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Mental health, forced displacement
and recovery: integrated mental
health and psychosocial support
for urban refugees in Syria
Constanze Quosh
This article describes a pilot mental health and
psychosocial support programme that was initiated
by the United Nations High Commissioner for
Refugees, after the massive in£ux of Iraqi refugees
into Syria in 2006. The aim of the article is to
provide:1) an overall description of the programme
for refugees within an urban setting, including
initial outcome data; and 2) a description of
applying a theoretical model to in£uence programme
design and evaluation. This programme, based on
good practice, began in 2008.The programme sta¡
implemented a three-fold approach, which included:
comprehensive mental health and psychosocial
support case management; community outreach
and a psychosocial centre to provide a safe healing
space; and inter-agency mental health and psychosocial support capacity building of the local mental
health system and within the displaced community.
The di¡erent components were eventually transferred at the end of 2011 to national ownership,
in order to ensure national system building,
ownership and sustainability. The programme
has since been adjusted to apply to the recent acute
internal emergency. Results of mixed-method
monitoring and evaluation show signi¢cant outcomes, including reported improvement in wellbeing
among programme participants.
Keywords: ADAPT model, displacement,
evaluation, Iraqi, mental health and psychosocial support programming, outcome,
output, refugees, Syria, wellbeing

Introduction
Background: protracted forced displacement in
urban settings
The humanitarian response to mental
health and psychosocial support (MHPSS)
is typically designed for acute emergencies,
with large-scale population displacement
to camps or other con¢ned settings. However, most refugees live in urban and low
resource settings (United Nations High Commissioner for Refugees (UNHCR), 2012).
This has not yet found su⁄cient consideration in either research or policy, even though
the urban setting poses unique challenges.1
There is growing attention for the unique
challenges of urban settings, such as the
invisibility and limited opportunity to reach
urban refugee communities (and in particular the identi¢cation and follow-up of
those most vulnerable or at risk), developing
adequate communication channels, lack of
access by the community to di¡erent support systems and services (including access
barriers related to language, costs, and
distance) and the limited opportunities for
livelihood and self reliance. This is often
complicated by non-conducive policies,
protection risks and lack of resources and
social support among the refugee community members. Risks are often higher for
asylum seekers, and there is a di¡erence
between refugees from rural background
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£eeing to urban areas, as opposed to those
from an urban background who £ee to
urban areas. Challenges, however, can di¡er
widely across these settings. Urban settings
also provide di¡erent unique advantages,
such as better availability of health, education and other services and a better infrastructure, as compared to rural settings.
In Syria, the overwhelming majority of
refugees (approx. 90%) come from primarily urban areas in Iraq. Around 10% of
the refugees in Syria are from Somalia,
Afghanistan and Sudan. Since 2003, the
beginning of the war in Iraq, the situation
in Syria developed from an acute refugee
crisis to a complex emergency,2 with a
protracted refugee situation.3 The number
of refugees registered with the UN refugee
agency (UNHCR) declined from more
than 225,000 in 2008 to 50,000 in July 2013.
This crisis is now embedded in a new
acute and complex emergency. By mid-2013,
more than 4 million Syrians were internally
displaced (Quosh, Eloul &Ajlani, 2013).
This combination of overwhelming need,
scarcity of resources, lack of quali¢ed
professionals and implementing partners in
Syria, all combined to require UNHCR to
adopt a new approach. Therefore, for the
¢rst time, UNHCR integrated a comprehensive MHPSS programme into a
refugee operation. Traditionally, UNHCR
has addressed the psychosocial and mental
health needs of refugees and other persons of
concern in an ad-hoc manner, referring
identi¢ed individuals needing support to
local practitioners and implementing partners. In Syria, this was no longer possible.
Due to the massive in£ux of refugees in 2006,
and the scale of multiple needs identi¢ed
and expressed as priorities by the refugee
community itself, UNHCR could not rely
on the already under resourced national
mental health sector. This situation, which is

compounded by the di⁄culty of reaching
refugees within an urban context, prompted
UNHCR to establish this programme.
This article focuses on the response to the
refugee crisis from 2008 to the beginning
of 2013 and provides, in addition to the
other papers on Syria in this issue, insight
into how the established refugee programme
adjusted to the recent emergency and
internal displacement (Eloul et al., 2013;
Hassan, 2013; Ismael, 2013; Mirghani, 2013;
Quosh et al., 2013). The challenges posed
by, and potential responses to, long term
urban displacement settings will be
addressed in this paper, through describing
the UNHCR urban programme in Syria.

Approach, theory and the
ADAPT Model
The few theoretical models, which currently
inform MHPPS programme design and evaluation, often lack empirical validation and/
or consensus. Recently, however, has there
been an increased emphasis on holistic and
interdisciplinary frameworks as a foundation
for integrated, culturally appropriate, evidence based, good practice programmes.
Consensus guidelines and actual programmes, often purposely, lack references
to speci¢c theoretical foundations. Some
research and discourse proceed from the
di¡erent angles of di¡erent frameworks:
the biomedical and trauma based models on
the one hand, and the psychosocial (stress)
and socio-ecological on the other. There is,
however, an increased emphasis on holistic
and interdisciplinary frameworks as a
foundation for integrated, culturally appropriate, evidence based best/good practices
programmes. The bio-psycho-social (Engel,
1977; Porter, 2007), and more recently the
bio-psycho-social-spiritual approach and
paradigm to health and care (Gilbert, 2002;
McKee & Chappel, 1992 in Sulmasy, 2002;
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Koenig et al., 2000; Koenig, McCullough &
Larson, 2001; Marks, 2005) as well as public
mental health approaches (deJong, 2002), are
becoming a stated goal of many programmes
and interventions. They are, however, rarely
comprehensively implemented.
One such pragmatic, multidisciplinary
framework is the Adaptation and Development after Persecution and Trauma
(ADAPT) model for post con£ict and low
resource settings, developed by Silove (2005,
2013). This model was used to in£uence the
programme design and evaluation of the
MHPSS programme for refugees in Syria.
The wider, theoretical framework is social
constructionist in nature, following a bio-psycho-social-spiritual approach. Many aspects
of this model were already included in
UNHCR policies on public health and community based approaches, and are integral
to UNHCR programming. The Syria Programme can be said to combine theory, primarily based on the ADAPT model, guided
by an anthropological context approach.
ADAPT is a model for understanding
and responding to the consequences of
forced displacement and human rights
violations in low income countries and post
con£ict settings. It attempts to bridge the
debates that arti¢cially divide the ¢eld,
and provides an integrated framework and
experienced based technique for problem
solving. While it links the interdependent
settings of emergencies with the phases of
forced displacement and development, it is
also of interest how this can be applied in a
protracted displacement setting.
Therefore, ADAPT provides a practical
framework that can guide di¡erent aspects
of programming without being overly rigid
or prescribing content or context. It uses
universally understood concepts, and is
easily understood by diverse communities,
as well as policy makers. It is, therefore,

