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Foreword
Since its establishment in 1997, the Dutch War Trauma Foundation (WTF) is dedicated to the realisation of hope, 
peace of mind, and the full potential of communities impacted by individual and collective trauma, particularly
in lower resourced settings. WTF works towards its vision together with local communities in development and
exchange of knowledge, capacity building and innovation in psychosocial support. The vision is achieved
through technical training and supervision, financial support, development and promotion of local and regional
networks, and the compilation and dissemination of resources in several languages.

In our experience of more than a decade in working together with local organisations, we understand that recov-
ery of persons and communities from individual and collective trauma often requires time, commitment and 
patience.  However, the complexity and fragility of settings where traumatic events have occurred, or continue
to occur, challenge the efforts of those who attempt to lighten the psychological and social burdens of adversity
of impacted communities. Particularly, how to achieve the required coverage and efficacy, the embedding in local
infrastructures and durability of effects, we feel as challenging questions in our organisation. In the early days of 
2007 the initiative taken by the director, Maurits Cohen  (1997 – October 2009) to study the current opportuni-
ties and hindrances of sustainable care and support in low and middle income countries, became concrete thanks
to the support and funding of the Dutch Ministry of Health, Wellbeing and Sports.

The present report of this study underlines first of all the indissoluble relation between effective and adequate
interventions and their sustainability.  Sustainable recovery from the effects of war or organized violence recog-
nises not only the innate capacity of persons to heal and rebuild their lives, but also the usefulness of culturally
relevant and well thought out programmes to enhance natural coping and to open the way for new and creative 
ways to solve complex problems.  Achieving sustainable care and support absolutely requires local commitment 
and institutionalisation, and respect for wisdom and knowledge of local persons who have lived the experience 
and dedicated their efforts to help. 

Beyond psychosocial support programmes themselves, advocacy, awareness raising, psycho-education, the pro-
motion of human rights and sometimes reconciliation, may well enhance the growth of mutual responsibility and
civic commitment in these fragile environs. In concert with the IASC Guidelines of 2007 this report emphasisess
the importance of inter-sectoral collaboration. Although teasing out the critical elements of sustainability of psy-
chosocial recovery in very different settings does not always yield one concrete solution, the present report moves
the learning a step further by pleading for additional collaboration of relevant agencies aimed at sustainable care
and support.

The War Trauma Foundation expresses their thanks to Petra Aarts for her efforts to describe the contexts and 
particularities of present mental health care and psychosocial support, and to identify and summarise some main
obstacles for its sustainability. In the general awareness of such challenges, the opportunities rest to enhance the
efficacy of all our mutual efforts. War Trauma Foundation also expresses gratitude to the Dutch Ministry of 
Health, Welfare and Sport for its support and funding of this study, and to each of the members of the commit-
tee that supported and advised the author in her endeavours.  Finally, our kind and sincere thanks go to the 
organisations and local experts that so generously provided time, relevant information and reflections based on
their direct experiences in this field.

It is our hope that this report will function as a basis for further consideration and the development of sufficient 
consensus and direction of all relevant agencies in this quest.

Marieke Schouten
Director War Trauma Foundation
January 2010.
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Presently and in the foreseeable future, tens of mil-
lions of people suffer the consequences of deprivation 
and violence, sometimes beyond our imagination:
men, women and children alike. The vast majority of 
them live in low and middle income countries. The
origins of their suffering may be manifold, usually
interrelate, enhance each other, and hamper recovery.
Exploitation, poverty, bad or insufficient governance 
and policies, both national and international, deficient 
health care and education, adverse historical, cultural 
and religious idiosyncrasies, shortages of food and 
clean dinking water, violence, discrimination, viola-
tions of human rights, (sexual) abuse and suppression
in past and present, may all be part of the entwine-
ment between cause and effect. 

Humanitarian aid, essentially from much wealthier
parts of the world, strives to better the living condi-
tions of affected populations. Recently, in the past two
decades, psychosocial and mental health care have
become part of this effort, though, as we will see, not 
an integral part yet. The current credo of helping peo-l
ple help themselves, in earlier days expressed in the
proverb don’t give fish, but give a fishing net, has beentt
widely embraced. This principle applies to mental
health care and psychosocial support as well. The 
adagio expresses the intention to empower the people
concerned, helping them to develop and attain
required supplies or services themselves. Indirectly, it 
also expresses the intention to strive for sustainable
assistance. In practice, however, sustainability of 
humanitarian assistance, in particular mental health
care and psychosocial support, is rarely achieved.

Faced with a reality, where worldwide the people con-
cerned count up to tens of millions, it may seem an 
impossible enterprise to improve their wellbeing and 
living conditions. Fortunately, where humanitarian
assistance is concerned, solidarity and compassion 
prevail over cynicism and passivity.

Sustainability

This study focuses on sustainability, in particular the 
sustainability of current mental health care and psy-
chosocial support in resource poor countries. Directly
connected to that keyword is the word ‘quality’.
Obviously, sustainability lacks meaning if it does not 
refer to sufficiently effective or appropriate services. A 
comprehensive definition of sustainability, however, is

rather complicated. It depends on the particularities of 
each separate venture, the specific needs of target 
populations, external conditions, (pre) existing infra-
structures, the set of goals of the services, and so on. 
For the purpose of this study, the definition of sustain-
ability is kept concise and general: it refers to the 
potentials of good quality assistance, to develop, 
adjust and last as long as the assistance is needed, and
finally evolve into an integrated part of the local soci-
eties or communities.

This brief description of what is meant by sustainabil-
ity in this study is, however, not sufficient to clarify
what exactly is expected to be sustainable. In a chap-
ter of the publication of the World Health Organisation:
Promoting Mental Health, it is stated that policies should
support that one of programmes develop into longer-
term solutions. The denotation of sustainability gener-
ally refers to continuation and durability of effect. The
authors, however, point out that there is an important 
distinction to be made between sustainability of effect
and that of effort (Howe, Ghali & Riley, 2005; see also:t
Jackson et al. 2005). The authors further state that 
sustainability of effect refers to two components:
namely whether the effects on the beneficiaries are
maintained over time and, second, whether effects are
transferred to subsequent cohorts of people. If there 
appears to be no sustainability of effects in one or
both senses of the word, one of the causes may be that 
standards of quality are not met, or, and here we get 
to the importance of sustainability of effort, effects
may be diminishing or disappearing as a consequence
of lack of effort to maintain and enhance positive effects.t

In line with the abovementioned authors this study
therefore links the sustainability of programmes to the 
general fields of capacity building, ecology and organ-
isational development. But it needs to be underlined
that the sustainability of programmes or projects
themselves is not an aim in itself. The sustainability of 
good enough care is the ultimate goal. Capacity build-
ing, sound local organisations or to embed in pre-
existing local infrastructures (ecology) may secure 
opportunities for the sustainability of effort that per-
mits the sustainability of effects.

Introduction
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Mental health care and
psychosocial support

Next to sustainability, psychosocial and mental health 
care, are keywords in this report. Current mental
health care and psychosocial support concentrate 
largely on strengthening or restoring a new social bal-
ance and on individual wellbeing. It is not only impor-
tant for the condition and health of individuals or
groups of individuals; by way of spin-off, it may also
provide opportunities for social, economic and political
stabilisation. Focussing on the psychological wellbeing 
of people, both terms in practice may well overlap. For
instance, in the abovementioned document of the
WHO from 2005, many common psychosocial prob-
lems, interventions and goals are described under the 
term mental health. 

Starting from the premise that human life and wellbe-
ing are essentially determined by the interplay of bio-
logical, social and psychological dynamics, the WHO, 
at the turn of the century, has redefined their definition 
of mental health. Thereby, it parted from the previous
definitions that did not take these dynamics into con-
sideration and where health, including mental health,
was considered as ‘‘not merely the absence of disease’’.
In its new definition the WHO defined mental health
as follows:

… A state of wellbeing in which the individual realises his or 
her own abilities, can cope with the normal stresses of life, can 
work productively and fruitfully, and is able to make a contribu-
tion to his or her community.

(WHO, 2001, p.1).

Next to the recognition of the bio/psycho/social model, 
this definition also allows for nuances. It considers
health and disease as merely the beginning and the end
of a more realistic continuum that allows for a coexis-
tence of healthy aspects and partial illness in any pro-
portion in one and the same individual or group of 
individuals. Furthermore, the WHO is convinced that 
despite existing differences in values and perceptions
across cultures, gender and socioeconomic classes, this
definition possesses universal, cross cultural validity.

Apart from its recognition of the multi-factor nature of 
(mental) health and the identification of a continuum, 
the new definition also bridges the traditional gap
between physical health and mental health, as separate
conditions or entities. This smoothes the positioning of 
mental health more strongly in current public health 

policies, also in low and middle income regions.
Furthermore it illustrates why in many instances the 
descriptions of mental health and psychosocial care so 
often overlap.

However, for the purposes of clarity, a distinction 
between the two terms can be made. Mental health care
could refer to the care or cure of psychiatric and relat-
ed disorders. In principle, a wide array of interventions
is possible, from the distribution of drugs, psycho-
therapies, counselling and psycho-education of both
the patient and his or her relations. An important rea-
son for overlap in present common practice is the usual
absence in low income countries of appropriate or suf-
ficient mental health care facilities, such as hospitals, 
psychiatrists, neurologists, drugs, diagnostic instru-
ments, therapists, and so on. The care of mental
patients and their families, if at all, is mostly in the
hands of providers of psychosocial support.

