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EXECUTIVE SUMMARY
Humanitarian emergencies can have significant impacts on an individual’s psychological, social,
and emotional well-being. These impacts can be acute in the short-term and if left untreated, can
have long-term consequences that undermine the mental health and psychosocial well-being of
the affected population. MHPSS programmes are one way of seeking to reduce negative impacts
and provide aid to the affected populations.
This technical paper uses the IASC global guidelines on MHPSS as a reference in its review of
the existing MHPSS Standards, Practices, and Services in the State of Palestine. From the initial
review, four areas of the guidelines, including (i) coordination of intersectoral mental health and
psychosocial support, (II) participatory systems for monitoring and evaluation, (III) identification
and recruitment of staff and engagement of volunteers who understand local culture and (IV)
facilitation of conditions for community mobilization, ownership and control of emergency
response in all sectors were chosen as areas of focus. The outcomes of the review will be used
to make specific recommendations for INGO’s, NGOs, CBO’s and policy makers about gaps and
opportunities and to Develop an Action Plan for the way forward.
Information was collected through semi-structured interviews with respondents representing
local and international humanitarian organisations programming in both Gaza and the West
Bank, Government Department Officials, Community-based organisations as well as focus group
discussions (FGDs) with women, adolescents and children. The review also included a desk review
of key strategic documents, assessments and reports.
Findings suggest that coordination needs to be strengthened among all actors and across
clusters, and the Government needs to take a more active role and include MHPSS in their
national policies. The integration of MHPSS into existing local systems and structures would
better meet the varying, complex and long-term needs of those affected by the crises.
Existing mechanisms of monitoring and evaluation are weak and do not provide clear and
comprehensive evidence of the numbers accessing and benefiting from MHPSS.
Having sufficient numbers of trained MHPSS providers is essential in ensuring that a range of
programmes are delivered as planned. Existing donor funding cycles for partner organisations are
too short-term and generally have a negative effect on the retention of trained staff. Short-term
planning affects the impact of a program and allows insufficient focus on the outcomes. Pooled
funding mechanisms would allow smaller CBO’s to access financial resources.
Community engagement is a key mechanism to support the successful implementation and
uptake of MHPSS programmes in humanitarian settings. Findings suggest earlier involvement
of local communities in designing and planning interventions, while safeguarding the quality of
those interventions, would strengthen the long-term sustainability of the response. Building the
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capacity of community and family supports in the delivery of those interventions would greatly
enhance MHPSS services.
It is important to note that the review revealed several good practices and interventions
implemented across the SOP contributing towards the well-being of the local population.
However, overall knowledge of the IASC minimum standards for MHPSS needs to be strengthened
and shared across clusters
The findings, can serve as an advocacy tool for improving the funding, planning and implementation
of comprehensive, quality and sustainable MHPSS interventions in the SOP.
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1. INTRODUCTION
1.1 Background and context
Children in Palestine face considerable challenges to fulfil their real potential and to become active
citizens. Many are exposed to unacceptable levels of violence, exploitation and grave violations
on the way to and from school, during school, and in their homes. Exposure to violence in the
short and long term negatively impacts on the mental, emotional, behavioral, social and physical
well-being of children and unless they receive counselling these effects can become worse over
time. There are two main sources of violence: i) violence resulting from the occupation and
ongoing Israeli-Palestinian conflict; and ii) violence within Palestinian families and communities,
including domestic violence, harsh corporal punishment in homes and schools, sexual abuse,
early marriage, and child labour. These two sources of violence are interconnected in many
complex ways.
Approximately 4.9 million Palestinians live under protracted occupation, which denies them basic
human rights. Many Palestinians in both the West Bank and Gaza have experienced years of
conflict related violence. In recent years the situation in Gaza has significantly worsened, and
more recently (since March 2018) in the context of the ‘Great March of Return’ (GMR). Mass
protests have taken place along the Gaza-Israeli perimeter fence, with many children and adults
killed and injured. In the last year, there was a sharp deterioration in the humanitarian situation
in Palestine while humanitarian funding is in decline.
Based on WHO projections of mental disorders in populations affected by emergencies, it is
estimated that approximately 10,400 people will have severe mental health problems and 41,700
will have mild to moderate problems requiring MHPSS, including at least 26,000 children in Gaza
under current conditions. These numbers are expected to increase as mental health incidents
tend to be manifested at a later stage after the events.
Similarly, in the West Bank, in areas such as Bethlehem, Qalqilia, Tulkarem, Nablus, Hebron and
East Jerusalem, the population lives in a permanent state of extreme stress owing in large part
to the proximity of the Israeli settlements as well as poverty and lack of services. Surrounded by
a significant military presence, Palestinians are regularly subjected to searches at check points.
Palestinian communities are regularly subjected to harassment, beatings, stoning’s, shootings,
damage to housing, destruction of crops by Israeli settlers. Against this background, the reality is
that unless under-resourced child protection services are invested in, children in need will be at
significant risk of developing serious mental health issues.
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Figure 1 shows the number of children in need of MHPSS services from 2015 – 2019 versus the
numbers reached in the same period. The number reached with services has been declining
significantly over the years as funding has also declined.
Figure
1. Number
of children
in need
with MHPSS
and
CP services
Figure
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of children
inversus
need reached
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[1]

[2]
[3]
[4]

[5]

Palestinian Central Bureau of Statistics (PCBS) and National Population Committee, 11/07/2017: http://www.pcbs.gov.ps/post.aspx?lang=en&ItemID=1975
Palestinian Central Bureau of Statistics (end 2016 data): PCBS, http://www.pcbs.gov.ps/postar.aspx?lang=ar&ItemID=1632
UNICEF input to OCHA GMR report, 2019
UNOCHA (May 2018), Humanitarian Bulletin: occupied Palestinian territory,
https://www.ochaopt.org/sites/default/files/hummonitor_ may_04_06_2018_final.pdf
http://documents.worldbank.org/curated/en/413851537281565349/pdf/129986-REVISED-World-Bank-Sept-2018-AHLC-Report-final.pdf
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Figure 2: # of killings of CAAC related child killings (January 2017– March 2019)
Figure 2: # of killings of CAAC related child killings (January 2017– March 2019)
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9
conflict-related stress and 54 percent said they had no hope for a brighter future.
This high level
of post-traumatic stress and low concentration at school is attributed to the violent response
to the demonstrations. The principals ranked increased psychosocial support in schools as their
top need right now.[7] This comes at a time when school counsellors have had their salaries and
days dramatically reduced in many schools. Reduced UNWRA funding is also having an impact in
implementing PSS.
5
6

The Gaza Child Protection Working Group (CPWG) and Protection Cluster estimated that 323,000
children in the Gaza Strip are in need of protection interventions in 2019, including psychosocial
support interventions [8]. WHO projected more than 26,049 children are in need of MHPSS (severe
and mild) in Gaza [9]. The surge in humanitarian needs have exhausted family resilience and the
coping mechanisms they have historically relied upon. This is further reinforced by MOH figures
as of the 31st March 2019 showing that 40% of children (1332 out of 3310) are still in need of
Child Protection services (see Figure 4).

[6]
[7]
[8]
[9]

OCHA casualty database: https://www.ochaopt.org/data/casualties
NRC, (2019) Gaza children’s mental health rapidly deteriorating, published 25 March
Humanitarian Needs Overview, 2019, www.ochaopt.org
Humanitarian Needs Overview, 2019, www.ochaopt.org
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Figure 3: # of people in Need of Services on the 31st March 2019 in Gaza
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Figure 4: # of children reached with child protection services for GMR (31 March 2019)

Figure 4: # of children reached with child protection services for GMR (31 March 2019)
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Gaza; as of end-2017, an estimated 210,000 people in Gaza were already acutely vulnerable,
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Chronic shortages of pharmaceuticals and medical supplies at facilities pose major challenges for
health services. People in rural Gaza report being unable to pay transport to Health Facilities or
for prescriptions. Pregnant women reported walking for an hour to reach a facility, others unable
to walk depend on local women for assistance in child-birth. People with a disability, including
amputees, are having difficulties acquiring wheelchairs or walking aids hence becoming isolated
in their homes or forced to drop out of school.