a valuable tool for participatory assessments,
and planning and community based participatory research guiding this programme.
The model provided a framework for the
following three programme steps:
1) ADAPT provided a framework for
assessments and design at the beginning
of the programme. This included assessing and analysing both individual and
community responses to displacement
and the new environment, and resources
and gaps in community and national
mental health services within the
particular socio-economic settings.
Based on those results, ADAPT programming recommendations, and the
minimum standards of the Inter-Agency
Standing Committee guidelines (IASC,
2007), programme recommendations
and strategic priority areas were outlined (Table 1).
2) During the mid term review of the
programme, at the beginning of a
protracted displacement phase, ADAPT
also provided a framework for linking
the components more thoroughly, as
well as re¢ning the programme’s
activities. Needs, resources, and processes of adaptation were all re-assessed.
Understanding the underlying challenges to the corresponding core
adaptive systems, and re¢ning the links
to the di¡erent supports and interventions provided by the programme
were also examined.
3) ADAPT provided a framework for the
monitoring, process, and outcome evaluation throughout, and again at the end
of the second phase of the programme.

UNHCR’s MHPSS programme
The overall objective of the UNHCR
Syria MHPSS programme is to enhance
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programming
recommendation
(Silove, 2005)

Resources
according to
assessments

Priority needs
according to
assessments

UNHCR MHPSS
programme strategic
priority areas
(SPA)/component

Exacerbation of mental disorders,
particularly mood disorders (depression),
anxiety (posttraumatic stress disorder),
and somatisation. Developmental and
learning problems among children. Lack
of caretakers for vulnerable persons with
pre-existing and trauma related mental
disorders. Stigma regarding mental
health (care). Di⁄culties accessing mental
health services. Socio-economic di⁄culties,
ongoing insecurity, limited protection, and
separation from family members
(Quosh et al., 2013).
Available mental health care services, but
limited capacity. Motivated core group of
mental health professionals. Degree of
protection, assistance and livelihood
opportunities.
Immediate priority (during and post
emergency) is to identify and respond
to the most vulnerable and those at risk.
This includes providing treatment to
those with pre-existing mental disorders,
and trauma related severe mental disorders,
distinguishing them from normative
communal reactions.

MHPSS case management
(CM) for vulnerable
persons at high risk with
provision of mental
health care, psychosocial
support, with links to basic
and special needs assistance
and protection systems.

Table 1. Comparative overview of programme components

Available expertise and good practice
examples.

Building emergency response capacity and
ongoing capacity building, with recovery
focus of local mental health system and
community capacity.

Facilitating mobilisation and
empowerment of the community,
and rebuilding of the social
environment.

Lack of capacity, particularly: limited number of trained mental health
professionals, lack of mental health case
management, mental health care in
primary care, and community based
psychosocial support.

Inter-agency national and community
MHPSS capacity building

Resourceful, well educated
community, altruism and
volunteerism, family support,
religious coping.

Social isolation, lack of support
networks and trust, community
support systems, social
organisation, safe communal
spaces, signi¢cant shift in gender
roles, no legal access to work,
family violence, fatigue,
hopelessness, lack of prospects
for the future, stigma.

Psychosocial centre and
psychosocial community
outreach Community
based psychosocial support,
and centre with link to
livelihood projects and CM

Mental health, forced displacement and recovery: integrated mental health and psychosocial support for urban
refugees in Syria, Intervention 2013, Volume 11, Number 3, Page 295 - 320

Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.

298

Improve overall psychosocial wellbeing and reduce distress among vulnerable persons at risk
Improve psychosocial wellbeing and
Improve psychosocial wellbeing
mental health by ensuring equal access
and mental health, support
to assistance, quality psychosocial and
resilience and recovery by
mental health services o¡ered in an e⁄cient
facilitating community
and e¡ective way to individuals and families
mobilisation and community
at high risk with diverse, complex needs
based psychosocial support
and resources.
through safe and healing spaces,
community participation and
outreach in an e⁄cient and
e¡ective way to individuals
and families at risk with diverse
needs and resources.
10^12 MHPSS case managers: - majority of
8^12 Psychosocial refugee
clients covered through standard/
outreach volunteers with
broker-model based case management; psychosocial background,
smaller, most vulnerable group (approx.
2^4 centre coordinators with
18%) covered through intensive case
mixed psychosocial support
management.
and administrative/
management background and
activity facilitators.

Overall objective
Objectives

Sta⁄ng

A system that facilitates access to appropriate
support and services through;
advocacy, identi¢cation;
MHPSS assessment;
referral, coordinating access;
follow-up

Core components

Community development,
mobilisation, community based
psychosocial support, social capital,
community outreach, safe spaces,
healing environment, peace building.
Psychosocial centre run by the
community, o¡ering a safe space
and psychosocial activities.;
Community outreach volunteers
providing home and phone
follow-up, particularly within,
but also across, neighbourhoods

Case management approach: combination
standard/broker and intensive, stepped
care approach, continuity of care,
community mental health.

Concepts

(continued overleaf )

4 main trainers, several external
temporary trainers, pool of
40 national master trainers with
di¡erent mental health related
specialisations, management.

Increase capacity of mental health
professionals, service providers,
and community and build system
to strengthen mental health and
psychosocial services in Syria by
promoting multi-disciplinary
approaches and increasing the
number of quali¢ed service
providers.

Master training/training of trainers
and follow-up/supervision of senior
mental health specialists; frontline
training by master trainers of nonspecialists; system building
(curricula, policy development,
establishing mental health council)

Cascade approach, adult learning,
apprenticeship model, training of
trainers, with close follow-up
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Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.

299

Regular weekly clinical individual
and group supervision.

Refugees and displaced (all ages),
services are provided for free,
the focus is on most vulnerable
families and individuals at high risk.

120^150 new CM referrals
per month.

Supervision

Clients/
participants

Number of clients/
participants

Training

Phase 1: Centralised at UNHCR o⁄ce.
Phase 2: Decentralised in polyclinics,
primary health care centres (in areas
with identi¢ed high needs and high
concentration), mobile services (e.g. in
shelters), crisis hotlines
MHPSS Case manager: 3 months
theoretical training and shadowing,
3 months on the job training and
follow-up, integrated supervision,
feedback and continuous training.

MHPSS case management
(CM) for vulnerable
persons at high risk with
provision of mental
health care, psychosocial
support, with links to basic
and special needs assistance
and protection systems.