Currently, psychosocial care focuses on the empowerment e
of communities. The mobilization, strengthening and
supporting of (pre) existing resources, such as healers
and leadership, are important in this. But also rituals,
customs and beliefs may enhance the often torn social
fabric, and help communities to cope. The empower-
ment of communities or groups of individuals, by con-
necting and enforcing innate resilience in both com-
munities and individuals, are thus the nucleus in pres-
ent humanitarian psychosocial care. It deals with a 
broad range of psychosocial problems on individual,
group and community levels, and the prevention 
thereof. They may be phenomena of depression,
physical complaints, hopelessness, apathy, domestic or
sexual abuse, aggression, substance abuse, truancy,
hunger, unemployment, or any mix of these. 

The quest for adequate and sustainable mental health 
care and psychosocial support is necessarily interdisci-
plinary. Psychology, sociology, anthropology, medi-
cine, nursing and management are all, and not exclu-
sively, relevant disciplines. Various backgrounds and 
convictions in this field, in past and present, have led
to divergent views on the nature and interventions of 
both mental health care and psychosocial support. 
Undoubtedly points of view will continue to diverge
and conflict. In some instances these differing ideas 
may lead to the development of better practices. There
is, however, plenty consensus that a restoration of self-
esteem, of hope and of social bonds within communi-
ties yield results, both in terms of psychosocial wellbe-
ing as in mental health (Hobfoll et al. 2007).
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The commitment of a community to improve their
own situation by means of psychosocial interventions 
may well enhance their dedication and involvement in
other area’s of humanitarian aid as well. Where coping 
and mutual involvement and responsibility are grow-
ing, the restoration or building and maintenance of, for
instance, water for drinking and irrigation, the produc-
tion of food, vocational- and income generating activi-
ties, may well improve as a consequence of enhanced
mental of psychosocial well-being. This is one of the 
reasons why, even in emergency settings, the full pack-
age of humanitarian assistance helps best. They sup-
port and strengthen each other. The growth of hope,
of awareness, of self-esteem, of regaining control and 
independence promote the sustainability of suitable 
and fitting humanitarian aid.

IASC Guidelines

This study aspires to connect to the Guidelines on Mental 
Health Care and Psychosocial Support in Emergency Settings,
published and distributed by the Inter-Agency Standing 
Committee (IASC) in 2007. Based on current best 
practices and current consensus the IASC Guidelines
promote collaboration and fine-tuning between the
more conventional humanitarian assistance and the 
relatively new branch on the tree of psychosocial and
mental health care. Their guidelines put it as follows:
“A significant gap had been the absence of a multi-
sectoral, inter-agency framework that enables effective
coordination, identifies useful practices and flags 
potentially harmful practices, and clarifies how differ-
ent approaches to mental health and psychosocial sup-
port complement each other” (p.1). In line with the 
IASC stance of mutual consultancy and collaboration, 
De Jong (2002) already argued that it is fairly impos-
sible to mobilise resources to help people cope without 
a thorough understanding of the context of both their
problems and their strength’s.

The IASC Guidelines thus offer essential recommenda-s
tions on the facilitation of an integrated approach to
deal with the most urgent mental health and psychoso-
cial issues in emergency situations. Joining forces and
supplying a wide variety of services to a community,
as the IASC Guidelines so fiercely promote, will enlarge s
the positive effects of each particular kind of interven-
tion. Raising awareness, strengthening and awakening 
local human resources and resilience, restoring hope 
and social relations, commitment and solidarity, aug-
ment the potential effects of traditional humanitarian 
projects and programmes and vice versa. However, 
where competition, differing affiliations are present,

and where policies and strategies vary as they do in
many instances, this collaboration may need time to 
grow. Working together, fine-tuning, combining forces
is not easy. But when it boils down to it, we foremost 
need the political will to do it.

The abovementioned guidelines specifically refer to 
emergency situations, where a host of international or 
supranational agencies endeavour to help a suffering 
populace. The present study, however, exceeds the 
emergency phases, and advocates that mental health 
care and psychosocial support plays a role in post 
emergency settings and in structural humanitarian or 
developmental aid as well. The recommendations and
standards of quality of the IASC Guidelines, by and
large, are fitting and leading beyond emergency set-
tings.

The rationale of sustainable and sufficiently appropri-
ate mental health care and psychosocial support is 
evidently not only a matter of human ethics. The
neglect of adverse psychological and social conditions
of the target population may well increase the eco-
nomic, educational and political costs to a large extent. 
It reduces the potential of human resources. This loss
of capacity and ability can even be expressed in eco-
nomic and financial terms. Moreover, practically half 
of the loss of human resources as a consequence of 
disease is attributed to psychological problems (see De
Jong, 2002; 8).

The study

This study on sustainability is explorative in nature. Its 
objective is the identification of indicators that, in cur-
rent practices of mental health care and psychosocial 
support, either hinder or help the development of good 
quality and sustainable care. Its ambition is the formu-
lation of conclusions and recommendations that will
stimulate this development.

At present there is sufficient consensus that implement-
ing psychosocial and mental health care is needed over 
longer periods of time, and exceeds emergency phases. 
The need for sustainable programmes is, therefore,
generally felt. But, as has been stated above, a defini-
tion of sustainability is troublesome. It may well
depend on each separate programme, its specific con-
text, and set of activities and goals. These may, in 
practise, be highly variable. The quality of capacity 
building, such as training, is indissolubly related to
sustainability. But next to this, the strategies, character-
istics of the target populations, donor’s or implement-
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ing organisations (exit) policies, assessments and
evaluations, networking, collaboration and fundrais-
ing, local acceptance and appreciation, opportunities 
of rooting in local (pre) existent infrastructures of 
policy, care and education, are equally important. In
addition, despite the present growth of indicators for
best practise and the many lessons learned, the field is 
still in an experimental stage.

Changes for clear indications of past and present psy-
chosocial and mental care programmes are surveys of 
surviving and disappeared programmes or projects
worldwide over the latest decennia1. However, the 
mere survival of a local or international NGO over a 
longer period of time may well be an indication of sus-n
tainability, but it is not necessarily a guarantee of good
enough practise and (sustainable) proper training and
care for target populations. In other words, there may 
well exist local NGOs and international programmes 
that know how to maintain themselves and survive
over a length of time, but don’t supply good enough 
services. Nor does the untimely ending of programmes 
signify that all or even most components of the NGOs 
programmes proved inadequate. Furthermore, know-
ing how many, or which programmes survived or 
vanished, does not indicate the factors that underlie 
this. It would not bring the identification and under-
standing of these factors any further.

As has been stated above, the main target of this study
is to identify factors within the entire range of relevant 
perspectives, that either contribute or hinder the pro-
cesses of becoming good enough quality and sustain-
able support structures and systems. Its methods are 
explorative in nature. Analysing, comparing, and
relating findings are important ingredients in this
study. The objective is to discern sufficiently valid and 
general conclusions. The conclusions express the pres-
ent best strategies to promote the sustainability of the
kind of humanitarian projects in question. The tools
in this particular study are a study of literature (guide-
lines, reports and evaluations included), and inter-
viewing key persons in field programmes (eleven in 
total) that bear sufficient promise for standards of 
good quality and sustainability.

Literature

Over the years, many journal articles and books, as 
well as unpublished reports and evaluations on mental
health care and psychosocial support have been pre-
pared and/or distributed. The amount of relevant 
contributions is rapidly growing. The authors are
often experienced implementers, trainers, project lead-
ers, and so on. In general they describe, contemplate, 
analyse and weigh the processes and results of particu-
lar psychosocial and mental health programmes. Most 
of them refer to the experiences and lessons learned in
specific programmes in different regions of the world
and with a variety of target populations. Other, more
general contributions describe the (im) possibilities of 
diagnostics, assessments, cultural obstacles and oppor-
tunities, research possibilities and results, the suitabil-
ity of various kinds of interventions, etc.

Studies and reports on the treatment of refugees and 
asylum seekers in western countries are also relevant.
They can educate on the nature of the problems and
the characteristics and opportunities of treatments and 
support. However, the nature of psychosocial prob-
lems in these populations cannot be applied as blue
prints for interventions in and support of populations
outside the western world. Comparisons between
these groups are only valid to a limited extent. 
Subsequently, over the years many guidelines and 
manuals on (training) psychosocial and mental health
care have been developed. They contain the lessons 
learned and past and present states of the art in this
field of international humanitarian assistance.

Most of the studies and reports deal with one or more
specific programmes or challenges. Sustainability is 
rarely explicitly included in the analyses. However,
descriptions, evaluations and scrutiny of implementa-
tions and its results, allow opportunities for identifica-
tion of factors that may either contribute or hinder 
processes toward sustainability. These findings from 
the literature were one of the fundaments of the choice
of the visited projects and the enquiries of programme 
staff, fieldworkers, trainees and primary beneficiaries.
A selection of basic relevant literature and studies has
been added to this manual for further and more
detailed reading.

