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This guide includes samples of Orientation Seminars developed to inform specific target audiences about the  Inter Agency Standing Committee (IASC) Mental Health and Psychosocial Support (MHPSS) Guidelines for Emergency Settings.  The samples include: 

· Orientation Seminar – Food security staff 
· Orientation Seminar – Water, sanitation and hygiene staff (WASH)
· Orientation Seminar – Education staff
· Orientation Seminar – Donors 


· Orientation Seminar – Media   





· Orientation Seminar – General aid workers 
These seminars were first designed during a TOT of the IASC Reference Group on Mental Health and Psychosocial Support (October 2008) and then enhanced for this guide. They are samples and will need modification according to the culture and context where they will be used. They can be presented with or without power point. They follow a 6 part seminar design which is one model that can be used for the development of other Orientation Seminars. The 6 part design used for these Orientation Seminars includes:   
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The process of assessment varies but always includes a review of the participants’ context, capacities, learning needs to determine if and how they can utilize the IASC MHPSS Guidelines in their work. First, the Trainer decides what specifically s/he needs to know about the participants. Then, Trainers collect this information directly from the future participants and/or from their employers, donors, other organizations and seminar sponsor, through written questionnaires, and (direct and/or online) discussion, field visits to observe activities and discussion with recipients of activities where appropriate etc.
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The assessment findings lead to the design of an Orientation Seminar with specific goals that will enhance the participants’ utilization of the IASC MHPSS Guidelines. The goals can lead to participants acquiring knowledge, enhancing skills and modifying attitudes.
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Orientation Seminars are outlined step-by-step and include: 

· Content (outlined in parts)
· Training methodologies (ranging from participatory presentations, lectures, discussions, experiential learning) 
· Timing
· Practical application of what is taught
· Way forward (ideas about how to practically apply what is learned) 
· Trainer’s summary of key points  
· Plan for follow-up (including ongoing supervision, training etc.) 
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The learning process is monitored throughout the Orientation Seminar to ensure that participants understand what is being taught. Monitoring can be done by asking participants specific questions about what they have learned, or asking them to summarize what they have learned as well as from listening to their responses from small groups to see if they have utilized what has been taught etc. 


[image: image6]
It is essential that each Orientation Seminar includes a specially designed method for evaluation to: 

· Determine whether what the participants’ learn during the seminar actually leads them to enhance their utilization of IASC MHPSS Guidelines in their work.

· Improve future seminars.
Methods of evaluation can include:

· Participants’ evaluations of the seminar via written structured or semi-structured questionnaires immediately after the seminar to evaluate their immediate response to the value and clarity of the content, training methodology and initial reactions about what they learned and its relevance and applicability to their work.

· Pre and post tests (immediate and months later) via written structured questionnaire  to evaluate and compare what the participants  knew before the training to what is learned and known after the training to gauge what is actually learned. 

· Pre and post tests (immediate and months later) via visits to participants’ work sites to compare their ability to effectively integrate the IASC MHPSS Guidelines into their actual work compared to what they did prior to the seminar.

· Pre and post tests (immediate and months later) via discussions and/or written questionnaires with participants’ employers, donors, collaborating organizations, seminar sponsors, recipients of services and others to compare participants’ knowledge and ability to effectively integrate IASC MHPSS into their actual work.
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Participants are provided with related reading materials distributed in the appropriate language which include the full IASC MHPSS Guidelines and/or its Checklist for Field Use as well as the resources recommended at the end of the relevant Action Sheets. 
To ensure the accuracy of the learning, Trainers also send participants the seminar notes, power point presentations and summaries of all small group presentations.
(

The following is an example of an Orientation Seminar for Food Security staff as recommended in the IASC MHPSS Guidelines. The design follows six parts: 1/ Assessment 2/ Goals 3/ Seminar Step-by-step 4/ Monitoring of learning during the seminar 5/ Evaluation and 6/ Reading and Handouts. Since every group participating in an orientation has different needs and expectations, the following Orientation Seminar is only one example and must be modified to fit the context and capacities of every training group.
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To design an Orientation Seminar that specifically meet the needs of their trainees, Trainers facilitate an assessment prior to designing the seminar that includes a review of the existing knowledge, needs and expectations of the future trainees and the needs, problems and context of the situation in which they work.

	What does the Trainer want to know?
	How does the Trainer collect the information?

	Outcome of Food Security Assessments
	Request copies of the assessments from the relevant agencies. 

When possible, discuss with Food Security supervisors and/or program directors the most essential results of food security assessments. 

	Actual situation and operations within the Food Security operation, its current challenges, coordination and integration with other partners.
	Visit Food Security operations to observe the existing services. 

Discuss the Food Security operations with a small cross section of the recipient population.

Discuss the Food Security operations with other partners/clusters.

	Level of understanding of supervisors and/or program director and future participants about the concepts included in the IASC MHPSS and how their Food Security services influence MHPSS.
	Interview supervisors and/or program directors to discuss their understanding of the IASC MHPSS Guidelines key concepts and how Food Security services and staff can support MHPSS. 

	How existing Food Security staff and operations presently support and/or are contrary to the IASC MHPSS guidelines and why.
	Discuss rationale behind existing Food Security services and how they presently support MHPSS.
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Based on the assessment, the Trainer determines the goals for this Orientation Seminar. It is necessary to include the global goals found in the IASC MHPSS Guidelines and Action Sheet 9.1 as well as include how this specific Food Security operation can utilize the IASC MHPSS Guidelines in its context. Some goals could include:

· Increase the understanding of the Food Security participants about the importance of their operation to the MHPSS of the people.

· Increase the understanding of the Food Security participants about HOW they can support MHPSS through their operations.

· Agree to work with Food security to cooperatively complete an assessment using a participatory approach that can lead to a clearer understanding of the peoples’ problems, needs and resources related to the food security operation.

· Facilitation of collaboration between Food Security and other partners towards greater provision of operations that facilitate MHPSS.
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The following is an example of an Orientation Seminar for Food Security participants based on the goals above. This seminar is 240 minutes or 4 hours. It can be taught in one day with 2 / two hours sessions each with a break and with lunch in the middle of the sessions. Or, it can be taught for 2 hours on two different days. It is best if the Orientation Seminar is co-facilitated with someone from the Food Security operation. The seminar outline: 

	Content
	Training Methodology
	Minutes

	Introduction: Trainers and Participants / Goals of the Orientation Seminar
	Brief presentations by Trainer and Participants including:

· Trainers: Name / Relevant background

· Participants: Names / Work sites / Job titles / Previous MHPSS training

· Trainer: Presentation of seminar goals.
	10 

	Part1: 

How food security operations can affect people’s MHPSS


	Trainer role play with full group: Trainer asks 3 participants (one after another) to play the roles of people affected by an emergency asking for food assistance.  

The roles could include:

· Elderly / disabled woman

· Widow with a baby

· Adult man with a family

Trainer role plays in an exaggerated NEGATIVE way how a Food Security person should NOT behave towards them. 

Trainer asks questions with full group: When adults need food how do they feel asking someone to provide it for them? When parents need food for their children how do they feel asking someone else to provide it?

Trainer with full group: Please think of 3 key words that describe how you might feel if you could NOT feed yourself and/or your family? Please share the 3 words with the group.
	20 

	Part 2: Understanding the link between humanitarian operations and MHPSS.
	Trainer provides a brief overview of the IASC MHPSS Guidelines 

(Could use power point).

“These guidelines reflect the insights of practitioners from different geographic regions, disciplines and sectors, and reflect an emerging consensus on good practice among practitioners. The core idea behind them is that, in the early phase of an emergency, social supports are essential to protect and support MHPSS. In addition, the guidelines recommend selected psychological and psychiatric interventions for specific problems.”

“In emergencies, not everyone has or develops significant psychological problems. Many people show resilience, that is the ability to cope relatively well in situations of adversity. There are numerous interacting social, psychological and biological factors that influence whether people develop psychological problems or exhibit resilience in the face of adversity.”

“These guidelines were designed for use by all humanitarian actors, including community-based organisations, government authorities, United Nations organisations, non-government organisations (NGOs) and donors operating in emergency settings at local, national and international levels. The orientation of these guidelines is not towards individual agencies or projects.”

“Implementation of the guidelines requires extensive collaboration among various humanitarian actors: no single community or agency is expected to have the
capacity to implement all necessary minimum responses in the midst of an emergency.”

“These guidelines are not intended solely for mental health and psychosocial workers. Numerous action sheets in the guidelines outline social supports relevant to the core humanitarian domains, such as disaster management, human rights, protection, general health, education, water and sanitation, food security and nutrition, shelter, camp management, community development and mass communication.”

IASC MHPSS Core Principles:

1. Human rights and equity; Humanitarian actors should promote the human rights of all affected persons and protect individuals and groups who are at heightened risk of human rights violations. Humanitarian actors should also promote equity and non-discrimination. 

2. Participation; Humanitarian action should maximise the participation of local affected populations in the humanitarian response. In most emergency situations, significant numbers of people exhibit sufficient resilience to participate in relief and reconstruction efforts. 

3. Do no harm; Work on mental health and psychosocial support has the potential to cause harm because it deals with highly sensitive issues. Humanitarian actors may reduce the risk of harm in various ways, such as:  Participating in coordination groups to learn from others and to minimise duplication and gaps in response;  Designing interventions on the basis of sufficient information; Committing to evaluation, openness to scrutiny and external review; Developing cultural sensitivity and competence in the areas in which they intervene/work; and developing an understanding of, and consistently reflecting on, universal human rights, power relations between outsiders and emergency-affected people, and the value of participatory approaches. 

4. Building on available resources and capacities; All affected groups have assets or resources that support mental health and psychosocial well-being. A key principle, even in the early stages of an emergency, is building local capacities, supporting self-help and strengthening the resources already present. Externally driven and implemented programmes often lead to inappropriate mental health and psychosocial support and frequently have limited sustainability. Where possible, it is important to build both government and civil society capacities. 
5. Integrated support systems; Activities and programming should be integrated as far as possible. The proliferation of stand-alone services, such as those dealing only with rape survivors or only with people with a specific diagnosis, can create a highly fragmented care system. 

6. Multi-layered supports; In emergencies, people are affected in different ways and require different kinds of supports. A key to organising mental health and psychosocial support is to develop a layered system of complementary supports that meets the needs of different groups (see Figure 1). All layers of the pyramid are important and should ideally be implemented concurrently. 
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Action Sheet 9.1: “In many emergencies, hunger and food insecurity cause severe stress and damage the psychosocial well-being of the affected population. Conversely, the psychosocial effects of an emergency can impair food security and nutritional status. Understanding the interactions between psychosocial well-being and food/nutritional security enables humanitarian actors to increase the quality and effectiveness of food aid and nutritional support programmes while also supporting human dignity. Ignoring these interactions causes harm, resulting for example in programmes that require people to queue up for long hours to receive food, treat recipients as dehumanised, passive consumers, or create the conditions for violence in and around food deliveries.”

Trainer defines “psychosocial well-being”. Definition: The term ‘psychosocial’ emphasizes the close connection between psychological aspects of our experience (that is, our thoughts, emotions, attitudes and behavior) and our social experiences (that is, our relationships, traditions, spirituality and culture) The association of these two elements in the term ‘psycho-social’ demonstrates the close and dynamic relationship and interaction between the two, each continually influencing the other. (UNICEF, 2002)
Definition: Psychosocial well-being refers to the psychological adjustment of an individual in relation to his or her social environment. (UNICEF, 2002)

Food Security operations can positively support or damage the psychosocial well-being of individuals, families, communities and full populations who require their assistance. 

Trainer questions full group: How can food aid positively affect the way people affected by emergencies feel and support a positive sense of psychosocial well-being?


The list of responses can include:

· Reduce stress

· Reduce fear

· Promote community support 

· Promote family cohesion etc.

· Promote self-respect and dignity

· Increase hope

· Decrease feelings of helplessness

· Provide constructive activity

· Increase children’s confidence in their parents’ ability to care for them.

Trainer presentation continues: Trainer defines Mental Disorders. Definition: “Mental and behavioural disorders are clinically significant conditions characterized by alteration in thinking, mood (emotions), or behaviour associated with personal distress and/or impaired functioning. Mental and behavioural disorders are not just variations within the range of “normal”, but are clearly abnormal or pathological phenomena.” (World Health Organization, 2001)
Without proper support and treatment, people with mental disabilities can be vulnerable. To ensure the care and safety of people with mental disorders, food security staff needs to: set up mechanisms to be sure that they are fed adequately and have family and community support, are referred to health services, and are consistently monitored to be sure that they are safe and protected.

	55



	Part 3: 

Actions that Food Security operations can take to facilitate MHPSS and how to deal with the challenges.  
	Trainer with full group: Trainer hands out IASC MHPSS Action Sheet 9.1 and they review Table: Social and psychological factors relevant to food aid (See Table below.)

Trainer with full group: Trainer reviews each Key Action listed in Action Sheet 9.1 and asks participants for positive examples, from their experiences, that show how Food Security uses this to enhance psychosocial well-being. Trainer also asks participants to discuss challenges they have seen in Food Security that can make these Key Actions difficult. (Could use power point.)

Action Sheet 9.1 Key Actions:

1. Assess psychosocial factors related to food security, nutrition and food aid.

· Review available assessment data on food and nutrition and on mental health and psychosocial support (see Action Sheet 2.1). If necessary, initiate further assessment on key social and psychological factors relevant to food and nutritional support

2. Maximise participation in the planning, distribution and follow-up of food aid.

· Enable broad and meaningful participation of target communities during assessment, planning, distribution and follow-up (see Action Sheet 5.1).

· Maximise the participation of at-risk, marginalised and less visible groups (Chapter 1).

· Make the participation of women a high priority in all phases of food aid. In most societies women are the household food managers and play a positive role in ensuring that food aid reaches all intended recipients without undesired consequences.

· Consider using food assistance to create and/or restore informal social protection networks by, for example, distributing food rations via volunteers providing home-based care (see also Action Sheet 3.2).

3. Maximise security and protection in the implementation of food aid.

· Pay special attention to the risk that food is misused for political purposes or that distributions marginalise particular people or increase conflict.

· Avoid poor planning, inadequate registration procedures and failure to share information, which may create tensions and sometimes result in violence or riots.

· Take all possible measures to guard against the misuse of food aid and to prevent abuse, including the trading of food for sex by aid workers or persons in similar positions (see Action Sheet 4.2 and Action Sheet 6.1 of IASC Guidelines on Gender-Based Violence Interventions in Humanitarian Settings).

· Consider the potential appropriateness of introducing school feeding programmes to address the risk of malnourishment in children (see Action Sheet 7.1).