Location; Phase 1:
2008 ^mid/end
2011; Phase 2:
From mid/end 2011

UNHCR MHPSS
programme strategic
priority areas
(SPA)/component

Table 1. (Continued)

Integrated weekly supervision,
developing towards peer
supervision/intervision
Refugees, displaced communities
and host communities, the
focus is on small group work
with integrated support to
vulnerable individuals and
families at risk.
> 130 centre participants
per month, approximately
30 persons of concern
followed-up at home per month,
with 0^4 home visits per person
(less in 2012 due to limited access).

Phase 1: Physical centre, in area with
identi¢ed high needs, mobile activities
and outreach. Phase 2: mobile
activities in areas with identi¢ed high
needs that are safely accessible,
outreach and phone follow-up.
Coordinators and volunteers: 2 weeks
theoretical training, 2 months
shadowing, on the job training,
test period and follow-up,
continuous training.

Psychosocial centre and
psychosocial community
outreach Community
based psychosocial support,
and centre with link to
livelihood projects and CM

> 600 trainees

National mental health professionals,
community, frontline workers in
health, education, humanitarian
aid, justice systems

Phase 1: Building capacity of the
national mental health
professionals and community.
Phase 2: Build on these resources
to build capacity of frontline
services, system and community.
Master trainers:1 year comprehensive
multidisciplinary training and
supervision/co-training with
feedback and evaluation during
¢rst trainings (minimum 5 supervised
certi¢cation trainings).
On the job training, peer evaluation
and continued supervision.

Inter-agency national and community
MHPSS capacity building
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Built capacity of national health partner,
successfully transitioned and integrated
MHPSS case management into polyclinics/
primary health care clinics.

MHPSS case management manual
and standards, and 18 modules
training package.

Materials
developed

Case manager performance benchmarks
depend on ratio between standard/
broker and intensive follow-up clients,
number of case managers per area
index depends on number of vulnerable
persons in a catchment area.
Mixed method (quantitative, qualitative)
and community based participatory
approach to evaluation, population
baseline: idioms based wellbeing &
distress measure, standardised mental
health & resilience measure.
Methods/tools:idioms based wellbeing &
distress measure, GAF, achievement
of intervention goals, service
satisfaction, performance monitoring.
Programme represented 0.5% of the
USD 118 million ¢nancial requirement
of UNHCR in 2011
2011: 27 % of total budget.

Sustainability

Costs: example 2011

Monitoring and
evaluation

Benchmarks

Built capacity of national health
partner, successfully
transitioned and integrated
psychosocial centre and volunteers
into psychosocial programme of
partner organisation.
Community based psychosocial
support manual and 15 modules
training package, and
documentary ¢lm‘‘Resilience in Action’’

2011: 27 % of total budget.

Methods/tools: Screening measure,
idioms based wellbeing and
distress measure, focus groups,
satisfaction measure.

Volunteer to participant ratio at
the centre is 1: 20/30 with
0^5 new cases per month for
every outreach volunteer to
follow-up.

Draft handbook for Ministry of Health/
council on mental health and psychosocial
support for refugees (for mental health
professionals).

2011: 39 % of total budget. Portion
signi¢cantly reduced after 2011,
but higher costs at the beginning.
Established national mental health
council responsible for coordinating
capacity building, national curricula
and pool of master trainers.

Training needs assessments, training
evaluation: knowledge; training quality
and satisfaction, attendance; skill and
system building.

Outcome target: for master trainer
certi¢cation to pass 70% cut-o¡
point in the knowledge tests and
successfully conducting certi¢cation
trainings under supervision.

Quosh

Copyright © War Trauma Foundation. Unauthorized reproduction of this article is prohibited.

301

Mental health, forced displacement and recovery: integrated mental health and psychosocial support for urban
refugees in Syria, Intervention 2013, Volume 11, Number 3, Page 295 - 320

the psychosocial wellbeing of refugees,
and other persons of concern, by providing
equal and quality access to mental health
and psychosocial services and support,
to basic assistance, and by increasing the
response capacity of service providers and
the community in Syria.
To achieve this, the pilot MHPSS programme
established a three fold approach in 2008:
1) MHPSS case management for those
most vulnerable and at risk;
2) An urban, community based, outreach
refugee volunteer programme and a
psychosocial counselling centre (see
Mirghani, 2013); and
3) A national inter-agency capacity building project (Table 1).

Table 1 provides an overview of the three
main programme components.
Those three main pillars of the programme
(Figure 1) are complementary and heavily
interlinked, informing each other and
functioning jointly. There is also a fourth
component of the programme, which
includes: overall coordination, advocacy,
monitoring, data management, internal
and joint external evaluation, and sta¡
welfare. Part of this component also
entails adequate mainstreaming of MHPSS
into other sectors and activities, primarily
into protection and assistance activities
of UNHCR and partner organisations.
From its inauguration in 2008, until
2012, the programme has served more than
10,000 persons of concern in Syria.

UNHCR Syria, MHPSS programme components

Comprehensive
MHPSS case management for
> 6800 clients

Mainstreaming
PSS MH into
other sectors

43% human resources
27% financial resources

Transition to national partner
organization

Community based
PS outreach
> 1000 clients
Psychosocial center/
safe healing spaces
for
> 1600 participants

Assessment
Management
Supervision
Coordination
Monitoring
Evaluation
Documenation
Policy
Development
7% HR and
financial
resources

40% human resources
27% financial resources

Staff stress
counselling

Capacity-building for
> 40 trainers
> 600 trainees
10% human resources
39% financial resources

Figure 1: Three main interlinked programme components.
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MHPSS case management
Background
Forced displacement often disrupts general
social structures, as well as care for those
with pre-existing chronic and severe
mental disorders (Silove, 2005; Silove,
Ekblad & Mollica, 2000). Additionally,
with displacement, negative mental health
outcomes are often a consequence. These
two risk groups were identi¢ed as priorities
in participatory assessments. One of the
main concomitant concerns was lack of
access to adequate mental health services
and other assistance, which led to the
design of the MHPSS case management
component. This component was broadened
in scope once immediate and urgent needs
were covered.
Activities
The purpose of the MHPSS case management system is to link people to psychosocial
support, mental health services and assistance, as well as to coordinate access and
delivery of these services for refugees and
others of concern. This is done in a holistic
manner. The focus is on ensuring greater
continuity of care, applying a stepped
care approach, and integrating support and
service systems.
MHPSS case management is usually
required for those with mental disorders or
high risk for mental health vulnerabilities
(this high priority category often requires
immediate response and intensive case
management), but also includes those with
psychosocial needs that can improve with
family, community and focused psychosocial
support (this lower priority category often
requires supportive case management).
Project outputs and trends
On average, the MHPSS case management
teams manage more than 1,400 people of