West Bank including East Jerusalem
Palestinian children living in occupied East Jerusalem and West Bank are growing up in extremely
difficult political and socio- economic conditions. The politically-related violence and clashes
together with the restricted services in East Jerusalem impact especially Palestinian children.
They increasingly come into conflict with Israeli forces, often resulting in arrests detention, illtreatment with sometimes traumatic consequences. In a recent OCHA assessment in the H2 area
of Hebron city, ‘one in every five families reported that they have a child who was arrested at
least once since October 2015’. [11] They encounter harassment crossing checkpoints, attacks by
settlers, unrest and violence on a daily basis. In Area C of the West Bank and in East Jerusalem,
settlement expansion, settler violence, the demolition and confiscation of property and evictions
are intensifying pressure on the most vulnerable Palestinian communities, including Bedouin
refugees who are at risk of being forcibly displaced from their homes.
Israel/Palestine is a ‘situation of concern’ and under Security Council Resolution 1612 the UN
documents and reports on grave violations. In 2018, 3,673 violations were documented by the UN
affecting children in Israel/Palestine, which included 3,603 children injured (4 Israeli children) and
70 killed. These violations capture killings and maiming’s, attacks on schools and health, denial
of humanitarian access as well as ill-treatment of children by Israeli Forces. These violations also
have a high impact on the mental health of children.
Figure 5: Grave violation situation overview (January 2015 – December 2018)
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OCHA, (2019) The Humanitarian Situation in H2 area of Hebron City, Findings of Needs Assessment, April 2019

A review of the humanitarian mental
health and psychosocial needs and
gaps in West Bank and Gaza

15

Children in Palestine face considerable high levels of violence in schools and communities. Based
on the Multiple Indicator Survey (MICS 2014) [12], 92 percent of children age 1-14 experience
violent discipline at home. Violence in schools, and often outside the schools, takes the form
of psychological violence (e.g. verbal insults, non-physical bullying) as well as physical violence
(e.g. corporal punishment, physical bullying) and sexual violence. Violence is known to occur
from teachers to students, between students, and from students to teachers. According to the
MOEHE Annual M&E Report 2015 [13], 70.4 per cent of basic and secondary students are exposed
to different forms of violence in schools (physical, verbal or sexual) (M 79.5%-F 62.7%). On their
way to and from schools, students are often exposed to violence in the interactions with Israeli
Forces and settlers.

[12]
[13]

Multiple Indicator Cluster Survey, 2014. Ramallah/Palestine, http://www.pcbs.gov.ps
Report on the Annual Sector Review organized by the Ministry of Education and Higher Education in Palestine, 2015
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2. SCOPE OF REVIEW
The purpose of the review is to:
Determine the extent to which MHPSS organisations have succeeded in institutionalizing and
applying the IASC Guidelines and to identify gaps and areas for strengthening. This include
specifically questions around:
Specific measures taken to mainstream MHPSS, what are the gaps and needs to be included in
the MHPSS minimum standards.
Inter-sectoral buy-in: to what extent have other sectors such as UNWRA, Education, Health and
WASH adopted minimum standards and what gaps need to be addressed in the Action Plan.
Coordination: review the role of the MHPSS WGs and how they have used the guidelines in their
work, and identify gaps to be included in the Action Plan and minimum standards
Examine if the guidelines have been integrated into Ministries, Government policies and guidelines
at national level: what steps need to be taken to ensure this takes place.
Make specific recommendations for INGO’s, NGOs, CBO’s and policy-makers about gaps and
opportunities.
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3. MENTAL HEALTH AND
PSYCHOSOCIAL SUPPORT (MHPSS)
Mental health and psychosocial support (MHPSS) is an institutional priority for the UN[14]. It is a
critical component of the United Nations Global Strategy for Women, Children and Adolescents’
Health for 2016 – 2030, [15] and part of UNICEF’s Core Commitments for Children (CCC) in
Humanitarian Action[16]. The CCCs are currently being revised with a specific benchmark on
MHPSS within Child Protection in Emergencies and is reflected as a priority area that cuts
across sectors. UNICEF has always promoted a holistic, community-based approach to child
and adolescent development and protection programming. The UNICEF Strategic Plan 20182021[17] identifies MHPSS as an emerging area of importance including the mental health of
children and adolescents, and the prevention of mental health problems. UNICEF is therefore
now working to reaffirm and better operationalize these MHPSS commitments across sectors
in evolving and challenging development and humanitarian contexts.
Building upon decades of experience in programming for children and adolescents, the UNICEF
Guidelines for Community-based MHPSS in Humanitarian Settings outline the three-tiered support
for children and families aim to protect and promote children’s well-being and full participation
within the family and community systems that surround and support them.
The IASC (2007) pyramid (see Fig.6) illustrates this multi-layered system of complementary
supports that meet the needs of different groups and individuals, relative to those needs. The
essence of this tool is to ensure that at each layer, there is an appropriate and sound, evidencebased and appropriately resourced intervention.

[14]
[15]
[16]
[17]

https://news.un.org/en/story/2018/05/1008822
https://www.who.int/life-course/partners/global-strategy/global-strategy-2016-2030/en/index.html
http://www.unicef.org/emerg/index_commitments.html.
https://www.unicef.org/publications/files/UNICEF_Strategic_Plan_2018-2021.pdf
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The IASC (2007) pyramid (see Fig.1) illustrates this multi-layered system of complementary
supports that meet the needs of different groups and individuals, relative to those needs. The
essence of this tool is to ensure that at each layer, there is an appropriate and sound, evidencebased and appropriately resourced intervention.

Figure 6: IASC Pyramid illustrating the layers of MHPSS delivery (IASC MHPSS Guidelines, 2007)

Figure 6: IASC Pyramid illustrating the layers of MHPSS delivery (IASC MHPSS Guidelines, 2007)

Level 1 Basic Services & Security: Basic services and security: through the (re)establishment of
security, adequate governance and services that address basic physical needs. MHPSS response
to the need for basic services and security may include: advocating that these services are put in
place with
responsible actors; documenting their impact on MHPSS well-being; and influencing
17
https://www.unicef.org/publications/files/UNICEF_Strategic_Plan_2018-2021.pdf
humanitarian
actors to deliver them in a way that promotes MHPSS well-being. These basic
services should be established in participatory, safe and socially appropriate ways 14
that protect
local people’s dignity, strengthen local social supports and mobilize community networks.
Level 2 Community & Family Supports: Community and family supports: response for a smaller
number of people who can maintain their MHPSS well-being if they receive help in accessing
key community and family supports. In most emergencies, there are significant disruptions of
family and community networks due to loss, displacement, family separation, community fears
and distrust. Moreover, even when family and community networks remain intact, people in
emergencies will benefit from help in accessing greater community and family supports. Useful
responses in this layer include family tracing and reunification, assisted mourning and communal
healing ceremonies, mass communication on constructive coping methods, supportive parenting
programs, formal and non-formal educational activities, livelihood activities and the activation of
social networks, such as through women’s groups and youth clubs.
Level 3 Focused, non-specialized supports: necessary for the still smaller number of people
who additionally require more focused individual, family or group interventions by trained and
supervised workers (but who may not have had years of training in specialized care). For example,
survivors of GBV might need a mixture of emotional and livelihood support from community
workers. This layer also includes PFA and basic mental health care by primary health care workers.
Level 4 Specialized services: support required for the small percentage of the population whose
suffering, despite the supports already mentioned, is intolerable and who may have significant
difficulties in basic daily functioning. This assistance should include psychological or psychiatric
supports for people with severe mental disorders whenever their needs exceed the capacities of
existing primary/general health services. Such problems require either (a) referral to specialized
services where they exist, or (b) initiation of longer-term training and supervision of primary/
general health care providers.
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4. MAPPING OF MHPSS PARTNERS
IN WEST BANK AND GAZA
MHPSS practitioners have, like other humanitarian aid providers, grappled with issues of
coordination and associated problems, such as duplication of services, gaps in delivery and unmet
needs. The need for mapping of services and implementing partners has been highlighted as a
need by many organisations during the course of the review. The 4W’s has been developed as
practical
to assist
the mapping
of MHPSS
and is beingthe
used
by a number of
The aaddition
of atool
pictorial
map (see
Map 1. below)
can be ainterventions
useful tool to complement
4W’s,
organisations
to
report
on
their
interventions.
giving a broad overview of who is doing what, where, at Governorate level. Maps are useful in

quickly identifying gaps and challenges, eliminating duplication of services and presenting
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by partners
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citywho
or village
level what,
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in quickly identifying gaps and challenges, eliminating duplication of services and presenting
graphically needs to donors and partners. These maps can be expanded to the level of MHPSS
interventions by partners and to city or village level according to the needs.

Map 1. Organisations working in MHPSS in West Bank – Governorate Level

Map 1. Organisations working in MHPSS in West Bank – Governorate Level

As indicated in Map 1 of West Bank there are 12 organisations implementing MHPSS services.
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focused non-specialised and specialised services are more sporadic, with gaps evident in a
number of Governorates. Data as extracted from the 4W’s online system indicate that there are
no Level 3 services in Bethlehem, Jenin or Tulkarm. Specialised services at Level 4 appear to be
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As indicated in Map 1 of West Bank there are 12 organisations implementing MHPSS services.
Levels 1 and 2 for PFA and PSS are available across all Governorates. Levels 3 and 4 services
for focused non-specialised and specialised services are more sporadic, with gaps evident in a
number of Governorates. Data as extracted from the 4W’s online system indicate that there are
no Level 3 services in Bethlehem, Jenin or Tulkarm. Specialised services at Level 4 appear to be
offered by TRC in Hebron and Nablus with the remaining Governorates covered by MOH with
support from WHO.
Recent figures show there are increasing incidents of killings and injuries in West Bank from
Recent figures show there are increasing incidents of killings and injuries in West Bank from
January 2018 – March 2019, and there is likely a required shift in MHPSS needs to these areas.
January 2018 – March 2019, and there is likely a required shift in MHPSS needs to these areas.
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Figure 7: CAAC related casualties by governorate
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governorate MHPSS services (see Map 2). Levels 1 and 2, PFA
In Gaza7:there
arerelated
14 organisations
implementing
and PSS services are available across all 5 Governorates. Level 3 non-focused specialised services
In
Gaza there are 14 organisations implementing MHPSS services (see Map 2). Levels 1 and 2,
are being implemented by 4 service providers and specialised MH services are being provided by
PFA
andand
PSSMOH
services
available across all 5 Governorates. Level 3 non-focused specialised
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services are being implemented by 4 service providers and specialised MH services are being
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in allfor5 Governorates.
children are in need of MHPSS services in Gaza. Figure 4 indicates that 40% of children, casualities
of the GMR,
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need
of Child
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all
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of
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to
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the
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in
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children are in need of MHPSS services in Gaza. Figure 4 indicates that 40% of children, casualities
of the GMR, are still in need of Child Protection services. More organisations are needed to
implement services across all levels of MHPSS to meet the demand in Gaza.
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4. Core Principles of the IASC Guidelines for MHPSS in Emergencies