1 By the turn of the millennium, the conflict in East Timor, between Muslims and Christians, escalated violently. This resulted in a chaotic 

run of large numbers of psychosocial initiatives from abroad. After a brief period of approximately two years, only a handful of projects were

still going on. The surveyors found the quality of services and policies generally flawed.

Laughry, M. & Kostelny, K. (2002). Mapping psychosocial interventions in East Timor.
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Projects

An important element of this study was the visit of 
projects that, according to evaluations and informants 
have proven to be, or to become, quite sustainable. 
Eleven projects, programmes or organisations have
been selected 2. The quality of both trainings and
provisions, herein, was imperative. Because of the
small number of projects visited, they can by no
means be representative for the entire field. Nor are 
they necessarily the best examples. Next to the quality
of each projects activities and assumed sustainability,
there have been some other selection criteria: 

regular psychosocial or mental health care provi-
sions, such as the dissemination of expertise and
the nature of interventions;

training of schoolteachers, services in refugee or
IDP camps or settlements, disrupted communi-
ties, etc., was similarly important. For this com-
parison two, in this respect, comparable projects
in dissimilar regions and circumstances were cho-
sen, and

-
tures, was a leading principle in the selection of 
projects.

The main objective of this part of the study was the
indications they could give about both opportunities 
and obstacles to becoming sufficiently high quality 
and sustainable programmes. From the results of the
visits on location, generalised conclusions with regards
to these indicators have been formulated. These con-
clusions have been compared to findings in the litera-
ture. 

The reading of information on the projects in ques-
tions, and the interviews with relevant representatives
from within and outside the projects, were instru-
ments to attain this information. Questions have been
prepared prior to the interviews, but where for a large
part free floating. Standardised questionnaires to allow 
for comparisons have not been developed as a conse-
quence of the great variety of projects, regions, goals,
planning and, of course, the divergent positions and
tasks of the interviewees. Depending on the nature 
and characteristics of each project, these representa-
tives were project leaders, and managers, trainers,
trainees, fieldworkers, primary beneficiaries and, 

when appropriate and possible, key persons and
authorities from within the community. Depending on
the interviewee in question, the interviews covered
various relevant items, such as the nature and condi-
tion of the target populations, evaluation of the appro-
priateness of both trainings and interventions, rela-
tions with external relevant organisations, collabora-
tion, possible spin-off, policy and strategies with
respect to sustainability, and so on.

Target audience

This study and its conclusions are meant for all agen-
cies involved in humanitarian assistance, in particular 
in mental health care and psychosocial support. Like 
the IASC Guidelines, they are not limited to individu-
al organisations or projects. The quest for sustainable 
care and support entails collaboration among diver-
gent humanitarian agents. This does not only mean a 
fine-tuning and working together with other mental 
health care or psychosocial projects or programmes, 
educational systems, governments, but also with
organisations that provide or facilitate, food, shelter, 
medical care, water, education, income generation,
management, etc. 

The study is particularly targeted to the workers and
managements of (implementing) NGOs, whether 
local or international, to various relevant branches of 
the United Nations and other supranational organisa-
tions, governments and to donor organisations that 
are directly or indirectly involved with the psycho-
logical and social wellbeing of the many millions of 
people in distress in (post) conflict or disaster regions.

Overview of the study

The first chapter of this report concerns the nature
and practice of present mental health care and psycho-
social support. This is, after all, next to sustainability 
the topic of this study. Its contents are general of char-
acter, but lean as far as possible on current overall
consensus and best practice. For some of the targeted
audience the chapter can give some insight in motiva-
tions, considerations, dilemma’s and do’s and don’ts
of this particular kind of humanitarian assistance. In
the list of references that concludes this report, readers 
will find a selection of books and articles that deal
with the various subjects in much greater detail. The 
same counts for the following chapters as well.

2 The projects included are mentioned in the acknowledgements of this report.
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This chapter begins with contemplating why govern-
ments and organisations embark on psychosocial and 
mental health care. It further illustrates the conditions
under which target populations survive and describes 
the nature of, and what is known about the effects of 
atrocities on their physical and mental integrity. Other
paragraphs of the chapter deal with common practices 
and dilemmas of mental health care and of psychoso-
cial support. Relevant items such as possible interven-
tions of both mental health care and psychosocial 
support, and cultural discrepancies and challenges
conclude this chapter.

The second chapter deals with one of the main instru-
ments of promoting sustainable services to primary 
beneficiaries: training. Training, included the training 
of trainers (ToT), is one important means of capacity 
building in affected regions and countries. It’s a mani-
festation of the common axiom to help people help them-
selves. To give some indications of what, who and how,
according to present best practice, training should
mean, this chapter deals with various relevant issues. 
Such items are: the importance of preceding and con-
tinuous assessments, both on the needs of the target 
population, the progress of the trainees, and the 
appropriateness of trained interventions, of avoiding 
top-down or single training, of care for caregivers, 
supervision, and cultural sensitivity and suitability.

The chapter further offers a brief, but to the point 
overview of lessons learned in the past and of differing 
standpoints amongst colleagues with respect to mental
health and psychosocial care in general and on com-
mon practices of training in particular. A reflection of 
the current debate concerning counselling also finds a 
place in this chapter. The chapter further deals with
the pursuit for experimental and scientific (evidence 
based) fundaments of trained contents and interven-
tions. A paragraph on the training of trainers ends the
chapter.

Where the first two chapters mainly address the sub-
ject matter of sustainability of effect, the third chapter
concerns the just as important sustainability of effort.
The development and consolidation of local NGOs,
or the support of community based organisations is 
instrumental herein. Although not all projects or pro-
grammes in the field under scrutiny are necessarily 
supported or initiated by local organisations, many
do. In fact, a policy of the international community to
assist in the establishment of local NGOs, community
based organisations, health care facilities, or even gov-
ernments, is an important step towards sustainable 

mental health care and psychosocial support. In prac-
tice, however, local organisations in most cases do not 
survive the initial funding period(s). This chapter
stresses the importance of aspiring and supporting 
local organisations to improve their functioning and
continuation. However, in contrast to self-organisa-
tions in the West, their own governments will rarely
support self organisations in low income countries.
Self-reliance therefore depends largely on financial 
and initially also organisational support from abroad.

Becoming an independent and well functioning NGO
is not easily accomplished. Community based organi-
sations, and young NGOs, await a multitude of chal-
lenges and tasks. They concern a workable organisa-
tional structure; recruiting, training, supervision and
taking care of personnel; communicate with third par-
ties, networking, assessing, fundraising, evaluating,
administrating, planning, adapting, and so on. This
chapter summarises these tasks, and stresses the 
importance of assisting local organisations and NGOs
to develop into sufficiently functioning institutions, as 
an important pathway to more or less sustainable care 
and support. 

Chapter four deals with donor organisations, by 
which, where applicable, also international imple-
menting or host organisations are positioned. Donor
organisations play a significant role in the sustainabil-
ity of both the effects and the efforts of local care and
support. This chapter describes and aspires to analyse
the position in the field of donor organisations. 
Although donors and local organisations share a com-
mon objective, their interests do not always follow 
parallel lines. Combined with some uncertainty and 
lack of experience in this relatively new branch of 
humanitarian assistance, such divergent concerns may
cause strain in the relation between the fieldwork and
their facilitators. This innate tension may lead to a 
constructive development of both expertise and good 
practice, but it may also become an impediment.

In order to explicate the main causes and mechanisms 
of these tensions, the position of donor organisations
and their ranks and files are described. These ranks
and files may be governments with their own political 
agenda’s, business corporations, private donations, 
(state) lotteries, or any combination of these. Just like 
local implementing organisations, donor organisations 
are accountable for their expenditure. An exception
herein may well be the charity of churches. Their 
funding is not earmarked for particular ventures and
it is not necessarily limited in time. Other relevant 
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topics in this chapter are the facilitation and financing 
of good quality evaluations, research, cost efficiency
and exit strategies. 

Chapter five contains the conclusions of this study
with respect to the endeavours to enhance sustainable
care and support. Some of these conclusions may
seem obvious, clichés maybe, in the sense that many 
people in and outside the field could foresee them.
However, putting the conclusions in a context of 
political, economic, educational, scientific, managerial 
and socio-cultural perspectives, as is the intention of 
this chapter, may well explain why in practice these 
‘clichés’ are so rarely followed through. Therefore, the
conclusions are presented in a narrative way. This 
makes it possible to illustrate the complexity and inter-
relatedness of various relevant topics. The conclu-
sions are necessarily general in nature, and will have
to be translated and adapted to each particular ven-
ture. 

To attain a broader effort to enhance the sustainability 
of mental health care and psychosocial support, by
and large a change of outlook, policy and mentality of 
all agents active in the field of humanitarian assistance
may well be required. Despite the many attempts to
improve mental and psychosocial problems in great 
numbers of people, closer scrutiny reveals that only a 
very small proportion of care and support outlast their 
initial funding periods. An awareness of possibilities 
and obstacles as presented in this report may be a 
vehicle in the development of more sustainable mental 
health care and psychosocial support, in both its 
effects and efforts.
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Modern day conflicts and wars, unfortunately, are
frequent. Disasters, due to natures’ whimsies, like 
floods and earthquakes are equally common. In com-
bination with current social and political misgovern-
ment, corruption, inadequate policies, climate chang-
es, pollution, erosion, often the most urgent in the
poorest regions in the world, people suffer from fam-
ines, crop failures, infectious diseases, displacement, 
poverty, hopelessness, violence and so on. 