4. Implement food aid in a culturally appropriate manner that protects the identity, integrity and dignity of primary stakeholders.

· Respect religious and cultural practices related to food items and food preparation, provided that these practices respect human rights and help to restore human identity, integrity and dignity.

· Avoid discrimination, recognising that local cultural norms and traditions may discriminate against particular groups, such as women. Food aid planners have the responsibility to identify discrimination and ensure that food aid reaches all intended recipients.

· Provide suitable, acceptable food together with any condiments and cooking utensils that may have special cultural significance (see Sphere food aid planning standards 1–2).

· Share important information in suitable ways (see Action Sheet 8.1). If food items are unfamiliar to the recipients, provide instructions for their correct preparation.

5. Collaborate with health facilities and other support structures for referral.

· Use food and nutrition programmes as a possible entry point for identifying individuals or groups who urgently need social or psychological support.

· For specific guidance on facilitating stimulation for young children in food crises, see the WHO (2006) reference under Key resources.

· Ensure that workers in food aid and nutrition programmes know where and how to refer people in acute social or psychological distress.

· Raise awareness among the affected population and food workers that certain micronutrient deficiencies can impair children’s cognitive development and harm foetal development.

· Help food aid and nutrition workers to understand the medical implications of severe malnutrition.

· Identify health risks and refer people who are at risk of moderate or acute malnutrition to special facilities (supplementary or therapeutic feeding centres respectively; see also Sphere correction of malnutrition standards 1–3; and Action Sheet 5.4).

· Give pregnant and lactating women special attention regarding the prevention of micronutrient deficiencies.

· Food and nutrition assessment reports should be shared with relevant coordination groups (see Action Sheets 1.1 and 2.1) and should indicate:

· How and to what extent food insecurity / malnutrition affects MHPSS, and vice versa (see also Sphere general nutrition support standard 2 on at-risk groups and Sphere assessment and analysis standards 1–2 on food security and nutrition);

· Which psychological and socio-cultural factors should be considered in the planning, implementation and follow-up of food aid and nutritional interventions.

6. Stimulate community discussion for long-term food security planning.

Because food aid is only one way to promote food security and nutrition, consider alternatives such as:

· Direct cash transfers, cash-for-work and income-generating activities;

· Community-driven food and livelihood security programmes which reduce helplessness and resignation and engage the community in socio-economic recovery efforts.

Food aid coordinators link up with psychosocial coordination mechanisms and take an active role in communicating relevant information to the field.
	50

	Part 4: 

Practical application of action sheet on Food Security 


	3 small groups (20 minutes): Trainer gives each group one case example from the “people” used in the first role play. Groups are asked to use Action Sheet 9.1 and discuss how a Food Security operation can enhance this person's psychosocial well-being. 

Trainer with full group: (10 minutes each group x 3 groups = 30 minutes): 

Each small group presents how a Food Security operation could support the MHPSS of the case example assigned to them. 


	50



	Part 5: Summarize seminar learning
	Trainer presentation: Trainer presents flip chart prepared in advance that summarizes key learning of the seminar. 
	10

	Part 6: 

Ways forward


	 4 small groups: (15 minutes) (Change group members from last group.) 

Each small group prepares a flip chart in answer to these question:  

What can this Food Security operation practically do to promote MHPSS including: 

Actions / Who does the actions? / How do they do these actions? / When? 

With whom? How must they coordinate their actions?

Trainer with full group: (5 minutes each group x 4 groups = 20 minutes). 

Each small group shares its flip chart.

Trainer summary: (10 minutes) Using the information provided in this exercise combined with the summary of key points presented in Part 4 the Trainer works with the group to prepare a list of what they can do as practical steps forward from which MHPSS is integrated into their Food Security activities.
	45
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After Part 4: To check that the majority of participants understand how Food Security can enhance psychosocial well-being the Trainer asks each person one by one  to answer this question: Based on what we have discussed and your experiences: What can Food Security operations include to promote the psychosocial well-being of recipients of food aid?
After Part 7: Trainer asks participants to comment on each group’s plans and validate that they are recommending practical actions that actually can be done and discuss what could prevent them from being done.
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Methods of evaluation will vary with the context. They can include:
· Participants’ evaluations via written structured or semi-structured questionnaires immediately after the seminar to evaluate their immediate response to the value and clarity of the content, training methodology and initial reactions about what they learned and its relevance and applicability to their work. 
· Pre and post tests (immediate and months later) via written structured questionnaire of participants to evaluate and compare what they knew before the training to what is learned and known after the training to gauge what is actually learned. 

· Pre and post tests (immediate and months later) via visits to participants’ work sites to compare their ability to effectively integrate the IASC MHPSS Guidelines into their actual work compared to what they did prior to the seminar.

· Pre and post tests (immediate and months later) via discussions and/or written questionnaires with participants’ employers, donors, collaborating organizations, seminar sponsors, recipients of services and others to compare participants knowledge and ability to effectively integrate IASC MHPSS into their actual work.
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The Trainer provides participants with copies, in their language, of the IASC Guidelines Checklist for Field Use, Action Sheet 9.1 of the IASC MHPSS Guidelines, plus other relevant resources recommended at end of Action Sheet 9.1. The Trainer also sends participants the seminar notes, power point presentations, summary of all small group presentations to facilitate their way forward.
HANDOUT FOR FOOD SECURITY STAFF SEMINAR

IASC MHPSS ACTION SHEET 9.1 Table: Social and psychological factors relevant to food aid:

	Factors relevant to food aid
	Type of effect and examples

	General social factors (including

pre-existing factors) related to food

security and nutritional status


	· Marginalisation of particular groups, reducing their access to scarce resources

· Socio-cultural aspects of diet and nutrition (dietary beliefs and practices: what food is eaten; how food is cultivated, harvested, distributed, prepared, served and eaten; cultural taboos)



	Emergency-related social and

psychological factors that affect food

security and nutritional status


	· Disruption of gender, household and family roles (e.g. deaths of income earners)

· Disorientation and/or disruption of formal and informal community leadership (e.g. death of a community leader who could organise assistance)

· Disruption of informal social networks that assist at-risk people (e.g. volunteers providing care to bed-ridden people)

· Lack of security (e.g. attacks on women who collect fuel wood)

· Reduced capacity of individuals to provide food to dependants (e.g. due to severe depression)

· Severe disorientation that prevents or inhibits individuals from accessing food (e.g. due to severe mental or neurological disorder)

· Fear that prevents individuals or groups from accessing food (e.g. due to misinformation, political persecution or supernatural beliefs related to emergency)

· Loss of appetite (e.g. due to severe grief after the loss of family members)

	Impact of hunger and food insecurity

on mental health and psychosocial

well-being
	· Serious mental or cognitive disabilities, especially in young children (e.g. due to chronic nutritional deficits, lack of social/ emotional stimulation)

· Harmful coping strategies (e.g. selling important assets, exchanging sex for food, taking children out of school, abandoning weaker family members such as a child)

· Breakdown of law and order (e.g. fighting over resources)

· Loss of hope or perspective for the future (e.g. in situations of protracted armed conflict)

· Feelings of helplessness and resignation (e.g. after loss of livelihood)

· Aggressive behaviour (e.g. in situations of perceived unfairness of food entitlement or distribution)


(

The following is an example of an Orientation Seminar for Water, Sanitation and Hygiene (WASH) staff as recommended in the IASC MHPSS Guidelines. The design follows six parts: 1/ Assessment 2/ Goals 
3/ Seminar Step-by-step 4/ Monitoring of learning during the seminar 5/ Evaluation 6/ Reading and Handouts. Since every group participating in an orientation has different needs and expectations, the following Orientation Seminar is only one example and must be modified to fit the context and capacities of every training group.
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To design an Orientation Seminar that specifically meet the needs of their trainees, Trainers facilitate an assessment prior to designing the seminar, that includes a review of the existing knowledge, needs and expectations of the future trainees and the needs, problems and context of the situation in which they work.

	What does the Trainer want to know?
	How does the Trainer collect the information?

	Outcome of WASH Assessments
	Request copies of assessment from relevant agencies. 

Discuss, when appropriate, with supervisors and/or program directors the results of various WASH assessments.

	The actual situation and operations within the WASH operations, its current challenges, levels of coordination and integration with other partners.
	Visit different WASH sites and observe the existing services, when possible.

Discuss the WASH services with a small cross-section of the recipient population.

Discuss the WASH operations with other partners and relevant clusters.

	Level of understanding of supervisors and/or program director and future participants about the concepts in the IASC MHPSS Guidelines and how their WASH services influence MHPSS. 
	Interview supervisors and program directors to discuss their understanding of the IASC MHPSS Guidelines key concepts and how WASH services and staff can support MHPSS. 

	How the existing WASH staff and operations presently support and/or are contrary to the IASC MHPSS Guidelines and why.
	Discuss rationale behind existing WASH services and how they presently support MHPSS.
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Based on the assessment, the Trainer determines the goals for this Orientation Seminar. It is necessary to include the global goals within the IASC MHPSS Guidelines and Action Sheet 11.1 as well as goals that will  specifically lead to the WASH operation utilizes the IASC MHPSS Guidelines in its  context.

Some possible goals could include:

· Increase the understanding of the WASH participants about the importance of their operation to the MHPSS of the people.

· Increase the understanding and capacities of the WASH participants about HOW they can practically support MHPSS through their operations.

· Agree to work with WASH to cooperatively complete an assessment using a participatory approach that can lead to a clearer understanding of the peoples’ problems, needs and resources related to the WASH operation.

· Facilitation of collaboration between WASH and other partners towards greater provision of operations that facilitate MHPSS.
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The following is an example of an Orientation Seminar for WASH participants based on the goals above. This seminar is 240 minutes or 4 hours. It can be taught in one day with 2 / two hours sessions each with a break and with lunch in the middle of the sessions. Or, it can be taught 2 hours on two different days. It is best if the Orientation Seminar is co-facilitated with someone from the WASH operation. The seminar outline: 

	Content
	Training Methodology
	Minutes

	Introduction: Trainers and Participants / Goals of the Orientation Seminar
	Brief presentations by Trainer and Participants including:

· Trainers: Name / Relevant background

· Participants: Names / Work sites / Job titles / Previous MHPSS training

· Trainer: Presentation of seminar goals.
	10  

	Part 1 

How can WASH operations affect people’s MHPSS.


	Trainer PowerPoint Presentation: (5 minutes) Prior to the seminar: The Trainer prepares a series of photos or drawings depicting good and bad WASH operations. The negative photos/drawings can show: long queues for water, bathing sites in remote location, toilets without lighting at night, too few toilets so people defecating near waters sources, food served near animals, dead animals near small children, camps with garbage etc. The positive photos/drawings can show model WASH operations. (Could use power point) 

4 small groups: (20 minutes) Each small group is given 4 different photos/ drawings. Trainer asked to separate them into good and bad WASH operations. They are asked to create a 2-3 line case scenario describing how this WASH operation can affect the minds, hearts and/or social relations of the recipients. 

Trainer with full group: (5 minutes each group x 4 = 20 minutes) Each small group shares one positive and one negative example from their photos/drawings and their case scenarios.
Trainer questions full group: (10 minutes) Trainer asks them to share good examples and bad examples from their actual WASH operations and explain how they affect the minds, hearts and/or social relations of the recipients.
	55



	Part 2: Understanding the link between humanitarian operations and MHPSS.
	Trainer Presentation: Trainer provides a brief overview of the IASC MHPSS Guidelines (Could use power point).

“These guidelines reflect the insights of practitioners from different geographic regions, disciplines and sectors, and reflect an emerging consensus on good practice among practitioners. The core idea behind them is that, in the early phase of an emergency, social supports are essential to protect and support MHPSS. In addition, the guidelines recommend selected psychological and psychiatric interventions for specific problems.”

“In emergencies, not everyone has or develops significant psychological problems. Many people show resilience, that is the ability to cope relatively well in situations of adversity. There are numerous interacting social, psychological and biological factors that influence whether people develop psychological problems or exhibit resilience in the face of adversity.”

“These guidelines were designed for use by all humanitarian actors, including community-based organisations, government authorities, United Nations organisations, non-government organisations (NGOs) and donors operating in emergency settings at local, national and international levels. The orientation of these guidelines is not towards individual agencies or projects.”

“Implementation of the guidelines requires extensive collaboration among various humanitarian actors: no single community or agency is expected to have the
capacity to implement all necessary minimum responses in the midst of an emergency.”

“These guidelines are not intended solely for mental health and psychosocial workers. Numerous action sheets in the guidelines outline social supports relevant to the core humanitarian domains, such as disaster management, human rights, protection, general health, education, water and sanitation, food security and nutrition, shelter, camp management, community development and mass communication.”

IASC MHPSS Core Principles:

1. Human rights and equity; Humanitarian actors should promote the human rights of all affected persons and protect individuals and groups who are at heightened risk of human rights violations. Humanitarian actors should also promote equity and non-discrimination. 

2. Participation; Humanitarian action should maximise the participation of local affected populations in the humanitarian response. In most emergency situations, significant numbers of people exhibit sufficient resilience to participate in relief and reconstruction efforts. 

3. Do no harm; Work on mental health and psychosocial support has the potential to cause harm because it deals with highly sensitive issues. Humanitarian actors may reduce the risk of harm in various ways, such as:  Participating in coordination groups to learn from others and to minimise duplication and gaps in response;  Designing interventions on the basis of sufficient information; Committing to evaluation, openness to scrutiny and external review; Developing cultural sensitivity and competence in the areas in which they intervene/work; and developing an understanding of, and consistently reflecting on, universal human rights, power relations between outsiders and emergency-affected people, and the value of participatory approaches. 

4. Building on available resources and capacities; All affected groups have assets or resources that support mental health and psychosocial well-being. A key principle, even in the early stages of an emergency, is building local capacities, supporting self-help and strengthening the resources already present. Externally driven and implemented programmes often lead to inappropriate mental health and psychosocial support and frequently have limited sustainability. Where possible, it is important to build both government and civil society capacities. 
5. Integrated support systems; Activities and programming should be integrated as far as possible. The proliferation of stand-alone services, such as those dealing only with rape survivors or only with people with a specific diagnosis, can create a highly fragmented care system. 