The IASC guidelines on Mental Health and Psychosocial support were issued as a set of key
principles, dos and don’ts, as well as a matrix of key interventions spanning emergency
preparedness, minimum responses and comprehensive responses. The primary purpose is to
enable humanitarian actors and communities to plan, establish and coordinate a set of minimum
multi-sectoral responses to protect and improve people’s mental health and psychosocial wellbeing. The focus is on implementing minimum responses, which are essential, high-priority
responses that should be implemented as soon as possible in an emergency. The guidelines also
list concrete strategies for MHPSS.
In 2018, UNICEF issued operational guidelines on Community-based MHPSS in Humanitarian
Settings 18: The guidelines present an operational framework that emphasizes engaging actors at
all levels (children, caregivers, families and community service providers) to design and
18

UNICEF: Operational guidelines on community based MHPSS in humanitarian settings: Three-tiered support for children and families (field
test version). New York, UNICEF, 2018
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4. CORE PRINCIPLES OF THE
IASC GUIDELINES FOR MHPSS IN
EMERGENCIES
The IASC guidelines on Mental Health and Psychosocial support were issued as a set of key
principles, dos and don’ts, as well as a matrix of key interventions spanning emergency
preparedness, minimum responses and comprehensive responses. The primary purpose is to
enable humanitarian actors and communities to plan, establish and coordinate a set of minimum
multi-sectoral responses to protect and improve people’s mental health and psychosocial wellbeing. The focus is on implementing minimum responses, which are essential, high-priority
responses that should be implemented as soon as possible in an emergency. The guidelines also
list concrete strategies for MHPSS.
In 2018, UNICEF issued operational guidelines on Community-based MHPSS in Humanitarian
Settings [18]: The guidelines present an operational framework that emphasizes engaging actors
at all levels (children, caregivers, families and community service providers) to design and
implement MHPSS strategies that are locally relevant, comprehensive and sustainable. Restoring,
strengthening and mobilizing family and community supports and systems ultimately aims to
support child and family wellbeing by:
• Reducing and preventing harm.
• Strengthening people’s resilience to recover from adversity.
• Improving the care conditions that enable children and families to survive and thrive.
Implementation of the IASC guidelines requires extensive collaboration among various
humanitarian actors. As outlined above, the active involvement of communities and local
authorities at every stage, is essential for successful, coordinated action, and enhancement of
local capacities and long-tern sustainability.
Mental Health professionals are encouraged to use the guidelines to advocate with communities
and colleagues from other disciplines to ensure that appropriate action is taken to address risk

[18]

UNICEF: Operational guidelines on community based MHPSS in humanitarian settings: Three-tiered support for children and families (field
test version). New York, UNICEF, 2018
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factors that affect MH and psychosocial well-being. However, the clinical and specialised forms
of psychological or psychiatric supports indicated in the guidelines should only be implemented
under the leadership of mental health professionals.
The guidelines also outline social supports relevant to the core humanitarian domains, such as
protection, human rights, general health, education, water, food security and nutrition, shelter,
camp management, community development and mass communication. The guidelines aim to
strengthen the humanitarian response and are a useful tool for strengthening coordination and
advocacy. Table 1. outlines the Core Principles of the IASC guidelines.
Table 1. Core Principles of the Iasc Guidelines for Mhpss in Emergencies
Human Rights & Equality

Promote human rights of all affected persons and protect those at heightened
risk of human rights violations; ensure equity and non-discrimination in the
availability and accessibility of MHPSS supports

Participation

Maximize the participation of local children, families and communities in
assessment, design, implementation and monitoring and evaluation of
humanitarian response and Strengthening people’s resilience to recover from
adversity

Do No Harm

Reduce the potential for MHPSS and other humanitarian interventions to cause
harm, through for example effective coordination, adequate understanding of
the local context and power relationships, cultural sensitivity and competence,
and participatory approaches

Build Local Capacity &
Resources

Support self-help and identify, mobilize and strengthen existing resources, skills
and capacities of children, families, the community, government and civil society

Integrated Support Systems

Support activities integrated into wider systems (e.g., community supports,
formal/non-formal school systems, health and social services) to advance the
reach and sustainability of interventions and reduce stigma of stand-alone
interventions

Multi-layer Supports

Develop a multi-layer system of complementary supports to meet the needs of
children and families impacted in different ways

The guidelines provide a matrix, which details actions for various actors during different stages
of the response, and a set of action sheets that explain how to implement a minimum response.
The action sheets emphasise the importance of multi-sectoral, coordinated action. Any items
listed in the matrix that are not being implemented may constitute gaps that need to be addressed.

26

A review of the humanitarian mental
health and psychosocial needs and
gaps in West Bank and Gaza

5. METHODOLOGY
A desk review was conducted of recent reports published by UN, INGO’s, CBO’s, material from
humanitarian actors and information obtained from the Palestinian Central Bureau of Statistics.
The desk review also included the IASC Guidelines on Mental Health and Psychosocial Support in
Emergency Settings, evaluations of MHPSS programs conducted in other countries and UNICEF Core
Commitments to Children CCC’s [19].
Data was collected through Key Informant Interviews (KII’s) with members of the MHPSS WG,
INGO’s and CBO’s implementing MHPSS programs in Gaza and West Bank. Focus Group Discussions
(FGD’s) were conducted with Caregivers Groups, Adolescents and Children Groups in both areas.
Specifically, this included:
• 25 Key Informant interviews (14 in Gaza and 11 in WB);
• 9 Focus Group Discussions (6 in Gaza, and 3 in WB);
• 3 with children (2 in Gaza, 1 in WB);
• 6 with Caregivers (5 in Gaza, 1 in WB);
• Two observation visits: 1 with children, a CBO conducting a counselling session with young
boys in school setting and another with a mixed group of Caregivers
Heads of Government in Social Development & Mental Health were also interviewed.

[19]

UNICEF, Core Commitments for Children in Humanitarian Action, 2010

A review of the humanitarian mental
health and psychosocial needs and
gaps in West Bank and Gaza

27

Figure 8. Interviews and FGD’s in Gaza and West Bank

In total twenty-five Key Informant (KI) semi-structured interviews were conducted, and 77
Caregivers and 68 children were reached through nine FGD’s and two observation visits.
Figure 8. Interviews and FGD’s in Gaza and West Bank
The questionnaire for the KII’s was based on the IASC Guidelines Minimum Standards for MHPSS
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for Adult Caregivers (see Annex B) and Children (see Annex C).
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standards with providers (see Annex A). For the FGD’s separate areas of discussion were
developed for Adult Caregivers (see Annex B) and Children (see Annex C).
KII’s were conducted primarily in English, and an interpreter was needed for the FGD’s. Each
Interviews/discussions lasted between 60 – 90 minutes.

6. Ethical considerations

The review was conducted in line with UNICEF’s guidelines on ethical research,20 and guidelines
for conducting research in conflict situations,21, to ensure that children were respected and not
put in any harmful situations
All participants, including children, were informed about the objectives of the review and how
the findings would be used. They were further informed that the collected data and any
20 Graham, A., Powell, M., Taylor, N., Anderson, D., and Fitzgerald, R., 2013. Ethical Research Involving Children, ERIC. Florence: UNICEF Office of
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6. ETHICAL CONSIDERATIONS
The review was conducted in line with UNICEF’s guidelines on ethical research,[20] and guidelines
for conducting research in conflict situations,[21], to ensure that children were respected and not
put in any harmful situations
All participants, including children, were informed about the objectives of the review and how the
findings would be used. They were further informed that the collected data and any comments
would be kept confidential and participants would not be named or identified in the reports with
regard to their statements.
Participation in the Technical Review was voluntary, and participants consented without coercion
to take part and were given the option to withdraw or not to participate at any time during the
process. Staff from the CBO was available at all times to provide support to the children in the
event of any signs of distress.
Data collection was conducted according to the interagency evaluation project interview good
practice guidelines [22]. Ownership of all data, information, findings, databases and analysis
prepared for the Technical Review lies with UNICEF. The use of the data, information, and findings
for publication or any other presentation or sharing can only be made after agreement with
UNICEF.

