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Psycho-Social Training Institute in Cairo

American University of Cairo / Center for Migration and Refugee Studies / Cairo, Egypt

INTRODUCTION

This is the FACILITATOR’S GUIDE for a 3 days workshop in Mental Health and Psychosocial Support in Emergency Settings (MHPSS 101): Immediate Emergency Response.

STRUCTURE OF THIS GUIDE:

This Guide provides FACILITATOR with day-by-day instructions as to how to facilitate this workshop. 

It includes: 
· Instructions for Facilitator about how to facilitate participatory presentations to teach new information and organize experiential exercises that allow Participants to practice new skills.
· Timetable for the training announced at the beginning of each session and next to the Instructions for the Facilitator.
· SLIDES of the power point presentations. 


The slides are quite detailed. This is done to assist those Participants who are learning through an 
interpreter. Reading and listening will facilitate their learning.

Some slides have specific Instructions for Facilitator some do not. Those that have Instructions are 
provided after the slide title. The actual slide is in bold letters. 


The slides without Instructions can be presented by the Facilitator just as they are written. 

· HANDOUTS for each day.

· READINGS are provided for Participants in an accompanying CD.
LEARNING OBJECTIVES: 

By the end of the training, Trainees will:
1. Understand the mental health and psychosocial consequences, in the immediate aftermath and over time, for emergency affected populations
 2. Understand the Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental Health and Psychosocial Support in Emergency Settings (MHPSS).
 3. Acquire the basic skills needed to provide mental health and psychosocial support to an emergency affected population including: 

· Advanced planning and preparedness.

· How to design a multi-layered / multi-disciplined intervention plan

· Community Participation and Mobilization;
· Psychological First Aid. 

WORKSHOP MODULES:

The workshop is taught through the following MODULES:


DAY 1: 

HANDOUT 1: 
WORKSHOP OVERVIEW

MODULE 1: 
Mental health and psychosocial support definitions.


MODULE 2: 
Mental health and psychosocial consequences of emergency affected populations: 



In the immediate aftermath and over time.


MODULE 3:  
Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental 



Health 
and Psychosocial Support in Emergency Settings (MHPSS)

MODULE 4: 
MHPSS intervention plan for emergency settings: 



Layer 1: Social Considerations in Basic Services and Security 


          

DAY 2: 

MODULE 5: 
MHPSS intervention plan for emergency settings: 



Layer 2: Family and Community Supports

MODULE 6:  
MHPSS intervention plan for emergency settings:



Layer 3: Non-Focused Specialized Services

MODULE 7:  
MHPSS intervention plan for emergency settings: 



Layer 4: Specialized Services 

MODULE 8:  
Skills for Emergency Response: Facilitating psychosocial wellbeing from first response
MODULE 9:
Helping skills that facilitate MHPSS

DAY 3: 

HANDOUT 2: 
STEPS OF PSYCHOLOGICAL FIRST AID

MODULE 10:  
Skills for Emergency Response: Psychological First Aid

READING:

Participants are provided with the following reading in an accompanying CD.
Inter-Agency Standing Committee Guidelines on Mental Health and Psychosocial Support in Emergency Settings Checklist for Field Use (2007) Inter-Agency Standing Committee, Geneva. (Translated)

DAY 1: TRAINING
09:00am – 10:35am

SESSION 1
I. INTRODUCTION TO WORKSHOP






SLIDE: 
TITLE OF WORKSHOP / FACILITATOR’S NAME - CONTACT

SLIDE:
INTRODUCTION

Instructions for Facilitator:







(15 minutes)
· Facilitator introduces her credentials and experience related to this training.

· Participants are asked to introduce themselves by sharing their names and professional affiliations.

· Participants are asked to make UN style cards with the name they prefer to be called and place them on table in front of them.

SLIDE: 
CLASS QUESTIONS: Expectations 

Instructions for Facilitator: 







(10 minutes)
Facilitator invites Participants to respond to the following 3 questions simultaneously. 
The Facilitator selects those Participants who volunteer to provide their responses.

· Why did you attend this workshop?
· What do you expect to learn?

· Why do you think it is necessary to have such training?

· What training have you previously had about mental health and psychosocial support?

SLIDE:
REVIEW HANDOUT 1: WORKSHOP OVERVIEW






Instructions for Facilitator: 







(20 minutes)

Facilitator distributes HANDOUT 1 and reviews its contents with Participants including the workshop goals, training schedule, reading, and the Day 1 program.











SLIDE:  
WORKSHOP GOALS…
By the end of the training, Trainees will:

1. Understand the mental health and psychosocial consequences, in the immediate aftermath and over time, for emergency affected populations

2. Understand the Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental Health and Psychosocial Support in Emergency Settings (MHPSS).
 3.  Acquire the basic skills needed to provide mental health and psychosocial support to an emergency affected population including: 

· Advanced planning and preparedness.

· How to design a multi-layered / multi-disciplined intervention plan

· Community Participation and Mobilization;

· Psychological First Aid. 

SLIDE: 
DAILY TRAINING SCHEDULE:

09:00am –  10:30 am 

Session 1


10:30am –  11:00am

Break


11:00am –  12:30pm

Session 2


12:30pm –  13:30pm

Lunch


13:30pm –  15:00pm

Session 3


15:00pm  – 15:15pm

Break

15:15pm  – 17:00pm

Session 4
Sessions may vary by 15 minutes when needed.

SLIDE: 
READING:
Inter-Agency Standing Committee Guidelines on Mental Health and Psychosocial Support in Emergency Settings Checklist for Field Use (2007) Inter-Agency Standing Committee, Geneva.

SLIDE: 

DAY 1 PROGRAM:

MODULE 1: 
Mental health and psychosocial support definitions
MODULE 2: 
Mental health and psychosocial consequences of emergency affected populations: 



In the immediate aftermath and over time.
MODULE 3:  
Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental 

Health and Psychosocial Support in Emergency Settings (MHPSS)
MODULE 4: 
MHPSS intervention plan for emergency settings: 



Layer 1: Social Considerations in Basic Services and Security 


          
SLIDE:

DAYS 2 / 3  PROGRAMS
DAY 2: 

MODULE 5: 
MHPSS intervention plan for emergency settings: Layer 2: Family and Community Supports

MODULE 6:  
MHPSS intervention plan for emergency settings: Layer 3: Non-Focused Specialized 


Services

MODULE 7:  
MHPSS intervention plan for emergency settings: Layer 4: Specialized Services 

MODULE 8:  
Skills for Emergency Response: Facilitating psychosocial wellbeing from first response
MODULE 9:
Helping skills that facilitate MHPSS

DAY 3: 

MODULE 10:  
Skills for Emergency Response: Psychological First Aid
I.
MHPSS DEFINITIONS

Instructions for Facilitator: 







(30 minutes)

Facilitator presents an overview of key terminologies.  


SLIDE:
MODULE 1: Mental health and psychosocial support definitions
SLIDE: 
EMERGENCY DEFINED:

"An emergency is a situation which threatens the lives and well being of large numbers of a

population and in which extraordinary action is required to ensure their survival, care and 
protection". (UNICEF)

This includes armed conflicts as well as disasters and chronic as well as rapid onset emergencies

SLIDE: 
MHPSS EXPLAINED: 

MHPSS = Mental Health and Psycho Social Support

SLIDE: 
PSYCHOSOCIAL DEFINED:
“The dynamic relationship between the psychological and social dimension of a person, where the one influences the other. 

The psychological dimension includes the internal, emotional and thought processes of a person – 
or her feelings and reactions. 

The social dimension includes relationships, family and community networks, social values and

Cultural practices.” IRFC 2009

SLIDE: 
PSYCHOSOCIAL WELLBEING DEFINED:

“The positive state of being when an individual, family or community thrives. 

It is influenced by the interplay of human capacity (psychological and physical), social ecology and 
culture and values.” IFRC 2009

SLIDE: 
MENTAL HEALTH DEFINED:

“Mental and behavioral disorders are clinically significant conditions characterized by alteration in 
thinking, mood (emotions), or behavior associated with personal distress and/or impaired 
functioning. 

Mental and behavioral disorders are not just variations within the range of “normal”, but are clearly 

abnormal or pathological phenomena.” (World Health Organization, 2001)

SLIDE: 
MULTIDISCIPLINARY DEFINED:
An approach in which all professional disciplines (like providers of basic relief supplies, sanitation, education, legal aid, support for human rights, health care including mental health care, social work etc) all coordinate to work together.
SLIDE: 
INTERVENTION DEFINED:
INTERVENTIONS intervene, assist, manage or treat issues or problems.