Traditional humanitarian aid has tried to tackle some 
of the causes and ill effects of human suffering as a 
consequence of such adversities. And lately, especially 
since the mid-nineties of the past century, psychosocial
support and mental health care projects have been
launched to alleviate the mental suffering of the
affected population. But from the beginning the doc-
trine of humanitarian aid has been under debate. This 
dispute by far exceeded the issue whether humanitar-
ian assistance should be given at all, or how much 
money and effort should be spent on it. The argumen-
tation especially concerns the creation of dependency, 
its morality, half-heartedness, efficiency, effectiveness, 
its quantity, strategy and direction in both theory and 
practice. The axiom of all humanitarian aid was to do 
‘good’, whatever that may mean, and ‘do no harm’. In 
practice, however, erroneous projects, a lack of effi-
ciency, of discernable effects and of appropriateness, 
or even paradoxical effects has been recognized in
many instances. This debate also touches on the prin-
ciples of mental health and psychosocial care. 

This report concerns first of all the opportunities of 
supporting the build of good enough quality and sus-
tainable mental health care and psychosocial support 
in affected regions and countries. A review of the
many disputes concerning the nature and course of 
humanitarian assistance in general is not relevant here. 
Hence, although in this report the question of how to iso
the main issue, the topic of why we should at all, is also y
of significance to the subject matter of this report and
its conclusions. In the various paragraphs of this chap-
ter possible answers to this question will be explored,
as it relates to many different topics of this chapter.

In the introduction of this report a broad brush dis-
tinction has been made between psychosocial support 
and mental health care, where mental health care
refers to people with pre-existing or reactive psychiat-
ric or related disorders, and psychosocial support sig-
nifies support and care for lighter nonpathological
reactions and prevention of adverse psychological or
behavioural reactions. Both of them are targeted on 
individual and communal levels. In reality, as has 
been explained in the introduction, there is an over-
lap.3  This may well be a reason why many organisa-
tions apply their own definitions for mental health
care and psychosocial support. This overlap and it’s
meaning for projects or programmes, will be further 
illustrated below
In this chapter, in line with the IASC Guidelines, also the
meaning and dilemmas of both psychosocial support 
and mental health care will be further examined in 
various paragraphs. Relevant items, next to the defini-
tion and nature of current mental health care and 
psychosocial support, are the meaning of culture ver-
sus the individual with regard to mental health care 
and psychosocial support, possible strategies and inter-
ventions, the meaning and importance of empower-
ment and capacity building, and working with and
within already existing or emerging (grassroots) sup-
port structures. This chapter, however, will begin with
a narration and consideration of the very people it is
all about. Many of the reasons why we should indeed 
bother at all with psychological and psychosocial sup-
port will be addressed in this paragraph.

Beneficiaries

Many books and papers on the subject of mental
health care and psychosocial support in (post) conflict 
regions, and especially project proposals begin with a 
portrayal of the predicament of any specific target 
population. This is not only done to inform or con-
vince third parties of the necessity of support, but also
to remind others and ourselves of who are the main 
actors, the principle subjects and agents in the under-
taking of mental health care and psychosocial support 
in (post) conflict areas.

Chapter 1

Psychosocial support and
mental health care

3 To acknowledge this overlap in practice, the IASC Guidelines apply the composite term of ‘mental health care and psychosocial support’.s
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Lack of mental health is the result of the interplay of 
constitutional, individual and group life experiences,
social interaction, societal and political structures and
resources and cultural particularities (Lahtinen, et al., 
1999).  Loss characterises the predicament of large
groups of violated and uprooted people. This does not 
only refer to the loss of livelihood, shelter, education, 
health and income, but also of family members,
friends and social cohesion. Moreover, there is also
loss of dignity, trust and safety; of a positive self-image 
and of a perspective of a future (Aarts, 2000). As a 
consequence of eruptions of violence or disaster, the 
pre-existing social fabric is often torn. Inter-human 
relations are disrupted, which otherwise could provide
mutual support. The losses further impede the poten-
tial to restore a mental equilibrium following and dur-
ing shocking or stressful experiences. And in many 
cases there is an ongoing threat to the lives and wellbe-
ing.

The problems of the affected population are manifold.
And so are the causes of their suffering. National and
international politics, corruption, the unfairness of the
world trades, poverty, lack of basic public health and 
education, social and economic disintegration, etc. 
play a role in the sources of the hardship. It concerns 
not only the deficiency of the bare necessities of live
and livelihood, but also the violation of human rights.
The complexities of the causes of human suffering 
also play a role in the challenges of effective humani-
tarian aid; mental health care and psychosocial sup-
port included. Many of these factors are beyond the
control of willing governments and humanitarian 
organisations. Despite the fact that the world’s imper-
fections can not be easily overcome, on a smaller scale 
help for individuals, groups of individuals and com-
munities, appears feasible, and worth our while.

There are many millions of refugees and internally
displaced people in the world. The exact figures, pres-
ently estimated at some 35 million, do not really mat-
ter. They change all the time as a consequence of the 
precariousness of political and military circumstances, 
and the incidences of violent outbursts. However, it is
important to acknowledge that the burden of hosting 
refugees and IDPs is taken on by poorest and most 
unstable countries in the world, whereas the richer
countries keep their borders as closed as they can; that 
is: as closed as is more or less acceptable to their own 
inhabitants (voters) and to the international communi-
ties. The hosting of great numbers of refugees, how-
ever, is a true burden to low income countries. One of 
the reasons is that refugees often have to live amidst an 

indigenous populace that also suffers from repression, 
shortages and violent outbursts. Often serious tensions 
develop between refugees and natives that threaten
stability even further and drain available resources. It 
frequently occurs that international aid is given to the 
refugees (food, shelter, drinking water, medical care) 
while the indigenous people are excluded of such sup-
port. Of course, this too does not improve the relation
between the two groups. 

The above is only one of many examples where inter-
national policies and strategies prove counterproduc-
tive in the quest for stable and resourceful communi-
ties. This counter productivity is usually not deliber-
ate or intentional. However, it illustrates the necessity 
of careful consideration, collaboration and fine-tuning 
between relevant agencies and sectors that the IASC 
Guidelines and others so fiercely advocate. It requiress
multidisciplinary approaches, the involvement and
collaboration of relevant agencies and institutions and
a willingness to respond to atrocities in a durable way
and to remember lessons learned, and not only a short-r
lived or half-hearted answer to a western publics’
outcry as a reaction to what they see and read in the 
media, until that outcry withers or is redirected to yet 
another atrocity or disaster elsewhere.

For the people it concerns - the primary beneficiaries 
of humanitarian aid - long term exposure to the viola-
tion of their rights, is a fierce attack on their physical 
and mental integrity. It may well have a negative
impact on their ability to cope, on their behaviour and
functionality. Loss is a word that signifies their present 
condition and challenges. This does not only mean
the loss of their homes, incomes, status, of family
members and friends, of health or social cohesion, but 
also of trust, hope, dignity, safety, control, independ-
ence, direction and self-esteem.

In the first years of psychosocial support emphasis
was laid on adverse or pathological individual reac-
tions. Especially Posttraumatic Stress Disorder
(PTSD), then a newly defined diagnostic classification 
in the west, was expected to be the prevalent reaction.
However, field experience and epidemiological studies
revealed that, fortunately, the majority of exposed
people appear to be quite resilient (for an overview see 
De Jong, 2002). However, severe and prolonged stress
and trauma can be overwhelming and cause a large
number of maladaptive psychological reactions,
including behavioural responses. The prevalence of 
lifetime PTSD in various methodologically compara-
ble studies proved highly variable. It ranged from 
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around three to fifty percent, depending on the sever-
ity of the stressors, the region, and the presence or
absence of specific risk or protective factors (see later
in this chapter). The prevalence of depression exceeds
these figures; the percentages vary between fifteen and
seventy.

Like in the west, PTSD in (post) conflict regions is
rarely an isolated disorder. Co-morbidity with for
instance depression, other anxiety disorders, sub-
stance abuse and personality disorders often coincide 
(Hobfoll et al. 2007). In many instances, PTSD is not 
present at all or does not meet cut-off scores, while
other pathological reactions, such as the abovemen-
tioned, are present. On the other hand, PTSD can be
a co-morbid disorder of, for instance, major depres-
sion. On a more phenomenological level, hope and
helplessness, guilt feelings, shame, changes in the per-
ception of the surrounding world or of cognitions, and
affect deregulations can be discerned. Like the patho-
logical reactions, they have an influence on the indi-
vidual’s wellbeing and on their relations and function-
ing with and amongst others; family or community.
People can feel estranged and isolated, withdrawn in 
themselves. It may interfere with parenting capacities,
thereby depriving their children of good enough care,
love and protection. 

Individual reactions to stressors and trauma may
influence the community. Many share much of the 
hassles and experiences, and it may well impair the 
communal capacities to cope with past and present 
stress and damage the social fabric. Both individual 
and group psychological or behavioural reactions to
atrocities and trauma are varied. They are by and
large determined by cultural characteristics, like cus-
toms, idiosyncrasies and common beliefs; by personal
predispositions and by factual circumstances, such as
the availability and common lenience of substance
abuse. It is the complexity of all these circumstances 
and maladaptive reactions that need to be addressed 
in current mental health care and psychosocial sup-
port.