concern, per year. Out of the more than
6,000 case management clients between 2008
and 2012, 63% were referred to, and received:
community based psychosocial support
through psychosocial outreach volunteers,
community mental health care, psychiatric
hospital care and/or participated in activities
in the psychosocial counselling centres.
According to the case management records,
more than 30% of clients are extremely
vulnerable. Vulnerability and complexity
increased over time from 2010 to 2012,
as did the prevalence of clients diagnosed
with mental disorders. Increased relapse
rates have been reported since the beginning
of 2012.
Transition to national ownership
UNHCR sta¡ directly implemented the
case management from 2008 to 2011. As
of the end of 2011, the case management
component was transferred to the national
health partner organisation, Syrian Arab
Red Crescent’s (SARC) primary health care
clinics. Although, UNHCR has maintained
a partial, default case management function.
Adjustment to recent acute and complex
humanitarian emergency
Due to the ongoing security problems and
current con£ict, demands increased, while
at the same time access to the o⁄ce, health
care and other services, as well as home
follow-up by case managers and mental
health service providers, has become
severely limited. This has been compensated
by increased phone follow-up, and the
operation of several 24/7 crisis hotlines
and mobile outreach services. The MHPSS
case management services were also opened
to displaced Syrians andvulnerable hostcommunities. In this way, the response capacity
has increased and MHPSS case managers
havebeenembedded intomobilehealthteams
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that regularly visit collective shelters and
areas hosting many of those that have been
displaced.

directly help their peers through community
based support by the creation of:


Example: case management link to ADAPT model
Within the case management system, the
ADAPT model has provided additional
framework guidance on identifying and
assessing the most vulnerable. Beyond symptoms, diagnoses and bio-psycho-socialspiritual dimensions, ADAPT considers the
challenges of multiple adaptation systems.
These systems indicate higher vulnerability,
and guide joint choices and priority goals
for resource mobilisation, support mechanisms and interventions. Particularly, the
combination of experiencing life threats,
great loss and adaptation di⁄culties not
only often lead to mental health problems
(including presentations of co-morbid
posttraumatic stress disorder (PTSD) and
depression), and a high level of psychosocial
dysfunction, but also changes in identity,
coping, relationships and meaning making4
within an insecure environment.

Psychosocial community
refugee outreach and
psychosocial centre
Background
Forced displacement disrupts the social
environment and support systems (Silove,
2005). Facilitating the rebuilding of a supportive and functioning social environment
(e.g. through safe spaces, healing environments, community support, and activities)
is important to re-establish the equilibrium
of core adaptive systems.
Activities
The second pillar of the MHPSS pilot
programme mobilises the capacity of refugees, as individuals and as a community, to



a psychosocial refugee outreach volunteer
group; and
a psychosocial centre. See Hassan (2013)
and Ismael (2013).

The aim of community outreach is to
identify and support vulnerable community
members. Outreach addresses isolation, lack
of social support and stigma, as well as
barriers to accessing support and services.
Community outreach also utilises community resources and networks. The aim of
providing safe healing spaces and psychosocial activities focuses, in particular, on
social wellbeing and social environment
building.
Psychosocial refugee outreach volunteers
A team of 12 refugee outreach volunteers,
all with psychosocial backgrounds, was
originally supervised by the UNHCR
MHPSS programme. This team of psychosocial outreach volunteers is part of a larger
group of approximately 140 closely linked,
community outreach volunteers. The group
is divided into di¡erent sub-groups, with
di¡erent areas of responsibility, such as
MHPSS, health, education, care of unaccompanied minors, or the elderly. They
form multidisciplinary volunteer teams,
cooperating closely within their neighbourhoods (Mirghani, 2013). The core principle
is that the community is caring for the
community, based on the idea that helping
others can contribute to both individual
and collective healing. At the same time, this
allows UNHCR, as an agency, to engage in
direct communication with the community,
permitting meaningful participation, as well
as the utilisation of community resources
and networks. Outreach volunteers may be
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partially considered as one component of
the MHPSS case management system, but
are also involved in community development
activities. During the second phase of the
programme, this component was transferred
to a national organisation, in a similar process as that described for case management.
Outreach volunteers are carefully selected
and recruited jointly with the community.
They are well trained and supervised, and
function as role models for their peers.
The volunteers help with identi¢cation
of vulnerable refugees, and provided home
follow-up and phone counselling to more
than 1,000 people of concern between 2009
and 2012. For individuals and families who
need individual follow-up and specialised
care, the volunteers work closely with the
MHPSS case managers. Psychosocial community outreach, therefore, often complements specialised mental health care
services, as well as other community and
family support. Volunteers regularly build
bridges for people who would bene¢t from
services or the psychosocial centre, but are
initially hesitant or have di⁄culties with
access. In some cases, volunteers accompany
clients to services and facilitate assistance
for the most vulnerable. Through individual
follow-up, volunteers ensure that people
of concern receive support when transitioning between services. This also enhances
burden sharing, coordination, and cooperation between support and service providers.
Psychosocial centre
Psychosocial outreach volunteers are part
of a larger group of community volunteers
working at the psychosocial centre in Babila,
Damascus. The centre opened in November
2009, after an initial investment in community capacity building, which has continued. It is based in a poor southern
suburb of Damascus, characterised by a high

number of vulnerable refugees and people
of concern, including survivors of torture,
and sexualised and gender based violence.
The centre is open to all refugee communities as well as the host community. It provides a safe space for community members
to meet and spend time, and as a base for
psychosocial outreach and activities. Psychosocial volunteers attend to individuals and
families during these activities, and link
participants to home follow-up, or other
services, as needed. The centre is managed
by refugee volunteers under the supervision
of UNHCR. Many di¡erent psychosocial
activitiesbased on age, gender considerations,
following di¡erent degrees of structure are
o¡ered there. Activities are interactive,
participatory, and primarily semi-structured.
A new concept was developed, in addition to
the existing classi¢cations of psychosocial
activities, in order to address prevailing
stigma towards psychosocial support and
mental health in the region that often
results in many refugees resisting support
or treatment.
In addition to peer support based psychosocial activities, actual peer support groups
have also been o¡ered. The psychosocial
outreach centre has grown signi¢cantly over
the past few years, o¡ering a wide range of
activities. This growth continued until mid
2012, when the centre had to close down
temporarily, due to rising security risks in
the area.
The psychosocial activities, however, did not
stop with the closure of the centre.Volunteers
and facilitators were able to regroup, according to their areas of residence, and have been
providing mobile psychosocial activities
in these areas, as well as nearby neighbourhoods and collective shelters. The idea of
mobile safe spaces, which can be created
within shelters and family contexts, is being
further developed.
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All activities have psychosocial and therapeutic qualities and are run by paraprofessional volunteers, who were trained
in psychosocial support, outreach, facilitation and peer support group methods.
All volunteers and facilitators are professionally supervised.
The psychosocial centre complements the
case management system, as well as the
multidisciplinary teams and other community centres. It serves as a link between
the community and existing services, and
includes coordination and advocacy tasks.
Programme planning and evaluation are
participatory, and involves the community
at each step of the programming cycle.
Project outputs
Since the opening of the psychosocial centre,
the registration numbers have continuously
increased, and by the end of 2012 had
reached more than 1,600 people. This
group included all ages from the refugee
population and host communities (Table 2).
Initially, most referrals to the centre came
through the psychosocial outreach volunteers. Over time, the centre became an
established institution within the community, and attracted participants from all
over the city.The original name of the centre