As example:

· Mothers intervene by feeding their hungry children.

· Humanitarian workers intervene by providing relief supplies.

· Doctors intervene with medication.

SLIDE: 
INTERVENTIONS CAN PROVIDE: 

A Cure:
Problem is solved and gone forever.

 

Treatment:
Problem is controlled or minimized but NOT gone. 




 

Prevention:
Prevent a problem from occurring or minimizes a problem before it becomes serious. 

SLIDE: 
MHPSS INTERVENTIONS:

Mental health (MH) interventions aim to treat mental health problems.

Psychosocial Support (PSS) interventions aim to improve the psychosocial wellbeing of people.

SLIDE:  
CLASS QUESTIONS: Emergency experience


Instructions for Facilitator: 







(20 minutes)
The Facilitator invites Participants to respond to the following questions one at a time. The Facilitator 
selects those Participants who volunteer to provide their responses.

· What experiences have you had in emergency response?

· How was MHPSS included in your experiences with emergency response?

· How are other organizations including MHPSS in their emergency response? 



(As example, Red Cross/Red Crescent Organizations.)
1035am – 11:00am 

BREAK

11:00am – 12:30pm

SESSION 2
III.
MODULE 2: MENTAL HEALTH AND PSYCHOSOCIAL CONSEQUENCES OF 
EMERGENCY AFFECTED POPULATIONS: IN THE IMMEDIATE AFTERMATH AND 
OVERTIME

Instructions for Facilitator: 







(90 minutes)
Facilitator makes a presentation using the following slides. There is some participatory discussion when Participants have questions or comments. However, it is primarily a presentation. The details in the following slides utilize the key messages of the IASC MHPSS Guidelines and the most recent research and experience in emergencies.

SLIDE:
MODULE 2: 
Mental health and psychosocial consequences of emergency affected populations.
SLIDE: 
According to IASC MHPSS Guidelines:
“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. 

Achieving this priority requires coordinated action among all government and non-government 

Humanitarian actors.” 

SLIDE: 
IASC MHPSS Guidelines:
“In emergencies, not everyone has or develops significant psychological or mental health 
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.”

SLIDE: 
CONSEQUENCES OF EMERGENCIES:
Immediate consequences as well as consequences over time

· For individuals, families, communities and societies.

· Differ with each emergency according to context, culture and available resources.

· Each emergency impacts different sectors of society differently but includes all people.

· Commonly, marginalized and discriminated groups need special attention.

· Most consequences are negative. Can be some positive change. 
SLIDE:
IMMEDIATE CONSEQUENCES FOR BASIC SURVIVAL 
Immediately after an emergency most distress is caused by the struggle for basic survival including:
· Physical injury and need for treatment

· Loss of usual law and order leading to risks to safety and protection and possible abuse and exploitation.

· Need to find basic services like clean water, adequate sanitation, health services etc. 

· Need to find temporary replacement for lost physical infrastructures like homes, health facilities, schools etc.
SLIDE:
IMMEDIATE CONSEQUENCES DUE TO LOSS OF LIFE
Immediately after an emergency people must deal with loss of life: 

· Struggle to find lost family members

· Need to bury the dead in accordance to religion and tradition

· Little time for grieving; quickly move-on to managing life for those who survive

SLIDE:
SOCIAL PROBLEMS:

PRE-EXISITING SOCIAL PROBLEMS CONTINUE AFTER THE EMERGENCY 

Problems prior to emergency usually still exist and sometimes are made worse including issues 

of human rights violations, conflicts, discrimination, stigma, poverty, corruption etc.

SLIDE:
SOCIAL PROBLEMS continued:

EMERGENCY-INDUCED SOCIAL PROBLEMS

· Displacement and loss of home
· Family separations
· Damage to usual social support networks
· Loss of income
· Damage to environment
· Changes to relationships within families and communities

· Potential changes in values, morals, customs, spirituality

· Vulnerable groups or people without adequate support are different in each emergency and depend on the pre-existing attitudes and issues. They can include: widows, orphans, unaccompanied children, elderly, mentally or physically challenged adults or children and “stigmatized” individuals (ie: rape victims.) 
SLIDE:
PSYCHOLOGICAL PROBLEMS:

PRE-EXISTING PSYCHOLOGICAL PROBLEMS 

Issues continue and could be made worse like family problems, substance abuse, mental disorders etc.
 

EMERGENCY-INDUCED PSYCHOLOGICAL PROBLEMS

Most people normal levels of fear, anxiety, sadness and despair caused by the emergency situation. 

Some people higher than normal levels of psychological distress and problems.

 
SLIDE:
IMMEDIATE NORMAL SYMPTOMS OF DISTRESS:

Symptoms of distress are common immediately after an emergency including:
Feelings: 
Anxiety, frustration, anger, fear, grief, sadness etc. 




Some people feel helpless and hopeless.

Behavior:
Changes in eating, sleeping, motivation, likes and dislikes.

Health: 
Psychosomatic aches and pain.

Thinking: 
Cognitive difficulties including inability to concentrate and/or constant thinking about the 


emergency and traumatic experiences.

Changes in social relationships:  Some people change the way they relate to others. 
NORMAL responses to horrible situation!

SLIDE:
PEOPLE WITH MENTAL HEALTH CONCERNS

Most people DO NOT develop serious mental health problems after experiencing an emergency.
Small numbers of people develop more serious mental health problems. 

To understand people with mental health problems important to know something about them prior 
to emergency. 

Often easier to regain sense of wellbeing and functioning when people actually had it before 
emergency. 

People with problems before emergency often have harder time coping. 

 

SLIDE:
SIGNS OF MENTAL HEALTH PROBLEMS
· Inability to function and perform daily life tasks as they did prior to the emergency.

· Abnormal or unusual feelings 
· Abnormal, unusual, risky, or dangerous behaviors.

· Abnormal or negative thinking about their lives and other people. 

· Change in social relationships including lack of usual interpersonal relationships, isolation.. 
SLIDE:
IS EVERYONE TRAUMATIZED?

News media definition for TRAUMATIZED people after emergency includes everyone who is 

disturbed, upset, distressed or shocked by a traumatic event. OR WHOLE POPULATION!

Since mental illness often stigmatized, unfair to label whole population with mental health 
problems.

This suggests all need mental health interventions, which is NOT true.

Best to use word “Traumatized” only to refer to people with Post Traumatic Stress Disorder (PTSD). 

This definition limits number of people who are “traumatized” and accurately leads to the proper 
amount of mental health intervention.

SLIDE:
CRITERIA FOR PTSD:

Post Traumatic Stress Disorder (PTSD) is a mental disorder. 

To diagnose PTSD requires a qualified mental health professional.

The criteria for diagnosis PTSD as outlined by DSMIV includes:

‘1. Person must have been exposed to a  traumatic event.

2.  Intrusive thoughts.

3.  Avoidance of stimuli associated with the traumatic event. 

4.  Persistent physical symptoms of increased arousal due to the

     traumatic event.

5.  Significant distress or impairment in social, occupational or other

     functioning due to the traumatic event.

6.  Numbers 2-3-4 must have occurred for more than 1 month.’

SLIDE:
MENTAL DISORDERS DUE TO EMERGENCIES

· PTSD is NOT the most common mental disorder for emergency affected people.

· Research has shown depression to be the most common related mental disorder. 

· Feelings of hopelessness and despair in some emergencies lead to increase in suicide.

· Most common disorder is excessive substance use leading to many social problems.  
SLIDE:
DISTRESS AND DISORDER AFTER EMERGENCIES

PSYCHOLOGICAL DISTRESS: 

MILD 

· Resolves within a few days or weeks.

· About 20-40% of affected population.

· No need for MHPSS response. Need basic needs met in dignified way.

 

PSYCHOLOGICAL DISTRESS:

MODERATE OR SEVERE 

· May resolve with time, or remain with chronic mild distress.

· About 30-50% of affected population. 

· Might benefit from social and basic psychological interventions designed to reduce distress

MENTAL DISORDERS:


MILD AND MODERATE  

· Years after emergency, through natural recovery rates may go down, settle at about 15%.

· Increase of about 5-10% in severely affected areas.

· Moderate disorders need psychosocial intervention, sometimes medication. 

MENTAL DISORDERS:


SEVERE 

· Without an emergency, about 2-3% of any population has serious mental disorders. 