[20]

[21]

[22]

Graham, A., Powell, M., Taylor, N., Anderson, D., and Fitzgerald, R., 2013. Ethical Research Involving Children, ERIC. Florence: UNICEF Office
of Research- Innocenti; UNICEF, 2016. Documents for Ethical Concerns; UNICEF, 2015. UNICEF Procedure for ethical standards in research,
evaluation, data collection and analysis; UNICEF, 2013. Strategic Guidance Note on Institutionalizing Ethical Practice for UNICEF Research.
Berman, G., Hart, J., O’Mathúna, D., Mattellone, E., Potts, A., O’Kane, C., Shuterman, J., and Tanner, T., 2016. What we know about ethical
research involving children in humanitarian settings: An overview of principles, the literature and case studies.
Including child-friendly group activities with younger children (6-11 years old and 12-14 years old), focus group discussions with older children
(15-18 years old) and caregivers, key informant interviews and group discussions with service providers including CBOs, NGOs, INGOs, UN
agencies and local authorities.
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7. FINDINGS
The findings are structured along the framework of the IASC guidelines on mental health and
psychosocial support in emergency settings. For this Technical Review the focus areas include i)
coordination of intersectoral mental health and psychosocial support; ii) participatory systems
for monitoring and evaluation, iii) identification and recruitment of staff and engagement
of volunteers who understand local culture and iv) facilitation of conditions for community
mobilisation, ownership and control of emergency response in all sectors.
The key aim of the guidelines is to strengthen the humanitarian response in emergencies by
all actors and are especially useful as a tool for strengthening coordination and advocacy. The
findings will ascertain how MHPSS service providers are measuring up to these standards.

7.1 Coordination of intersectoral mental health and psychosocial support
The minimum standards as outlined in the guidelines recommends establishing a single,
intersectoral MHPSS coordination group where many MHPSS actors are present in the country.
The MHPSS coordination mechanism should be contextually appropriate, and MHPSS needs
to be mainstreamed across relevant clusters (e.g. Health, Protection and Education who meet
regularly to coordinate their MHPSS plans and actions). The coordination group should have
a clear Terms of Reference and Strategy. Politically and practically, it often works best to have
the MHPSS coordination group co-chaired by both a health agency and a protection agency or
where possible, a Government co-lead. This may be problematic given the sensitivities in the SOP
including nascent capacities of Government staff, non-contact policy[23] with de facto authorities
in Gaza and the sensitivities of the subject areas (such as issues around violations and Children
and Armed Conflict). This would be more sustainable in the longer-term but given that the SoP
is a protracted humanitarian context, MHPSS coordination mechanisms need to be contextually
appropriate.
Having Arabic translation available for meetings would maximize inclusion of NGOs. The MHPSS
coordination group needs to work with all relevant clusters to ensure that their activities are
conducted in a way that promotes MHPSS well-being and this includes mapping of activities to
avoid duplication of services and sharing an updated Service Directory.
The findings from this review suggest that coordination needs to be strengthened and that the
[23]

In the Gaza Strip, humanitarian operations are also hampered by counter-terrorism legislation and the “no contact” policy adopted by many
countries and donors, prohibiting contact with Hamas or any of the other armed groups, even on an operational level (OCHA, https://www.
ochaopt.org/theme/humanitarian-space).
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Ministry of Social Development takes responsibility as co-chair of the WG. The reality though
is that MOSD is active in meetings at Gaza, and less so in the West Bank, they are not able to
dedicate resources or personnel to management of the meetings. At the same time development
and humanitarian channels are to a large extent separate.
“You need Government leading and NGO’s supporting, not the other way around. Last week
(Ministry of) Social Development rang looking for support from us – they should be in charge” (KI
Gaza)
“They discuss what they do but need to be more strategic about coordination and sharing of
information” (KI UN)”
Findings also indicate that not everyone is aware of national policies in place, such as SOP’s or
Strategic Plans, or if they are aware of them they have not read them. Many INGO’s and NGO said
that they had no knowledge of national level documents or had never seen them. For instance,
the National Policy Agenda for the State of Palestine include no reference to MHPSS, whilst this is
a significant humanitarian and development need. As a result, there is limited understanding of
national policies or strategies, with almost absent oversight and coordination across government
and NGOs. This undermines the ability put in place sustainable MHPSS solutions.
“I am not aware of a Strategic Plan – I haven’t seen it” (KI INGO)
A language barrier is mentioned by some KI’s as a reason why so many NGO’s are not attending
the MHPSS WG or feel excluded from the process.
“Consider using Arabic language in WG meetings, many NGO’s are excluded by this barrier” (KI WB)
“Language for Arabic speakers – weak in English” (KI WB)
Also, MHPSS services require referral networks to follow up on often complex situations which
require case management support. More needs to be done to reconcile case management
systems into a unified system that ensures there is a continuum of care in place for the most
vulnerable and affected. Gaza has developed SOPs for Child Protection case management, which
clearly define roles and responsibilities of different actors (including statutory providers such as
the MOSD, and NGOs for less serious cases). These have been implemented over the last 3 years,
and, demonstrate a best practice in terms of coordinating service delivery across development
and humanitarian partners. However, in the West Bank the situation is a lot more complicated.
Referral protocols have been developed between the MOSD and other line ministries (such
as MOEHE, MOL and MOH) for identified children in need, but there are limited linkages with
humanitarian partners who have greater capacities and service delivery mechanisms in place.
Additionally, many NGOs compete for limited HRP funding, and less well supported CBOs and
local NGOs find it challenging to access these funds due to their limited capacities.
Regular cross-sectoral meetings with clusters such as Protection, Health (MH), and Education to
address operational and technical issues, and to share information on gaps and challenges is not
happening. Some organisations have little contact with or knowledge of counterparts working
in the same area or relevant clusters who can support a holistic response. As a result, there is at
times overlap and duplication of MHPSS efforts across sectors.
“It is necessary to work with other clusters, especially Education, Shelter & Protection to provide a
holistic response – not just to the individual but to the whole family” (KI Gaza)
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“We work with Department of Health & Education – we have no formal contact with other clusters
– other than MHPSS WG when it meets” (KI INGO)
Organisations are to a large extent unaware of available MHPSS service, especially in other
sectors. Even within the sector low completion rate of the 4W matrix (Who does What, Where
and When) by partners means that the cluster is unable to routinely share updates on partner
presence. Efforts have been made to complete a service directory across Governorates in both
Gaza and the West Bank, but these quickly become outdated. OCHA in Gaza has introduced an
online 4W matrix which has increased inputs by organisations, but this has not been rolled out to
the West Bank yet. Sharing of information across sectors (such as from Protection to Health, or
Health to Education and vice versa) does not take place on a systematic basis.
“I am not aware of any mapping - would be good to know who is working where as some of our
programs are in need of support from other sources” (KI INGO)
“Organisations accessing funding should get it to fill gaps according to mapping in place…. It
should be a condition of funding – not duplicating in some areas. Same families and children are
targeted multiple times (due to poor knowledge on presence of partners at decentralized levels)”
(KI WB)
Findings suggest that funding for MHPSS projects in UN and humanitarian appeals are done
separately within each cluster or within separate organisations with little coordination on what
the needs and priorities are within the community. Partners also expressed frustration that
the HRP process was quite bureaucratic, inflexible and didn’t result in adequate allocation of
resources. Challenges also remain with donors directly funding partners outside the remit of the
HRP process, which undermines and, in some instances, results in duplication of activities.
“Some organisations see the CP MHPSS WG as a source of funding – needs to be more strategic
and deal with issues of real concern to the community - funding is a separate issue” (KI NGO)
“It is very difficult to plan long-term projects – the UN funding process is not user-friendly, it’s very
bureaucratic – there is a short time-frame for applications, each NGO/INGO has to make separate
applications for West Bank & Gaza” (KI WB)
“The funding proposal for HRP is compiled by INGO’s, not much input from local NGO’s, (may not
have the capacity, staff, complicated system of UN)’ (KI WB)
Summary recommendations to strengthen coordination of the MHPSS WG are:
1. Create an advisory technical group that brings together chair and co-chairs of education,
health and protection cluster around MHPSS support. This will reduce inefficiencies and
contribute to improved coordination.
2. Ensure Arabic or English translation is available during MHPSS WG meetings. Generally,
meetings in Gaza are in Arabic and in the WB in English.
3. Continue to engage MOSD and include in coordination meetings, with the long-term vision for
them to be able to co-chair.
4. Support Government with technical resources to develop Case Management and Referral
pathways for SOP.
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5. Work to bridge the gap between development and humanitarian priorities through the
integration of MHPSS activities into national policies, plans and programmes, and utilization
of existing structures.
6. Ensure broad consultation with government and NGOs to MHPSS guidelines, policies and SOP’s.
7. Update mapping of partners and Service Directory through online adoption of the 4W matrices
in Gaza and the West Bank;
8. Encourage NGOs to submit joint funding humanitarian appeals to especially include NGOs
and CBOs with limited capacities, so as to build their capacities for MHPSS service delivery.
Table 2. Status in terms of coordination matric of interventions for Mental health and Psychosocial Support
Common functions across domains &
Emergency Preparedness
• Identify qualified organisations and
resource persons
• Develop agency and inter-agency
national policies and plans for MHPSS
emergency response
• Determine coordination
mechanisms, roles and
responsibilities at local, regional,
national and international levels

Assessment
Findings

Minimum required
response

Assessment
Findings

• Develop sustainable coordination
structures, including government and
civil society stakeholders

Work in
progress

• Develop inter-agency strategic
plans and promote joint MHPSS
programming and fundraising
• Enhance information sharing
among humanitarian actors

• Identify MHPSS focal points for
emergencies in each region and from
various agencies