was the Outreach Counselling Centre
(OCC), chosen by the community running
the centre, in order to avoid stigmatisation.
One-and-a-half years after its establishment,
the community of participants started
referring to it as The Psychosocial Centre.
The centre attracted more women than
men, but comparatively across programmes,
a signi¢cant number of men as well. Activities are not separated by gender, except for
peer support groups, yoga, and the beauty
salon. The most popular activity, glass
painting, is a mixed gender group. Some
activities, such as handicrafts, are more
popular among women within this context.
Following the successful transfer and
establishment of psychosocial and mental
health case management for refugees and
displaced populations into the SARC clinics,
the second component of the programme
(the psychosocial centre and psychosocial
outreach) was also integrated into the
national partner’s organisations. Both
projects are closely linked, and constitute
an integrated mental health and psychosocial support system. With a focus on
capacity building and the development of a
sustainable system, the process was similar
to the case management transfer. It started
mid-2012, and was ¢nalised at the end of

Table 2. Outreach volunteer clients and psychosocial centre participants
Psychosocial outreach volunteer
individual follow-up
Total accumulated participants
Persons of concern receiving
individual psychosocial support
outreach volunteer support
Number of home visits
Psychosocial centre
Total accumulated registered participants
New registrations with the psychosocial
centre per year
Number of persons participating in
psychosocial activities per year

2009 Total

2010 Total

2011 Total

2012 (Jan^Sept)

182
182

571
389

917
346

1042
125

2009 Total
364
364

> 1200 visits
2010 Total
974
610

1650
2011 Total
1511
537

946
2012 (Jan-July)
1667
156

^

1659

1600

584
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2012. UNHCR continues to provide support
with training, follow-up, and adjustment
during this transitional period, as well as
longer term monitoring and evaluation
(Hassan, 2013; Ismael, 2013).
Adjusting for an acute and complex humanitarian
emergency
The psychosocial centre had to temporarily
close in August 2012 and since then, home
follow-up by psychosocial volunteers has
been limited. This has been compensated
by increased phone follow-up and organising, often in a more ad-hoc manner, psychosocial activities in places of close proximity
(e.g. in collective shelters, schools, health
centres and family houses). The pool of
volunteers was expanded to incorporate
Syrian outreach volunteers. Trainings of
new volunteers were co-facilitated by
UNHCR sta¡, as well as experienced
refugee volunteers. Community messages
and information was developed and
shared. Additionally, support systems for
frontline and humanitarian workers, who
reported heightened distress levels, were
strengthened.
Example of linking the ADAPT model to
community based psychosocial support
Identi¢cation of the challenges and
changes in core adaptive systems often
clari¢es the limitations of symptom focused
interventions, while at the same time, it also
opens alternative, more creative ways of
addressing needs and capitalising on
resources. Sensitising community volunteers
to the e¡ects of changes in core adaptive
systems have helped to jointly re¢ne and
tailor support responses and referrals for
additional interventions.
The principle of the community caring
for the community does not cover all needs,
but complements limited available services

and fosters empowerment and rebuilding of
social fabric. It can contribute to mutual
healing between the most vulnerable and
the more resourceful members of the community, but should also include consideration of factors such as context and power
dynamics (Figure 2).

Capacity building
Background
Even for priority mental health care needs,
reliance on limited specialist care, particularly in the developing world, is inadequate.
Across the reviewed studies, the primary
recommended responses were strengthening
the national healthcare system, and enhancing its ability to respond to the needs of both
the refugee and local populations through
extensive capacity building. This has been
the main aim of MHPSS capacity building
in Syria. This has focused on improving
resources, such as knowledge, skills and
competencies of individual trainees within
a system or institution, as well as facilitating
relationships between institutions and sectors, and fostering multiprofessional teamwork and advocacy (Quosh, 2011).

Capacity building
How this third component of the programme
has improved service provision and integration through interdisciplinary capacity
building, guided by an Inter-agencyWorking
Group, hasbeendescribedelsewhere (Quosh,
2011). The most recent developments include
negotiations with a national university
interested in incorporating the master
training programme into its postgraduate
curriculum. Additionally, in November 2011,
a mental health council resolution and policy
was developed and drafted by key stakeholders and signed by the Minister of
Health.This has set the stage for the creation
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Figure 2: Psychosocial wellbeing and community resources/capital.

of Syria’s ¢rst National Mental Health
and Psychosocial Council.

for, and tested during, the transition process
with good results.

Trainees and project outputs
Overall, the di¡erent training initiatives
bene¢ted more than 660 trainees. Figure 35
summarises the main training programmes
along the di¡erent response layers. All trainings were evaluated according to knowledge
gained, training satisfaction and adherence,
and showed positive outcome results.
Practical skill development of participants
was evaluated for two training packages:
MHPSS Case Management and Psychosocial Safe Healing Spaces and Activities.
These training modules were developed

Adjustment to acute and complex humanitarian
emergency
A new coordination mechanism was
established in order to bene¢t from previous
coordination structures (Eloul et al., 2013).
Key policy and guidance documents were
developed by the interagency MHPSS
working group, shared and respective trainings organised. Capacity building focused
initially on a large scale psychosocial ¢rst
aid training of frontline and humanitarian
service workers, and mainstreaming psychosocial considerations into their activities.
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Multilayered overview
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Figure 3: Training overview.

Subsequently, more specialised trainings
were o¡ered on advanced mental health
and psychosocial programming in emergencies. The existing pool of inter-agency
master trainers was instrumental in implementing these trainings.