· Emergencies put some people at risk of mental disorders due to experiences of extreme distress. Particularly true for people with prior histories of mental disorders or vulnerability or predisposition to mental disorder due to family histories or biology. 

· About 3-4% of emergency affected population might have mental disorders.  

· Increase of about 1% more than average unaffected population. (World Health Organization)

SLIDE:
PREVALENCE OF MENTAL HEALTH PROBLEMS:
Table in Power point presentation only. 
SLIDE:
VULNERABILITY DUE TO MENTAL DISORDERS:

Though small percentage of population have mental disorders, important to identify them since they are highly vulnerable and need treatment and support.
SLIDE:
CONSEQUENCES OF EXTREME EXPERIENCES:

People with some extreme experiences ie: victims of torture, children forced into armed forces, 
disabled soldiers, victims, witnesses and perpetrators of extreme events ie: massacres, inhumane 
action develop serious mental health problems more often. 

Research shows about 8-10%.

SLIDE:
REASONS FOR ONGOING DISTRESS
Overtime, survivors of emergencies complain most about hassles of daily living situations rather 
than the memories and traumatic experiences that occurred during initial emergency. 

SLIDE:
CHANGE TO WAY OF LIFE


Instructions for Facilitator: 

Facilitator presents this slide and gives some examples. (As example, being unable to eat what you want, maintaining your chosen daily routine, knowing that you can responsibly provide for your children what they need, ensuring that your children maintain certain traditions etc.)

· Prior to emergency, people have certain way of life that is “usual” for them. 
· This includes a routine, daily activities, purpose, expectations, norms, values, morals, traditions, and customs that lead to their specific ways of thinking, feeling and behaving. 
· This way of life is important to maintain a feeling of wellbeing. 
· Most emergencies lead to immediate and often lasting changes to this way of life. 
· Life will rarely be the same again!

This is a loss that can cause much distress.

SLIDE:
CLASS QUESTIONS: Emergency impact on way of life 

Participants discuss:

In your experience, how do emergencies affect the people’s way of life in Bangladesh? 
SLIDE:
SOCIAL CONDITIONS LEADING TO DISTRESS OVERTIME:

Some social conditions that can lead to psychological distress over time include:
· Poor nutrition of children and pregnant women leading to physical and mental development problems that can be permanent.

· Loss of usual developmental opportunities like completing school term, marriage, pregnancy etc.

· Lack of privacy for women, girls, married couples, elderly and disabled leading to despair, abuse, health problems etc.

· Lack of adequate income leading to new risky behaviors like prostitution and crime.

SLIDE:
SOCIAL CONDITIONS LEADING TO DISTRESS OVERTIME CONTINUED:
· Lack of activity leading to boredom, depression, conflicts, gambling, substance abuse etc.

· Substance abuse leading to family and communal violence.

· Stress between family and community members due to activities needed for survival or due to influence of outside forces providing humanitarian aid that go against the usual norms, values, morals and traditions of the people.

SLIDE:
HUMANITARIAN AID INDUCED PROBLEMS:

Feelings of distress are common due to how aid is provided.

This can affect people from beginning of emergency and can continue over time.

This common cause of distress can be minimized by humanitarian organizations!!

SLIDE:
HUMANITARIAN AID INDUCED PROBLEMS CONTINUED:
Distress caused by Humanitarian Aid can be due to:

· Lack of information about the situation and provision of basic needs.
· Inequitable and undignified distribution of food and other supplies
· Conflict and competition for resources

· Feelings of helplessness, disenfranchisement, dependency etc.

· Boredom and inactivity
· Over time less distributions yet no way to support themselves.

· Destruction of effective natural systems of support

· Damage to culture, norms, traditions 
· Exploitation and abuse by “helping” organizations

12:30pm – 13:30pm
LUNCH

13:30pm – 14:45pm
SESSION 3
IV.
MODULE 3: CORE PRINCIPLES OF THE INTER-AGENCY STANDING COMMITTEE 
(IASC) GUIDELINES ON MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT (MHPSS) 
IN EMERGENCY SETTINGS 

Instructions for Facilitator: 







(75 minutes)

The Facilitator presents using the slides. There is some participatory discussion when Participants have questions or comments. However, it is primarily a presentation.


SLIDE:
MODULE 3:

Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental Health and 

Psychosocial Support in Emergency Settings (MHPSS).

SLIDE:
HISTORY OF MH AND PS RESPONSE:
20 years ago no actual MHPSS response during international aid operations.

Aid operations were based on a CHARITY MODEL.

 

Beginning 15 years ago, stakeholders began to include MH and PS issues in assessments as well 
as introduced various interventions.

SLIDE:
EARLY MODELS OF MHPSS INTERVENTION:

Early beliefs that everyone was “traumatized” and either had or would have PTSD lead to many 

interventions designed for prevention of this mental disorder.

Commonly, emergency affected people thought to be “abnormal” when they had “normal” 
symptoms of distress.

Common early interventions included: 

· Screening and identification of people with traumatic experiences and assumption that all needed MH treatment.

· Provision of ‘trauma counselling’ or other forms of clinical treatment.

· Single Session Critical Incident Debriefing (which pushed people to talk about their experiences). Method discredited by research and World Health Organization.

SLIDE:
SECOND TSUNAMI WAVE AND MHPSS

· After the Tsunami disaster (2006), there were many MHPSS responders.

· Little quality control of MHPSS interventions.

· Professionals became worried that some interventions might be doing more harm than good.
SLIDE:
RATIONALE FOR THE IASC MHPSS GUIDELINES:

As MH and PSS response increased it became obvious that “a significant gap existed in how to 
provide a multi-sectoral, inter-agency framework that enabled effective coordination, identified 
useful practices and flagged potentially harmful practices, and clarified how different approaches to 
mental health and psychosocial support complement one another… (IASC MHPSS 2007)
SLIDE:
THE IASC MHPSS GUIDELINES:

Inter-Agency Standing Committee (IASC) Guidelines for Mental Health and Psychosocial Support 

(MHPSS) in Emergencies (2007) were prepared to fill the gap and provide a global framework from 
which to help organizations work alongside affected communities to offer mental health and 
psychosocial support across all sectors of assistance.  

SLIDE:
INTER-AGENCY STANDING COMMITTEE (IASC):

MHPSS Guidelines prepared at request of IASC.

IASC established 1992 in response to General Assembly Resolution to strengthen coordination of 

humanitarian assistance. IASC is formed by heads of UN and non-UN humanitarian organizations, 

Federation of Red Cross/Red Crescent Societies, International Committee of the Red Cross, and 
consortia of international NGOs.

IASC is primary mechanism for facilitating inter-agency decision-making in response to complex

emergencies and natural disasters. 
SLIDE:
IASC MHPSS GLOBAL CONSENSUS:

The IASC MHPSS “guidelines reflect the insights of practitioners from different geographic regions, 

disciplines and sectors, and reflect an emerging consensus on good practice among practitioner
SLIDE:
Task force members who developed guidelines include:
Action Contre la Faim (ACF)



Church of Sweden



Global Psycho-Social Initiative (GPSI)

Christian Children's Fund (CCF)



InterAction (through: American Red Cross (ARC)
International Catholic Migration Commission

International Medical Corps (IMC)


International Rescue Committee (IRC)

Mercy Corps





Save the Children USA (SC-USA)

International Council of Voluntary Agencies (ICVA)
Oxfam (GB) 

Action Aid International



CARE Austria 

HealthNet-TPO




Médicos del Mundo (MdM-Spain)

Médecins Sans Frontières Holland(MSF-Holland) 
World Vision International (WVI)

Refugees Education Trust (RET)


Save the Children UK (SC-UK) 



International Organization for Migration (IOM)
Terre des hommes (Tdh)


Office for the Coordination of Humanitarian Affairs 
United Nations Population Fund (UNFPA)

Queen Margaret University



World Food Programme (WFP) 

United Nations Children's Fund (UNICEF)

World Health Organization (WHO) 



United National Relief and Works Agency (UNRWA)

United Nations High Commissioner for Refugees (UNHCR)

Inter-Agency Network for Education in Emergencies (INEE)

International Federation of  Red Cross and Red Crescent Societies (IFRC)
Institute of International Health and Development (IIHD)

Regional Psychosocial Support Initiative for Children (REPSSI)

SLIDE:
USE OF THE GUIDELINES: 
· Resource book and guide on interventions /actions

· Programme planning and design

· Coordination tool

· Checklist to identify gaps

· Lever for advocacy and supporting better practice 

· Stimulus for collaboration between and across government, UN and NGOs to address diverse needs

SLIDE:
GUIDELINES OFFER COMPREHENSIVE FRAMEWORK:
for ‘Mental Health and Psycho Social Support 
(MHPSS) by:

· Protecting or promoting psychosocial well-being and

· Preventing or treating mental disorder.