• Link MHPSS emergency activities
with development activities

• Fundraise for MHPSS, including for
MHPSS coordination

• Integrate MHPSS activities into
national policies, plans and
programmes and ensure that
programmes utilise existing policies,
plans and capacities

• Integrate MHPSS considerations into
all sectoral emergency preparedness
plans

in Gaza
in WB

• Advocate for MHPSS at all stages of
humanitarian action

7.2 Assessments, monitoring & evaluation systems
The IASC guidelines on minimum standards for monitoring and evaluation recommends that
assessments be conducted with the local community in advance of commencing programs. This
ensures that the response fits with local values, are appropriate and are provided respectfully.
It also establishes the needs of the affected population and avoids duplication of interventions
in times of scarce resources. Program staff need to have the skills to conduct assessments and
deliver subsequent programs. For optimum results, it is recommended that the community should
have input to the programme design, implementation, and monitoring and evaluation activities.
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One of the key issues, in monitoring MHPSS programmes is to ensure that the programme is
doing no harm and this can be avoided by careful planning at the outset. It is essential that
staff continue to monitor and assess the program during its implementation to assess whether
or not the intervention is achieving its desired results. This phase needs to be inclusive of the
local community to the maximum extent possible. Staff and partners conducting field visits need
to observe and question the beneficiaries to assess if the programme being implemented is
achieving expected outcomes and the numbers reported reflect the reality. The MHPSS WG should
develop and disseminate assessment guidelines, sample indicator and monitoring checklists to
standardise the monitoring and evaluation (M&E) process.
M & E is also necessary for learning, contextualisation, adapting programmes and accountability.
Results of assessments and program evaluations, in appropriate formats, should be shared with
MHPSS actors and with the individuals and communities involved in the work and others who may
benefit from reviewing the results (such as other organisations, donors and national or regional
government authorities). M & E is part of good humanitarian and programming practice and
contributes to meeting the core principles of the IASC Guidelines on MHPSS port in Emergency
Settings.
The findings from this review suggests that M & E needs to be strengthened and supported
including through MHPSS working group and other clusters. It is necessary to have substantial
resources to conduct assessments and this is not always possible for small NGO’s, especially when
identifying gaps in the response.
“Small CBO’s cannot conduct meaningful assessments alone, they need to be coordinated by the
MHPSS WG, they rarely include a question on disability – other clusters could also engage on this
issue” (KI, Gaza)
One of the key issues, in monitoring MHPSS programmes is to ensure that the programme is
doing no harm. For staff it is important to know how and when to adapt programs that are not
achieving the desired results. Findings suggest that not all indicators are standardized to measure
the benefits of the program to the participant
“Monitoring & verification needs to be better – must be able to say if the person has benefited
from the program – it doesn’t have to be academic evidence, but a community-based well-being
suitable to context and individual/group” (KI Gaza)
“The Ministry of Social Development should issue guidelines on Minimum Standards for MHPSS in
Gaza to standardize how we measure PSS for all children” (KI Gaza)
A baseline and end of program measure is needed to ensure the quality of the program and to
ensure the goals are being achieved.
“You need to know if programs are delivering to adults, children & adolescents, it needs research
on different groups, research on benefits of PFA also needed, are programs being implemented
effectively, what are the indicators” (KI WB)
“Reporting large numbers diminishes the value of PSS & MH – it may be more relevant to report
large number as PFA but this also needs some basic knowledge of the difference between PSS &
PFA” (KI NGO)
“Organisations report figures from the programs to satisfy donors, no one really checks” (KI, WB)

A review of the humanitarian mental
health and psychosocial needs and
gaps in West Bank and Gaza

35

In assessing the vulnerability of a community/individual, it is necessary for staff to have a basic
knowledge of Psychological First Aid (PFA), Psychosocial Support (PSS) and Mental Health (MH).
This is required to ensure identification of the level of need, and to monitor and adapt programs
accordingly and identify gaps in response. It is recommended that staff should have capacity to
evaluate persons presenting with MHPSS needs so as to assess the level of service required, i.e.
between PFA, PSS and MH issues.
“We receive many referrals of MH from organisations which are in fact PSS cases that they should
manage, this wastes time, resources and delays intervention for the child” (KI INGO)
The IASC guidelines suggest that regular assessments be conducted, and results shared with
all relevant stakeholders. Findings from this review suggest that assessments, when conducted
are mainly by individual organisations without any consultation with the MHPSS WG or other
clusters. This is an opportunity to include one or two questions on the general population of an
area and their needs.
“There have been no recent MHPSS needs assessments, interventions are not coordinated, conduct
a MHPSS assessment and implement recommendations resulting from it” (KI WB)
“There is a lack of cooperation among actors, it’s competition for funding” (KI WB)
Summary recommendations to strengthen participatory M&E systems are:
1. Include the local community in all stages of the design and delivery of the program
2. Ensure staff have the skills to conduct assessments and reflect results in programs
3. Design a set of indicators for ongoing monitoring and evaluation, according to defined
objectives and activities and share with CBO’s
4. Staff and partners should conduct regular M & E visits to ensure program is delivering benefits
to the participants as predicted using a predefined checklist.
5. Conduct focus group discussions with children and caregivers to assess their views on benefits
of program
6. Encourage actors to share plans prior to rapidly undertaking assessments.
7. Disseminate key conclusions from assessments and evaluations to all relevant stakeholders,
including community and humanitarian actors, ensuring confidentiality and respecting the Do
No Harm principle.
8. Include quantitative data with relevant qualitative data
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Table 3. Status in terms of M & E matrix of interventions for Mental health and Psychosocial Support
Common functions across domains &
Emergency Preparedness
• Build capacity in MHPSS assessment,
monitoring and evaluation
• Review and generate information
on capacities and vulnerabilities of
communities
• Assess emergency MHPSS response
capacity of organisations
• Develop inter-agency, culturally
appropriate, rapid assessment plans
and tools for emergencies
• Collate and disseminate assessment
information and tools
• Develop or adapt strategies,
indicators and tools for monitoring
and evaluation
• Review previous MHPSS responses
and identify good practices,
challenges and gaps

Assessment
Findings

Minimum required
response
• Conduct regular assessments and
implement further in-depth situation
analyses as appropriate

Assessment
Findings
work in
progress

• Monitor and evaluate programmes in
relation to planned activities with predefined indicators

needs
strengthening

• Monitor and evaluate MHPSS
activities in relation to these
guidelines

work in
progress

• Disseminate results and lessons
from assessment, monitoring and
evaluation activities
• Develop inter-agency indicators for
MHPSS work in the transition phase