6. Multi-layered supports; In emergencies, people are affected in different ways and require different kinds of supports. A key to organising mental health and psychosocial support is to develop a layered system of complementary supports that meets the needs of different groups (see Figure 1). All layers of the pyramid are important and should ideally be implemented concurrently. 
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“In emergencies, providing access to clean drinking water and safe, culturally appropriate hygiene and sanitation facilities are high priorities, not only for survival but also for restoring a sense of dignity. The manner in which humanitarian assistance is provided has a significant impact on the affected population. The engagement of local people in a participatory approach helps to build community cohesion and enables people to regain a sense of control. Depending on how they are provided, water and sanitation (watsan) supports can either improve or harm MHPSS. In some emergencies, poorly lit, unlocked latrines have become sites of gender-based violence, including rape, whereas in others, conflict at water sources has become a significant source of distress. Part of the stress experienced in relation to watsan provision has cultural origins. In Afghanistan, for example, girls and women have reported that the lack of separate women’s latrines is a major concern, since the exposure of any part of their bodies is punishable and could shame and dishonour their families.”

The Sphere Handbook outlines the overall standards for water and sanitation provision in emergencies. 

Trainer explains how WASH operations can positively support or damage the psychosocial well-being of individuals, families, communities and full populations who require their assistance. 

Trainer defines “psychosocial well-being”. Definition: The term ‘psychosocial’ emphasizes the close connection between psychological aspects of our experience (that is, our thoughts, emotions, attitudes and behavior) and our social experiences (that is, our relationships, traditions, spirituality and culture) The association of these two elements in the term ‘psycho-social’ demonstrates the close and dynamic relationship and interaction between the two, each continually influencing the other. (UNICEF, 2002) Definition: Psychosocial well-being refers to the psychological adjustment of an individual in relation to his or her social environment. (UNICEF, 2002)

Trainer defines Mental Disorders. Definition: “Mental and behavioural disorders are clinically significant conditions characterized by alteration in thinking, mood (emotions), or behaviour associated with personal distress and/or impaired functioning. Mental and behavioural disorders are not just variations within the range of “normal”, but are clearly abnormal or pathological phenomena.” (World Health Organization, 2001)

Trainer explains that without proper support and treatment, people with mental disabilities can be vulnerable. To ensure the care and safety of people with mental disorders, WASH staff needs to: set up mechanisms to be sure that their needs for water, sanitation and hygiene are adequately met, that they have family and community support, are referred to health services, and are consistently monitored to be sure that they are safe and protected.
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	Part 3: 

Actions that WASH operations can take to facilitate MHPSS and how to deal with the challenges.  
	Trainer Presentation: Trainer hands out Action Sheet 11.1. (Could use power point). Trainer presents each Key Action. Trainer reflects back to examples given by participants in Part 1 and asks for additional positive examples from their experience that shows how WASH can or does use this Action Sheet to enhance psychosocial well-being through their operations. Trainer asks participants: Please discuss those challenges that you have seen in WASH operations that can make these key actions difficult.

Action Sheet 11.1: Key actions

1. Include social and cultural issues in water and sanitation and hygiene promotion assessments.

· In many countries, strict cultural norms and taboos influence the usage of latrines and the disposal of human excreta. Inattention to cultural norms can lead to the construction of latrines or water points that are never used. In some cases, water points or latrines are not used because they may have been used to dispose of dead bodies. Attention to social and cultural norms will help to minimise the distress of adjusting to unfamiliar surroundings and different ways of performing daily tasks. For these reasons, assessment teams should not only have core watsan technical expertise but should also be familiar with the psychosocial aspects of emergency response.

2. Enable participation in assessment, planning and implementation, especially engaging women and other people at risk.

· Involve members of the affected population, especially women, people with disabilities and elderly people, in decisions on the setting and design of latrines and, if possible, of water points and bathing shelters. This may not always be possible due to the speed with which facilities have to be provided, but community consultation should be the norm rather than the exception.

· Establish a body to oversee watsan work. A useful means of doing this is to facilitate the formation of gender-balanced water committees that consist of local people selected by the community and that include representatives from various sub-groups of the affected population.

· Encourage water committees to (a) work proactively to restore dignified watsan provision, (b) reduce dependency on aid agencies and (c) create a sense of ownership conducive to proper use and maintenance of the facilities. Consider incentives for water committees and user fees, remembering that both have potential advantages and disadvantages and need careful evaluation in the local context.

3. Promote safety and protection in all water and sanitation activities.

· Ensure that adequate water points are close to and accessible to all households, including those of vulnerable people such as those with restricted mobility.

· Make waiting times sufficiently short so as not to interfere with essential activities such as children’s school attendance.

· Ensure that all latrines and bathing areas are secure and, if possible, well-lit. Providing male and female guards and torches or lamps are simple ways of improving security.

· Ensure that latrines and bathing shelters are private and culturally acceptable and that wells are covered and pose no risk to children.

4. Prevent and manage conflict in a constructive manner.

· When there is an influx of displaced people, take steps to avoid the reduction of water supplies available to host communities and the resulting strain on resources.

· Prevent conflicts at water sites by asking water committees or other community groups to develop a system for preventing and managing conflict e.g. by rotating access times between families.

5. Promote personal and community hygiene.

· Provide access for women to menstrual cloths or other materials (the lack of which creates significant stress) and to appropriate space for washing and drying them. Consult women on the need for special areas for washing menstrual cloths, and provide technical assistance with their design. Where existing water supplies cannot support washing, alternative sanitary materials should be provided (for guidance, see Action Sheet 7.4 of the IASC Guidelines for Gender-based Violence Interventions in Humanitarian Settings).

· Encourage community clean-up campaigns and communication about basic hygiene.

· Distribute soap and other hygiene articles, in accordance with advice received from women, men and children, including disabled and elderly people.

· Initiate child-to-child watsan activities that are interactive and fun, such as group hand-washing before meals. These activities can be done in schools or in child friendly spaces if these are functioning.

6. Facilitate community monitoring of, and feedback on, water and sanitation facilities.

· Enable community monitoring to track safety and to identify and respond to community concerns. Ensure that a feedback mechanism exists for stakeholders to report problems or concerns to the water committee or to relevant agencies responsible for watsan activities. This same mechanism can be used to keep the affected population informed as to what facilities and services they can expect.

· Monitor that sites and facilities are clean and well maintained, as having clean facilities helps to restore stakeholders’ dignity.

· Ask the affected population, including children and people at risk (See Chapter 1), about their perceptions of access to, and quality of, watsan supports and also about their concerns and suggestions.
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	Part 4:

Practical application of action sheet on WASH 
	Trainer with full group: (5 minutes) Trainer provides a case study that is related to or inspired by their actual on-the-ground situation. As example: Approximately 25000 refugees are terrorized by rebels and walk for 5 days into another country. The land provided for the camp is small and right on their country’s border, security surrounding the camp is poor, water is provided by a stream that is 2km from the camp and the people are from warring factions from 10 different rural and urban locations. 

4 small groups: (20 minutes) (Change group members from last group.) Trainer asks participants to set up a model WASH operation model that utilizes Action Sheet 11.1 Each small group is given one Key Action and asked to use this to create one part of the WASH operation for this case study that supports the IASC MHPSS Guidelines. 

Trainer with full group: (10 min each group x 4 groups = 40 minutes) Trainer asks each small group to do a role play that shows their part of the WASH operation and how it supports MHPSS.
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	Part 5: Summarize seminar learning
	Trainer presentation to full group: Using a flip chart that was prepared prior to the seminar, the Trainer summarizes key components of what was discussed in the seminar.
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	Part 6: Ways forward


	I4 small groups: (15 minutes) (Change group members from last group.) Each small group prepares a flip chart in answer to this question:  What can this WASH operation practically do to promote MHPSS including: Action / Who does it? / How they do it? / When? With whom and how must they coordinate their actions? 

Trainer with full group: (5 minutes x 4 groups = 20 minutes). Each small group shares its Flip Chart.

Trainer summary: (10 minutes) Using the information provided in this exercise combined with the summary of key points presented in Part 4 the Trainer works with the group to prepare a list of what they can do as practical steps forward from which MHPSS is integrated into their WATSAN activities. 
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After Part 3: To check that participants understand how WASH can enhance psychosocial well-being, the Trainer asks each person one by one to answer this question: Based on what we have discussed and your experiences, what is important for WASH operations to include in order to promote the psychosocial well-being of its recipients?

After Part 5: Trainer asks participants to comment on each group’s plans and validate that they are recommending practical actions that actually can be done and discuss what could prevent them from being done.
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Methods of evaluation will vary with the context. They can include:

· Participants’ evaluations via written structured or semi-structured questionnaires immediately after the seminar to evaluate their immediate response to the value and clarity of the content, training methodology and initial reactions about what they learned and its relevance and applicability to their work. 
· Pre and post tests (immediate and months later) via written structured questionnaire of participants to evaluate and compare what they knew before the training to what is learned and known after the training to gauge what is actually learned. 

· Pre and post tests (immediate and months later) via visits to participants’ work sites to compare their ability to effectively integrate the IASC MHPSS Guidelines into their actual work compared to what they did prior to the seminar.

· Pre and post tests (immediate and months later) via discussions and/or written questionnaires with participants’ employers, donors, collaborating organizations, seminar sponsors, recipients of services and others to compare participants knowledge and ability to effectively integrate IASC MHPSS into their actual work.
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The Trainer provides participants with copies, in their language, of the IASC Guidelines Checklist for Field Use, Action Sheet 11.1 of the IASC MHPSS Guidelines, plus other relevant resources recommended at end of Action Sheet 11.1. The Trainer also sends participants the seminar notes, power point presentations, summary of all small group presentations to facilitate their way forward.
HANDOUT FOR WASH STAFF ORIENTATION SEMINAR

WASH Information sheet: Input from the psychosocial cluster (UNICEF Kenya 2008)

In emergencies, providing access to clean drinking water and safe, culturally appropriate hygiene and sanitation facilities are high priorities, not only for survival but also for restoring a sense of dignity.  The manner in which humanitarian assistance is provided has a significant impact upon the well-being of the affected population.  The engagement of local people in a participatory approach helps to build community cohesion, empowers people and enables them to regain a sense of control over parts of the lives, in an otherwise fluid and unfamiliar context.  All of the above provides reassurance to the affected populations and minimises any distress or anxiety in the provision of their basic needs.

Depending on how WASH facilities are provided, they can either improve or harm MHPSS.  In some of the camps, the unlit or poorly lit latrines, have become sites of gender-based violence, including rape, especially seeing as few are securely guarded at night-time.  The lack of security and fear of attack, when using the facilities causes unnecessary distress to already vulnerable groups within the camp.  There is also a concern that some of the WASH facilities are not private enough, or large enough to accommodate a pregnant women, or a women and a child.

The Sphere Handbook outlines the overall standards for WASH provision in emergencies.  The key actions outlined below give guidance on social considerations relevant in working towards such standards.

Key actions
· Involve camp members, especially women, people with disabilities and elderly people, in decisions on the placing and design of latrines, and I possible water points and bathing facilities.

· Work with the camp co-ordination teams to set up WASH committees to restore facility provision and to create a sense of camp ownership over the facilities to ensure proper use, security and maintenance.  Participation is also a form of empowerment, and it will reduce any conflict around access and use of water points.

· Ensure that adequate water points are close to and accessible to all within the camp, including vulnerable people such as those with restricted mobility.

· Ensure that all latrines and bathing areas are secure, private and if possible well-lit.  Providing male and female guards, torches or lamps are simple ways of improving security.

· Provide access for women menstrual cloths or other materials (the lack of which creates unnecessary discomfort, embarrassment and distress).  Space needs to be created to allow women and girls to wash and dry any menstrual cloths.  Women should be consulted on their needs and the location for any such washing facilities. Where existing water supplies cannot support washing, alternative sanitary materials should be provided.

· Encourage community clean-up campaigns and communication about basic hygiene.

· Distribute soap and other hygiene materials, in accordance with advice received from women, men, children, including the disabled and elderly.

· Initiate child-to-chid WASH activities that are interactive and fun, such as group hand washing before meals.

· Ensure that IDP’s are represented on camp management committees, so they can report any concerns regarding the WASH facilities.  Ensure that a feedback mechanism exists for stakeholders to report problems or concerns to the water committee or relevant agencies responsible for WASH provision.  The same mechanism can be used to keep the camp population informed as to what facilities and services they can offer.  

· The monitoring of sites and facilities to ensure that they are clean and well-maintained helps to restore IDP’s dignity, and brings a sense of normalcy to their lives again.

(

The following is an example of an Orientation Seminar for members of the Education Cluster as recommended in the IASC MHPSS Guidelines. The design follows six parts: 1/ Assessment 2/ Goals 3/ Seminar Step-by-step 
4/ Monitoring of learning during the seminar 5/ Evaluation and 6/ Reading and Handouts. Since every group participating in an orientation has different needs and expectations, the following Orientation Seminar is only one example and must be modified to fit the context and capacities of every training group.
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To design an Orientation Seminar that specifically meet the needs of their trainees, Trainers facilitate an assessment prior to designing the seminar, that includes a review of the existing knowledge, needs and expectations of the future trainees and the needs, problems and context of the situation in which they work.

	What does the Trainer want to know?
	How does the Trainer collect the information?

	Outcome of assessments that include education.
	Request copies of assessment reports or other supporting information from relevant agencies. 

	Level of understanding of future participants about the concepts included in the IASC MHPSS Guidelines and how they can be integrated into education programmes.
	Interview future participants and discuss their understanding of the IASC MHPSS Guidelines key concepts and the existing integration into education programmes.  Where possible, this should be done in an open, learner-friendly, informal way so as not to discourage potential participants. 

	Actual operations within the Educational Cluster, its current challenges, coordination and integration with other partners.
	Where and when possible, visit education programmes to observe the existing  programmes and services; to what extend has the participant been trained, by who, experience etc

While observing different aspects, aim to assess aspects of the Education Cluster that may enhance or hinder the promotion of psychosocial wellbeing and support.   Be careful not to conduct a broad assessment of the cluster that will not be helpful to you in designing your seminar!

Discuss the education programme with a small cross section of potential participants or recipient population.

	How existing education programmes support and/or are contrary to the IASC MHPSS Guidelines and why.
	Investigate the rationale behind existing education programmes.  Why have they been developed and how are they supporting and promoting  mental health and psychosocial well-being?
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Based on an initial understanding of how the participants use or apply MHPSS elements in their education work, the Trainer determines the goals for this Orientation Seminar. It is necessary to include the global goals within the IASC MHPSS Guidelines and Action Sheet 7.1: Strengthen access to safe and supportive education. It is also essential, however, that each Orientation also includes how this specific Education Programme can utilize the IASC MHPSS Guidelines in its context.

Some possible goals could include:

· Increase the understanding of the participants about the importance of education as a psychosocial intervention and how it is critical to the mental health and psychosocial well-being of children.