Monitoring and evaluation
Background
The lack of appropriate and systematic
evaluation research of integrated mental
health and psychosocial programmes has
been well documented (Banatvala & Zwi,
2000). This is primarily due to challenges of
the humanitarian work context, which for
reasons of heightened security risks and
lack of resources or capacity, make the
implementation of applied research di⁄cult.
There is also a general lack of adequate
and relevant monitoring and evaluation
approaches and tools for those programmes
(Abramowitz & Kleinman, 2008).6 There
has, in fact, been little focus by the
research community on investing in applied
research in the MHPSS sector, and even

less in assessment of the longer term impact
and sustainability of such programmes.
The lack of intervention studies indicates
the importance of investing in research
and evaluation of existing programmes
that respond to the mental health (needs)
of refugees. Such studies would help
inform practice and shape the development
of approaches to address the needs of this
population (National Child Traumatic Stress
Network (NCTSN), 2003, 24). In addition,
there is a lack of research on services and
support within the context of protracted
refugee situations, particularly in urban
settings (Bamberger & Cheema, 1990;
Bossert, 1990; Shediac-Rizkallah, 1998;
Steckler & Goodman,1989).
Adequate culturally sensitive evaluation
research of psychosocial support and
mental health care programmes in displacement settings has also been neglected.
Although evidence based and contextualised
models are promulgated as a good foundation for planning, their contribution to
programme evaluation has been modest.
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When conducted, programme evaluations
often look at output and only rarely at outcome, and do not link them to theoretical
models. The evaluation component of the
MHPSS programme, therefore, initiated a
multi-level process, on interlinked levels of
empirical study and analysis, which included
the following:
1) de¢ning local idioms of distress, wellbeing and functioning in order to understandand assess the mental health pro¢le
of Iraqi refugees in Syria, in conjunction
with other standardised measures;
2) process, output and outcome evaluation
of the UNHCR MHPSS; and
3) empirical testing of the ADAPT Model,
within this context.
The MHPSS programme’s community
based participatory and mixed-method
qualitative^quantitative approach to assessment, monitoring and evaluation includes
di¡erent components: internal output and
progress monitoring, outcome measurement,
documentation, and joint internal/external
evaluation.
Output and progress monitoring
Between 2008 and 2012, the MHPSS
programme has reached more than 10,000
persons of concern. The di¡erent outputs,
according to their output indicators, are
based on standardised and thorough documentation, reporting and monitoring
mechanisms, and were described under each
programme component above (Table 1).
Outcome measurement: culturally grounded
assessment instrument
As part of the evaluation process, a model for
the development of a culturally based assessment instrument was designed and tested.
This allows for the assessment of cultural

idioms of wellbeing, distress and functioning
of the refugee population, translated into a
culturally based measurement instrument.
This measure has been used for assessing
intervention outcomes by comparing baseline with post intervention results (3 months
after an intervention).
To evaluate the outcome of community
based psychosocial support for psychosocial
centre participants, the measure has been
used as a stand alone, self report, pre and
post assessment. The outcome of mental
health case management services for intensive case management clients is assessed in
a pre and post intervention design through:
the self report assessment tool, the achievement of care plan goals rated by the client,
and the general assessment of functioning
(GAF) of a client, as rated by the case
manager. In order to assess the population
baseline, the self-report assessment tool was
used in conjunction with a standardised
self report mental health measure.

The main outcome indicators are:
1) Status of psychosocial wellbeing,
as measured through the psychosocial
assessment instrument
2) Improved access to psychosocial
support and mental health services
The targets are:
1) Signi¢cant improvement of wellbeing at individual and population
levels
2) 45% of those identi¢ed as in need
accessed support and mental health
services

The result was that 63% of the identi¢ed
persons in need accessed services and
support. Overall, psychosocial wellbeing of
the refugee population is consistently low,
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and particularly low with higher distress
scores for persons identi¢ed by and referred
to the MHPSS programme. This con¢rms
the functioning of the identi¢cation system
set up to refer those who are most vulnerable
to the programme. At the same time,
wellbeing improved signi¢cantly through
services provided by the MHPSS Programme, either through specialised mental
health services, or community based psychosocial support. The improvement was
most signi¢cant through joining the pool of
outreach volunteers (Figure 4).
Documentation
In addition to adequate and con¢dential
client and case management documentation,
manuals, protocols, guidelines and training
packages are under development. As are
documenting the programme steps and
stages, with the goal of sharing lessons
learned and best practices. Documentation
of best practices aims to contribute to
improving the quality of support and mental
health care in the context of humanitarian
assistance, post con£ict, and low resource
settings. As part of the advocacy e¡orts,
a short documentary entitled ‘Resilience in

Pre (total scale means)
7
6
5
4
3
2
1
0

5.97

Action’ was produced jointly with the refugee
outreach and centre volunteers, capturing
the power of community based psychosocial
support and refugee outreach.
Adjusting to acute and complex humanitarian
emergency
The existing assessment instruments, forms
and protocols were adjusted to, and validated for, the Syrian population and current
crisis context.
Linking the ADAPT model to evaluation
Culturally grounded idioms of wellbeing
and distress were extracted from a qualitative, ethnographic study at the beginning
of the programme. They in£uenced programme design and provided the foundation
for the programme’s wellbeing assessment
instrument. The dimensions were compared
to the di¡erent response dimensions of
the ADAPT model, and were found to
resemble most of these across the di¡erent
core adaptive systems. During the initial
narrative analysis of wellbeing and distress,
dimensions of existential meaning, religion,
family violence, and somatisation were
missing, because the community did not

Post (total scale means)

6.43*
4.74

5.42*
4.63

4.66*
3.34

Outreach
Refugee
volunteers
population
(random sample, (pre: n = 98,
post: n = 98)
n = 199)

PS center
participants
(pre: n = 429,
post n = 123)

Case
management
clients
(pre: n = 157,
post n = 102)

Figure 4: Pre and post total scale means of psychosocial wellbeing measure. Note:  indicates signi¢cant improvement
of wellbeing at p ¼ 0.05. High value indicates better psychosocial wellbeing, low value indicates high distress (on a
10-point Likert scale). Preliminary data analysis from Phase 1, up to May 2011.
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identify them as immediate priorities.
Based on theoretical guidance and recommendations from the evaluation team,
further probing and follow-up resulted in
the con¢rmation that these are in fact crucial
indicators of wellbeing and distress in the
population, and they were subsequently
added to the measurement tool.
While the ADAPT model provides a
valuable framework, it has not yet been
su⁄ciently empirically tested. As part
of the programme evaluation research, the
model has been empirically tested in the
form of an exploratory study about adaptation processes within the context of a
protracted refugee setting. Detailed articles
on the development of the measurement
instrument, results and di¡erences in outcome, according to the di¡erent periods
of the crisis, as well as the testing of the
ADAPT model will be published later.
Joint internal/external evaluation
In addition to extensive internal evaluation,
the MHPSS programme underwent an
internal/external goal, process and outcome
evaluation by a multidisciplinary team
from the University of Uppsala, Sweden.
The purpose of this mixed-method evaluation was to assess relevance, outcome,
e¡ectiveness and the sustainability of the
programme, from September 2008 through
the end of 2012. Methods included: desk
review (an intensive literature search,
review, and synthesis of all relevant documents), review of programme documents
and systems; interviews and focus groups;
review of primary and secondary data;
and participatory observations during ¢eld
visits. The analysis aimed at providing
an assessment of overall performance,
ways and quality of results tracking, key
lessons, recommendations for future programming, and corrective action, if required.