SLIDE:
WHY MHPSS?

IASC Guidelines use composite term mental health and psychosocial support (MHPSS) to unite as broad a group of actors as possible and underscores the need for diverse, complementary approaches in providing appropriate supports. 
SLIDE:
MULTI-DISCIPLINARY RESPONSIBILITY:

“The protection of psychosocial well-being is recommended as the shared responsibility of all

sectors of humanitarian response.” (IASC MHPSS)

Not intended solely for mental health and psychosocial workers. 

Guidelines designed for use by all humanitarian actors.

“Implementation of 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.” (IASC MHPSS)

SLIDE:
GUIDELINES FRAMEWORK:

· The guidelines focus on minimum first response in emergency and provide guidance on comprehensive responses with emergency affected population over time.

· Provide action sheets on 25 key interventions by different sectors. 

· Focus on practical actions and social interventions.

· Recommended actions to be implemented flexibly and in accordance with context and culture and in a cooperative inter-agency manner.

SLIDE:
GUIDELINES MATRIX OF ACTIVITIES:
· Coordination

· Assessment, monitoring and evaluation

· Protection and human rights standards

· Human resources

· Community mobilization and support

· Health services

· Education

· Dissemination of information

· Food security and nutrition

· Shelter and site planning

· Water and sanitation

SLIDE:
GUIDELINES KEY ACTIONS:
Early phase of an emergency: 

· Social supports are essential to protect and support MHPSS. 

· Promotion of psychosocial well-being is recommended in every aspect of humanitarian action from food and nutrition support, to the provision of shelter, water and sanitation.

· Community participation, ownership and control of emergency response is recommended in all sectors of humanitarian response. 

SLIDE:
GUIDELINES CORE PRINCIPLES:
· Human rights and equity

· Participation

· Do No Harm

· Building on available resources and capacities

· Integrated support systems

· Multi-layered supports

SLIDE:
1) 
 HUMAN RIGHTS AND EQUITY

· Humanitarian actors should equitably promote the human rights of all affected persons and equitably protect all individuals and groups at heightened risk of human rights violations. 

SLIDE: 
2)  
PARTICIPATION 

· Significant numbers of emergency affected people will exhibit sufficient resilience thereby humanitarian action should maximize their active participation in relief and reconstruction even in the emergency phase.

· Lack of participation is a key stressor and can do harm and disenfranchise existing social support systems.

SLIDE:
3)  
DO NO HARM

· Lack of consideration for MHPSS can cause harm to individuals, communities and existing social support systems. 

· As well as MHPSS has the potential to cause harm because it deals with highly sensitive issues. 
SLIDE:

Humanitarian actors reduce risk of harm by:
· Working together and participating in coordination groups.

· Sharing information and assessing populations only when information is not already available. 

· Designing interventions based on sufficient information about the population and its needs.

· Developing cultural sensitivity and competence and designing interventions accordingly.

· Designing interventions based on empirical and experiential evidence of their possible effectiveness.   

· Developing understanding of, and consistently reflecting on, universal human rights, power relations between outsiders and emergency-affected people, and necessity for participatory approaches. 

SLIDE:
4)  
BUILD ON AVAILABLE RESOURCES AND CAPACITIES
All emergency affected groups have assets or resources that support mental health and 
psychosocial well-being. 

Key principle is to build local capacities, support self-help and strengthen resources already 
present.
Build on local assets and support systems that exist at governmental, non- governmental, civic,

community and family levels include national academic and professional institutions.

Externally driven and implemented programs often lead to inappropriate mental health and 
Psychosocial support and frequently have limited sustainability. 

SLIDE:
5)  
INTEGRATED SOCIAL SUPPORTS

· Activities and programming should be integrated as far as possible into all humanitarian activities. 

· Integrated/coordinated strategy must address both psychosocial wellbeing and mental disorders.

· Avoid stand-alone single focused services, such as those dealing only with rape survivors or only with people with a specific diagnosis. They can create a fragmented care system. 
SLIDE:
6)  
MULTIPLE LAYERED SUPPORTS 

People have different responses to emergencies even when experiencing similar situations. 


People’s different responses require a range or multiple layers of support and intervention…

IASC MHPSS intervention pyramid describes a layered system of complementary supports and the 
Likely scale of demand for each of those layers.

Recommended that interventions at all layers be offered simultaneously to ensure that all people 
Can access support that might be needed.

SLIDE:
LESSONS LEARNED IN INTERVENTION
· Emergency affected people have the RIGHT to services. It is not charity.

· Emergencies have long lasting effects which need to be considered from the beginning when offering assistance. 

· Essential to coordinate services between all organizations to provide a complimentary systematic structure of support which leads to wellbeing. 

· Many of the issues affecting mental health are socially oriented so facilitating the provision of responsibly provided relief assistance from all relief providers at the beginning of the response makes a big difference to psychosocial wellbeing. 

SLIDE:
MORE LESSONS LEARNED 

· Training all service providers in all disciplines about how to integrate methods to promote psychosocial wellbeing into their daily work will facilitate wellbeing.

· Facilitating natural systems of support through families, communities, religious and other leaders are most sustainable and most appreciated.

· Making medical care and medication including for mental disorders readily and equitably available facilitates wellbeing. 

· Integrating MHPSS into other services minimizes the stigma and make support available to the most people.

14:45pm – 15:15pm

BREAK
15:15 – 17:00


SESSION 4

V. 
MODULE 4: MHPSS INTERVENTION PLAN FOR EMERGENCY SETTINGS


Layer 1: Social Considerations in Basic Services and Security
SLIDE:
CLASS EXERCISE 1: INTERVENTION LAYERS: LAYER 1

Learning objective:

· Understand how to design Layer 1: Social Considerations in Basic Services and Security of a multi-layered multi-disciplined intervention plan for an emergency setting.


Instructions for Facilitator: 







(5 minutes)
Facilitator divides the class into groups of 4-5 people. Each group is moved to sit together separately in the same room close. Each group should be close enough to the Facilitator to hear her Instructions for 
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Facilitator and close enough to each other to share their small group discussion with the full class without moving.


Class: 












Instructions for Facilitator: 







(20 minutes)

Facilitator asks all of the Participants (so that full class can hear each others answers) to share examples

of how the provision of basic services in the immediate aftermath of an emergency might actually damage 

the psychosocial wellbeing of the affected people. (As example: Food thrown from trucks at the affected 

people; housing organized contrary to culture and tradition without privacy or with families and communities 

separated; latrines designed without concern for safety of women etc.)


Small groups:











Instructions for Facilitator:







(40 minutes)
Each group is assigned one Action Sheet for providing interventions at Layer 1. 

Groups 1 and 2: 
Action Sheet 9.1 
Food Security and Nutrition  

Groups 3 and 4: 
Action Sheet 10.1  
Shelter and Site Planning 

Groups 5 and 6: 
Action Sheet 7.1    
Strengthen access to education 

Facilitator requests each small group to:

· Review its Action Sheet. 

· Use its Action Sheet to create some interventions that support the psychosocial wellbeing of affected people in immediate aftermath of emergency. (As example, methods for feeding people with dignity, ensuring that vulnerable are treated fairly, camps are built in accordance with culture etc.) and 6 months after an emergency.

Class:


Instructions for Facilitators: 


(5 minutes x 6 groups) 
(30 minutes)
The Facilitator asks one person from each group to share its examples for immediate response and 

response after 6 months with the full class.
SLIDE:

REVIEW OF the DAY 



Instructions for Facilitator: 







(10 minutes)
The Facilitator asks the Participants each of the follow questions one-by-one. The Facilitator listens and summarizes what is said. If Participants are not satisfied with the training and/or suggest some change the Facilitator discusses their ideas and tries to incorporate them into the plan for tomorrow.
     

· What was the key learning from the modules for you today?
· Are you satisfied with the training format? 