7.3 Human resources
Key considerations around human resources are to get the right people (staff and volunteers) to
the right place at the right time. The IASC guidelines recommends that recruitment of staff be
conducted by an experienced person who is cognizant of staff welfare matters and issues for staff
working in stressful environments. Developing a TOR for staff working in MHPSS having regard
to the local context is important and it helps to standardize the response across the population.
Guidance on recruiting procedures that ensure fair and equitable opportunities, are appropriate
to the culture and gender of children and families they will be helping, and appropriately screen
for child safe-guarding should be provided to organisations who don’t have in-house capacity. The
MHPSS WG should support a database of qualified trainers and staff expertise who can support
capacity-building among new staff and for community-based organisations and volunteers. This
can be disseminated to all relevant organisations and clusters. The minimum standards require
that all organisations have a Code of Conduct in place on which staff have been trained and which
is enforced. The Code of Conduct should be shared with the community, so they know their
rights regarding the behavior of staff. The minimum standards recommend encouraging local
educational institutions to incorporate MHPSS training into professional programmes. This would
expand the pool of qualified staff with local knowledge of culture and social norms and is being
supported by a couple of MH organisations.
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The findings from this review suggest that local NGO and CBO’s invest time and resources building
the capacity of their staff. The number of trainings undertaken by each staff member is very high
in both Gaza and West Bank. However, there is a problem with staff retention due to short termfunding. This is an issue with project staff upon expiration of a project seeking new opportunities.
This affected smaller organisations disproportionately as they have limited core resources
available to retain staff during funding gaps.
“At end of a project where there’s a funding gap, staff have to be let go temporarily, they don’t
receive their salaries for this period and we often lose good staff as a result. UN funding is short
term so long-term planning is a problem” (KI, Gaza)
Local NGO’s suggested conducting in-country capacity building on IASC MHPSS guidelines and
minimum standards, PFA/PSS and referral mechanisms for those who don’t have the resources
in-house.
“It should be frontline staff who attend training, not managers” (KI INGO)
“Consideration should be given to conducting the training in Gaza – not Jordan – especially
technical training – bring the trainers here and we (front-line staff) would get more benefit from
it” (KI INGO)
The findings also suggest that there is a need to build the capacity of training staff, particularly in
technical areas such as case management and development of referral pathways to ensure there
is a continuum of care in place for children.
“Case Managers need training on the practical aspect of managing and referring cases” (KI NGO)
“More specialised MHPSS training for staff is needed” (Government Official)
“Training for staff needs to be included in Emergency funding – here it’s always emergency
programs ...funding for training is only allowed in development & long-term programs” (KI NGO)
Capacity building should prepare staff to understand the different levels of PSS and MH response
required in a given situation to support parents and caregivers in challenging environments. The
findings identified in this review suggest that they are very complex, requiring a multi-sectoral
response from well-trained professional staff.
“The composure of the caregiver has a great impact on the child – parents need to understand
that they can be instrumental in how the child reacts to the traumatic event – perhaps NGO’s can
work with community groups and or caregivers to support this” (KI INGO)
“Early intervention is vital for successful treatment of trauma cases – parents need to seek help
for their children” (Ki INGO)
Focus group discussions with Caregivers and medical staff give an indication of the complexity
of cases encountered by staff with families demanding early interventions and urgent referrals
to MH providers. The findings suggest that a holistic response to deal with a family dynamic is
needed, rather than at an individual level. The seriousness and complexity of needs requires
considerable expertise and skill. Some of the cases mentioned include the following:
“I tried to commit suicide 3 times, my father-in-law beats me, my husband cannot protect me, I
put poison in the milk to kill my children, but was stopped in time” (Caregiver FGD)
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“My husband is a drug addict and watches pornography on his phone, I also found my son 15yrs
in bed – under the sheets with his sister 8 years watching pornographic material on a phone”
(Caregiver FGD)
“His mother told me her 14 years old boy was wanting sex with his sister, 11 years” (Counsellor
NGO)
During this review it was apparent that staff are working in a very difficult environment with
complex cases. As funding for MHPSS programs decrease, staff are required to do more with
limited resources. Programs have not been able to scale-up responses significantly and demand
is increasing. Staff are experiencing fatigue and burnout due to the heavy workload and ongoing
exposure to traumatic events. This needs to be recognised by UN, INGO’s, NGO’s and Government
and ensure adequate welfare and self-care programs are in place.
“Counsellors are now on a 3-day week due to funding cuts, there is 1 counsellor to 1,000 students
in some schools, 1 counsellor conducts individual sessions with 30 students & 60 Group sessions”
(KI Gaza)
Findings suggest that the majority of organisations have a Code of Conduct in place, but staff have
not been trained on it or it is not routinely enforced.
“There needs to be a Code of Conduct for all NGO’s and CBO’s in place and functioning, they need
to conduct training for staff and raise-awareness on safe-guarding of children and this needs to
be ongoing where there is constant turnover of staff (KI Gaza)
Summary recommendations to strengthen human resources include:
1. Advocate for multi-year development funding to address longer term needs that humanitarian
funding with limited duration is not able to address.
2. Develop a Terms of Reference on essential roles and responsibilities for MHPSS service
providers disaggregated by type, i.e. for PFA, PSS and Mental health.
3. Build capacity of local NGOs in Gaza and West Bank through training of trainers
4. Ensure all organizations have a Code of Conduct for the protection of children when providing
MHPSS and ensure staff are aware and implement
5. Build capacity of non-specialists in evidence based brief psychological interventions such as
Problem Management Plus, Group Inter-personal Therapy, etc.
6. Map all trainings conducted and identify gaps in skill set across different levels of MHPSS.
7. Create a database of all trainers and expertise available in the MHPSS WG as well as in
Education and health clusters
8. Build capacity of Supervisors, staff and volunteers and community members in MHPSS
9. Ensure a staff care program is in place for implementing partners and volunteers
10. Child protection partners to establish links with educational and health institutions (and
others as relevant) to incorporate MHPSS into professional programs
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Table 4. Status in terms of Human Resources matrix of interventions for Mental health and Psychosocial
Support
Common functions across domains &
Emergency Preparedness

Assessment
Findings

Minimum required
response

Assessment
Findings

• Map existing human resource
capacity and training resources,
including within the local population

• Develop a description of essential
worker competencies that is locally
relevant

• Build awareness of need for workers
who understand local culture and
language

• Institutionalise, monitor and enforce
codes of conduct and ethical
standards, strengthening them as
needed

• Train all workers on international
protection standards and codes of
conduct

• Map the distribution and extent of
training and supervision received

• Train workers in different sectors
on how to integrate MHPSS into
emergency work following these
guidelines

• Scale up training and supervision
and build sustainable capacity by
institutionalising training

• Expand the pool of available
emergency workers trained in MHPSS

• Review response to MHPSS issues in
workers and adhere to organisations’
MHPSS policies for staff and
volunteers

• Encourage educational institutions
to incorporate MHPSS training into
professional programmes

work in
progress

work in
progress

work
in progress

• Expand MHPSS in emergency
preparation courses worldwide
• Develop organisational policies
and plans for the prevention and
management of MHPSS problems in
humanitarian workers
• Develop organisational policies to
maximise worker security and safety
in the field

7.4 Facilitate conditions for community mobilisation, ownership and
support in emergencies
Human development, mental health and psychosocial well-being occur in the context of social
relations and connections, which are often disrupted in emergencies. The key considerations in
achieving a sustainable solution is to strengthen community ownership of the response. The IASC
guidelines minimum response recommends that the response to an emergency should be owned
and controlled as much as possible by the affected population, and should make use of their own
support structures, including local government structures. The MHPSS actors should work within
existing community and Government structures rather than develop parallel ones. As people
become more involved, they are likely to become more hopeful, more able to cope and more
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active in rebuilding their own lives and communities. This may be more difficult in the SOP where
there are economic sanctions and restrictions on access to livelihood supports, combined with
the no contact policy in Gaza, and nascent capacities in both Gaza and the WB.
However, relief efforts, where possible, should support participation and build on what
local people are already doing to help themselves. One way is to target specific capacitybuilding initiatives for parents and caregivers (e.g. teachers/counsellors), family members,
and children and adolescents themselves, including marginalized groups, volunteers and
youth leaders. Community members should be consulted on all major decisions affecting
them and decide how scare resources are to be allocated in their locality based on need.
The MHPSS WG needs to liaise with livelihood clusters and development groups to support
access to economic opportunities.
Findings from this review suggest many parents and caregivers are distressed and struggling
to respond to the needs of their own families. Basic services are not being met. Children
and adolescents are showing signs of deep distress and trauma. MHPSS actors need to
be aware of the erosion over time of family resilience and build community programs to
support their current needs. Supporting communities with functioning referral mechanisms
to ensure access to Mental Health Services and Safe Spaces is a priority. Service providers
reported the need for a coordinated and increased MH response for people struggling with
complex MH issues affecting adults and children. See below some excerpts from interviews
highlighting this:
“Suicides and incidents of self-harm are very high, protocols of intervention need to be in place
for service providers…. do Doctors notify parents when a young person has tried to harm him or
herself? Prevention measures should be developed and shared with the MHPSS WG, hospitals and
Government Departments. Out-of-hours and weekend services are needed. (Dr. Gaza)
“MHPSS WG should support a coordinated referral mechanism in absence of a Government
system” (KI Gaza)
“A father on drugs recently tried to kill his children – narcotics, illicit drugs and medication such as
Tramadol are easily available in Gaza” (KI Gaza)
“I cannot meet basic needs, my children are crying from hunger, no one can watch their children
be hungry” (Caregiver Gaza)
“The economic situation is worse than the war, poverty is everywhere and getting worse”
(Caregiver Gaza)
“Boys & girls begging is common now, some are almost naked in the streets, with no proper
clothing, there is increased prostitution as women are finding it increasingly difficult to support
their families” (Caregiver FGD)
Findings indicate the importance of restoring, strengthening and mobilizing family and community
support. The wellbeing of the parent is crucial in creating and supporting conditions for children’s
optimal development. Caregivers are asking for support to develop strategies to protect their
children. Providing caregivers with the information to recognise early warning signs of at-risk
behavior in their children should be mainstreamed in every program.
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“I buy candy for my son to sell at the fence, then he stays away from the dangerous area”
(Caregiver, Gaza)
“I try to lock him in his room on Friday’s, so he won’t go, he has no work and nothing else to do”
(Caregiver Gaza)
“Fathers are abusing their own daughter, this was unknown before, there are many such cases
reported. You have large families living in cramped conditions, extended families, cousins, all
living/sleeping in the same room, pornography is freely available on phones” (KI Gaza)
“Early intervention is vital for successful treatment of trauma cases, parents need to seek help for
their children” (KI Gaza)
Building and strengthening community mechanisms for MHPSS needs involvement of the local
community workers and counsellors. Their capacity to respond needs to be acknowledged and,
supported where necessary. In emergency situations they will be the first responders. Findings
suggest that as demand for services is increasing, and funding decreasing, more socio-culturally
appropriate models of engagement are necessary (e.g. support groups; focused support or
treatment for caregivers with specialized needs; family centers, support for parenting in situations
of severe adversity).
“I used to use violence against my children before I came here, my daughter benefited by coming
here so I started coming, my mood changes on the days when I can come here, even my family
notices” (Caregiver Gaza)
“It’s an escape from the economic situation, we have no money, no food, we chat and learn
something, it’s a gathering of women for socializing” (Caregiver, WB)
The desperate economic conditions of families and communities is a major risk factor in the
increasing levels of violence being experienced by children. Caregivers admit that they are finding
it more difficult to support their families. Findings indicate that programs supporting income
generating activities are urgently needed together with up-skilling relevant to the prevailing
market.
“The economic situation is worse than the war, poverty is everywhere and getting worse”
(Caregiver Gaza).
“Children as young as 8 and 9 years are known to have committed suicide, economic deprivation
is a big factor” (Dr. Gaza).
“We need small projects to give men an income to support their families, they feel useless sitting
at home and are becoming more violent with drugs” (Caregiver Gaza).
“More economic activities are needed for women, we could open a café here, we can cook and
serve food to tourists and the local community. We could sell our crafts and have a livelihood.
We just need a place to rent, some training on running a business – we run our own kitchens”
(caregiver WB).
The local community have formal and non-formal leaders and community structures including
sub-groups that have different needs. It is important when working with community groups that
these needs are identified and included in any response. Findings from this review suggest that
people with disabilities are not included in mainstream programs or activities. No person with a
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disability was present in any FGD. To provide a holistic response it is important to understand the
needs of everyone
“The school was not wheelchair friendly and the injured child’s classroom was on the 2nd floor,
the washrooms are not disability friendly, doorways not wide enough, steps up to doors, it’s
a major factor in children with a disability dropping out from school, they are also subject to
bullying by other children – even for wearing glasses” (KI Gaza)
Findings suggest that providing the space for Palestinians to articulate their needs is limited and
an important challenge to overcome when working with communities.
“The UN and INGO’s need to understand better how difficult it is for Palestinians living in Gaza,
siege-like conditions, it can make us very difficult sometimes” (KI Gaza)
Summary recommendations to strengthen community mobilization and support
• Support and strengthen projects which promote self-help and resilience, and identify, mobilize
and strengthen existing resources, skills and capacities of children, families, community,
government and civil society.
• Build family capacities to enable children with MHPSS problems to be cared for in their families
and communities, especially in the context of scarce or limited available formal services.
• Ensure detection and referral training of community level service providers to ensure
knowledge and ability to make referrals to specialist MHPSS service providers.
• Include community and local leaders in decision-making on distribution of resources, location
and implementation of services.
• Facilitate strengthening of community ownership and engagement in response through
involvement of communities in all phases of programming.
• Support livelihoods and community and economic development initiatives where possible.
• Provide more safe spaces, and opportunities for peer to peer support, to enable groups to
meet to plan how they want to conduct self-help activities and ensure inclusion of men.
• Support development of referral mechanism to ensure systems in place to respond to
identified needs, and
• Support inclusive society through the inclusion of minorities and the most marginalized in
community decisions.
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Table 5. Status in terms of Community Mobilisation matrix of interventions for Mental health and Psychosocial Support
Common functions across domains &
Emergency Preparedness
• Conduct participatory mapping and
context analysis of local communities
(current situation, resources,
divisions, services and practices)
• Conduct risk analysis, develop
a community response plan,
including an early warning system,
and strengthen local capacity to
implement such plans
• Develop mechanisms for mobilisation
of internal MHPSS resources and
integration of external resources
• Train and supervise existing
community workers on how to
provide appropriate emergency
MHPSS support
• Develop community-owned and
-managed social support activities
• Develop community plans on
protecting and supporting early
childhood development in
emergencies