Humanitarian assistance is aimed at people who have 
faced, and still face, often extreme predicaments.
Threats to their physical health as a consequence of 
starvation, torture, (sexual) abuse, mutilation, infec-
tious diseases and maltreatment, also threaten their 
psychological integrity, their strength and coping 
capabilities.
Their experiences include the witnessing of cruelties,
or murder of their loved-ones, combat, deficient nutri-

tion, loss of shelter and livelihood, the disruption of 
social networks and family ties, living in a unfamiliar
or hostile environment, and so on. Children are espec-
ially vulnerable. Not only do they face the same has-
sles as the grown-ups, but they are also often deprived 
of proper education; of a better future. Their strength 
is not matured, nor are their cognitive faculties and 
moral judgments. Their coping capacities are strongly
dependent on the coping or lack thereof of their care-
givers.

Women too, are an acknowledged vulnerable group. 
Apart from the ordeals mentioned above, they have to 
face the threat or reality of sexual violence. In times of 
adversity the incidence of domestic violence and sex-
ual violations tends to increase. Often the women are 
left as the sole parent of their children and the only
person to do the chores, work on the land and to pro-
vide food or money. Husbands may be missing,
engaged in combat, or they are idle or drunk. In many
parts of the world the position of women is tradition-
ally precarious, they are generally often considered as
providers of sex and other services for males. Their 
own will and wishes, will only be honoured if they
don’t go against those of the males and the commu-
nity. Obedience, virginity, chastity, fertility and servil-
ity are highly regarded female ‘values’. The punish-
ment for not being able to live up to these standards
can be harsh. It does not matter whether the woman
or girl had any choice in disregarding the ‘rules’.

In the eyes of present humanitarian assistance the popu-
lation clearly suffers from the hardships and cruelties of 
contemporary warfare, violence and oppression. The 
consequences may be long and short term and varied. 
These experiences, however, are not unrelated or apart 
from people’s pasts, even in a multi-generational sense
of the word. In earlier days too, life never was a rose
garden. Historically similar experiences, including the 
more contemporary individual biographies, play a role 
that may well be of equal importance to communal and
personal reactions, positive and negative, in more
recent psychological and physical stresses.  Psychosocial
workers, whether expatriate or local, should be aware 
that rape, premature death, grief, hunger, pain and ill-
ness, cruelty, repression, group pressure, discrimination 
and abuse, but also inner strength, resourcefulness, cop-
ing, compassion, laughter, joy and love are part of times
gone by as well.
An awareness and understanding of the association of 
previous and recent experiences, makes it easier for
mental health care and psychosocial workers to assess
the impact of specific cultural phenomena, and of both
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communal and individual psychological reactions to 
fear, stress and trauma. It may well help to connect 
mental health care and psychosocial support to (pre) 
existing resilience, coping strategies, communal sup-
port systems, beliefs and customs. This wealth of 
earlier experiences and capacities can not be under-
stood apart from the current reactions to adversities. 
With respect to sufficiently high quality and sustain-
able mental health and psychosocial care, this under-
standing is vital.

The rationale of mental health care
and psychosocial support 

There are compelling motives to improve the mental
health and wellbeing of large proportions of the world
population. While confronted with the sometimes
intense suffering, in conditions of a seemingly never-
ending lack of even the barest necessities of life, emo-
tional responses are quite common. Empathy for oth-
ers and a sense of commitment and responsibility,
cause people do their bit or support those who do. 
These emotions, however ethically valid, are not the 
only motivation to try and soften the suffering of mil-
lions. One of the costs of the mental consequences of 
violence, disasters, extreme poverty and repression, is 
the loss of human resources. This loss causes consid-
erable economic depletion. According to the World 
Bank and the WHO currently some estimated 15% of 
the total Global Burden of Disease4  is caused by 
neuropsychiatric or psychological disorders (Murray 
and Lopez, 1996).  In low and middle income coun-
tries this percentage is considerably higher than in
high income countries (De Jong, 2002). Especially in
times of adversity as a consequence of violence, the 
disruption of communities, mass migration, climate 
changes, economic crises and the combination of 
these, as it is often the case in the poorer regions of the 
world, this loss of human resources obstructs recov-
ery, adaptation, development and innovation.

Another reason to take on the challenge of psychoso-
cial support and mental health care is the growth of an
emerging awareness of human rights and illegitimacy
of its violations. This awareness may well facilitate a 
gradual development or transition into more civic 
societies and promote the participation in public life.
Furthermore, psychosocial support underscores the
importance of education and economic participation
in its programmes. This will also facilitate the broader
involvement in or stabilisation of political and civil
life, and the emergence of a more general respect of 
universal human rights.

The rationale of humanitarian aid, mental health care 
and psychosocial support included can de summarised
as follows:

distress of affected communities and populations 
and to divide the burden of adversity more even-
ly, as currently the bulk of this burden rests on the
shoulders of the poorest regions of the world.

the loss of human capacity as a consequence of 
attacks on people’s physical and psychological
integrity and coping capacities.

building of a population may well stimulate social,
civic and political commitment and participation.

Mental health care

The care and, if possible, cure of mental disorders in
low income countries is profoundly hindered by a 
general lack of adequate medical provisions in prima-
ry, secondary and public health care. Furthermore, the
financing and health insurance in many instances is
highly insufficient. The existing infrastructures are 
often insufficient, badly equipped, or shattered. In
many so-called third world countries, the majority of 
the population is totally dependent on foreign, i.e. 
humanitarian medical aid and supplies. Medication is 
expensive, of poor quality or scantily distributed. 
Proper administration and follow-up of drugs can be 
flawed. 

Mental health care provisions often are even worse 
than the care for physical ailments. In many countries 
the number of psychiatrists can be counted on the 
fingers of only one hand. If they are there, they usu-
ally reside in the richer urban regions. In times of 
prolonged instability, shortages, oppression and vio-
lence, the higher educated parts of a society may take 
the opportunity to flee the country. This so-called 
brain drain can be devastating for present and future
prospects. Mental health care, however, was and still 
is often neglected; the mentally ill and disabled being 
ignored, deprived of care, or shielded away from the 
community. At its best, mental disorders are addressed
by traditional healers.

Many ‘common’ mental disorders are present, such as 
retardation, psychoses, affective and anxiety disord-
ers, dementia, etc.; their causes often, less or more, 
part nature, part nurture. And, of course, there is the
intertwinement of physical illness with mental com-

4 The Global Burden of Disease is an instrument that measures the health status of any given population.
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plaints, such as posttraumatic reactions after physical
trauma or psychosomatic and somatoform phenome-
na. The astonishingly high prevalence of epilepsy, for
instance, in many poor countries, appears to correlate 
with long term deficiencies of essential nutrients, espe-
cially during childhood. However, the occurrences of 
disabling depression, anxiety, posttraumatic com-
plaints, prolonged grief or psychoses can be signifi-
cantly increased by living under extreme and long 
lasting duress. As has been mentioned in the introduc-
tion, it has been estimated that almost half of the loss 
of human resources, is rooted in psychological prob-
lems. Yet, it must be stated that the incidence of stress-
ors and psychological reactions may vary widely,
depending on the region or ethnic background.

With the given high rates of disabling mental and
neurological disorders and the current huge deficien-
cies of sufficient public and mental health care, strate-
gies to at least alleviate some of the needs in a poten-
tially durable way have been developed over time. 
However, in order to succeed to some extent, it 
requires an interdisciplinary and inter-agency 
approach. A present promising approach is psycho-
education. With respect to mental disease this means
the enlightenment of families who take care of men-
tally ill or retarded kin. A comprehensible explanation
of the causes of any particular disease is often neces-
sary, because in many deprived communities the ideas
about the nature and causes of mental disorders can 
be quite peculiar and based on superstitions. Feelings
of shame, guilt or aggression and ignorance of caregiv-
ers often cause additional suffering in patients and in 
families.

Furthermore, education about possible treatment or 
approaches, and pointing out the possible potentials of 
handicapped or diseased people may well lead to more 
adequate and humane conduct. It is not only the obvi-
ous mental disorders, such as psychoses, neurological 
afflictions and retardation that are often misinterpret-
ed by others. Also depression, behavioural problems, 
posttraumatic phenomena and prolonged grief are
often not understood in their nature, and courses.
Adequate handling of those affected, therefore, can be
mostly absent within the family, the schools and in
communities at large. 

Next to psycho-education of the population, the 
instruction of the local medical professions is another
probable promising practise. Often initially supported
by western mental experts such as psychiatrists, neu-
rologists or psychologists, local medical doctors and 

nurses are trained to understand predisposed and 
reactive mental disorders. These trainings include 
diagnostics, treatments, and the biological and psycho-
social components and consequences. In the absence 
of ample clinics and relevant medical specialists, the 
local nursing staffs are often targeted for training.
They are acquainted with the local conditions, with
vulnerable groups within, and with local thought,
customs and traditions. In addition, coming from the
same community, they are often trusted by the popu-
lation. Next to their work in the clinic or field offices,
they are encouraged to perform out-reach tasks in the 
communities. They often carry out psycho-education
on behalf of the target population and support the
care for the mentally diseased.