· Any suggestions for tomorrow?
HANDOUT 1: WORKSHOP OVERVIEW

MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT IN EMERGENCY SETTINGS:

IMMEDIATE EMERGENCY RESPONSE

January 8 - 13, 2011

TRAINER: 

Dr. Nancy Baron  (drnancy2@hotmail.com)
LEARNING OBJECTIVES: 
The training is designed to accomplish the following learning objectives. 

By the end of this training, Participants will:

1.   Understand the mental health and psychosocial consequences of emergency affected populations.

2.   Understand the Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental 

      Health and Psychosocial Support in Emergency Settings (MHPSS).

3.   Acquire the basic skills needed to provide mental health and psychosocial support to an emergency

      affected population including: 

· Advanced planning and preparedness;

· How to design a multi-layered / multi-disciplined intervention plan;

· Immediate Emergency Response though: 

Community mobilization;

Psychological First Aid (PFA).

DAILY TRAINING SCHEDULE:

09:00am –  10:30 am 

Session 1


10:30am –  11:00am

Break


11:00am –  12:30pm

Session 2


12:30pm –  13:30pm

Lunch


13:30pm –  15:00pm

Session 3


15:00pm  – 15:15pm

Break

15:15pm  – 17:00pm

Session 4
READING:
Participants are provided with the following reading in an accompanying CD.

Inter-Agency Standing Committee Guidelines on Mental Health and Psychosocial Support in Emergency Settings Checklist for Field Use (2007) Inter-Agency Standing Committee, Geneva. (Translated)

WORKSHOP MODULES:

The workshop is taught through the following MODULES:


DAY 1: 

HANDOUT 1: 
WORKSHOP OVERVIEW


MODULE 1: 
Mental health and psychosocial support definitions.


MODULE 2: 
Mental health and psychosocial consequences of emergency affected populations: 



In the immediate aftermath and over time.


MODULE 3:  
Core Principles of the Inter-Agency Standing Committee (IASC) Guidelines on Mental 



Health 
and Psychosocial Support in Emergency Settings (MHPSS)


MODULE 4: 
MHPSS intervention plan for emergency settings: 




Layer 1: Social Considerations in Basic Services and Security 


          

DAY 2: 

MODULE 5: 
MHPSS intervention plan for emergency settings: 



Layer 2: Family and Community Supports

MODULE 6:  
MHPSS intervention plan for emergency settings:



Layer 3: Non-Focused Specialized Services

MODULE 7:  
MHPSS intervention plan for emergency settings: 



Layer 4: Specialized Services 

MODULE 8:  
Skills for Emergency Response: Facilitating psychosocial wellbeing from first response

MODULE 9:
Helping skills that facilitate MHPSS
DAY 3: 

HANDOUT 2: 
STEPS OF PSYCHOLOGICAL FIRST AID


MODULE 10:  
Skills for Emergency Response: Psychological First Aid

DAY 2: TRAINING

I. 
REVIEW OF YESTEDAY

09:00am – 10:30am

SESSION 1

SLIDE:
QUESTIONS / COMMENTS FROM YESTERDAY


Instructions for Facilitator: 







(10 minutes)

Facilitator asks Participants if they have any questions or comments about what was presented yesterday and gives the necessary answers.







SLIDE:
SUMMARY OF YESTERDAY’S KEY LEARNING


Instructions for Facilitator: 







(10 minutes)
Facilitator provides a brief review of yesterday’s key learning.




SLIDE:
DAY 2 PROGRAM

MODULE 5:  MHPSS intervention plan for emergency settings: 



Layer 2: Family and Community Supports 

MODULE 6:  MHPSS intervention plan for emergency settings: 



Layer 3: Non-Focused Specialized Services
MODULE 7:  MHPSS intervention plan for emergency settings: 




Layer 4: Specialized Services 

MODULE 8:    Skills for Emergency Response:  



Facilitating psychosocial wellbeing from first response
MODULE 9:
Helping skills that facilitate MHPSS
II.
MODULE 5:  MHPSS intervention plan for emergency settings:   
            
Layer 2: Family and Community Supports

Instructions for Facilitator: 







(10 minutes)
Facilitator presents the next 3 slides.







SLIDE: 

LAYER 2 INTERVENTION

IASC MHPSS states that: “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.”

SLIDE:

COMMUNITY PARTICIPATION

.‘community mobilization’ refers to efforts made from both inside and outside the community to 
involve its members in all 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 already 
do to help themselves and avoid doing for local people what they can do for themselves.’
SLIDE: 
COMMUNITY INVOLVEMENT IN EMERGENCIES

IASC MHPSS Action Sheets with guidance about community involvement in emergency response:

5.1 
Facilitate conditions for community mobilization. 

5.2 
Facilitate community self-help and social support. 

5.3 
Facilitate conditions for appropriate communal cultural, spiritual and religious healing 
practices.

SLIDE:
CLASS QUESTIONS: Community participation


Instructions for Facilitator: 







(15 minutes)

Facilitator asks the class to discuss the following:

· Please share some of the methods you use to activate community participation in your work.

· What challenges do you have in getting active community participation?

· Please share some examples of methods you have used to activate communities to assist vulnerable members in their own communities. 

· What challenges have you had in getting communities activated to assist their vulnerable members?

SLIDE:

CLASS EXERCISE 2: LAYER 2

Learning objective:
Understand how to design Layer 2: Family and Community Support interventions as part of a multi-layered multi-disciplined intervention plan for an emergency setting
Class: 













Instructions for Facilitator: 






(15 minutes)

Class returns to sit with the small groups from yesterday. The Facilitator asks all of the Participants (so that full class can hear each others answers):
· What traditional, cultural or religious methods can be used by families and communities in Bangladesh to manage MHPSS in emergencies?








Small groups:











Instructions for Facilitator: 







(30 minutes)
Using same 6 small groups, Facilitator assigns 2 groups to each Action Sheet 5.1 or 5.2 or 5.3. 
Each group is asked to:

· Review its Action Sheet.

· Discuss an emergency in Bangladesh.

· Discuss which groups of people were most vulnerable and why. 

· Choose one sub-group of people who found it difficult to cope at least one month after the emergency when they did not have family and community support. (As example, could be people with disabilities, elderly, widows, children without families or others)

· Create an example of a Layer 2 intervention that uses traditional, cultural and religious methods that could facilitate family and community involvement in providing MHPSS for this group. 

· If the community did not activate to assist these vulnerable people, what might need to be done and by whom to facilitate these traditional and cultural methods so that they can offer the needed support to this group? (As example, they may need added information about certain disabilities or they might need transport or financial support to get religious items or traditional foods, herbs etc.)


10:30am – 11:00am 

BREAK

11:00am – 12:30pm

SESSION 2

Small groups:












Instructions for Facilitator: 



(6-7 minutes x 6 groups) (40 minutes)

Facilitator asks one person from each group (different person than last time) to share key points of the 

Action Sheet and the group’s example of a Layer 2 Intervention and how it could be facilitated in 

Bangladesh in an emergency.

III.
MODULE 6:  MHPSS intervention plan for emergency settings: 




        Layer 3: Non-Focused Specialized Services
SLIDE:
CLASSROOM QUESTIONS: LAYER 3 INTERVENTIONS

Instructions for Facilitator: 







(20 minutes)
Facilitator asks Participants the following questions and discusses their answers. 


Between 10-20% of the affected population might have ongoing symptoms of distress and psychosocial problems and need more support.
· Share examples of emergency affected people with adequate support at Layers 1 and 2 who still need additional MHPSS. 
· What interventions exist now in Bangladesh to assist people with psychological problems?
· What interventions might be useful to assist people with psychological problems in aftermath of emergency in Bangladesh?

IV.


MODULE 7:  MHPSS intervention plan for emergency settings: 




Layer 4: Specialized Services 

SLIDE:

CLASSROOM QUESTIONS: LAYER 4 INTERVENTIONS

Serious mental disorders that prevent usual functioning may affect 3-4% of an emergency affected 

population.


Instructions for Facilitator: 







(30 minutes)

Facilitator asks Participants and discusses their answers. 
    
· What services are available now for people with mental disorders in Bangladesh?
· What do you imagine might happen to these services during an emergency in Bangladesh? Why?
· What attitudes in Bangladesh about mental disorders might prevent the treatment of people with mental disorders in the aftermath of an emergency?

12:30pm – 13:30pm
LUNCH

13:30pm – 15:15pm

SESSION 3

V.
MODULE 8: Skills for Emergency Response: Facilitating psychosocial wellbeing  
                     
from first response

SLIDE:
CLASS EXERCISE 3: SIMULATION OF EMERGENCY RESPONSE


Instructions for Facilitator:







(5 minutes)

Facilitator explains the learning objectives of this class exercise.
Learning objectives:

· Participants will bring the feelings of an affected population into the classroom so that they can more directly understand their experience and practically address what is needed for response.