Assessment
Findings

Minimum required response

Assessment
Findings

• Facilitate strengthening of
community ownership of response
• Strengthen livelihoods and support
implementation of community and
economic development initiatives
• Provide the space for victims
and survivors to discuss issues of
reparation (economic, judicial,
symbolic) to be addressed by
responsible parties
• Facilitate recording of historical
memory of how the community has
dealt with the emergency
• Review mobilisation of community
resources and facilitate expansion
and improvement of quality of
community social supports and selfhelp

work in
progress

• Strengthen the MHPSS system,
including referral mechanisms

work in
progress

• Explore possibilities to
deinstitutionalise orphanages and
custodial homes and facilitate
alternative community-based care
• Develop conflict resolution and
peace-building programmes
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8. CONCLUSIONS AND
RECOMMENDATIONS
The IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings represent
the consensus of the international humanitarian community on appropriate psychosocial support
and mental health programming in emergencies. These guidelines should be used as the core
policy framework for developing and implementing psychosocial projects.
As has been outlined in this review, there are areas where adherence to the guidelines would
strengthen the humanitarian response. See specific recommendations above.
In conclusion, the role of the CP MHPSS WG is to coordinate the service providers, ensuring the
activities being implemented are appropriate and context specific. Existing services, especially
community-led initiatives and peer support, needs to be built on and integrated across the
four layers of the IASC MHPSS intervention pyramid (e.g. between psychosocial support and
Education, and focused and non-focused MHPSS). To achieve a more sustainable outcome, it
is recommended that the Government is involved at all stage of coordination and planning of
community-based programming.
It is important that staff working in MHPSS have the necessary capacities and skills to understand
the implications for interventions aimed at protecting children, mitigating risks and promoting
resilience. Organisations need to invest more resources such as funding, staffing, time and technical
assistance to build this skill-set. Staff-care programs need to be included for all, including CBO’s and
volunteers, many of whom are under considerable stress given the magnitude of the needs.
Restoring a sense of agency in children is important and starts in the home, school and community.
In accordance with the IASC guidelines, enabling community ownership of the response, including
children, is a protective factor. Staff need to be aware of the experiences of the child and provide
space for them to articulate their needs. Strengthening local capacity to respond would build a
more sustainable solution and be available in times of emergency.
The need to scale-up quality services for children with serious mental health issues is necessary
in the SOP. As outlined in the IASC guidelines, this is best achieved by a multi-sectoral response.
Funding appeals need to highlight, with evidence, the gaps and challenges in implementing
MHPSS in a complex environment. Advocacy with donors across all clusters would strengthen the
argument for increased funding and the MHPSS WG should be leading this process.
Finally, it is recommended that through a consultative process an action plan is developed with
stakeholders to identify and prioritise areas of support for MHPSS taking into consideration the
recommendations of the document.
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ANNEX A:
MHPSS WG – Questionnaire for Key Informant
Interviews
1.

Are you part of the MHPSS WG?

2.

Is MHPSS the main focus of your program response?

3.

What MHPSS services do you provide?

4.

Do you work with other agencies/organisation in the provision of MHPSS?

5.

Are you aware of the MHPSS strategic plan developed by the WG?

6.

Are you aware of the MHPSS mapping/directory of services available to the WG?

7.

Do you know who is doing what, where and when in MHPSS in your area?

8.

How are cases referred to you?

9.

Do you refer cases to other service providers?

10. How do you follow-up cases?
11. How do you manage cases – do you have an assigned Case Manager?
12. Are your staff/supervisors trained on MHPSS?
13. Where do children/carers who are distressed/traumatised go for help?
14. Do you visit people in their homes?
15. How do you monitor/verify your response?
16. Do you have contact with other clusters e.g. Education, Health, Protection?
17. Do you have contact with any Government Ministries – Education, Health, Social
Welfare?
18. Do you have sufficient funding allocated to your program to provide a holistic MHPSS
response as demanded?
19. Are there safety concerns involved in providing a MHPSS response – to either victim or
responder?
20. How do you support your staff working in MHPSS long-term?
21. What are the gaps/challenges in providing MHPSS?
22. Recommendations
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ANNEX B:
FGD - Issues for discussion with Parents/Caregivers
in review of minimum standards for MHPSS
My name is xxxxxxx. I’m here with the MHPSS WG to visit Centers/activities for adults in West
Bank. I want to hear from you about the different issues affecting you and your family and the
community and the benefit you get from attending this Center/activity - particularly relating
to PSS. I cannot guarantee any direct or indirect support to your community from this but the
information you provide will help us evaluate and prioritise the response to MHPSS from your
perspective.
All the information you provide remains confidential.
Your participation in this interview is voluntary.
You can stop answering questions at any time or leave at any time.
Do you have any questions?
I will start by asking
Women’s activities
Why do you come here to this Centre/session/group?
Is it important to have recreational activity in your life here?
Do you go to any other centers/places?
Is it possible for all women to attend centers like this? If not why?
Is child-minding an issue?
Issues and Concerns
• What are the problems you face here every day?
• What are the consequences for you and your family?
• Who is affected most?
Stress & anxiety
What are the main sources of stress for parents/caregivers in the community?
How is this manifested?
Behaviour
Have you noticed a change in your behavior over time?
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Does this affect your interaction with your husband/children?
What kind of behavioral changes?
How is this manifested?
Access to Services in the community
What kind of services are available for parents/caregivers to alleviate this stress?
Have you ever sought professional help?
Have you ever been hospitalized?
Children’s services
Are there services or activities available in your community to support children to cope with stress.
What kind of services?
Where do your children go for play/recreation?
Are there adequate places for them to play – Safe spaces?
Behavioural changes in children
What do you think makes children most stressed?
Do they show signs of fear or anxiety? How?
Information about services
Where do you get your information about activities/services in your community?
Do you know where to go to seek help for any issues that may concern you or your family?
Are there any other services that you think are needed in the community?

Is there anything you would change about the activities here?
Men’s groups
Activities for men in the community?
What is the need
What kind of activities

Now it’s your turn to ask any questions you wish.
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ANNEX C:
Issues for discussion with FGD’s with children
My name is xxxxxxx and I’m here with the MHPSS WG looking at programs and activities being
implemented in West Bank to support young people. I am visiting Centers/activities like this to
ask children their opinions/views about different issues affecting their lives, their community and
particularly young people. I cannot guarantee any direct or indirect support to your community
from this but the information you provide will help us evaluate and prioritise the response we
provide from your perspective.
All the information you provide remains confidential.
Your participation in this interview is voluntary.
You can stop answering questions at any time or leave at any time.
Do you have any questions?