The training, involvement and commitment of local
key persons in the community are one very important 
pillar in the pursuit of sustainable mental health care 
in (post) conflict areas. Next to nurses, also midwives,
traditional healers and community leaders can be
educated to help alleviate the suffering of the mentally 
ill and their family members, and to respond to it with
compassion, care and support. They can be informed 
about behavioural misconduct, substance abuse, and
domestic violence – also the domain of psychosocial
care - and learn to prevent or react to it in a construc-
tive manner. The training contents and the psycho-
education can be valued and adjusted by local caregiv-
ers over time and according to the circumstances, 
needs and cultural characteristics. The chances of 
becoming locally accepted and durable will enhance 
when these interventions become more fitted in local 
particularities. The typical further advantages and 
obstacles of this policy will be elaborated in following 
chapters of this report.

Part of the policy to allow for the development of 
sustainable mental health care is the promotion of 
human rights. An awareness of the universal rights of 
men, women and children, empowers a population
and has the potential to make them more prepared to 
withstand breaches of these rights. It may also serve as
a (re) development of moral standards. Local and 
national governments should, if possible, not be 
excluded from the education concerning human 
rights. Encouragement of adequate mental health care 
can also be directed at governments. Yet another mea-
sure to promote the sustainability of mental health 
care services and psychosocial support is the involve-
ment of the local (educational) care infrastructures. 
The basic principles of mental health care, including 
psychosocial support, could be added to the curricula 
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of medical schools and other relevant academic or 
vocational training schools and institutes (see action 
sheet 6.1 of the IASC Guidelines).s

As has been stated in the previous paragraph, in many
low income countries, there is an accumulation of 
adverse influences on both people’s physical and men-
tal integrity. The causes may be (contagious) infec-
tious diseases such as malaria and HIV/Aids; they
may be caused by prolonged malnourishment, per-
sonal predisposition, and by combat exposure, tor-
ture, abuse, living under crowded conditions, loss of 
family members, and so on. In most of the mental
disorders or diseases the possible causes cannot be
discerned, they interrelate and are known to poten-
tially exacerbate the complaints. This may well be a 
reason why in reality mental health care and psycho-
social care do overlap. For instance, where in children 
or adolescents behavioural problems and develop-
mental disturbances exist, next to other interventions 
the reunion of these children with their parents or 
families, may well improve their condition. Indeed, in
practice mental health care and psychosocial support 
need to coexist.

Psychosocial support

In times of violent outbursts, disaster, starvation, or
mass displacement, the pre existing social fabric or
even the sheer survival of communities are threat-
ened. Current psychosocial care seeks a restoration of 
some social coherence and mutual trust. Psycho-
education, the promotion of human rights, empower-
ment and self-organisation are important means. On a 
more individual or group basis psychosocial care pro-
vides basic counselling techniques and other kinds of 
interventions. The IASC Guidelines (pages 2 and 3) s
distinguish between problems that are more social and
more psychological in nature. Poverty, oppression, 
discrimination and such, belong to the realm of social
problems, whereas depression, prolonged grief,
PTSD, or substance abuse are more psychological. In 
reality the two very often overlap. In practice, there-
fore, psychosocial support addresses both kinds of 
problems in relation to each other. It is a matter of 
course that psychosocial measures meet the needs, 
and fit the culture(s). The main characteristics of psy-
chosocial interventions will be described in the next 
paragraph of this chapter.

Prevention of dysfunctional mental conditions is one
of the main components of psychosocial care. 
Preventive measures are targeted on both social and

the more individual psychological levels: the promo-
tion of the wellbeing of the community and the indi-
vidual are its objective. Behavioural problems, delin-
quency, affective disorders, apathy, loss of (self) inter-
est and dignity, substance abuse, learning problems 
and motivation, are a few of the problems that can
seriously harm a community, and cause considerable
distress in individuals. The motivation of such preven-
tion may be clear: it prevents additional human suffer-
ing, and reduces the enormity of socio-economic 
losses. 

In the introduction of the IASC Guidelines factors tos
help identify people at increased risks are summed up
(see also: De Jong 2002, 6, 7). It is a long list and it 
concerns:

or unmarried women and teenage girls;

men, who have lost their capability to provide for
their families, or young men at risk of detention, 
abduction or violence;

orphaned, abused, trafficked, recruited in gangs 
or armed forces, delinquent or in forced labour,
undernourished and under stimulated and under
educated.

family members or other care providers;

migrants;

stressful events or trauma;
-

ders or disabilities;
-

ed, prisoners or the elderly;
-

ables/dalit, prostitutes, retarded persons, rape vic-
tims;

e.g. political activists, religious, lingual or ethnic 
group.

Although an awareness of specific vulnerable groups 
of people is helpful in the direction and provision of 
care and support, it is important not further stigmatise 
and marginalise people as victims per se. Differences 
within and among each so-called risk group may be
profound. Furthermore, there may well be individual 
and social resourcefulness, resilience and problem
solving capacities.
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There are several realistic objections to naming the
affected populace victims, as was formerly quite com-
mon. The word underlines vulnerability and helpless-
ness, and denies people their capacity the cope and 
adept and (re) take control over their lives; it denies
them innate resilience. The word victim felt to many,
as if the people were not even partially masters of their
own lives and fate. Furthermore objections have been 
made against a previous focus on psychopathology, in
particular PTSD 5, disregarding the fact that it is a 
normal reaction to abnormal circumstances, and dis-
counting a more suitable psychosocial approach. The
present emphasis on resilience and empowerment 
among experts has evolved since. Although this 
emphasis should not lead us to close our eyes to suf-
fering and become blinded to adverse psychological
reactions; the problem people endure is not resilience,
but the lack or limitations thereof in face of extreme
hardship.

Next to the identification of the most common vulner-
able groups it is also helpful to be aware of so-called
protective factors. De Jong (2002: 7) lists them as fol-
lows:

nuclear or extended family;
-

ment and sharing;
-

eration;

rituals and ceremonies;

meaning and a perspective for the future;

It may be clear that many of the more external protec-
tive factors, such as the presence of supporting family
members, employment, income, a supportive social 
fabric, access to human rights organisation or health 
care facilities, recreation, inspiration and, for refugees
or IDPs living under less crammed conditions in
camps or settlements, are not commonly at hand, 
especially not in emergency settings. However, coping 
skills, intelligence, humour, constructive beliefs and
hope, may well be. In terms of psychosocial support, 
these human resources are the foundations on which
interventions are built. They are aimed at the rallying 
and mobilisation of these internal forces on which self-
esteem, dignity, compassion and initiative can grow.

An awareness and advocacy of universal human 
rights, including the rights of women and children, are
important in this empowerment of people.

The IASC Guidelines strongly recommend, where ever s
feasible, the combination of many relevant kinds of 
support to affected people such as basic safety, sani-
tary provisions, food, water, (mental) health care and 
psychosocial support, etc. (See the appendix: Example
1). The combination of these activities enforces the
potentials of each hitherto separate undertaking. The
opportunities of psychosocial support are clearly
enhanced in combination with vocational training,
income generating activities, micro credit and the
referral of people with more severe psychological
problems to mental health care providers, and vice
versa. Many of these non psychosocial or mental
health humanitarian initiatives are beyond the scope
of this report. In the next paragraph on interventions, 
however, it will be made clear how current psychoso-
cial support and mental health care are hooked in to 
other initiatives and indeed reinforce each other. The 
very principles of inter-agency community based pro-
grammes and the strengthening and guidance of 
human resources and coping skills, are part of the
distinctive features in humanitarian assistance that 
promote sustainability.

Interventions

Psychosocial support, as the word already shows, is 
directed at both social and psychological domains. In
practice the two are largely connected, and co-depen-
dent. The range of psychosocial support is quite
broad. It concerns psycho-education, empowerment,
encouragement and support of communal function-
ing, of mutual responsibility and compassion, of self-
initiative and self-help, of independence, individual
and group counselling6g , and so on. Just as the more
traditional kinds of humanitarian assistance psychoso-
cial support and mental health care are subject to
some basic principles, such as don’t harm, don’t stig-
matise or isolate. It also stipulates the maximisation of 
the participation of the target population (coverage);
the pertinence of interventions to the needs; a continu-
ous provision of support for as long as it is needed; the
effectiveness of the interventions; equal access for the
members of target groups (equity), and the support 
should strengthen and utilise the local capacity. 

Reality proves that these basic principles are by no
means always met. Causes of breaches of these prin-
ciples may be ignorance or inexperience of some

5 For more details and some elaboration of this issue: see chapter 2; p. 39-40.
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implementing organisations, private enterprises and 
donor organisations. Furthermore, there is a lack of 
collaboration or fine-tuning, and a set of personal 
goals, irrespective of the needs of the target population 
and of generally endorsed parameters for good prac-
tice. It may be clear that ignoring such guidelines and
principles seriously threaten the potential sustainabili-
ty of psychosocial support and mental health care.
Present day guidelines, such as those of the IASC, 
take the principles of best practice into account, and as
such they are crucial to the pursuit of high quality and
sustainable support and care.

In the remainder of this chapter, community based 
and psychological interventions will be further scruti-
nised in the light of the abovementioned basic princi-
ples and according to current best practice. The inher-
ent overlap of the more social, community based
interventions, and psychological support or mental
health care, will be clear. Issues of cultural peculiari-
ties, the importance of psycho-education and advoca-
cy, empowerment and the support of grass root 
organisations in this perspective, will also be addressed.