· To understand the issues behind the feelings of distress of an affected population in the immediate aftermath of an emergency.

· Realize that the best psychosocial responses immediately after an emergency are social and practical.

· Recognize that their actions can facilitate mental health and psychosocial wellbeing. 


Instructions for Facilitator: 







(5 minutes)
Facilitator explains that the class will simulate the immediate aftermath of a natural disaster. 

Facilitator explains Scenario 1:

We are in a village that had a cyclone and massive tidal wave. The waters have receded. People are dead 

and houses, livelihoods and usual infrastructure destroyed.

Instructions for Facilitator







(20 minutes)

The Facilitator asks for 5 volunteers to be the Emergency Response Team. They are given these 

instructions: It is 24 hours after the emergency. You are the first response team. You can be anyone 

you want to be and do whatever you choose. They go out of the room to plan their response. 

The rest of the class is instructed that they are the people in the village. They can create any story about 

what happened to them. They use this story to create the scene of the natural disaster. Each Participant 

takes a role, as example some are affected children who lost a parent or a woman who lost her child or a 

man who has lost all his belongings and his business etc. Some may be injured. Someone can be a 

community leader. They dramatically act as if they are the survivors as the Response Team enters the 

room. The village people are told that they should respond to the Emergency Response Team in 

accordance with how it would feel if this were a real situation. 

Instructions for Facilitator







(20 minutes)

The class simulates the situation with the Emergency Response Team trying to assist the town’s people. 


Instructions for Facilitator







(25 minutes)

The Facilitator stops the simulation and everyone is asked to stop right where they are. The Emergency Response Team is asked to listen. 

One by one the village people are asked about the response: 
· What help did you receive? 
· How do you feel about the help?

After all the village people respond, the Emergency Response Team is asked about its plan: 

· What did you plan to do? 
· What happened to your plan? 
· How do you feel about your helping?

Instruction to Facilitator:







(5 minutes)

After the completion of the discussion, the class is asked to stand in a circle together. The Facilitator reminds them that this is only an exercise and everyone was playing a role so that they should have no hard feelings about what was said or done. Each person turns in circle and when returns to center back to themselves. 








SLIDE:
CLASS QUESTIONS:  Early response that facilitates psychosocial well-being

Instruction to Facilitator: 







(20 minutes)

The class is asked to discuss: 






· What were the mental health and psychosocial issues of the people in our simulation? 

· What were the causes of these issues?

· What was good in the response and should be done in an immediate response?

· What other actions could a response team take? 

· How can an effective response impact the psychosocial wellbeing of the people?
SLIDE:
SUMMARY ABOUT IMMEDIATE RESPONSES THAT FACILITATES PSYCHOSOCIAL
            WELLBEING

Instruction to Facilitator: 







(10 minutes)

Present the key points and connect to the simulation experience and comments made by the Participants
Prior to response:

· Importance of emergency preparedness.

· Selecting a multi-disciplinary team is useful

· Responders need a plan prior to entering an emergency situation.

· Responders must know something about the emergency and this community’s culture / infrastructure / prior history etc. before responding.

· Responders must have the skills and tools to activate safety and survival and provide for basic needs, health care etc.

Upon arrival at the emergency scene:

· Responders need to identify themselves.

· Important to work with leaders of a community.
· Useful to engage affected people in helping each other.
· Important to remain calm, focused, kind and empathetic.

· Important to provide people with clear, accurate and practical information.

· Admit and work within your limitations.

· Essential to provide basics for security, health care, water first.

· Psychosocial wellbeing is supported through the provision of basic services.

· Counseling is not necessary. 

15:15 – 15:30

BREAK

15:30 – 17:00

SESSION 4

VI.
MODULE 9: 
HELPING SKILLS THAT FACILITATE MHPSS 
SLIDE:
PERSONAL TRAITS OF AN EFFECTIVE HUMANITARIAN WORKER 

Instructions for Facilitator:







(20 minutes)
Facilitator asks one participant to play the role of a person affected by an emergency asking the Facilitator, who is a humanitarian worker, for some type of relief assistance. 

The Facilitator briefly role plays in an exaggerated NEGATIVE way how a humanitarian worker should NOT behave towards the person including uncaring, interrogating questions, unethical behavior, not attentive, not listening, charitable, making self feel important etc. 

Facilitator asks the class: 
· What is wrong with this humanitarian worker’s skills?

· 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?

· Please think of 1 key word that describes how you might feel if you could NOT care for yourself and/or 
your family and had to ask strangers for assistance? Please share this word with the class.
· What personal traits does any Humanitarian Worker need to be effective?
SLIDE:
ESSENTIAL PERSONAL TRAITS OF A HUMANITARIAN WORKER

· Empathetic, kind, compassionate

· Positive attitude

· Belief in people and their ability to help themselves

· Calm and focused

· Flexible

· Non-judgmental


Instruction for Facilitator:







(10 minutes)
Facilitator presents: Humanitarian workers need to appreciate that it is difficult and even humiliating to be in a position of needing help and having to ask for help and losing the ability to care for self and family. Most affected people were in charge of their lives and able to care for themselves one day and lost that ability in an unexpected minute. Fear and losing the ability to care for oneself affects different people in different ways. 
Many survivors are grateful for the help they get and accept it in a polite way. However, depending on the circumstance some become angry and might feel the need to fight to survive so can become pushy, demanding even aggressive. Some survivors may even take advantage of the system. 

It is important for humanitarian workers to maintain a positive attitude and understand why some survivors might become difficult to help.

SLIDE:
CLASS QUESTION: Assisting difficult people


Instruction for Facilitator:







(10 minutes)
Facilitator asks the question and listens to the Participant’s response. She shares the ideas in the next slide.

Some survivors are angry, frustrated and humiliated by their situation and do not accept our limited help easily. 

· What can a Humanitarian Workers do when affected people make it difficult to help them?

SLIDE:
ASSISTING DIFFICULT PEOPLE
Listen closely and try to understand and empathize with WHY they are behaving this way before responding; 
· Stay calm.

· Remember your anger on top of their anger will not solve the problem; 

· Acknowledge their feelings; 

· Try to get local leaders or other community or family members to help mediate; 

· Do not confront individuals in front of a group; 

· Do not challenge parents in front of their children or spouses in front of each other; 

· Problem solve practically.

SLIDE:
CLASS QUESTIONS: Facilitating a right’s based approach


Instructions for Facilitator: 







(10 minutes)
Discuss these questions.

· What do we mean by a rights based approach? 

· Why is it important for humanitarian workers to have a rights based attitude? 




SLIDE:
A RIGHT’S BASED APPROACH


Instructions to Facilitator: 







(5 minutes)
Many people become humanitarian workers because they want to help others. 
Helping is not only about the helpers feeling good about what they do but ensuring that all emergency affected people equitably receives their basic human rights. 
Important to know that emergency affected people are entitled to help and our job is to provide them with what they deserve! 

Important to avoid building dependency between workers and the people. 
To facilitate psychosocial wellbeing we help people in a manner that discourages dependence and supports their dignity, self-respect and capacities for self-help. 
SLIDE: 
IMPORTANCE OF CLEAR COMMUNICATION




(10 minutes)

Humanitarian workers need to communicate clearly. 

Misunderstandings due to poor communication can lead to bad feelings, mistrust, unclear passing of information and even sharing of wrong information.

Important for humanitarian workers to listen with their:

· Eyes 

 

· Ears 

 

· Heart 


SLIDE:
FACILITATING GOOD COMMUNICATION

When communicating with people, humanitarian workers must:

· Provide undivided attention

· When possible, find a quiet place to talk and keep outside distractions away.

· Sit close enough to show interest without being intrusive. 

· Keep body language open. As example, face the person and keep arms uncrossed. 

· Maintain appropriate eye contact.

· Let people know you hear them in ways appropriate to culture and natural for you. 

SLIDE: 
FACILITATING GOOD COMMUNICATION continued:

· As example, nod your head, say, “hmmm” or “yes, I hear you” .

· Don’t interrupt the person.

· In your words and behavior, show that you care. 

· Speak respectfully. 

· Don’t judge what people are saying or how they feel.

· Don’t touch the person inappropriately.

· Keep stories confidential, within the limits of safety.