· Increase the capacity of the participants by learning about ways that their education programmes can actually support the mental health and psychosocial well-being of children of all ages and their families.

· Increase the understanding of the participants that improved collaboration among all actors will lead to better and more appropriate MHPSS services.
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The following is an example of an Orientation Seminar for Education Cluster members and is based on the goals above. This seminar is 240 minutes or 4 hours. It can be taught in one day with 2 / two hour sessions each with a break and with lunch in the middle of the sessions. Or, it can be taught 2 hours on two different days. It is best if this Orientation Seminar is co-facilitated with someone from the Education Sub-Cluster. 

	Content
	Training Methodology
	Minutes

	Introduction: Trainers and Participants / Goals of the Orientation Seminar
	Brief presentations by Trainer and Participants including:

· Trainers: Name / Relevant background

· Participants: Names / Work sites / Job titles / Previous MHPSS training

· Trainer: Presentation of seminar goals.
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	Part 1:

How Education operations can affect people’s MHPSS.

	4 small groups: (10 minutes) Trainer asks each group to create a brief example of a child of varying ages and gender who experienced an emergency and  having difficulty doing his/her school work. (If the participants have no emergency experiences, then the trainer can provide them with appropriate case examples.)A case example can include the child’s age, family make-up and the problems experienced during the emergency. 
Each group chooses one person to role play that child. 

Participants sit with their groups. The Trainer has 2 chairs in the center of the room. 

Trainer role plays a teacher and calls each child to talk to him/her about the child’s poor school performance. (5 minutes x 4 children = 20 minutes.)The conversation is only about the child’s school performance. The Teacher does not ask nor listen to anything about the child’s life situation. The Trainer shows very poor skills and does not listen or empathize. 
Trainer asks groups to answer these questions (10 minutes)
· How does the child feel due to the Teacher’s behavior?

· How might the child’s life situation influence his/her behaviour and experience at school?
· What might be ways to address these issues in the classroom?
Trainer with full group: (10 minutes x 4 groups = 40 minutes) Each small group explains their answers to the question. The rest of the class comments. 

Expected answers  could include:

· How does the child feel due to the teacher’s behaviour? Sad / Disappointed / Frightened / Hopeless / Wants to run away and not go to school / Lonely / Angry / Frustrated / Determined to succeed / Survivor guilt etc.
· How does the child’s life situation influence the child’s behaviour and experience at school? Loss of family makes it difficult to concentrate due to worry and sadness / No school fees due to no income or no caregiver leads to anxiety / Many chores due to poverty and living situation leaves little time for school / Lack of light at night makes it impossible to do homework / Lack of security at night leads to inability to do homework/ Parent pressuring child to do well as only hope for the family etc.
· What might be activities to address these issues in the classroom? Activities can include  the child , teachers, parents, community members, and/or changes in school policies etc.. 
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	Part 2: Understanding the link between humanitarian operations and MHPSS.
	Trainer presentation (power point, when possible) with discussion with full group: 
“Armed conflicts and natural disasters cause significant psychological and social suffering to affected populations. The psychological and social impacts of emergencies may be acute in the short term, but they can also undermine the long-term mental health and psychosocial well-being of the affected population. These impacts may threaten peace, human rights and development. One of the priorities in emergencies is thus to protect and improve people’s mental health and psychosocial well-being.” (IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings, 2007) 
“Exposure to the disruption, loss, and violence associated with emergencies places significant psychological and social strain on children, adolescents, their families and communities. The way in which children and families experience and respond to conflicts and disasters varies greatly, yet with the right support the majority will be able to overcome these difficult experiences. It is essential that social and psychological issues are not ignored while homes are rebuilt, social services re-established and livelihoods recommenced. It is now widely accepted that early psychosocial interventions must be an integral part of humanitarian assistance.” (UNICEF, 2007)
Trainer defines with examples relevant to this context:
Definition: The term ‘psychosocial’ emphasizes the close connection between psychological aspects of our experience (that is, our thoughts, emotions, attitudes and behavior) and our social experiences (that is, our relationships, traditions, spirituality and culture) The association of these two elements in the term ‘psycho-social’ demonstrates the close and dynamic relationship and interaction between the two, each continually influencing the other. (UNICEF, 2002)
Definition: Psychosocial well-being refers to the psychological adjustment of an individual in relation to his or her social environment. (UNICEF, 2002)

Definition: “Mental and behavioural disorders are clinically significant conditions characterized by alteration in thinking, mood (emotions), or behaviour associated with personal distress and/or impaired functioning. Mental and behavioural disorders are not just variations within the range of “normal”, but are clearly abnormal or pathological phenomena.” (World Health Organization, 2001)

Trainer clarifies prevalence of problems (% of persons affected), using WHO Table below.

Trainer explains:  Most people, including children, are resilient and cope with the consequences of an emergency utilizing their protective factors. Most people do not develop mental disorders. 
The trainer can define the following using case examples related to this context:
· Definition “Resilience”: the ability to recover quickly from setbacks

· Definition “”Coping”: to deal successfully with a difficult problem or situation

· Definition “Protective factors”: factors that prevent somebody or something from harm or damage.

Trainer asks and with discusses with full group based on their experiences: What are the actual consequences of emergencies for children, families, communities and societies?

Trainer presents: The IASC MHPSS guidelines offer ideas for what schools can do to better assist children affected by emergencies.
Trainer provides a brief overview of the IASC MHPSS Guidelines i (Could use power point).
“These guidelines reflect the insights of practitioners from different geographic regions, disciplines and sectors, and reflect an emerging consensus on good practice among practitioners. The core idea behind them is that, in the early phase of an emergency, social supports are essential to protect and support MHPSS. In addition, the guidelines recommend selected psychological and psychiatric interventions for specific problems.”

“In emergencies, not everyone has or develops significant psychological problems. Many people show resilience, that is the ability to cope relatively well in situations of adversity. There are numerous interacting social, psychological and biological factors that influence whether people develop psychological problems or exhibit resilience in the face of adversity.”

“These guidelines were designed for use by all humanitarian actors, including community-based organisations, government authorities, United Nations organisations, non-government organisations (NGOs) and donors operating in emergency settings at local, national and international levels. The orientation of these guidelines is not towards individual agencies or projects.”

“Implementation of the guidelines requires extensive collaboration among various humanitarian actors: no single community or agency is expected to have the
capacity to implement all necessary minimum responses in the midst of an emergency.”

“These guidelines are not intended solely for mental health and psychosocial workers. Numerous action sheets in the guidelines outline social supports relevant to the core humanitarian domains, such as disaster management, human rights, protection, general health, education, water and sanitation, food security and nutrition, shelter, camp management, community development and mass communication.”
IASC MHPSS Core Principles:
1. Human rights and equity; Humanitarian actors should promote the human rights of all affected persons and protect individuals and groups who are at heightened risk of human rights violations. Humanitarian actors should also promote equity and non-discrimination. 

2. Participation; Humanitarian action should maximise the participation of local affected populations in the humanitarian response. In most emergency situations, significant numbers of people exhibit sufficient resilience to participate in relief and reconstruction efforts. 

3. Do no harm; Work on mental health and psychosocial support has the potential to cause harm because it deals with highly sensitive issues. Humanitarian actors may reduce the risk of harm in various ways, such as:  Participating in coordination groups to learn from others and to minimise duplication and gaps in response;  Designing interventions on the basis of sufficient information; Committing to evaluation, openness to scrutiny and external review; Developing cultural sensitivity and competence in the areas in which they intervene/work; and developing an understanding of, and consistently reflecting on, universal human rights, power relations between outsiders and emergency-affected people, and the value of participatory approaches. 

4. Building on available resources and capacities; All affected groups have assets or resources that support mental health and psychosocial well-being. A key principle, even in the early stages of an emergency, is building local capacities, supporting self-help and strengthening the resources already present. Externally driven and implemented programmes often lead to inappropriate mental health and psychosocial support and frequently have limited sustainability. Where possible, it is important to build both government and civil society capacities. 
5. Integrated support systems; Activities and programming should be integrated as far as possible. The proliferation of stand-alone services, such as those dealing only with rape survivors or only with people with a specific diagnosis, can create a highly fragmented care system. 

6. Multi-layered supports; In emergencies, people are affected in different ways and require different kinds of supports. A key to organising mental health and psychosocial support is to develop a layered system of complementary supports that meets the needs of different groups (see Figure 1). All layers of the pyramid are important and should ideally be implemented concurrently. 
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	Part 3: 
Actions that Education operations can take to facilitate MHPSS and how to deal with the challenges.  
	Trainer presentation: Trainer hands out Action Sheet 7.1 and discusses each key point.
Action Sheet 7.1 provides guidelines about how to: “Strengthen access to safe and supportive education.
“In emergencies, education is a key psychosocial intervention: it provides a safe and stable environment for learners and restores a sense of normalcy, dignity and hope by offering structured, appropriate and supportive activities.”
“Many children and parents regard participation in education as a foundation of a successful childhood.”

“Well-designed education also helps the affected population to cope with their situation by disseminating key survival messages, enabling learning about self-protection and supporting local people’s strategies to address emergency conditions.” 

“It is important to (re)start non-formal and formal educational activities immediately, prioritising the safety and well-being of all children and youth, including those who are at increased risk (see Chapter 1) or who have special education needs.”

“Loss of education is often among the greatest stressors for learners and their families, who see education as a path toward a better future.” 

“Education can be an essential tool in helping communities to rebuild their lives.” 

“Access to formal and non-formal education in a supportive environment builds learners’ intellectual and emotional competencies, provides social support through interaction with peers and educators and strengthens learners’ sense of control and self-worth.” 

“It also builds life skills that strengthen coping strategies, facilitate future employment and reduce economic stress.” 

Educators – formal classroom teachers, instructors of non-formal learning and Trainers of educational activities – have a crucial role to play in supporting the mental health and psychosocial well-being of learners. 

Far too often, educators struggle to overcome the challenges that they and their learners face, including their own emergency-related mental health and psychosocial problems. Training, supervision and support for these educators enable a clear understanding of their roles in promoting learners’ well-being and help them to protect and foster the development of children, youth and adult learners throughout the emergency.”

Key actions:

1. Promote safe learning environments.

2. Make formal and non-formal education more supportive and relevant.

3. Strengthen access to education for all.

4. Prepare and encourage educators to support learners’ psychosocial well-being.

5. Strengthen the capacity of the education system to support learners experiencing psychosocial and mental health difficulties.

The IASC MHPSS guidelines complement another set of guidelines: Inter-Agency Network for Education in Emergencies Understanding and Using the INEE Minimum Standards for Education in Emergencies, Chronic Crises and Early Reconstruction. They include:
“Wars and natural disasters deny generations the knowledge and opportunities that an education can provide. 

“Education is not only a right, but in situations of emergencies, chronic crises and early reconstruction, it is a necessity that can be both life-sustaining and life-saving, providing physical, psychosocial and cognitive protection. It sustains life by offering physical safe space for learning, as well as the ability for providing support to and screening those affected, particularly children and adolescents.” 

“Education mitigates the psychosocial impact of conflict and disasters by giving a sense of normalcy, stability, structure and hope for the future during a time of crisis.” 

“It can save lives by protecting against exploitation and harm, including abduction, child soldiering and sexual and gender-based violence.” 

“Lastly, education provides the knowledge and skills to survive in a crisis through the dissemination of lifesaving information about landmine safety, HIV/AIDS prevention, conflict resolution and peace-building.”

“INEE promotes access to and completion of education of high quality for all persons affected by emergencies, crises or chronic instability.”

“INEE recognizes the key role that teachers play in restoring access to quality education in emergency, chronic crisis and early reconstruction.” 

“With the protection and psychosocial needs of children in mind, trained teachers communicate critical messages to children and youth, serve as models of caring adult behavior, help reestablish children's trust, and have the potential to create a climate in the classroom that helps children and youth heal.” 

“Teachers help build academic and social skills and prepare future generations for the challenges in their communities.”

“Yet far too often these teachers struggle to overcome the challenges that they and their students face in emergency or early reconstruction contexts. Teachers - some formerly trained, others not - may find themselves in multi-age, overcrowded classrooms with little to no teaching and learning resources and support. Teachers are often unable to respond the physical and emotional needs of their students or themselves. Quality training programs in these contexts are indispensable in preparing teachers to help protect and foster the development of children and youth from the outset of an emergency through early reconstruction.”
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	Part 4: 

Practical application of action sheet on Education

	Trainer with full group asks:  As an Education Cluster member in this location: 
What can your organization do to promote the psychosocial health and wellbeing of children through schools or other child friendly spaces?   

How can you: 
· Support good teaching and learning practices? 
· Put a referral system into place?
· Support the physical and psychosocial needs of teachers and Trainers?
Flip charts with each point listed above are presented with blank space. One participant is next to each flip chart and lists ideas about HOW this can be done in this location as they are presented by the class. 
Trainer asks: IASC MHPSS Guidelines uses a pyramid to outline a multilayered structure of intervention. What can the Education Cluster in this location do to facilitate intervention at each layer of the pyramid?
The pyramid is on a flip chart and the participants write in their responses at the appropriate place on the pyramid. Trainer can add to their answers using the following examples:

Layer 1: Social and psychological considerations in basic services and security

· Advocate for schools to be protected during conflict

· Reschedule exams or gradually returning to formal curriculum

Layer 2: Community and family supports

· Train teachers to provide classrooms that offer PS support through education.
· Facilitate environment of peer support
· Establish child friendly spaces
· Establish parent discussion groups 
· Involve parents in school

Layer 3: Focused non-specialised supports

· Strengthen school counseling via proper training 

· Structured group sessions for children by qualified people (usually external)
· Referral of children or families to social services outside of the school

· Support groups for teachers

Layer 4: Specialised services

· Referral to clinical mental health services
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	Part 5: Summarize seminar learning
	Trainer presentation to full group: Using a flip chart that was prepared prior to the seminar, the Trainer summarizes key components of what was discussed in the seminar.
	10 

	Part 6: 
Ways forward


	3 small groups (10 minutes) : (Change group members from last group.) Each small group prepares a flip chart in answer to this question:  What can this Education operation practically do to promote MHPSS including: Action / Who does it? / How they do it?/ When? With whom and how must they coordinate their actions?

Trainer with full group: (5 minutes x 3 groups = 15 minutes). Each small group shares its Flip Chart.
Trainer asks: (10 minutes) What might prevent the Education Cluster from ensuring that the points on the lists happen? 

Trainer summarizes: (5 minutes) Trainer combines key points from workshop with participant’s ideas for way forward. 
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After part 3. Ask the participants to form groups of four.  Within their group, ask each participant to share with others the most interesting and most relevant thing they have learned during the seminar. Participants (and if time allows each group) are invited to share key points of learning.