I will start by asking
What do you like about coming here to this Centre/session/group?
Activities - benefits
Importance of having recreational activities like this?
Do you go to any other centers/places?
Where do you spend your free time? After school? Holidays?
Are there adequate places for you to play? where
Do you prefer to be alone or with other people/friends?
Do you attend school?
Positive things in school

Have you ever had to miss school through sickness/injury?
What was the cause of this?
Who do you go to if you have any problems?
Do you have a school counsellor?
Did you ever ask her /him for help?
Was it helpful for you?
Are there other forms of help/support you would like?
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Do you feel safe at home in your house with your family?
Do you ever feel afraid leaving your house? If yes why?
What are some of the bad things that have happened to you?
Do you have a special way of coping when something bad happens?

After effects?
Help-seeking places/people
Describe a day in your life here

Dreams for the future
Any other issues you want to talk about.
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ANNEX D:
Organisations/Individuals who contributed to review
CP MHPSS WG’s – West Bank & Gaza
Catholic Relief Services (CRS)
Gaza Community Mental Health Program (GCMHP)
Humanity & Inclusion (HI)
Islamic Relief (IR)
Ma’an Development Center (MDC)
Madaa Creative Center
Médecins-du-Monde (MdM -F)
Médecins-du-Monde(MdM-CH)
Ministry of Health (MoH)
Ministry of Social Development (MoSD)
Medecins Sans Frontieres Spain (MSF – S)
Palestinian Counselling Center (PCC)
Physicians for Human Rights (PHR)
Tamer Institute for Community Education (Tamer)
Terre des Hommes (TdH)
Treatment and Rehabilitation Center (TRC)
UNDSS Counsellor
United Nations Children’s Fund (UNICEF)
United Nations Relief and Works Agency (UNWRA)
War Child Holland (WCH) (2)
World Health Organisation (WHO) (2)
Young Men’s Christian Association (YMCA)
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Psycho-social distress and
mental disorders

Gaza Community Mental Health
Program

(IR)

Islamic Relief

(GCMHP)

(FMH)

Psycho-social distress and
mental disorders

Psycho-social distress and
mental disorders

Friends for Mental Health

(ASDC)

Psycho-social distress and
mental disorders

Concerns

Atfaluna Society for Deaf Children

Organisation

Rafah

Structured group activities

Structured group activities

Women
Rafah

Khan Younis

Girls
Middle Area

Boys
Gaza

North Gaza

Level 1 and 2

Women

Khan Younis
Rafah

Men

Middle Area

Specialized mental health services

Girls

Gaza

Boys

Individual counselling

Level 1, 2, 3
and 4

Women

Men

Girls

Boys

Girls

Boys

Beneficiaries

North Gaza

Gaza

Level 1 and 2

Level 1 and 2

Intervention
Level

Psycho-social first aid

Open Days

Structured group activities

Psycho-social first aid

North Gaza

Middle Area

Positive parenting
Structured Group Counseling

Gaza

North Gaza

Governorates

Open Days

Life skill education

Responses

Gaza Organisations providing MHPSS at governorate Level and Intervention
Level
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Psycho-social distress and
mental disorders

Palestinian Red Crescent Society

(PRCS)

Psycho-social distress and
mental disorders

Unaccompanied and
separated children

Palestinian Center for Democracy and
Conflict Resolution (PCDCR)

MOSD
Psycho-social distress and
mental disorders

Physical violence and harmful Case Management
practices towards children/
corporal punishment

Ministry of Social Development

(MPSC)

Rafah

Structured Group Counseling

Open Days

Life skill education

Psycho-social first aid

Men/Women MHPSS Self-Awareness
Sessions

Men
Women

Middle Area
Khan Younis
Rafah

Girls

Boys
Gaza

Level 1 and 2

Rafah

Individual &group counseling

North Gaza

Khan Younis

Case management
Structured awareness raising on
children’s wellbeing

Men

Middle Area

Open Days

Women

Girls

Gaza

Boys

Girls

Boys

Structured group activities

Level 2 and 3

Level 1 and 2

Women

Men

Girls

Boys

North Gaza

Rafah

Khan Younis

Middle Area

Gaza

North Gaza

Level 1 and 2

Women

Men

Girls

Intervention
Beneficiaries
Level
Level 1, 2 and 3 Boys

Psycho-social first aid

Alternative Care

Gaza

Khan Younis

Structured group activities

Unaccompanied and
separated children

Middle Area

Individual counselling

Structured awareness raising on
children’s wellbeing

Gaza

North Gaza

Governorates

Case Management

Mabarret Palestine Society for Carin

(MDC)

Life skill education

Responses

Psycho-social distress and
mental disorders

Concerns

Ma’an Development Center

Organisation
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Psycho-social distress and
mental disorders

Psycho-social distress and
mental disorders

UNRWA

(UPA)

Psycho-social distress and
mental disorders

Child Labour

(TdH)

United Palestinian Appeal

- Caregiver/child interaction program.

Responses

Women

Rafah

Men/Women MHPSS Self-Awareness
Sessions

Gaza

Level 1 and 2

Khan Younis
Rafah

Women

Middle Area

Men/Women MHPSS Self-Awareness
Sessions
Structured group counseling

Men

Gaza

Case Management

Women

Girls

North Gaza

Level 1, 2 and 3 Boys

Men

Girls

Khan Younis

Gaza

North Gaza

Boys

Women

Khan Younis

Level 1 and 2
&3

Men

Rafah

Girls

Middle Area

Intervention
Beneficiaries
Level
Level 1, 2 and 3 Boys

Gaza

North Gaza

Governorates

Individual Counselling

- Open days.

- Structured group activities.

- Life skill education.

- Psycho-social first aid.

- Individual Counselling.

- Case Management.

- Structured awareness raising on
children’s wellbeing.

- Caregiver/child interaction program.

- Structured group counseling.

- Structured group activities.

- Life skill education.

- Structured awareness raising on
Physical violence and harmful children’s wellbeing.
practices towards children/
- Case Management.
corporal punishment
- Individual Counselling.
Unaccompanied and
separated children
- Psycho-social first aid.

Psycho-social distress and
mental disorders

Concerns

Terre des hommes

(TICE)

Tamer Institute for Community
Education

Organisation
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Psycho-social distress and
mental disorders

Psycho-social distress and
mental disorders
Psycho-social distress and
mental disorders

Humanity and Inclusion

Center of Mind and Body Medicine

CMBM

(HI)

MOH

(WS)

MOH – Mental Health Directorate

Responses

Physical violence and harmful Capacity building and Support sessions
practices towards children/
for Carers
corporal punishment

Concerns

Wefaq Society

Organisation

Level 2 and 3

Level 2 and 3

Women

Khan Younis
Rafah

Men

Middle Area

Boys

Women

Men

Girls

Boys

Beneficiaries

Girls

Level 1 and 4

Intervention
Level
Level 1 and 2

Gaza

North Gaza

Rafah

Governorates
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YMCA

TRC

YMCA

Level 1: PFA

YMCA

WV

YMCA

MSF – S

WV

PWWC

YMCA

YMCA

TRC

WV

YMCA

Level 2: PSS

YMCA

MOH
(WHO)

Jenin

PRCS

WHO

TRC

WV

MOH
(WHO)

Hebron

Level 3:
YMCA
Focused, nonWV
specialised
supports

Level 4:
Specialised
Services

Intervention Bethlehem
Level
MOH
(WHO)

Jerusalem

YMCA

TRC

PCC

TRC

MdM - S
MdM – S

YMCA

TRC

Madaa

WCH

MDM-S

YMCA

YMCA

WCH

MdM – S YMCA

YMCA

MdM – S MdM – S

MOH
(WHO)

Jericho

YMCA

MdM – F

TRC

YMCA,

WV

YMCA

MSF –(F)

MdM– F
PCC

MSF – (F)

TRC

MOH
(WHO)

Nablus

YMCA

MDM-F

YMCA

WCH (J)

TRC,

WV,

WV

YMCA

PRCS

MOH
(WHO)

Ramallah

YMCA

YMCA

WCH (J)

MdM– F

WV

YMCA

MdM–F

MOH
(WHO)

Salfit

YMCA

YMCA

WCH (J)

MdM-F

YMCA

MdM–F

MOH
(WHO)

Tubas

YMCA

YMCA

WCH (J)

YMCA

MOH
(WHO)

Tulkarm

YMCA

YMCA

WCH

MdM-F

YMCA

MSF – (F)

MdM–F

MSF – (F)

MOH
(WHO)

Qalqiliya

ASDC, FMH, GCMHP,
IR, MDC, MOH,
MOSD, MPSC, PRCS,
TICE, TdH, UNRWA,
UPA, WS.

ASDC, CMBM, FMH,
GCMHP, HI, IR, MDC,
MOSD MPSC, PCDCR,
PRCS, TdH TICE,
UNRWA, UPA, WS.

CMBM GCMHP, HI,
MDC, PCDCR Tice,
TdH, UNRWA.

GCMHP, MoH

Gaza

West Bank – MHPSS Organisations at Governorate Level and Intervention
Level
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