Community based interventions

As has been stated before, the fundamentals of com-
munity based interventions are to be found in the
potentials it generates towards empowerment, self-
support, and awareness and in the reduction or alle-
viation of suffering. The range of possible interven-
tions is quite broad, and each separate intervention
does by no means exclude others. In the contrary,
they are known to reinforce each other. To the realm
of community based interventions belongs psycho-
education. Psycho-education concerns various possi-
ble items and prospects that should in each region be 
adjusted according to the specific circumstances and 
needs. In practice, psycho-education addresses basic 
but attainable hygienic and preventive living stan-
dards, such as the consequences of substance abuse or
about the use of prophylactics to avoid sexually trans-
mittable and other infectious diseases. Items of causes
and consequences of (domestic) violence, sexual viola-
tions and rape may well be of relevance. 

Furthermore, psycho-education promotes the aware-
ness of the spectrum of adverse psychological reac-
tions to prolonged stress and traumatic experiences. It 
may help people understand their inner painful condi-

tion and its implications for their wellbeing and coping 
capacities. Knowing they are not alone in this; that it 
is a basically ‘normal’ reaction that can be expressed 
and shared, and that healing to some extent is possi-
ble. It potentially reduces shame, isolation, prolonged 
grief, guilt feelings, apathy, and negative behavioural
reactions or acting out. It may also decrease psychoso-
matic or somatoform complaints. This is one aspect 
where the preventive characteristics, with regards to 
mental health issues, of psychosocial support becomes
clear.

In communities, psycho-education may enhance
mutual understanding and support (See the appendix: 
Example 2). It facilitates the identification of vulnera-
ble groups or individuals in the community that may 
benefit from special care. Awareness raising, in a 
broader sense of the word, is yet another of its possi-
ble functions. And gradually, when activities of psy-
cho-education are made available to a community at 
large, by means of journal articles, leaflets, and broad-
casting, in susceptive individuals, key persons or 
institutions, a change of mentality, policies and con-
duct may grow. This ‘going public’ may also reach
more people in the target groups who might well ben-
efit from specific psychosocial interventions.

Psycho-education is usually part of other interventions
too, such as community dialogues or any other organ-
ised communal activity such as play-acting, drama, 
singing, and storytelling 7.  Such activities need not be 
dramatic or over-concentrated on problems; humour,
joy and sharing can be powerful ingredients to amelio-
rate feelings of hope, mutual commitment, coping 
abilities and overall wellbeing, thus empowerment. 
Community based activities can also be vocational
training, education, and income generating or leisure
activities. These too, give hope, perspective and build
self-esteem.  An inherent side-effect is that it gives 
people who share the same predicaments an opportu-
nity to talk to each other about their situation and 
feelings, without the sometimes too heavy burden of 
counselling.

In temporary settlements or in regions where infra-
structures are destroyed or malfunctioning, primary 
education for children can be organised. This will give 
them at least some opportunities and structure in their 
daily lives. It may especially be important to engage
adolescents in some structured activities and prefera-

6 Current theoretical and practical controversies concerning counselling are addressed in chapter 2, page 44-49.
7 In activities that are set up to involve and express, the participants and public are commonly given the opportunity to choose topics and

define problems themselves and come up with possible causes and solutions. Psychosocial or community workers, in a respectful manner, may

offer alternatives. This approach enhances both the commitment and effects.
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bly encourage them to take part in common activities 
in the community. Adolescents, especially boys, tend 
to isolate themselves from the community at-large and 
hang out in peer groups. They are then in danger of 
engaging in substance abuse, sexual violations, and 
other delinquent actions, which in the end is not only
an additional burden to the community, but also ham-
pers their own wellbeing, morality, and development 
into responsible and stable adults. The organisation of 
volunteer work for the community, such as building 
or restoring houses and sanitary facilities, will give 
them (self) respect, positive contact with peers and
ample things to do. And so does helping and support-
ing other people in the community.

Children and teenagers may fare well when they are 
invited to take part in organised leisure activities.
They can be sports, competitions, theatre, games,
painting, drawing, embroidery, and so on. The poten-
tial impact on their wellbeing and sense of belonging 
can hardly be overestimated. It may bring back joy,
laughter and self-confidence. Moreover, it lessens the 
burden on parents and caregivers.

In all community based activities it is important to
engage and commit the target groups, community
members and leaders as much as possible in the plan-
ning and implementation. They know their own 
needs and ways the best. Their involvement and com-
mitment is essential to mastering, initiative, empower-
ment and, thus, to more durable positive effects.

Psychological interventions

As has been described earlier in this chapter, some
persons suffer from psychological sequels that hinder
their capacity to cope and adapt. Those individuals, 
generally, may not benefit sufficiently from commu-
nity activities as explained above. Mood and anxiety
disorders, including posttraumatic symptoms, are the 
most prevailing psychological reactions. These ‘some’
individuals may, in particularly affected communities, 
count up to the majority of the community in ques-
tion. In the absence of even basic health care facilities,c
let alone mental health care, psychosocial support also
has to respond to the needs of persons that suffer from
a, to various extents, disabling set of complaints. The
ultimate aim is to improve their coping skills and well-
being and to empower them to participate in commu-
nal activities, vocational training, voluntarism, etc. 

The usual psychosocial interventions such as counsel-
ling, drama, dialogues, are insufficient measures to 

improve the situation of individuals with severe men-
tal afflictions. It is, therefore, part of current best 
practices to create, or to offer access to care for those
who suffer from serious mental or neurological condi-
tions. It is fitting to a multi-sectoral approach to con-
nect with existing care facilities or to train relevant 
personnel of such facilities to respond to the needs of 
those seriously in need. However, in reality, this can 
be quite impossible in regions that lack fairly all com-
mon public health care infrastructures. Sometimes
psychosocial workers are left no choice but to do their 
utmost under extremely difficult conditions.

As has been stated above, depression even major 
depression, more than PTSD, can be the most preva-
lent disorder that can be found in affected communi-
ties. For several reasons drugs as a treatment are not 
generally available. Practical causes, such as limited or
nonexistent availability, flawed distribution, expense, 
and difficulties with a proper understanding of its 
working, doses, side-effects and follow-up, may be the 
most common ones. Furthermore, special and suitable 
drugs for PTSD have not yet been developed. The 
normal drugs available for PTSD patients in the west 
are anti-depressant or, sometimes, anxiety reducing 
medication. However, benzodiazepines are counter-
indicated for the treatment of PTSD. There are even 
other reasons why drug treatments for these ailments
can be considered problematic in low income regions.
In the west, first choice treatments are a combination 
of psychoactive drugs and psychotherapy. The effec-
tiveness of anti-depressants in especially sub clinical
depression is presently questioned. Activation, partic-
ularly in the physical meaning of the word, seems to 
work just as well or even better: negative side-effects 
being absent.

Depression, in what ever form, is characterised by
inactivity, apathy, guilt feelings; whether rooted in real 
events or in neurotic reactions, ruminating, shame,
but may-be the most painful and damaging: despair-
ing hopelessness. Depression, as has been mentioned
before, is also a rather common co-morbid condition 
of PTSD. In the absence of adequate mental health
care facilities and infrastructures and medication, psy-
chologically oriented psychosocial support must 
address these conditions. Stimulation of physical,
mental, and social activity and restoring hope by 
empowerment may well be quite effective measures to 
reduce the suffering of these people. Sharing, verbalis-
ing and scrutinising emotions and cognitions may be
helpful in the reduction of symptoms. Well tried psy-
chosocial interventions are basic counselling tech-
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niques or nonverbal approaches. However, most 
interventions offer a mix of both verbal and nonverbal
components.

In psychologically oriented interventions, the expres-
sion and sharing of pain, suffering or especially bur-
densome memories are a chief beneficial or healing 
goal. This can be accomplished in either individual or 
group counselling sessions, and in creative expression 
such as narrative theatre8, drama, drawing, dancing,
and so on. However, individual preferences and 
choices need to be respected. Some individuals with-
stand and avoid any demand of reflection on their 
beliefs and emotions, based on their personal constitu-
tion and biography. Sometimes they are too young to 
benefit from counselling, although children and
younger adolescents may well profit from creative 
expression through, dance, drawing and play acting.
Other, less psychologically oriented psychosocial
interventions are also measures to reduce isolation, 
low self-esteem, apathy, and delinquency and improve 
commitment, hope and sense of a future worth living 
for, in adults and children alike.

In Western psychotherapeutic approaches, the verbal
component of the expression of emotions and reason-
ing is crucial. The availability of a willing and recep-
tive audience, however limited it sometimes may be, 
and a suitable vocabulary, are not so commonly pres-
ent in non-western cultures (see later in this para-
graph). Psychosocial supportive interventions need to
take this into account and adapt programmes and
services accordingly. Furthermore, there is a clear 
dynamic between social, psychological, physical cog-
nitive or spiritual facets of each individual. Offering a 
full package of psychosocial services, that cover these 
and other facets, are considered to be best suited.