[image: image27]
Evaluation of the training:
Participants’ evaluations via written structured or semi-structured questionnaires immediately after the seminar to evaluate their immediate response to the value and clarity of the content, training methodology and initial reactions about what they learned and its relevance and applicability to their work. 
Evaluation of the impact of the training on schools, classroom and children:

Pre and post questionnaires  (immediate and months later) via visits to participants’ work sites to compare their ability to effectively integrate the IASC MHPSS Guidelines into their actual work compared to what they did prior to the seminar. Indicators to gauge this can include: 

· Percentage of girls and boys of different ages with access to formal and non-formal education. 


· Percentage of educational administrators and teachers trained in how to integrate psychosocial support into the schools. 

· Percent of children referred with severe difficulties to specialised services.

· Percent of involvement of parents and communities within the schools.

· Percent of schools and classrooms that include activities that are designed to facilitate psychosocial well-being.

· Percent of schools and classrooms that have policies that maximize psychosocial well-being.

· Percent of schools and classrooms that have and apply ethical standards that protect children.
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The Trainer provides participants with copies, in their language, of the IASC Guidelines Checklist for Field Use and the full Action Sheet 7.1 of the IASC MHPSS Guidelines, plus the attached Handout and other relevant resources recommended at the end of Action Sheet 7.1. The Trainer also sends participants the seminar notes, power point presentations, summary of all small group presentations to facilitate their way forward.
HANDOUT FOR EDUCATION STAFF ORIENTATION SEMINAR

Size of the problem: Summary Table of Generic WHO (2009) Projections a
	
	BEFORE DISASTER: 

12-month prevalence b
(median across countries)
	AFTER DISASTER:

12-month  prevalence

(median across countries)

	Severe disorder 

(e.g., psychosis, severe depression, severely disabling form of anxiety disorder)
	2-3%
	3-4% c

	Mild or moderate mental disorder

(e.g., mild and moderate forms of depression and anxiety disorders, including mild and moderate PTSD)


	10%
	15-20% d 



	 “normal” distress / other psychological reactions (no disorder)
	No estimate
	Large percentage 




Notes:  PTSD indicates posttraumatic stress disorder. 

· a Observed rates vary with setting (e.g. time since the emergency, socio-cultural factors in coping and community social support, previous and current disaster exposure) and assessment method but give a very rough indication what WHO expects the extent of morbidity and distress to be.    

· b The assumed baseline rates are the median rates across countries as observed in the World Mental Health Survey 2000.  

· c This is a best guess based on the assumption that trauma and loss (a) may exacerbate previous mental illness (e.g., it may turn moderate depression into severe depression), and (b) may cause a severe form of trauma-induced common mental disorder. 

· d It is established that trauma and loss increase the risk of common mental disorders (depression and anxiety disorders, including posttraumatic stress disorder).  Higher quality studies (random, large samples; diagnostic interviews) report lower rates.

(

The following is an example of an Orientation Seminar for Media as recommended in the IASC MHPSS Guidelines. The design follows six parts: 1/ Assessment 2/ Goals 3/ Seminar Step-by-step 4/ Monitoring of learning during the seminar 5/ Evaluation and 6/ Reading and Handouts. Since every group participating in an orientation has different needs and expectations the following Orientation Seminar is only one example and must be modified to fit the context and capacities of every training group.
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To design an Orientation Seminar that specifically meet the needs of their trainees, Trainers facilitate an assessment prior to designing the seminar, that includes a review of the existing knowledge, needs and expectations of the future trainees and the needs, problems and context of the situation in which they work.

	What does the Trainer want to know?
	How does the Trainer collect the information?

	Goals, objectives and priorities of Media groups
	Desk research: Review Media organizations overall goals and their related media work as well as review specific biographies of future participants and read and/or review their media work.

	Experiences, knowledge, assumptions and attitudes about MHPSS
	Questionnaire (by email) to future participants about experiences with emergencies and their knowledge, assumptions and attitudes about MHPSS and ask them “What are your key questions?”
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Based on the assessment, the Trainer determines the goals for this Orientation Seminar. Every Media group can benefit from a general overview of the IASC MHPSS Guidelines. However, it is essential that each Orientation also includes how this specific Media group can utilize the IASC MHPSS Guidelines in their context.

The goals for an Orientation Seminar for international and national media (periodicals, radio, TV, photography and film) who are describing emergencies and issues related to MHPSS include:

· Understand responsibility of media to report fairly and accurately about those affected by emergencies and how their reporting influences public knowledge and attitudes, decision makers and the affected people.

· Understand their ethical responsibility to respect the dignity of people affected by emergencies and their human rights.

· Be knowledgeable and accurate about the consequences of emergencies on the MHPSS of affected people.

· Know how to use accurate language to describe MHPSS of emergency affected people. 

· Be knowledgeable about the international consensus on best practices within the IASC MHPSS Guidelines and the capacities of MHPSS support and treatment.
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It is recommended that Trainers of Orientation Seminar for the Media have extensive experience in training and in internationally applied psychosocial and mental health work. It is best if a Media person co-facilitates this Seminar. To best educate Media participants, Trainers can prepare special materials for this Orientation Seminar which follow the forms of expression (ie: pictures, film and the written word) commonly used by the participants. Based on the goals above, the following is an example of a 210 minute Orientation Seminar for international and national media professionals. It could be used in full and taught in one day with breaks and lunch or selected parts of the workshop could be used depending on the participant’s skills and background.

	Content
	Training Methodology
	Minutes

	Introduction: 

Trainers and Participants / Goals of the Orientation Seminar
	Brief presentations by Trainer and Participants including:

· Trainers: Name / Relevant background

· Participants: Names / Work sites / Job titles / Previous MHPSS training

· Trainer: Presentation of seminar goals.
	10  

	Part 1: 

Accurate knowledge about the consequences of emergencies on the MHPSS of affected people and international consensus on best practices and the capacities of MHPSS support and treatment.
	Trainer power point presentation: 

Trainer shows power point slideshow via photos / stories / and brief film clips from emergencies of adults and children showing a range of emotion ie: misery/ fear/ sadness/ grief/ loss).  Trainer questions full group: 

· What emotions do we see in these photos?

· Are these some of the emotions seen during emergencies?

· Do these photos show mental disorders?

Answer should be NO. If the answer is not NO then the Trainer explains: these photos show “normal” emotional reactions to an emergency situation. These people do not have mental disorders rather they have normal distress based on situations.

Trainer questions full group: In your experience what activities do the majority of people do during an emergency?  Answer expected: People do things to survive. Trainer tells some stories and shows photos via power point found in newspapers that describe, using appropriate language, how people show amazing strength and resilience in the methods that they use to cope with emergencies.

Trainer questions full group: What help is most necessary to help people to cope during and after emergencies? Answers expected: Meeting basic needs for security, food, shelter, health care and social supports particularly family and community.

Trainer asks full group: Please share some stories from your experiences about people and how they coped during or after an emergency.

Trainer presentation to full group: Trainer adds stories that show importance of understanding cultural and traditional differences and including these in explanations about how and why people cope.

Trainer questions full group: 

· Why does the media describe people like this?” Trainer shows a brief anonymous media film clip (not done by anyone in that group) that talks about “traumatized” people and scars leading to permanent psychological damage. 

· What is gained through this type of media presentation?

Answers expected: To sell newspapers, magazines; and people watching feel sad, empathy. Trainer questions full group:  What is the responsibility of the media to the people affected by emergencies? As well as to their viewers?  Answers expected: To tell the truth, to show things as they are, to promote free speech etc.

Trainer presentation to full group: Over the past years, through experiences in trying to assist people during and after emergencies our experience backed by research has lead to clearer understandings of the mental health and psychosocial consequences of emergencies and how we can best assist the affected people. 

Trainer power point presentation to full group including: 

· IASC who, did what, why, when; 

· Core Principles leading to triangle. 

· Triangle explanation includes prevalence of issues leading to types of support, including integrated response of all relief and treatment. 

· Specifically addressing: What does it mean to be “traumatized” and how to properly use the word. Most importantly explaining that survivors of traumatic experiences are not all traumatized and how the provision of the services they truly need can be influenced when they are given the stigma that goes along with a mental health label.

· Understanding that people affected by emergencies are mostly having normal reactions leads to the need for interventions for the majority that normalize their experience and build their capacities based on their strengths. Promotion that traumatic experiences lead people to be permanently scarred and traumatized can lead to inappropriate interventions or beliefs: Interventions like counselling and psychiatric care including psychiatric medications are important but needed for few. It is most important that those who need them get them not the general population.
	 80 

	Part 2: 

Practical application: Creation of media presentation that reports fairly and accurately, respects the dignity of people affected by emergencies; and has positive influences on public knowledge and attitudes, and decision makers.
	Ideally the Co-Trainer from the MEDIA leads this part.

Co-Trainer presentation to full group: (10 minutes) Imagine you are at the emergency we are about to see. A brief film clip or photos show an emergency and the people affected. It shows their pain as well as how they are trying to cope. 

4 small groups: (30 minutes) Groups divided by media specialization i.e.: written word, photos, film, tv, radio etc. Prepare a presentation in which you SHOW the other groups, using them as the media audience, how you can report this to the public using your media specialization (either written word, photos, film, tv, radio) combined with what we talked about today. 

Trainer with full group:  (10 minutes x 4 groups = 40 minutes). 

Each group gives its media presentation. The other groups are asked to comment

· What result did this media presentation have on you? 

· What would be the response by a media employer to this media coverage?

· What would the response of the people affected by the emergency to this media coverage? 

· Discuss the effect of NOT saying the population is “traumatized” and scarred for life. 
	80



	Part 3: 

Practical application: Accurate language to describe MHPSS of emergency affected people. 
	Trainer with full group: Based on small group presentations what catchy but accurate language and images are possible.  Trainer writes groups ideas on a flip chart thereby creating a master list of words and images that are good to use. 
	10 

	Part 4: 

Summarize seminar learning.
	Trainer with full group: Trainer reviews key components of seminar.

Media Co-Trainer with full group: Reviews how media can exploit and/or do harm. 
	10 

	Part 5: 

Way forward. 
	Media Co-Trainer asks: Each person to tell one way that they will bring what they learned back to their job.
	15



	Part 6: 

Follow-up.
	Trainer with full group: Trainer leads discussion about possible future seminars i.e.: a future seminar might be about methods of interviewing affected people.
	5 
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Trainer can monitor attitudes and what they know and need to learn through a quick analysis of the discussion and level of participation. If participants are not active and are not following the logic presented, then the Trainer needs to repeat or modify accordingly.
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A small reception follows with food and drink during which the Trainers can evaluate the immediate response to the training by listening to the discussions between the participants. A longer term evaluation can come through reviewing the media outputs of the participants.
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Trainers distribute copies of the IASC MHPSS Guidelines, UNICEF media guidelines; and film examples and newspaper/ magazine articles with photos that make appropriate references about MHPSS. 
(

The following is an example of an Orientation Seminar for Donors as recommended in the IASC MHPSS Guidelines. The design follows six parts: 1/ Assessment 2/ Goals 3/ Seminar Step-by-step 4/ Monitoring of learning during the seminar 5/ Evaluation and 6/ Reading and Handouts. Since every group participating in an orientation has different needs and expectations the following Orientation Seminar is only one example and must be modified to fit the context and capacities of every training group.
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To design an Orientation Seminar that specifically meet the needs of their trainees, Trainers facilitate an assessment prior to designing the seminar, that includes a review of the existing knowledge, needs and expectations of the future trainees and the needs, problems and context of the situation in which they work.

	What does the Trainer want to know?
	How does the Trainer collect the information?

	Goals, objectives and priorities of Donor organizations
	Desk research. 

Ask Donors directly. 

Informal communication with colleagues who know Donor organizations. 

	Existing knowledge and vision regarding MHPSS
	Same

	Whether or not the organisation makes reference to or currently uses the MHPSS Guidelines
	Same

	Experiences and concerns regarding MHPSS
	Same

	Goals, objective, activities, impact of funded projects in the MHPSS domain
	Same

Discussion with staff from funded projects within MHPSS domain. 

Visits to funded projects within MHPSS domain. 



[image: image36]
Based on the assessment determine the goals for orientating Donors to include IASC MHPSS Guidelines in their work. Some possible goals could include: 

· Increase their understanding about mental health and psychosocial needs and problems and about MHPSS. 

· Accept responsibility for promoting and facilitating internationally supported best practices for MHPSS. 

· Facilitate their ability to actually use the IASC MHPSS Guidelines in their work as a Donor including: HOW to choose recipients for their funds; assess proposals requesting their funds; evaluate use of their funds; and the impact of their sponsored activities. 
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The assessment will lead to the development of goals and a curriculum for an Orientation Seminar for a specific group of Donors. Seminars will vary if participants are from one or multiple organizations and/or presented at country or central level. If at country level, then the Orientation Seminar must include case examples, issues, resources and ideas about the way forward that are specific to that country situation. The following seminar is specifically geared towards Donors who actually provide funding. It is best if the Orientation Seminar is co-facilitated and/or sponsored by at least one Donor organization. Based on the goals above, the following is an example of a 210 minute Orientation Seminar for Donors from multiple organizations, whose roles include decision making about how and where to use funds. 
	Content
	Training Methodology
	Minutes

	Introduction: Trainers and Participants / Goals of the Orientation Seminar.
	Brief presentations by Trainer and Participants including:

· Trainers: Name / Relevant background

· Participants: Names / Work sites / Job titles / Previous MHPSS training

· Trainer: Presentation of seminar goals.
	10



	Part 1: 

 Increase understanding of psychosocial and mental health concepts and related issues.


	Trainer with full group: Trainer shows a Film OR has field-based person describe an emergency situation as means to explain psychosocial and mental health issues by touching feelings / emotions of participants. Trainer explains psychosocial and mental health concept (page 1 of IASC Guidelines).

Trainer asks class to discuss case examples (mix of their examples with examples from the Trainer) that describe common individual, family and community psychosocial and mental health issues during and after emergencies. Trainer than provides the conceptualization in the Guidelines (pages 2-3).
	20



	Part 2: 

Increase their understanding of how to support MHPSS. 
	Trainer Presentation with full class (50 minutes)
Trainer gives power point presentation and facilitates group discussion including: 

· Explanation about who is in the IASC; how and why the IASC MHPSS guidelines were written; and show list of all cooperating partners and underscore international consensus that legitimises guidelines as best practice.

· Brief discussion about responsibility of all, including Donors, to promote and facilitate internationally accepted best practices.