Evaluation dimensions further included:
appropriateness, organisational structures,
political and ¢nancial conditions, capacities
and quali¢cations of the executing agency,
stakeholder participation, quality and e⁄cacy of future and exit planning, project
transfer to partner organisation, internal
management, and external partnerships.
Recommendations resulting from the midterm report have, for the most part, been
ful¢lled.The ¢nal evaluation report, reviewing the programme’s progress, its internal
output and outcome data and analysis and
the transfer process, is in preparation.
Evaluations not only serve programming
purposes, but can also support policy
development and advocacy. The collaboration between UNHCR and the Uppsala
University strengthened the often weak link
between academics and ¢eld practitioners.
One of the outcomes of the joint evaluation
process was the co-hosting of a conference
on MHPSS programming in post con£ict
settings by UNHCR Syria and Uppsala
University, in May 2011.

Discussion
The three main pillars of the programme
were successfully implemented and supplemented by coordination, evaluation, and
mainstreaming within a complex emergency, as well as protracted displacement
settings within the Syria context. The
programme design can serve as a practice
example which could be adjusted to other,
particularly urban, low resource and forced
displacement settings.
The unique challenges of urban settings, such
as the invisibility and limited opportunity to
reach urban refugee communities are often
complicated by non-conducive policies, protection risks and lack of resources and social
support. It is important to remember that
risks are often higher for asylum seekers,
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and there is a di¡erence between refugees
from a rural background £eeing to urban
areas, as opposed to those from an urban
background who £ee to urban areas.
However, urban settings can also provide
di¡erent unique advantages, such as better
availability of health, education and other
services and a better infrastructure, compared to rural settings. The programmatic
strategy developed by this programme was
successful in addressing those challenges.
The outreach programme reached the
most vulnerable community members,
shared crucial information and empowered
resourceful community members to help
their own community. The psychosocial
centre provided a safe and healing space
that contributed to improved social support.
Comprehensive and accessible case management and care coordination, as well as
the integration of MHPSS into frontline
humanitarian functions and primary health
care, ensured equal access to a wide scope
of quality services and assistance. Capacity
building addressed resource gaps, improved
multi-disciplinary approaches and the policy
environment.
Challenges and dilemmas
Two main contextual challenges for programme implementation were:



recurring insecurity; and
refugees’ lack of legal access to work,
which jeopardises the economic stability
essential for general stability, as well
as creates dependency on assistance.

Although being engaged in an activity,
which provides a sense of meaning, appeared
to enhance refugees’ wellbeing, the activities
provided by the programme did not
include income generation, central to survival and development. Particularly for men,

income generation is important in regard
to their role as provider. Therefore, strong
referral pathways to self-reliance and livelihood programmes were also established.
Two elements of building the national
mental health system could not be ¢nalised:




establishing the nationally led Mental
Health Council; and
incorporating the master training curriculum into the national educational system.

The resolution for the Mental Health
Council was drafted and signed by the
Syrian Minister of Health. The planned
establishment of the actual council under
the lead of the Ministry of Health was,
however, put on hold due to the prevailing
circumstances. Regarding the training
curriculum, discussions were taking place
with the university, but further implementation has been postponed, due to the recent
crisis and consequent sta¡ turnover.
The programme focused on providing
services in the main urban centres, in order
to ensure national system building, it would
also be necessary to invest in rural areas.
During the later phase of the programme,
dialogues with more development oriented
partner organisations started to ¢ll
this gap. /ce:para>Integrating spirituality
and religion were initially considered with
hesitation, as many people wished to avoid
talking about religion after experiencing
sectarian violence. However, guided by the
ADAPT model and based on advice from
the external evaluation team, more attention
was paid to the integration of spirituality,
religion, values, and meaning as a crucial
part of health, mental health, coping,
and interventions. Spirituality, religion,
and meaning systems became an integral
part of understanding people and providing respective response.
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Consequently, existential dimensions, and
in particular spiritual and religious coping
due to their relevance within this context,
were incorporated into MHPSS assessments
and case management. The programme
built collaboration with faith based organisations and religious leaders in providing
assistance and support. Religious coping
was valued and attention paid to changes in
spirituality and meaning as a consequence
of experiencing severe trauma. Initial
discussions took place with mental health
professionals as to how to integrate existential dimensions in assessments and intervention, and how to separate professional
from private roles. The programme, however, fell short in terms of helping to further
clarify the role of providers in regard to
spiritual interventions, and bridging the
divide between national mental health professionals, religious leaders, and traditional
healing systems.
The overall rights and results based
programming framework of UNHCR has
recently incorporated more dimensions of
MHPSS programming, with a separation
between community based psychosocial
support and mental health care services.
There is potential to improve mainstreaming mental health and psychosocial considerations into protection, to conceptually
integrate focused non-specialised support,
to create stronger links between the di¡erent
components, and to share di¡erent ¢eld
experiences. This could contribute to the
re¢nement of participatory assessments,
objective and indicator levels of the organisation’s overall planning framework.
The challenges listed below were encountered during the implementation of the community based psychosocial support component.


Frequent resettlement of refugee volunteers to thirdcountries makesthe selection





and training of volunteers a continuous
process.
Coordination, supportive communication
and, inparticular, supervision of volunteers
is often under estimated, but essential in
facilitating community support.
Transportation, in order to access services
and channels of communication, represent particular challenges within an
urban setting.

The challenges listed below were encountered during the implementation of the
case management component.






Due to the lack of available, quali¢ed
potential sta¡ and limited ¢nancial
resources, as well as the overwhelming
demand, the sta¡/client ratio is many
times higher than in other settings. This
can interfere with proper client followup. Due to the nature of MHPSS case
management work, those benchmarks
cannot be compared to standard cost/
bene¢t analyses of medical services, and
have to be monitored and assessed within
the particular context.
After transferring this component to
the national partner, a slight decrease in
quantity and quality of case management
services were observed; this was addressed
through increased monitoring, training,
and follow-up.
Given the diverse tasks and high
benchmarks of case managers, client and
case management documentation often
receive low priority, which can either lead
to decreasedqualityof documentation and/
or simpli¢cation of documentation tools.

