentage of surveyed caregivers and 

children who report increased ability to 

cope with problems.   

70%
 

10.4 [56]Number of boys and girls per at-risk 

group receive appropriate focused care.  

80%
 

10.5 [59]Percentages of services and community 

programmes that apply procedures for 

referral of people with mental health and 

psychosocial problems.  

90% 
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Guidance notes  

[61]10.1. Community participation and empowerment of children and families: 

[62]Girls, boys, women and men should be active partners in decisions that affect their lives – for example, 

by being involved in relief efforts, initiatives that encourage older children to work with younger children, 

peer support initiatives for adolescents, cultural, religious and artistic networks, service-user disability 

organisations, caregiver support groups and parent associations. [63]Girls, boys and caregivers with 

mental health and psychosocial conditions, should be included in regular family and community 

activities along with other children and adults. [64]Strengthening the capacity of caregivers, families and 

communities to support one another, and specifically children with mental health conditions, is an 

effective and sustainable approach for promoting the wellbeing of all community members.  

[65]10.2. Psychological First Aid (PFA):  

[66]PFA describes a humane, supportive response and approach to a fellow human being who is suffering 

and may need support. [67]It includes factors that are helpful to people’s long-term recovery including: 

feeling safe, connected to others, calm and hopeful; having access to social, physical and emotional 

support; and feeling able to help themselves, as individuals and communities. [68]PFA is suitable for 

distressed children and adults who have been recently exposed to crisis events. [69]However, not 

everyone who experiences a crisis event will need or want PFA. [70]Do not force help on people who do 

not want it, but make help easily available to those who may want support. [71]PFA can be learned and 

provided by children, community members and humanitarians. 

[72]10.3. Focused support:  

[73]Child protection staff should be trained and supervised, to identify children and caregivers with 

mental health conditions and to provide focused support. [74]These interventions provide a wide range of 

critical problem-solving and cognitive skills that substantially increase the capacity of an individual and 

family to cope with adversity, improve wellbeing and overall functioning. [75]Such interventions must be 

adapted to the population group and the context, and can be delivered by lay persons under close 

supervision and continued mentorship. [76]Wherever possible, the child’s caregiver should be trained and 

supported to provide interventions, specifically the caregivers of children with developmental problems 

and intellectual disabilities.   

[77]10.4. Mental Health conditions 

[78]In many humanitarian contexts, mental health and social worker: services, training and supervision 

schemes are inadequate. [79]Agencies should promote the inclusion of mental health for children and 

caregivers into general health and social care. [80]The UNHCR/ WHO mental health Gap Humanitarian 

Intervention Guide (mhGAP-HIG) includes approaches for managing priority mental, neurological and 

substance-use conditions commonly observed in humanitarian contexts, such as acute stress and grief. 



 

[81]Boys girls and caregivers with mental health conditions, including children with developmental and 

intellectual disabilities and individuals institutionalised due to a mental disorder, need to be well 

protected, and must receive adequate care. [82]The institutionalisation of children with mental health 

conditions is discouraged in lieu of family support and alternative care arrangements. [83]Where more 

specialised treatment is indicated consult a mental health professional and refer if necessary.  

[84]10.5. Early childhood: 

[85]Early childhood covers the period from before birth (support to pregnant women) through to 

primary school. [86]For at-risk children and their caregivers (e.g., mothers with a severe mental health 

condition), parenting interventions that promote nurturing pre-and post-natal care and mother-infant 

interaction, including psychosocial stimulation, early learning and responsive care, should be offered. 

[87]These programmes can be delivered within ongoing community programmes, in mother-and-child 

health programmes, in nutrition programmes or in early childhood development centres. [88]Make 

efforts to ensure that all early childhood programmes are accessible, disability-friendly, and that they 

also address the caregivers' situation and wellbeing.  

[89]10.6. Support to caregivers and families: 

[90]Families and caregivers are the most important source of protection and well-being for children.  

[91]Such support may be strengthened or weakened or even become dysfunctional after an emergency. 

[92]Helping families and caregivers regulate their own distress and re-establish their capacity for good 

parenting is vital for their own psychological wellbeing and that of their children. [93]Joint activities 

working with the family as a unit to strengthen the attachments between children and caregivers are 

recommended. [94]This is particularly important for infants and children with developmental problems 

and intellectual disabilities, and parents with a mental health condition. [95]Making available culturally 

appropriate and accessible information on positive parenting and constructive coping and care methods, 

awareness of harmful practices, and helping people to hold traditional grieving ceremonies after the loss 

of a family member, are all useful steps in supporting mental health and psychosocial wellbeing. 

[96]10.7. Monitoring and Evaluation for MHPSS: 

[97]Participatory monitoring and evaluation is part of good humanitarian programming practice. [98]It is 

important that affected populations and other relevant stakeholders are actively involved in defining the 

objectives of mental health and psychosocial programming. Share monitoring and evaluation 

information, in appropriate formats, with individuals and communities benefiting from the 

interventions. [99]Mental health and psychosocial wellbeing indicators should be measured by 

combining quantitative data collection methods (e.g., pre and post-questionnaires including counts, 

numbers, percentages, and ratios that provide precise data), and methods which measure qualitative 

data (using focus-group discussions, key informant interviews and observations in the community). 

[100]Detailed guidance on monitoring and evaluation of MHPSS programmes is available in the IASC 

Common Monitoring and Evaluation Framework.  



 

 

[101]10.8. MHPSS staff and volunteer ethics, skills and competencies  

[102]The integrity, skills and competencies of staff and volunteers have a direct effect on the quality of 

MHPSS interventions and their outcomes for children and caregivers. [103]Training and other capacity 

building initiatives are required on the inclusion of children with mental health conditions in child 

protection activities, prevention of sexual exploitation and abuse, child development, child protection, 

supportive communication skills, and strong facilitation skills which support fun, safe, inclusive and 

dignified participation of affected children and caregivers. [104]Supervision mechanisms must be in place 

to ensure staff and volunteers maintain the highest ethical standards, have support to safely apply any 

new skills, and to provide guidance on the management of individual cases. [105]Further, clinical 

supervision for providers of psychological interventions helps ensure the correct protocols are being 

followed and protects helpers and children from potential harm.  

 

[106]10.9. Staff and volunteer wellbeing 

[107]Staff and volunteers implementing Protection and MHPSS interventions are exposed to a wide 

range of stressors, including exposure to atrocities, violence and human suffering, as well as high work 

demands and insecure environments. This places them at risk of cummulative stress and burnout. 

[108]When staff or volunteers’ acute distress is so severe that it limits their basic functioning, the ability 

to conduct their work, or that they are judged to be a risk to themselves or others, they must stop 

working and receive immediate care from a mental health professional. [109]The accumulation of risk 

factors makes staff and volunteer wellbeing a critical matter to address, and mechanisms to support 

staff and volunteer care need to be applied and embedded into organisational culture by senior 

management.  
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