· Brief description about history of MHPSS work and potential to do harm with case examples.

· Review of IASC MHPSS Core Principles emphasizing:
· Importance of cross sectoral integrated   coordinated approach.

· Importance of collaborative assessment and how it leads to appropriate intervention.

· Emphasis on monitoring and evaluation of intervention process and impact.

· Value of building local and community capacities.

· Importance of orientation, training and support to aid workers.

· Multi-layered approach via pyramid including discussion about actual prevalence and severity of issues and providing brief practical examples of interventions supporting layers.

· Explanation about why it often not feasible to focus on individual problems and honing in on ecological, contextual, culturally sensitive, community focused intervention. 

· Review of IASC MHPSS Dos and Don’ts

· Review of IASC MHPSS Frequently Asked Questions.

· Review examples of global initiatives that have used the Guidelines for programming, strategic planning and policy making 
Trainer asks full group: (10 minutes) Based on your experiences, what challenges have you noted in funding MHPSS related activities? 

4 small groups: (30 minutes) Trainer provides an emergency case example similar to situations familiar to the participants. Trainer reviews the pyramid layers and explains an intervention at Layer 4 for Action Sheets 6.2 / 6.3. Each small group is given a grouping of Action Sheets and asked to create one example depicting an intervention with their given Action Sheets and Layer that could be included in a project in support of MHPSS. 

· Group 1: 5.1-5.4 , 8.1  (At Level 2)
· Group 2: 6.3-6.5 (At Level 3)

· Group 3: 7.1 (At Level 2)

· Group 4: 9.1, 10.1, 11.1 (At Level 1)
	 90 


	Part 3:
Facilitate participant ability to use the IASC MHPSS guidelines in their work as a Donor. 
	Trainer with full group:  (15 minutes x 4 groups = 60 minutes) Each small group presents its example and how it could support MHPSS. Other groups provide comments. 
The following questions are discussed for each small group intervention and answers written on flip chart.

1. What expertise or qualifications must the group presenting this intervention have to be accepted by a donor?

2. What must be included in the proposal for this intervention to be funded?

3. How can the Donor determine if the intervention is actually suitable to meet the goals and priorities of the affected people?

4. How can the Donor know if this intervention fits collaboratively into other services provided for this population?
5. How can the process and impact of this intervention be evaluated?
Trainer leads discussion with full group (10 minutes) about how Donors might determine IF and HOW to provide support to each intervention designed within the small groups. 
	70



	Part 4: Summarize seminar learning

	Trainer with full group: Trainer summarizes key points of seminar using prepared power point presentation that reviews the questions above. Example of power point presentation below.
	10

	Part 5: 
Ways forward
	Trainer with full group: Trainer asks: What can you specifically do to promote and facilitate the use of MHPSS in your work? What is needed for you to most effectively use what you learned today?
	10
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After Part 2. Trainer asks group to summarize the key points that have been discussed and adds whatever is missing.
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A small reception follows with food and drink during which the Trainers can evaluate the immediate response to the training by listening to the discussions between the participants. A longer term evaluation can come through reviewing the outputs of the participants.
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The Trainer distributes copies of the IASCC MHPSS in the appropriate language. The Trainer sends participants the seminar notes, power point presentations, summary of all small group presentations to facilitate their way forward.
EXAMPLE OF POWER POINT PRESENTATION FOR DONOR ORIENTATION SESSION
This is an example of a power point presentation. 
Trainer will need to add to it based on the specific needs of the Donor group to be trained.

1. What expertise or qualifications must the group presenting a proposal have to be accepted 
    by a Donor?

· Proper credentials and references from prior work.

· Always best for organization to have prior experience directly related to MHPSS and emergency work; an emergency is NOT a good time to first get experience. If a group has no direct experience with MSPSS in emergencies next best is some experience in MSPSS work not in emergencies. If not, then related emergency experience as example in public health, community mobilization and awareness raising and education could be adequate.

· Best for organization to have existing staff trained in the IASC MHPSS Guidelines or with related psychosocial and mental health education or training. 

· They should have read the IASC MHPSS Guidelines and other related guidelines.

2. What must be included in the proposal for a program to be funded?
· Proposal should include the findings of an assessment either done by this organization or a reputable other organization. 

· Program’s goals and interventions should be based on the findings of the assessment and be designed to address unmet needs and problems. 

· Program goals and interventions should be in compliance with the IASC MHPSS Guidelines and its Core Principles and the related Action Sheets.

· Program should include a plan for monitoring and evaluating its goals and interventions.

· Organization policy and procedure that includes adequate training, support and supervision for staff.

· Organization policy and procedure that outlines standards for ethical behaviour of staff. 

· Plan for safeguarding the security of the program staff and program participants.

· Description of community participation in the assessment, design and implementation of the program.

· Clear respect for culture and traditions for the affected people and inclusion into program.

· Inclusion of description as to how the program will utilize and facilitate effective traditional resources.

· Details about how this program complements and collaborates with all other available resources including government, community, UN, INGOs, local NGOs etc. 

· Plan for how the program’s interventions lead to sustainable support.

3. How can Donors determine if the program is actually suitable to meet the goals and priorities of 
    the affected people?
· Proposal should include the findings of an assessment either done by this organization or a reputable other organization. If not, Donor should find a recent assessment and compare its findings to the proposed program. 

· Ideally, the Donor could speak with some of the community leaders or members of the affected population and inquire about the organization and the suitability of the program.

· Proposal should describe community participation in assessment, determination of goals and program design.

4. How can Donors know if this program fits collaboratively into other services provided for 
    this population?

· Proposal should list other related programs and describe how this proposed program complements them.

· Ideally, Donor could speak with partners in the location and ask about how the proposed program complements their activities.

· Donor could review reports prepared by the location’s network of service providers.
5. How can the process and impact of this program be evaluated?

One useful tool to assist the Donor in determining this is by reading the GUIDE TO THE EVALUATION OF PSYCHOSOCIAL PROGRAMMING IN EMERGENCIES, UNICEF 2009. 
(

The following is an example of an Orientation Seminar for a mixed group of aid workers including those working in nutrition and food security, shelter, health workers (not medical staff), protection, and watsan. The IASC MHPSS Guidelines state that “all aid workers should have very basic knowledge about MHPSS and that ½ day orientations should be organized to orient general, humanitarian workers to do their part in protecting and supporting people's well-being.” The design follows six parts: 1/ Assessment 2/ Goals 3/ Seminar Step-by-step 
4/ Monitoring of learning during the seminar 5/ Evaluation and 6/ Reading and Handouts. Since every group participating in an orientation has different needs and expectations, the following Orientation Seminar is only one example and must be modified to fit the context and capacities of every training group.
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To design an Orientation Seminar that specifically meet the needs of their trainees, Trainers facilitate an assessment prior to designing the seminar, that includes a review of the existing knowledge, needs and expectations of the future trainees and the needs, problems and context of the situation in which they work.

	What does the Trainer want to know?
	How does the Trainer collect the information?

	Basic knowledge about the emergency, present situation, affected population’s history, culture, traditions and systems of self-help.
	Review of data online via relief web, UN OCHA and others.



	Outcome of assessments about the humanitarian aid in this location.
	Request copies from relevant agencies. 

	Actual humanitarian operations, its current challenges, coordination and integration with other partners.
	Visit, when possible, humanitarian operation to observe existing services. Discuss the humanitarian operation with a small cross section of the recipient population.

	Level of understanding of invited participants about the concepts included in the IASC MHPSS Guidelines and how they can be integrated into their work.
	Interview invited participants and the humanitarian operations managers and key staff to discuss their understanding of the IASC MHPSS Guidelines key concepts, the existing integration of psychosocial considerations into their work and, when applicable, their prior experiences integrating IASC MHPSS into their work.

	How existing humanitarian operations support and/or are contrary to the IASC MHPSS Guidelines and why.
	Discuss rationale behind existing humanitarian operations and how they presently support or undermine mental health and psychosocial well-being.
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Based on the assessment, the Trainer determines the goals for this orientation seminar. It is necessary to review the global goals within the IASC MHPSS Guidelines as well as within the related Action Sheets. It is also essential that this Orientation includes how these general aid workers can utilize the IASC MHPSS Guidelines within their context.

Some possible goals could include:

· Increase the understanding of the participants about the impact of their humanitarian operation on the mental health and psychosocial well-being of the people.

· Increase the understanding of the participants about how emergencies affect the mental health and psychosocial well-being of a population.

· Increase the understanding of participants about HOW they can support mental health and psychosocial well-being through their operations.

· Increase capacity of participants to know how to effectively involve an affected population in humanitarian operations.

· Facilitation of collaboration between all partners towards greater provision of operations that facilitate mental health and psychosocial well-being.
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The following is an example of an orientation seminar for General Aid Workers that is based on the goals above. This seminar is 420 minutes or 7 hours. It can be taught in one day with two / 3 hour and 30 minute sessions each with a break and with lunch in the middle of the sessions. Or, it can be taught on two different days. It is best if this is co-facilitated with someone who is a staff member in the ongoing humanitarian operation. 

	Content
	Orientation Methodology
	Minutes

	Introduction: Trainers and Participants / Goals of the Orientation Seminar
	Brief presentations by Trainer and Participants including:

· Trainers: Name / Relevant background

· Participants: Names / Work sites / Job titles / Previous MHPSS training

· Trainer: Presentation of seminar goals.
	10

 

	Part 1: 

How Food security operations can affect people’s MHPSS.


	Trainer role plays with full group: (5 minutes x 3 examples = 15 minutes)
The Trainer asks 3 participants (one after another) to play the roles of people affected by an emergency asking for different forms of assistance. The roles could include:

· Elderly/disabled woman asking for access to toilet

· Widow with a baby asking for food

· Adult man with a family asking for shelter

The Trainer role plays in an exaggerated NEGATIVE way how a humanitarian worker should NOT behave towards them. 

Trainer asks questions to full group: (5 minutes):
· When adults need assistance how do they feel asking someone to provide it for them?

· When parents need assistance for their children how do they feel asking someone else to provide it?

Trainer with full group: (10 minutes). Please think of 3 key words that describe how you might feel if you could NOT care for yourself and/or your family and had to ask strangers for assistance? Please share the 3 words with the group.
	30



	Part 2: Understanding the link between humanitarian operations and MHPSS.
	Trainer presentation (power point, when possible) with discussion with full group: (30 minutes)
Mental health and psychosocial problems in emergencies are highly interconnected,

yet may be predominantly social or psychological in nature. Significant

problems of a predominantly social nature include:

· Pre-existing (pre-emergency) social problems (e.g. extreme poverty; belonging to a group that is discriminated against or marginalised; political oppression);

· Emergency-induced social problems (e.g. family separation; disruption of social networks; destruction of community structures, resources and trust; increased gender-based violence); and

· Humanitarian aid-induced social problems (e.g. undermining of community structures or traditional support mechanisms).

Similarly, problems of a predominantly psychological nature include:

· Pre-existing problems (e.g. severe mental disorder; alcohol abuse);

· Emergency-induced problems (e.g. grief, non-pathological distress; depression and anxiety disorders, including post-traumatic stress disorder (PTSD)); and

     Humanitarian aid-related problems (e.g. anxiety due to a lack of information about food

     distribution). 

The Trainer defines. The composite term mental health and psychosocial support is used to describe any type of local or outside support that aims to protect or promote psychosocial well-being and/or prevent or treat mental disorder. Although the terms mental health and psychosocial support are closely related and overlap, for many aid workers they reflect different, yet complementary, approaches.
Aid agencies outside the health sector tend to speak of supporting psychosocial well-being. Health sector agencies tend to speak of mental health, yet historically have also used the terms psychosocial rehabilitation and psychosocial treatment to describe non-biological interventions for people with mental disorders. Exact definitions of these terms vary between and within aid organisations, disciplines and countries. The IASC Guidelines us the composite term mental health and psychosocial support (MHPSS ) serves to unite as broad a group of actors as possible and underscores the need for diverse, complementary approaches in providing appropriate supports.

The Trainer clarifies prevalence of problems: Using WHO Table below.

The Trainer explains: Most people, including children, are resilient and cope with the consequences of an emergency utilizing their protective factors. Most people do not develop mental disorders. 

Presentation of definitions with case examples:

Definition: Resilience: the ability to recover from setbacks

Definition: Coping: to deal successfully with a difficult problem or situation

Definition: Protective factors: factors that prevent somebody or something from harm or damage or poor health.

Trainer asks:  What are the actual consequences of emergencies for children, families, communities and societies? 

Trainer presents: The Trainer connects the information provided to information about the consequences to this population as found in assessment reports. See consequences below in Handout.

The Trainer shows a series of pictures in which humanitarian relief is providing assistance inappropriately. These pictures can include:

· Aid worker in short shorts and sleeveless shirt providing health care to veiled women.

· Aid truck with workers throwing food at people and chaos below.

· Shelter with no privacy and adults having sex next to children and teens. 

· Bathing without privacy and men watching women bathing.

· Boreholes far from the shelters and girls walking alone at dark.

· Big aid trucks and offices taking all the space and children sitting without grounds for play.

· Aid worker in uniform depending sexual favors before giving food.

· The group looks at the picture and then is asked:

· What is the problem with humanitarian assistance in this picture?

Trainer asks the group with each picture: (5 minutes) How might the recipients of humanitarian aid feel in this location if assistance is provided in this way? 

Trainer asks: (10 minutes) What attitudes or beliefs influence how aid needs to be provided in this location to ensure that it is provided respectfully and in accordance with the culture and traditions? 

5 small groups divided by specialization (nutrition and food security, shelter, health workers, protection, and watsan) discuss: 
(10 minutes)

· Share an experience from your specialization in which aid was given that negatively affected the psychosocial well-being of the people. 

· Why was it provided in this negative way?

Each small group shares with large group: Why might their specialization provide aid in a negative way?  (5 minutes each group x 5 = 25 minutes)
The IASC MHPSS guidelines offer ideas about how humanitarian assistance can facilitate the psychosocial well-being of affected populations.

Trainer presentation (power point, when possible) with discussion with full group: An overview of the IASC MHPSS Guidelines: (20 minutes)

“These guidelines reflect the insights of practitioners from different geographic regions, disciplines and sectors, and reflect an emerging consensus on good practice among practitioners. The core idea behind them is that, in the early phase of an emergency, social supports are essential to protect and support MHPSS. In addition, the guidelines recommend selected psychological and psychiatric interventions for specific problems.”

“In emergencies, not everyone has or develops significant psychological problems. Many people show resilience, that is the ability to cope relatively well in situations of adversity. There are numerous interacting social, psychological and biological factors that influence whether people develop psychological problems or exhibit resilience in the face of adversity.”