Lessons learned
The main general lessons learned with
regard to programme planning are listed
below.
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MHPSS programme planning should
integrate longer term perspectives, local
ownership, and sustainability strategies,
since the severity of mental health
needs is likely to increase over time in
(protracted) displacement situations
(Pe¤rez-Sales et al., 2011). Stable management bene¢ted progress and consistency,
the collaboration with di¡erent stakeholders, facilitated proper handover to
national management of the programme,
and ensured sustainability.
MHPSS programmes (particularly those
with a longer term and sustainability
perspective) should be based, in
addition to standardised measurements
if applicable, on culturally guided and
context adjusted assessments that include
mental health needs, risk groups, adaptation processes, resilience, key concepts
of the community (e.g. dignity, humiliation, and fatigue), resources, and services.
Those assessments are a continuous
process in designing, monitoring, evaluating, and adjusting programmes. They
change according to context and programme progress, but should at every
step involve the community. Depending
on the phase of the programme, there are
di¡erent requirements for assessment
types. In general, and after an emergency
phase, it is important to integrate quantitative and qualitative methods to ensure
mixed-methods and triangulation (various
research methods are employed in order to
look at the object of study from a variety
of perspectives), as well as community
participation (e.g. in the form of community based, participatory research).
Assessment results should be merged with
rights and results based programming and
used to create a clear vision, objectives,
selected output and outcome indicators
and targets. They inform implementation,

















monitoring, and evaluation plans that
have to be followed up regularly.
Integrating anthropological, culturally
and context grounded, theory guided
approaches provides a comprehensive
and appropriate frame for assessments,
planning and evaluation.
Interagency coordination based on
assessments, capacities of organisations,
and mandates contribute to successful
response, accountability and sustainable
system building and collaboration.
Mainstreaming mental health and psychosocial consideration into protection and
assistance activities are crucial, particularly during emergency response and
provide foundations for more focused
levels of MHPSS programming.
A multilayered approach (e.g. integrating
mainstreaming, community based psychosocial support, and mental health
care) is required to provide comprehensive responses.
It is important to keep a balance between
culturally appropriate best practices and
evidence based care, aiming at integrating
both to the highest degree possible.
Establishing a pilot programme requires
leadership commitment, documenting small
success stories in order to encourage
hesitant key persons, as well as investing
in process and outcome evaluations to be
able to present results.
A certain degree of standardisation of
di¡erent processes and services, without
being overly rigid; collaborative capacity
building; supervision that transitions
into peer-supervision; mentoring and
apprenticeship help to create sustainable
programme models and avoid dependency on ‘international expertise’.
It is important to integrate the host population into provision of services, particularly
to the most vulnerable.
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The lessons learned with regard to case
management are below.
Patterns of help seeking behaviours in£uence
the ways, and how and where people access
services. It is important to understand
those patterns. Outreach initiatives helping
to identify the most vulnerable are crucial
in urban, as well as rural settings. During
the initial phase of this programme, most
refugees approached the UNHCR o⁄ce
for assistance. During that period, case
management was centralised at the o⁄ce.
During the protracted period of displacement, more refugees could be reached
and provided with services through medical services located in their respective
neighbourhoods, and through an area and
community approach.
In order to ensure proper identi¢cation,
support and referral of those in need, it is
important to work closely with respected
community members, gatekeepers as well
as frontline workers. This is supported by
providing regular training on identifying
persons with mental health and psychosocial
needs, ¢rst line response, psychological ¢rst
aid, and referral.
Given limited means, initially prioritising
the survival risk group, and a clear and comprehensive system of assessing individual’s
needs and resources, help to rank those
receiving assistance and services.
The term case management can be
stigmatising, alternative terms such as joint
care planning could be considered, but are
not yet established.
Integrating aspects of community mental
health in order to bring services, in a destigmatising way, closer to the entry
points of the community. Community based
psychosocial support and outreach are
e¡ective ways to providing access to
services and utilise community resources
for healing.

The lessons learned with regard to
community-based psychosocial support are
below.








Becoming a refugee outreach volunteer
can be healing and contribute positively
to re-constructing identities.
Outreach, safe communal spaces, and
psychosocial activities are crucial for
social environment building and reconnecting, in providing easy and nonstigmatising access to support, and are
cost e¡ective.
There is a risk of focusing on women’s
empowerment, and of neglecting support
for men, particularly in settings where it is
easier to work with women.
Through their networks, refugee volunteers were able to support the a¡ected host
population during the recent con£ict
and internal displacement in Syria.
They facilitated capacity building for
similar support systems among the host
population.

Sta¡ welfare and stress counselling
While sta¡ welfare and stress counselling is
not part of the core programme description,
addressing the psychosocial capacities and
needs of humanitarian workers, and in
particular of volunteers, has become a
prominent concern and a strong component
of this programme. The sta¡ stress counselling programme (SSCP) of UNHCR
Syria is part of the initiative to introduce
sta¡ support to the organisational culture,
through the acceptance of stress management as a management tool, and through
including sta¡ support in programming.
Based on a mixed-method participatory
sta¡ assessment, key areas were identi¢ed.
The programme included internal individual and group peer support and respective
capacity building, con¢dential referral and
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fee compensation for quality mental health
services, as well as joint initiatives to improve
the o⁄ce environment, team communication and cohesion, vision development
and performance management, and feedback to management.

Marian Schilperoord), who supported the
programme; the head of the external evaluation
team Prof. Valerie DeMarinis; and academic
supervisor Prof. Derrick Silove. The German,
Norwegian and Swedish governments provided
crucial funding.
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Exceptions are UNHCR’s general urban policy
(2009) and respective operational guidance notes
on access to health and education and promoting
livelihoods (UNHCR, 2011a,b,c).
2 For a de¢nition of a complex emergency please
see the Complex Emergency Database at: http://
www.cedat.be/glossary.
3 For a de¢nition of a protracted refugee situation
please see: UNHCR. Protracted refugee situations
(EC/54/SC/CRP.14), June 2004.
4 Meaning making is a broad concept and
process. A
‘ t its root is the proposition that humans
constantly seek to understand the world around them, and
that the imposition of meaning on the world is a goal
in itself, a spur to action, and a site of contestation’
(Kurzman,2008). Itcan refer to humanperception
and behavior as well as to collective contest over
interpretation and belief systems that are essential
for support and coping and can also be sensitive
to change in crisis situations or in times of
adversity. It is further de¢ned ‘as the construction of
an account or recital of an event or a series of events, either
true or ¢ctitious that serves to organize or structure life’
(Cacioppo et al., 2005). Meaning making is
central to spirituality and sociality and closely
related to coping. ‘Religion and spirituality are two
methods of meaning making that impact a person’s
ability to cope, tolerate, and accept disease and pain.
The biopsychosocial-spiritual model includes the
human spirit’s drive toward meaning-making along with
personality, mental health, age, sex, social relationships,
and reactions to stress (Lysne & Wachholtz, 2011).’
5 Pyramid graph is adapted from: ACT Alliance
Community based PSS website: http://psychosocial.actalliance.org/default.aspx?id=67005.
6 A few studies demonstrate the bene¢ts of
psychosocial and community based interventions
(Williams & Thompson, 2011), as well as case
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management approaches.The latter are, however,
solely assessed in Western contexts. Some of the
programmes in this sector undergo internal
monitoring and evaluation, but results often do
not reach research standards, and are rarely
shared or discussed with the practitioner or
academic community.
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