Instruction to Facilitator:






(15 minutes)

Use this role play to show the participants good communication skills. The Facilitator asks for the same volunteer that she spoke to earlier using poor communication skills. She asks the person to return and ask again for the needed service. The Facilitator redoes the interview with good communication skills. The Facilitator stops and starts the role play every few minutes to mention the positive skills that are being used. She shows positive attitude, good listening, attending, questioning, body language etc. 

SLIDE:
REVIEW OF THE DAY 









Instructions for Facilitator:







(10 minutes)
· What was the key learning from the modules for you today?
· Any suggestions for tomorrow

DAY 3: TRAINING
09:00am – 10:30am

I.
REVIEW OF YESTERDAY

SLIDE:
QUESTION / COMMENTS FROM YESTERDAY



Instructions for Facilitator: 







(15 minutes)
Facilitator asks Participants if they have any questions or comments about what was presented yesterday and gives the necessary answers.






SLIDE:
SUMMARY OF YESTERDAY’S KEY LEARNING


Instructions for Facilitator: 







(15 minutes)

Facilitator provides a brief review of yesterday’s key learning.




SLIDE:
DAY 3 PROGRAM:

MODULE 10:

Skills for Emergency Response: Psychological First Aid
Instructions for Facilitator: 








(60 minutes)

Facilitator presents the following slides and answers questions and receives comments by Participants. The PFA materials include some from the Facilitator and from a draft guide: Helping in Crisis Situations in Low and Middle Income Countries: Guide to Psychological First Aid (2010) (referred to in this text as PFA Guide).






SLIDE:
PSYCHOLOGICAL FIRST AID (PFA)


“Psychological First Aid describes a humane, supportive and practical response to fellow human 
beings suffering exposure to serious stresses and who may need support.”  (IASC MHPSS 2007)

SLIDE:
PFA PART OF A RANGE OF INTERVENTIONS

In a crisis situation, different types of emergency response measures may be happening. 

Psychological First Aid is one of interventions to help people in a crisis situation. It is used 
together with life-saving or life- preserving measures. (PFA Guide)

SLIDE:
WHO CAN BENEFIT FROM PFA IN EMERGENCIES? 


Most people use their resilience and social support systems to cope. 

PFA is IASC MHPSS preferred method to use in immediate aftermath of an emergency to 
assist those affected people who have higher than usual levels of distress and disturbance and
need added comfort, support and direction in order to cope. 

 SLIDE:
WHEN TO GIVE PSYCHOLOGICAL FIRST AID:
· Psychological First Aid is not a long-term intervention. 

· It is used immediately after, or a few days or weeks, after a crisis with those people who need added support to facilitate their ability to cope. 

· If people need more assistance after this, it is essential to link them with other people and other services. 



(PFA Guide)

SLIDE:
WHO CAN OFFER PFA?


Many people can be trained to use PFA effectively including helping professionals like 
psychiatrists, psychologists and social workers, teachers, health workers and other humanitarian 
workers. 

SLIDE:
EXAMPLES OF WHEN TO USE PFA

You can use PFA with people who need all kinds of added support.

· Some people needing relief support might become agitated and not know how or where to find it. 


PFA Support Person can help calm them and provide them with needed information and 
referral. 

· Some people who need medical care might become vulnerable. 


PFA Support Person can help calm them in order to assess their needs and accompany 
them to get care. 
SLIDE:
EXAMPLES OF WHEN TO USE PFA continued…

· Some people who are alone, having lost their families and communities, might be agitated and confused. 


PFA support person can calm and orient them and direct them to services that can help 
trace and find other family and community supports.

· Some people who are survivors, of difficult events like rape or torture might be agitated and may not know what steps to take to protect themselves. 


PFA support person can calm and focus them to understand their options and direct them to 
necessary services.

· Some people with serious mental disorders prior to the emergency might become confused and disoriented during it. 


PFA support person can calm and orient person, assess needs, provide basics like food and 
shelter, find and educate social supports and make referral to mental health service.

SLIDE:
IASC MHPSS PYRAMID LAYER 3 INTERVENTION

PFA is a Layer 3 intervention. 
It is replaced by other Layer 3 interventions if the person’s high level of distress and disturbance 
remain as time passes.

SLIDE:
BEFORE BEGINNING TO USE PFA

Assess your environment.

Your safety comes first – avoid putting yourself in situations where you might get hurt, or might 
hurt others. 

 

You can best help others if you are calm and focused. 

Always take care of yourself! Take time to Eat/Sleep/Exercise/Relax.

SLIDE:
DO NO HARM

Follow these DO NO HARM Principles:
· Respect the person.

· Protect the person from harm.

· Act only in the best interests of any person you encounter. (PFA Guide)

SLIDE:
PFA SUPPORT PERSON HELPS BY:

· Being present

· Willingness to listen 

· Providing practical things and information the person may need right in that moment

· By connecting affected people with services and people that can assist them now and as they recover in the longer-term. (PFA Guide)

SLIDE:
KEY POINTS TO REMEMBER ABOUT PFA:

· It is COMFORTING to someone in distress.

· It is PRACTICAL support – helping people with basic needs.


· It is TAILORED to needs and concerns and culture of affected person and situation.

· It is IMMEDIATE and intended to help people who recently experienced very distressing event.


· It is CONNECTED to other supports (services and people) who can help in the longer-term. (PFA Guide)
SLIDE:
PFA ACTION STEPS:

1)  INTRODUCTIONS

Explain yourself and role. 

Ask person’s name and other key demographic information 

depending on situation.

2)  ESTABLISH POSITIVE TONE 

Be calm.

Believe in your ability to help and show it.

Believe in person’s ability to help him/herself and show it.

3)  CLARIFY EXPECTATIONS

Explain what is and what is not possible through this interview.

 
SLIDE:
PFA ACTION STEPS CONTINUED:

4)  RESPECTFULLY OFFER COMFORT AND SUPPORT
· Be supportive by being attentive, listen well and be kind, caring and respectful.

· Offer comfort through body language, tone of voice, words and actions. 
· Show concern and empathy.

· To collect information only ask necessary questions and ask them slowly and without leading to interrogation.

· Encourage people to remember what helped them to cope in the past and what they can do to help themselves now.

· Accept the person’s feelings. 

SLIDE:
PFA ACTION STEPS CONTINUED:

5)  ASSESS THE SITUATION

Ask open questions.


ASK: What is needed now? 

Some interviews stop quickly since not all people need PFA. 

Often a PFA support person provides someone with the needed information or referral and people 
help themselves.

SLIDE:
PFA ACTION STEPS CONTINUED:
ASSESSMENT QUESTIONS CONTINUE when people need further support to deal with their issues. 

PFA Support Person ASKS..

· What lead to your being in this situation now? 


People can have opportunity to tell their stories if they want. 
· What are your priorities; what is needed most urgently?

· What have you done since the emergency to assist yourself?

· Are you safe? If not, what is needed to ensure safety?

· Who is with you ie: family, neighbors, friends or community members?

SLIDE:
PFA ACTION STEPS continued:

6) ACT PRACTICALLY AND QUICKLY 
With adequate information to understand the situation the PFA Support Person can work with 
affected person to:

· Identify most immediate and most urgent needs.

· Offer needed information.

· Work with them to meet immediate needs or link or refer to someone who can.

· If there is no way to problem solve an issue, explain why not.

SLIDE:
PFA ACTION STEPS CONTINUED:
7) FACILITATE PEOPLE TO USE THEIR OWN COPING RESOURCES
· Facilitate return to usual routine and home location as quickly as is safe.

· Link people with their social supports ie: family and community

· Help people activate usual supportive systems ie: leadership, spiritual practices, cultural practices or rituals etc. 

8) EXIT STRATEGICALLY
· PFA Support People end their helping with problem solving and/or linking and referral to another source for support.

10:30 – 11:00

BREAK 

11:00 – 12:30

SESSION 3

SLIDE:
THINGS TO SAY AND DO IN PFA:

Instructions for Facilitator:








(20 minutes)

Continue presentation about PFA.

· Be patient and reassuring.

· Focus on what affected person can do in the situation. 

· Respect the person’s right to make his/her own decisions. 

· Keep what the person tells you confidential, as long as safety allows it. 

· Be respectful and behave appropriately according to the person’s culture, age and gender.

· Provide factual information, IF you have it. Be honest about what you know and don’t know.

· Give information in a way the person can understand.