“These guidelines were designed for use by all humanitarian actors, including community-based organisations, government authorities, United Nations organisations, non-government organisations (NGOs) and donors operating in emergency settings at local, national and international levels. The orientation of these guidelines is not towards individual agencies or projects.”

“Implementation of the guidelines requires extensive collaboration among various humanitarian actors: no single community or agency is expected to have the
capacity to implement all necessary minimum responses in the midst of an emergency.”

“These guidelines are not intended solely for mental health and psychosocial workers. Numerous action sheets in the guidelines outline social supports relevant to the core humanitarian domains, such as disaster management, human rights, protection, general health, education, water and sanitation, food security and nutrition, shelter, camp management, community development and mass communication.”

IASC MHPSS Core Principles:

1. Human rights and equity; Humanitarian actors should promote the human rights of all affected persons and protect individuals and groups who are at heightened risk of human rights violations. Humanitarian actors should also promote equity and non-discrimination. 

2. Participation; Humanitarian action should maximise the participation of local affected populations in the humanitarian response. In most emergency situations, significant numbers of people exhibit sufficient resilience to participate in relief and reconstruction efforts. 

3. Do no harm; Work on mental health and psychosocial support has the potential to cause harm because it deals with highly sensitive issues. Humanitarian actors may reduce the risk of harm in various ways, such as:  Participating in coordination groups to learn from others and to minimise duplication and gaps in response;  Designing interventions on the basis of sufficient information; Committing to evaluation, openness to scrutiny and external review; Developing cultural sensitivity and competence in the areas in which they intervene/work; and developing an understanding of, and consistently reflecting on, universal human rights, power relations between outsiders and emergency-affected people, and the value of participatory approaches. 

4. Building on available resources and capacities; All affected groups have assets or resources that support mental health and psychosocial well-being. A key principle, even in the early stages of an emergency, is building local capacities, supporting self-help and strengthening the resources already present. Externally driven and implemented programmes often lead to inappropriate mental health and psychosocial support and frequently have limited sustainability. Where possible, it is important to build both government and civil society capacities. 
5. Integrated support systems; Activities and programming should be integrated as far as possible. The proliferation of stand-alone services, such as those dealing only with rape survivors or only with people with a specific diagnosis, can create a highly fragmented care system. 

6. Multi-layered supports; In emergencies, people are affected in different ways and require different kinds of supports. A key to organising mental health and psychosocial support is to develop a layered system of complementary supports that meets the needs of different groups (see Figure 1). All layers of the pyramid are important and should ideally be implemented concurrently. 
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	Part 3: 

Actions that Food Security operations can take to facilitate MHPSS and how to deal with the challenges.  Action Sheet 9.1
	5 small specialization groups: Each group is handed their relevant Action Sheets i.e.: nutrition and food (9.1), shelter (10.1), watsan (11.1), health (6.1), protection (3.1,3.2,3.3).

Trainer asks each group to: (20 minutes)
· Read the Action Sheets.

· Report back to full group key points of their Action Sheets.

· Return to their case example of a negative situation and create a positive example that utilizes their Action Sheet to report to the full group. 

Small groups report to full group. (5 minutes each group = 25 minutes)
	45




	Trainer role plays: (10 minutes) Trainers asks a volunteer to role play an elderly person affected by an emergency who cannot find the rest of her family. The Trainer shows how he/she would use psychological first aid. 

 Trainer asks each group to prepare a role play. (20 minutes) Groups are asked to create a case example of someone who needs their specialization. They are asked to prepare a role play to show the class how they will use PFA skills to speak with the person and offer practical assistance within their specialization area. 

Small groups share their role play with the larger group and receives comments.  

(5 minutes each group = 25 minutes)
	75


	

	Part 5: Importance of community mobilization
	Trainer presentation and discussion: (20 minutes) 

Trainer presentation and discussion about the importance of community involvement in emergency operations. 

Humanitarian workers are responsible for enabling families and communities to help themselves. The following is adapted from Action Sheet 5.1: Facilitate conditions for community mobilisation, ownership and control of emergency response in all sectors.

The process of response to an emergency should be owned and controlled as much as possible by the affected population, and should make use of their own support structures, including local government structures.

The term ‘community mobilisation’ refers to efforts made from both inside and outside the community to involve its members (groups of people, families, relatives, peers, neighbours or others who have a common interest) in all the discussions, decisions and actions that affect them and their future. 

As people become more involved, they are likely to become more hopeful, more able to cope and more active in rebuilding their own lives and communities. At every step, relief efforts should support participation, build on what local people are already doing to help themselves and avoid doing for local people what they can do for themselves. There are varying degrees of community participation:

· Recognition by community members that they have a common concern and will be more effective if they work together.

· Development of the sense of responsibility and ownership that comes with this recognition.

· Identification of internal community resources and knowledge, and individual skills and talents.

· Identification of priority issues.

· Community members plan and manage activities using their internal resources.

· Growing capacity of community members to continue and increase the effectiveness of this action. 

“Facilitating genuine community participation requires understanding the local power structure and patterns of community conflict, working with different sub-groups and avoiding the privileging of particular groups.”

“Past experience suggests that significant numbers of community members are likely to function well enough to take leading roles in organising relief tasks and that the vast majority may help with implementing relief activities. 

Key actions from IASC MHPSS:

1. Coordinate efforts to mobilise communities.

· Actively identify, and coordinate with, existing processes of community mobilization 

· Work in partnership with local government, where supportive government services are present.

2. Assess the political, social and security environment at the earliest possible stage.

In addition to reviewing and gathering general information on the context 

· Observe and talk informally with numerous people representative of the affected community;

· Identify and talk with male and female key informants (such as leaders, teachers, healers, etc.) who can share information about (a) issues of power, organization and decision-making processes in the community, (b) what cultural rules to follow, and (c) what difficulties and dangers to be aware of in community mobilisation.

3. Talk with a variety of key informants and formal and informal groups, learning how local people are organising and how different agencies can participate in the relief effort. 
“Ask groups questions such as:

· In previous emergencies, how have local people confronted the crisis?

· In what ways are people helping each other now?

· How can people here participate in the emergency response?

· Who are the key people or groups who could help organise health supports, shelter supports, etc.?

· How can each area of a camp or village ‘personalise’ its space?

· Would it be helpful to activate pre-existing structures and decision-making processes? If yes, what can be done to enable people in a camp setting to group themselves.

· If there are conflicts over resources or facilities, how could the community reduce these? What is the process for settling differences?

4. Facilitate the participation of marginalised people.

· Be aware of issues of power and social injustice.

· Include marginalised people in the planning and delivery of aid.

· Initiate discussions about ways that empower marginalised groups and prevent or reduce stigmatisation or discrimination.

· Ensure, if possible, that such discussions take note of existing authority structures, including local government structures.

· Engage youth, who are often viewed as a problem but who can be a valuable resource for emergency response.

5. Establish safe and sufficient spaces early on to support planning discussions and the dissemination of information.
6. Promote community mobilisation processes.

• Security conditions permitting, organise discussions regarding the social, political and economic context and the causes of the crisis. Providing a sense of purpose and meaning can be a powerful source of psychosocial support.

• Facilitate the conditions for a collective reflection process involving key actors, community groups or the community as a whole regarding:

· Vulnerabilities to be addressed at present and vulnerabilities that can be expected in the future;

· Capacities, and abilities to activate and build on these;

· Potential sources of resilience identified by the group;

· Mechanisms that have helped community members in the past to cope with tragedy, violence and loss;

· Organisations (e.g. local women’s groups, youth groups or professional, labour

· or political organisations) that could be involved in the process of bringing aid;

· How other communities have responded successfully during crises.

• One of the core activities of a participatory mobilisation process is to help people to make connections between what the community had previously, where its members are now, where they want to go, and the ways and means of achieving that.”

• The above process should lead to a discussion of emergency ‘action plans’ that coordinate activities and distribute duties and responsibilities, taking into account agreed priorities and the feasibility of the actions. Planning could also foresee longer-term scenarios and identify potentially fruitful actions in advance. It should be clearly understood whether the action is the responsibility of the community itself or of external agents (such as the state). If the responsibility is with the community, a community action plan may be developed. If the responsibility is with external agents, then a community advocacy plan could be put in place.”
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	Part 6: Summarize seminar learning
	Trainer asks participants one by one to briefly list key learning. Trainer shares a flip chart that lists key learning.
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	Part 7: Ways forward


	5 specialization small groups: (15 minutes). Trainer asks groups to create organized series of steps that they can take (and put it on a flip chart) to engage community participation in your specialization in accordance with the IASC MHPSS Guidelines. 

Small groups share their steps with the full group. (5 minutes x 5 groups = 25 minutes)
Trainer with full group asks: (10 minutes) 

What might prevent each specialization from doing this?

Trainer works with the full class to create an Action Plan with Action Steps for their way forward: (20 minutes) (A flip chart has a blank table that includes: 

Action - Responsible person - Timing.  

The class uses this to create an Action Plan that specifies how they can operationalize their way forward. If not included on their own, Trainer asks them to include:

Actions that they can take so that they collaborate together across disciplines to facilitate the psychosocial well-being of the population? 

Trainer presentation and Discussion: (10 minutes) Using Action Sheet 3.3 presentation about the importance of self-care and care by organizations for their staff and what happens when this is not adequate. 

4 small groups: (20 minutes)
Each person shares the most important self-care method that he/she uses when under stress. Each person shares the most important method used by his/her organization to take care of staff. These are summarized and put on flip chart.

Full class: (5 minutes x 4 = 20 minutes) 

Each group shares their flip charts. 

Trainer summarizes: (10 minutes)
Using the key points from IASC MHPSS and presented from small groups the Trainer summarizes about the importance of self-care. 
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After part 3. To summarize and monitor their learning the Trainer asks each participant (start at one end of the room and they move around the room) to state the most interesting/relevant/important part of the information they have learned.
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Methods of evaluation will vary with the context. They can include:
· Content of orientation seminars is based on needs assessment.

· Participants’ evaluations via written structured or semi-structured questionnaires immediately after the seminar to evaluate their immediate response to the value and clarity of the content, orientation methodology and initial reactions about what they learned and its relevance and applicability to their work. (See examples Appendix A #22.)

· Pre and post tests (immediate and months later) via written structured questionnaire of participants to evaluate and compare what they knew before the orientation to what is learned and known after the orientation to gauge what is actually learned. 
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The Trainer provides participants with copies, in their language, of the IASC Guidelines Checklist for Field Use and the Action Sheet related to their specializations, plus the attached Handout and other relevant resources recommended at the end of Action Sheets. The Trainer also sends all participants the seminar notes, power point presentations, summary of all small group presentations to facilitate their way forward.
HANDOUT FOR GENERAL AID WORKERS SEMINAR

Size of the problem: Summary Table of Generic WHO (2009) Projections a
	
	BEFORE DISASTER: 

12-month prevalence b
(median across countries)
	AFTER DISASTER:

12-month  prevalence

(median across countries)

	Severe disorder 

(e.g., psychosis, severe depression, severely disabling form of anxiety disorder)
	2-3%
	3-4% c

	Mild or moderate mental disorder

(e.g., mild and moderate forms of depression and anxiety disorders, including mild and moderate PTSD)


	10%
	15-20% d 



	 “normal” distress / other psychological reactions (no disorder)
	No estimate
	Large percentage 




Notes:  PTSD indicates posttraumatic stress disorder. 
· a Observed rates vary with setting (e.g. time since the emergency, socio-cultural factors in coping and community social support, previous and current disaster exposure) and assessment method but give a very rough indication what WHO expects the extent of morbidity and distress to be.    

· b The assumed baseline rates are the median rates across countries as observed in the World Mental Health Survey 2000.  

· c This is a best guess based on the assumption that trauma and loss (a) may exacerbate previous mental illness (e.g., it may turn moderate depression into severe depression), and (b) may cause a severe form of trauma-induced common mental disorder. 

· d It is established that trauma and loss increase the risk of common mental disorders (depression and anxiety disorders, including posttraumatic stress disorder).  Higher quality studies (random, large samples; diagnostic interviews) report lower rates.

HANDOUT: PSYCHOSOCIAL CONSEQUENCES OF EMERGENCIES 

Adapted from UNICEF (2007) 

Emergencies affect the “way of life” for children and their families and households including:
· Loss of daily routine:  Most often the usual way of daily life is gone. The capacity to do common daily activities may be changed. Women accustomed to cooking might find that they have to prepare food in a communal kitchen; men might be unable to go to their usual work and be unable to independently provide for their families needs; and children might be without their schools or usual opportunities for play or friendship. This lose of daily normal routine can be stressful.

· Changes in values and traditions: The conditions that result from an emergency might force changes in values and traditions. Living situations might lack privacy which forces change to usual ways of bathing, use of the toilet, sexual behaviours etc. Traditional gender and status roles may change with the loss of male heads of household, or the need for all family members, including women and children, to assist in providing household income.

· Loss of capacity as adequate social support system: Families might lose their usual capacity to be an adequate support system to all of their family members in their usual ways. Family roles and responsibilities can change due to loss, death and separation. Members who usually support each other might become unable to do so due to separation or the lack of capacity. Children might be separated from their parents, lose their usual caretakers or be in situations of extreme risk. Parents might change their parenting style and become emotionally distressed and begin to use risky behaviour. There might be the need for different roles, responsibilities and support from different members of the family.

· Loss of livelihood: Emergencies often lead to a loss of livelihood. Lost livelihood leads to less resources leading to poverty, less services and changes in social and economic class and opportunities. It can result in children having poor nutrition and reduced access to basic services such as health care and education. Caregivers may have less time to care for children as they seek economic opportunities. Parents unable to provide for their families can become demoralized which can affect their parenting.

· Living in dangerous conditions: Families may be forced to live in crowded accommodations with risks to health, hygiene and safety.  

· Initiation of risky behaviours: Stress and required life changes can lead some people to substance abuse, acts of violence, crime, prostitution, to join rebel movements etc.