· Make it clear that refusing help now doesn’t mean the person can’t get help in the future. (PFA Guide)
SLIDE:
THINGS NOT TO SAY AND DO IN PFA:
· Don’t “play counselor.” 

· Don’t exploit your relationship (don’t ask person for favors or money in exchange for helping them.) 

· Don’t make false promises or false reassurances. 

· Don’t give false information. 

· Don’t exaggerate your skills or competence. 

· Don’t be unfriendly or aggressive. 

· Don’t talk to anyone against his/her will. 

· Don’t touch a person in distress if you are not sure that it is respectful or appropriate to do so. 

· Don’t be intrusive or pushy. (PFA Guide)
SLIDE:
THINGS NOT TO AND DO IN PFA continued:
· Don’t pressure anyone to tell his or her story. 

· Don’t tell people how they should or should not feel.

· Don’t judge people for their actions or feelings.

· Don’t talk about your own troubles. 

· Don’t share the person’s story with others.

· Don’t take away the person’s strength and sense of being able to care for him or herself. (PFA Guide)
SLIDE:
HANDOUT 2:  STEPS OF PSYCHOLOGICAL FIRST AID
Instruction to Facilitator:







(5 minutes)
Distribute HANDOUT and review these steps for PFA.
1)
Introductions.

2)  
Establish positive tone to interview.

3)
Clarify expectations.

4)
Respectfully offer comfort and support.
5) 
Assess the situation.

· What is needed now?

· What lead to your being in this situation?

· Give opportunity to tell their stories IF they want. NOT essential.

· What are your priorities; What is needed most urgently? 

· What have you done since the emergency to assist yourself?

· Are you safe? If not, what is needed to ensure safety?

· Who is with you ie: family, neighbors, friends or community members?
6)  
    Act practically and quickly.

· Identify most immediate and most urgent needs.

· Offer needed information.

· Work with them to meet the immediate needs or link or refer to someone who can.

7)       Facilitate people to use their own coping resources.

· Link people with their usual social supports ie: family and community leaders and practices

· Facilitate return to usual routine and home location as quickly as is safe.

8)      End strategically.

SLIDE:
CLASS EXERCISE 4: ROLE PLAY BY FACILITATOR

Learning objective:
Understand how the steps of Psychological First Aid should be used to assist affected people in emergency settings.

4 small groups:

Instructions for Facilitator: 








(15 minutes)
Each small group should create a case example of a person who has unusual distress after an emergency.

Instructions for Facilitator: 








(30 minutes)

Facilitator asks for one volunteer to role play a person who is having unusual distress after an emergency. 
The Facilitator shows how to do PFA using the steps in the handout. She stops every few minutes

to ask the class to comment on what she is doing and then continues. Sometimes she does the PFA well; sometimes not.

12:30 – 13:30

LUNCH

13:30 – 14:45

SESSION 3

SLIDE:
CLASS EXERCISE 5: ROLE PLAY PFA

Learning objective:
Understand how to practically apply the steps of Psychological First Aid and use it to assist affected people in emergency settings.

Instruction for Facilitator: 







(20 minutes)
· Participants are placed in pairs.

· They are instructed to practice PFA in pairs using Scenario 1. 
· One Participant is the affected person and the other Participant is the PFA Support Person. 

SLIDE:
CLASS EXERCISE 5: PRACTICE PFA: SCENARIO 1
SCENARIO 1:  2 days after an emergency 

· Affected person goes to Health Center complaining of headache and lack of sleep. 

· Person is crying, sad and seems lost.

· Person lost home and members of family during cyclone.

· Person is staying in tent alone. 

PFA Support Role Play 1: 









· PFA Support Person 1 provides PFA. 

· Affected person tells some of the story of what happened.

· He wants to find other family members and has not looked.

SLIDE:
CLASS EXERCISE 5: FEEDBACK ABOUT ROLE PLAY: SCENARIO 1 

In pairs:











Instruction for Facilitator: 








(10 minutes)

Facilitator instructs the affected person to provide PFA Support Person 1 with feedback using the following questions.

· What did PFA Support Person 1 do well? 

· What could PFA Support Person 1 improve? 

In pairs:











Instruction for Facilitator: 








(20 minutes)
PFA Support Person 1 uses the recommendations made in the feedback session and 
again provides PFA to the same partner

In pairs:












Instruction for Facilitator: 








(10 minutes)
Facilitator instructs the affected person to again provide the PFA Support Person 1 with feedback using the following questions.
· What did PFA Support Person 1 do well? 
· How did s/he utilize the recommendations from the last feedback session?

· What could PFA Support Person 1 improve? 
Class discussion: 











Instruction for Facilitator: 








(15 minutes)

Facilitator asks those Participants who played the role of the affected person and PFA Support

Person to answer the following questions. 









Affected People

· How did it feel to receive PFA?

· If you really had this problem, what do you think about this kind of help as an early intervention?


PFA Support Person:

· How did it feel to do PFA?

14:45 – 15:00 

BREAK
15:00 – 17:00

SESSION 4

SLIDE: 
CLASS EXERCISE 5: PFA PRACTICE: SCENARIO 2

Instruction for Facilitator: 








(20 minutes)
Participants are instructed to practice PFA in pairs using Scenario 2. 

The Participants in the pair switch roles. 
SCENARIO 2:  5 days after an emergency. 

· An affected woman is in a hospital.

· A doctor calls and asks you to speak with the woman.

· The doctor tells you that the woman refuses to go home. 

· Tests show that she is physically healthy yet she complains about serious abdominal pain. 

· She was found far from home the day after the emergency by humanitarian staff members. At first, she was confused and had wounds on her body. 

· Now, she speaks clearly but refuses to leave the hospital.

PFA Support Role Play 2: 









· PFA Support Person is from the woman’s community.

· Affected woman DOES NOT tell her story. 

· She wants the PFA Support Person to help her stay in the hospital.

SLIDE:
CLASS EXERCISE 5: FEEDBACK ABOUT ROLE PLAY: SCENARIO 2 

In pairs:











Instruction for Facilitator: 








(10 minutes)
Facilitator instructs the affected person to provide PFA Support Person 2 with feedback using the following questions.

· What did PFA Support Person 2 do well? 

· What could PFA Support Person 2 improve? 

In pairs:










(20 minutes)
PFA Support Person 2 uses the recommendations made in the feedback session and again provides 

PFA to the same partner

In pairs:










Instruction for Facilitator: 







(10 minutes)
Facilitator instructs the affected person to again provide the PFA Support Person 2 with feedback using the following questions.
· What did PFA Support Person 2 do well? 
· How did s/he utilize the recommendations from the last feedback session?

· What could PFA Support Person 2 improve? 
Class discussion: 









Instruction for Facilitator: 








(20 minutes)

Facilitator asks those Participants who played the role of the affected person and PFA Support

Person to answer the following questions:









Affected People

· How did it feel to receive PFA?

· If you really had this problem, what do you think about this kind of help as an early intervention?


PFA Support Person:

· How did it feel to do PFA?
SLIDE:
CLASS QUESTIONS: Practical use of PFA in an emergency

(20 minutes)
· Share some examples of how, when and where you can imagine you might use PFA in an emergency.
· What difficulties might there be in using this technique?
· What benefits will it have to use this technique?
SLIDE:

REVIEW OF the DAY

Instruction for Facilitator:







(20 minutes)

Discuss the following with the Participants:

· What was the key learning from the modules for you today?

· How does the key learning for today’s modules connect to those of the other 2 days?

· How can you use what you have learned in your work?

HANDOUT 2:  STEPS OF PSYCHOLOGICAL FIRST AID

Nancy Baron (2010)

1)
Introductions.

2)  
Establish positive tone to interview.

3)
Clarify expectations.

4)
Respectfully offer comfort and support.

5) 
Assess the situation.

· What is needed now?

· What lead to your being in this situation?

· Give opportunity to tell their stories IF they want. NOT essential.

· What are your priorities; What is needed most urgently? 

· What have you done since the emergency to assist yourself?

· Are you safe? If not, what is needed to ensure safety?

· Who is with you ie: family, neighbors, friends or community members?

6)  
    Act practically and quickly.

· Identify most immediate and most urgent needs.

· Offer needed information.

· Work with them to meet the immediate needs or link or refer to someone who can.

7)       Facilitate people to use their own coping resources.

· Link people with their usual social supports ie: family and community leaders and practices

· Facilitate return to usual routine and home location as quickly as is safe.

8)      End strategically.
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