Emergencies have many consequences for children including
· Loss of usual life routine: Loss of structure, routine and predictability in the day-to-day lives of children can come with displacement. The loss of services especially education can undermine a child’s sense of stability and security.
· Emotional distress: The loss of family members and friends, witnessing of death, injury, and physical damage to their homes and communities can be emotionally distressing events. Children may have feelings of anxiety, sadness, fear, anger. 
· Changes in behaviour: Feelings of unhappiness, anxiety, frustration and confusion can lead to behaviour changes. These behaviour changes go from one extreme to another. Some children become highly responsible and help their parents while others become discouraged, angry and rebellious and use drugs and alcohol. Some turn to their friends and reject their families while others reject their friends. Some children cling to adults while others withdraw. Some mature quickly while others regress and return to using the behaviours of a younger child. Some children become aggressive while others lose all motivation. Emergencies can lead children to a wide range of behavioural difficulties.
· Physical injuries:  Injuries that create long-term disability—loss of movement, amputation, loss of hearing or speech, or significant physical disfiguration—can have continuing consequences for a child’s self-image, social acceptance, and ability to contribute to the family economy and self-reliance in the future.
· Chronic poor health: Poor living conditions can lead to poor health.  In particular, malnutrition commonly affects the child’s natural inclination to explore and learn and causes them to have less resistance to disease, especially infectious diseases. Severe clinical malnutrition is also associated with long-term effects on the development of the cognitive, emotional and behavioural aspects of development, as well as motor functioning. 
· Loss of important developmental opportunities: Play is an important universal feature of childhood through which children explore, learn, cooperate, cope and adjust. A number of factors may inhibit play in emergency situations. Parents may have less time and interest, and the lack of safe spaces to play and anxieties about security may also lead parents to restrict their children’s movements.
· Loss of protection: There are many reasons children can lose protection due to emergencies. Children might be separated from their families or their living situation can be dangerous. Without the protection their families provide, internally displaced and refugee children are particularly vulnerable and at risk of physical and sexual exploitation, other forms of violence, military recruitment, involvement in dangerous and illegal labour for survival. 
· Increased risk of violence, abuse and exploitation: Due to the breakdown in protection, children in emergencies are often at increased risk of violence including: Physical, emotional or sexual abuse; Exploitative labour; Trafficking; Torture; Abduction; and Various forms of gender-based violence. Very young children, children in poor health or with disabilities, children belonging to marginalised ethnic groups and girls are the most vulnerable.
Emergencies have significant impact on communities including:
· Loss of physical infrastructure: The community’s physical infrastructure including health facilities and equipment, schools, government buildings, members’ homes and livelihood can be damaged or destroyed. 

· Loss of community based services: Loss of community services including clean water, adequate sanitation. health services like immunization, programs to control infectious diseases, reproductive health care, neo-natal care, paediatric programmes can have serious negative impact on the healthy development of children. Loss of educational opportunities not only violate the rights of children, but can become a life-long handicap.

· Loss of support provided by traditional and cultural institutions: These may be weakened during emergencies, and their resources may be overwhelmed by the massive needs of the community. This can be an important loss particularly for the most vulnerable especially if these institutions commonly assist them during difficult times.

· Loss of community as part of social support system:  Tensions within communities can increase during emergencies when needs are enormous and resources limited. These tensions can strain community support, even leading to divisions within the group or conflict between different parts of the community. Already vulnerable or marginalised members of the community may be of at greater risk of further exclusion.

· Loss of social relationships: There can be many changes in social relationships. Positive relations can become problematic when neighbors, tribal, ethnic or religious groups who live together peacefully suddenly become engaged in violent, dangerous or negative behaviours. Children can lose their peers with whom they have strong bonds and dependency.

· Loss of law and order:  A community’s usual leadership can be lost, separated or destroyed due to an emergency. This can lead to a breakdown in law and order. This can lead to a subsequent increase in criminality and lack of protective measures for vulnerable groups, especially children in conflict with the law.

· Change in cultural norms and values:  Usual community norms can be altered temporarily or permanently. This can occur due to the disruption of communal practices and influences from outside forces that come with the humanitarian effort. Faith and spirituality can also change with some communities mobilizing and finding meaning through their faith while others separate from their faith.  

A society is made up of many communities, or the population of a country. Consequences to societies can include: 
· Loss of administration ie: lost leadership and decision makers etc.

· Loss of judiciary ie: no laws or people to uphold them like police, courts, leaders etc.

· Loss of economics ie: lost livelihoods, massive inflation, crashed economies.

· Loss of central health care ie: few or no doctors, nurses, medication etc. 

· Loss of education ie: few or no schools, teachers, school supplies etc.

· Loss of social welfare: ie: systems with social welfare that support the vulnerable can be stopped leaving them without support.

All the consequences become even more difficult when emergencies go on for a long time. As time passes, and life does not return back to the way it was before, there can be further strain requiring further changes for the survivors. Coping and adjustment can be most difficult when safety remains poor due to uncertain security or when the needs for basic survival are not adequately sustained.
Though survivors of emergencies respond differently there are serious consequences for everyone. No one will be the same again. People might miss and yearn for the past, but are usually able to make the changes needed to create a new way of life.

HANDOUT - HOW TO DO PSYCHOLOGICAL FIRST AID
EXCERPT FROM HOW TO DO PSYCHOLOGICAL FIRST AID ARTICLE

National Child Traumatic Stress Network / National Center for PTSD (2006)
What is Psychological First Aid?
Psychological first aid is an evidence-informed modular approach to help children, adolescents, adults, and families in the immediate aftermath of disaster and terrorism. Psychological first aid is designed to reduce the initial distress caused by traumatic events and to foster short- and long-term adaptive functioning and coping. 

Psychological first aid assumes that most survivors will not develop severe mental health problems or long-term difficulties in recovery. It is based on an understanding that disaster survivors and others affected by such events will experience a broad range of early reactions (for example, physical, psychological, behavioral, spiritual). Some of these reactions will cause enough distress to interfere with adaptive coping, and recovery may be helped by support from compassionate and caring disaster responders.

Basic Objectives of Psychological First Aid 
· Establish a human connection in a non-intrusive, compassionate manner. 

· Enhance immediate and ongoing safety, and provide physical and emotional comfort. 

· Calm and orient emotionally-overwhelmed or distraught survivors. 

· Help survivors to tell you specifically what their immediate needs and concerns are, and gather additional information as appropriate. 

· Offer practical assistance and information to help survivors address their immediate needs and concerns. 

· Connect survivors as soon as possible to social support networks, including family members, friends, neighbors, and community helping resources. 

· Support adaptive coping, acknowledge coping efforts and strengths, and empower survivors; encourage adults, children, and families to take an active role in their recovery. 

· Provide information that may help survivors.

· Be clear about your availability, and (when appropriate) linking the survivor to another member of a disaster response team or to local recovery systems, mental health services, public-sector services, and organizations. 

Delivering Psychological First Aid  - Behavior 
· Operate only within the framework of an authorized disaster response system. • Model healthy responses; be calm, courteous, organized, and helpful. 

· Be visible and available. 

· Maintain confidentiality as appropriate. 

· Remain within the scope of your expertise and your designated role. 

· Make appropriate referrals when additional expertise is needed or requested by the survivor. 

· Be knowledgeable and sensitive to issues of culture and diversity.

· Pay attention to your own emotional and physical reactions, and practice self-care. 

Guidelines for Delivering Psychological First Aid 
· Politely observe first, don’t intrude. Then ask simple respectful questions to determine how you may help. 

· Often, the best way to make contact is to provide practical assistance (food, water, blankets). 

· Initiate contact only after you have observed the situation and the person or family, and have determined that contact is not likely to be intrusive or disruptive. 

· Be prepared that survivors will either avoid you or flood you with contact. 

· Speak calmly. Be patient, responsive, and sensitive. 

· Speak slowly, in simple concrete terms; don’t use acronyms or jargon. 

· If survivors want to talk, be prepared to listen. When you listen, focus on hearing what they want to tell you, and how you can be of help. 

· Acknowledge the positive features of what the survivor has done to keep safe. 

· Give information that directly addresses the survivor’s immediate goals and clarify answers repeatedly as needed. 

· Give information that is accurate and age-appropriate for your audience. 

· When communicating through a translator or interpreter, look at and talk to the person you are addressing, not at the translator or interpreter. 

· Remember that the goal of psychological first aid is to reduce distress, assist with current needs, and promote adaptive functioning, not to elicit details of traumatic experiences and losses. 

Some Behaviors to Avoid 
· Do not make assumptions about what survivors are experiencing or what they have been through. 

· Do not assume that everyone exposed to a disaster will be traumatized. 

· Do not pathologize. Most acute reactions are understandable and expectable given what people exposed to the disaster have experienced. Do not label reactions as “symptoms,” or speak in terms of “diagnoses,” “conditions,” “pathologies,” or “disorders.” 
Psychological First Aid Core Actions

These core actions of Psychological First Aid constitute the basic objectives of providing early assistance within days or weeks following an event. Providers should be flexible, and base the amount of time they spend on each core action on the survivors’ specific needs and concerns. 

1. Contact and Engagement 
Goal: To respond to contacts initiated by survivors, or initiate contacts in a non-intrusive,  compassionate and helpful manner. 

2. Safety and Comfort 
Goal: To enhance immediate and ongoing safety, and provide physical and emotional comfort. 

· Restoration of a sense of safety is an important goal in the immediate aftermath of disaster and terrorism. 
· Promote Social Engagement: Facilitate group and social interactions as appropriate. 
· Attend to children who are separated from their parents/caregivers.
· Protect from additional traumatic experiences and trauma reminders.
· Help survivors when a family member or close friend has died in accordance with their culture.
3. Stabilization (if needed) 

Goal: To calm and orient emotionally overwhelmed or disoriented survivors. 

In general, the following steps will help to stabilize the majority of distressed individuals: 

· Respect the person’s privacy, and give him/her a few minutes before you intervene. 

· Remain calm, quiet, and present, rather than trying to talk directly to the person..

· Stand close by as you talk to other survivors, do some paperwork, or other tasks while being available should the person

        need or wish to receive further help. 

· Offer support and help him/her focus on specific manageable feelings, thoughts, and goals. 
· Give information that orients him/her to the surroundings, such as how the setting is organized, what will be happening, and what steps he/she may consider. 

If none of these actions seems to help in stabilizing an agitated individual, a technique called “grounding” may be helpful. You can introduce grounding by saying:  “After a frightening experience, you can sometimes find yourself overwhelmed with emotions or unable to stop thinking about or imagining what happened. You can use a method called ‘grounding’ to feel less overwhelmed. Grounding works by turning your attention from your thoughts back to the outside world.  Here’s what you do….” 

· Sit in a comfortable position with your legs and arms uncrossed. 

· Breathe in and out slowly and deeply. 

· Look around you and name five non-distressing objects that you can see. For example you could say, “I see the floor, I see a shoe, I see a table, I see a chair, I see a person.” 

· Breathe in and out slowly and deeply. 

· Next, name five non-distressing sounds you can hear. For example you could say, “I hear a woman talking, I hear myself breathing, I hear a door close, I hear someone typing, I hear a cell phone ringing.” 

· Breathe in and out slowly and deeply. 

·  Next, name five non-distressing things you can feel. For example, you could say, “I can feel this wooden armrest with my hands, I can feel my toes inside my shoes, I can feel my back pressing against my chair, I can feel the blanket in my hands, I can feel my lips pressed together.” 

· Breathe in and out slowly and deeply. 

(For health workers only) The Role of Medications in Stabilization 
In most cases, the above-described ways of stabilizing survivors will be adequate. Medication for acute traumatic stress reactions is not recommended as a routine way of meeting the goals of stabilization. Medication should be considered only if an individual has not responded to other ways of helping. Any use of medication in survivors should have a specific target (for example, sleep and control of panic attacks), and should be time-limited.
4. Information Gathering: Current Needs and Concerns 
Goal: To identify immediate needs and concerns, gather additional information, and tailor Psychological First Aid interventions. 

Provider Alert: In clarifying disaster-related traumatic experiences, avoid asking for in-depth descriptions as this may provoke additional distress. Follow the survivor’s lead in discussing what happened. Don’t press survivors to disclose details of any trauma or loss. On the other hand, if they are anxious to talk about their experiences, politely and respectfully tell them that what would be most helpful now is to get some basic information so that you can help with their current needs, and plan for future care. Let them know that the opportunity to discuss their experiences in a proper setting can be arranged for the future.

5.   Practical Assistance 
Goal: To offer practical help to survivors in addressing immediate needs and concerns. 

Exposure to disaster, terrorism and post-event adversities is often accompanied by a loss of hope. Providing people with needed resources can increase a sense of empowerment, hope, and restored dignity. Therefore, assisting the survivor with current or anticipated problems is a central component of

psychological first aid.
6. Connection with Social Supports 
Goal: To help establish brief or ongoing contacts with primary support persons or other sources of 
support, including family members, friends, and community helping resources. 

Fostering connections as soon as possible and assisting survivors in developing and maintaining social connections is critical to recovery. 
7.    Information on Coping 
Goal: To provide information about stress reactions and coping to reduce distress and promote adaptive functioning. 

Various types of information can help survivors manage their stress reactions, and deal more effectively with problems. Such information includes: 
· What is currently known about the unfolding event 

· What is being done to assist them.

· What, where, and when services are available 

· Post-disaster reactions and how to manage them
· Self-care, family care, and coping 

Adaptive coping actions are those that help to reduce anxiety, lessen other distressing reactions, improve the situation, or help people get through bad times. In general, coping methods that are likely to be helpful include: 

· Using coping methods that have been successful in the past 

· Talking to another person for support 

· Getting needed information 

· Getting adequate rest, nutrition, exercise 

· Engaging in positive distracting activities (praying, hobbies etc) 

· Trying to maintain a normal schedule to the extent possible 

· Telling yourself that it is natural to be upset for some period of time 

· Spending time with others 

· Set up a support group 

· Using relaxation methods 

· Using calming self talk 

· Seeking counseling if possible 

· Focusing on something practical that you can do right now to manage the situation better

8. Linkage with Collaborative Services 
Goal: To link survivors with available services needed at the time or in the future. 
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Layered system of complementary supports that recognises that people are affected in different ways and require different kinds of supports.

This pyramid illustrates different layers of support, and the likely scale of demand for each of those layers.

Basic services – the wellbeing of most people will be protected by re-establishing security and providing services that address basic needs – food, water, shelter, health care, structured activity – these are mainstream services – but for the population, in addition to the relief of having such basic needs addressed, their MHPS wellbeing will be  enhanced if these services are provided in ways that involve the population as more than recipients of aid, that are socially and culturally sensitive etc

Community and Family Supports – For a smaller number of people – who faced with the disruption and losses created by the emergency, need help in accessing key community and family supports to regain their MHPS wellbeing. EG family tracing, education programmes, social networks eg women’s groups.

Focused non-specialised supports – for a smaller number again – who require some additional help – eg survivors of GBV

Specialsised services – top layer, small number whose suffering – despite all of the other services/supports – is intolerable – who face significant difficulties in daily functioning.  - may include psychological/psychiatric support