Especially children and women are generally acknowl-
edged vulnerable groups. They usually lack either the
maturity and/or the position to choose for themselves,
and are generally dependent on the goodwill of oth-
ers; e.g. parents, care givers, husbands or male rela-
tives. Psychosocial or psychological support to these 
groups call for specific caution. First of all, it needs to
be understood that both women and children belong 
in their communities even when the conditions are not 
favourable for their present wellbeing. Treating them
regardless of their surroundings, relations and culture
may cause them harm. The isolation of such so-called
vulnerable groups from the community may well 
endanger their wellbeing and future opportunities

even further. Second, isolation of individuals or
groups of individuals may lead to stigmatisation.
Third, for interventions with women and children to 
be successful it may be necessary to try and change
the conduct and mentality of their kin or relations.
Psycho-education, community dialogues may be
important measures to achieve understanding and 
respect for specially wounded individuals. 

An important means to reach children in need of spe-
cial care or support is to work within schools or simi-
lar institutions, like orphanages and boarding schools. 
Bearing in mind the adage of humanitarian assistance
of helping people help themselves, school directors,
teachers, pedagogues, psychologists can be educated 
on the cognitive, behavioural and emotional conse-
quences of trauma and stress and about the ‘normal’
developmental stages of children and youngsters. The
can also learn to identify children or adolescents in
need of psychological support and to supply support 
(some basic counselling techniques) themselves. They 
can be made aware of the existence of psychosocial
programmes or mental health facilities in the vicinity,
organise outdoor leisure activities, stimulate the for-
mation of children’s or adolescent’s groups with simi-
lar interests, and so on. Schools, however, must be 
dealt with in many aspects. There is for instance little
use of bringing child-friendly counselling techniques 
to a school if the climate and common didactics are
predominantly restrictive, humiliating and punitive.
An overall approach is, therefore, recommendable.
The understanding of the fact that people are bio-
psycho-social entities, despite cultural particularities,
warrants a holistic and systemic approach. For the
psychosocial support or mental health care of children
this means that parents and caregivers of children will
need to be involved and supported in their care for 
and understanding of their children.

Issues of culture

In many instances, it is stipulated that interventions 
much fit the culture. Disregarding particular tradi-
tions, beliefs and customs will prove to be ineffective
and may even be harmful and tear a fragile social
fabric even more. This is not to say that cultural idio-
syncrasies are beyond criticism. It may well be cus-
tomary to kill daughters or wives when they violated, 
willingly or unwillingly, the families honour, and it 
may well be ‘normal’ to ostracise or punish raped or 
violated girls or women, or hurt young men in rituals, 
or mutilate a girls genitals: these conducts can be care-

8 Sliep, Y. & A. Meyer-Weitz (2003). Strengthening social fabric through narrative theatre. Intervention. International Journal of mental health,

psychosocial work and counselling in areas of armed conflict. 1:3: 45-56.
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fully addressed during psycho-education and aware-
ness raising of universal human rights. It would be 
highly unrealistic for implementing organisations to 
expect to be able to change these often deep-rooted
traditions and beliefs. However, they can be cau-
tiously challenged and opposed. 

Another issue that is related to local cultural phenom-
ena is religion. A shared belief system and related ritu-
als can hold together a community and be a basis of 
strength, hope and trust. Interfering with religious
beliefs of target populations is presently not under-
stood as part of humanitarian aid. It may be a wish or
even conviction of religiously inspired humanitarian
organisations that their own religion and beliefs will 
be helpful to any target population, evangelicalismy
within communities that hold other convictions is not 
considered good practice; its consequences may well 
be harmful to the often fragile communities that are
the recipients of our support. The same reasoning 
applies to strong political convictions in humanitarian
organisations. The ultimate aim of western support 
should be to allow people to follow their own, but 
informed, directions.

Expatriate humanitarian workers have to be aware
that, not only the target population, but they too are
ingrained in their own cultural idiosyncrasies. It may
seem obvious, but the conviction that western cultures 
set universal standards is sometimes deep-rooted. The 
awareness of the relativity of some of our beliefs 
stimulates a more respectful attitude towards other 
culturally determined convictions and behaviours and 
enhances the capacity for flexibility, tolerance and a 
perspective of relativity. For instance, teenage mothers
are seen as problematic in many western countries,
but they are experienced as ‘normal’ in many other
parts of the world, where girls tend to marry young 
and where an extended family normally shares the 
responsibility for babies and children. An advocacy to
prevent the marriage of sexually ripe youngsters or 
oppose sexual activities in teenagers at all may not be
understood and welcomed by the recipient communi-
ty. However, where human rights are violated by com-
mon practice and traditions, setting an example and
psycho-education may be the intervention of choice.

Community based psychosocial support has to take
specific culturally determined views and conduct into 
consideration. Working in an affected community
where hierarchy and segregation are innate, will have
to be done cautiously. Where community’s key per-
sons, elders, chiefs or healers, are left out or ignored,

tensions and opposition may emerge. Traditional sup-
port systems or healing practises may go underground
or sabotage the psychosocial programme. Ignoring the
cast system, as it is known in some Asian countries, 
too may demand specially organised and guided inter-
ventions (Jordans, et al. 2003).  Jordans c.s. (page 32) 
further state ‘the cultural gap (…), in terms of counsel-
ling skills and concepts, should not be exaggerated.
Basic communication skills and emotional support, 
though in different terminology, are not incompatible
with existing forms of interpersonal relationships and
problem management.’

The main difference between various cultures can be 
perceived as predominantly externalising emotions
(overt, aggressive, expansive) or internalising (guilt, 
grieve and shame). This may not only apply to nega-
tive emotions, but also to feelings of joy and happi-
ness. For example, some experts believe that in many
low and middle income countries, people are unwill-
ing to talk about shocking experiences, and that the
‘talking cure’ is a western creation, related to their 
typical culture of (religious) catharsis, penance and
confession. Although ‘wanting to forget the past’ are 
frequently expressed outside, but also inside the west-
ern world, as a means of coping, evidence indicates
that the expression and the sharing of distress is uni-
versally experienced as a relief. It is also functional in 
repairing or establishing social coherence and empow-
erment (De Jong, 2002: 38-39). In line with Jordans 
c.s., it can be asserted that these cultural differences 
too, do not necessarily hinder psychosocial interven-
tions. It may require some adaptations that can be 
guided by informants stemming from the communi-
ties. It must, however, be kept in mind that in each 
culture the individual differences can be enormous 
(See the appendix: Example 3). In psychosocial sup-
port and mental health care the psychosocial workers, 
and maybe especially foreign ones, have to be aware
that he or she is not facilitating help for a culture but e
for a multifaceted group of individuals.

Cultural practices can also be of help in attaining a 
specific set of goals of a support programme or proj-
ect. Traditional rituals, in particular cleansing rituals,
can be helpful with the improvement of the wellbeing 
of the beneficiaries. These rituals are perceived and
experienced by the recipients as a means to undo
negative effects of hatred, combat experiences, (sexu-
al) abuse, rape, etc. By means of cleansing rituals freed
child soldiers and ex sex-slave girls have become
acceptable again to their families and community. 
However, any uncritical embrace of traditional healing 
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practises or rituals by psychosocial workers is not 
recommended. Such practices can sometimes be  
harmful and contribute to the distress.

The (re) creation of a social fabric, the care for vulner-
able people and preventive support systems, especially
where it concerns ten of millions of people, living 
mostly under unimaginably harsh conditions in a 
great variety of regions world wide, is by no means an
easy task. Strategies to help people help themselves 
have been developed. Some of them still have to prove 
themselves. The dissemination of know-how in all its 
details and domains is crucial in this undertaking. 
Training, therefore, is the subject matter of the next 
chapter.
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Helping-people-help-themselves is the device of all 
current development aid. Hence, the same holds for
attempts to provide psychosocial and mental health 
care. Education and training of local (future) care giv-
ers are, therefore, at the very core of this modern kind 
of humanitarian support. The premise is mainstream 
and largely undisputed. But from this starting point,
many things cease to be simple or straightforward.
Despite the union, questions like how, what, where 
and when or who needs to be trained or educated,
long remained in the open. These issues have been 
and still are open to controversy, doubt, mistakes, 
apparent failures, and fortunately some successes as
well. Furthermore, these questions can only be prop-
erly addressed within the contexts of varying and
specific circumstances, values, beliefs, socio-economic 
opportunities, (pre) existing care systems or traditions, 
and last, not least, of the real needs of the primary
beneficiaries.

These topics, their contexts included, are the subject 
matter of this chapter. The quality of psychosocial and
mental health care programmes largely depends on
the answers. The sophistication and appropriateness 
of our responses may not be the only, but certainly are
crucial elements in the quest for sustainable care. Of l
course, the responses to these issues are not fixed;
over time they must and will be adapted and changed 
according to altering views, growing insights, and to
evident worse or best practices.

The chapter begins with an overview of the relatively
brief but intense experiences from the first decade. It 
concerns the training of local people to act as care
providers within their communities or to adjust the
available care to current demands. There have been
essential lessons learned from this recent past, such as 
community based approaches, and the (in) appropri-
ateness of mainstream classifications, and lessons yet 
to be learned. In order to underline that training local 
people is not a goal in itself, but that, ultimately, the
aim is to facilitate support and care for troubled and
vulnerable people, notice will be given to the necessity

of preceding assessments, including relevant issues 
such as cultural sensitivity.

Next, the topics of what, where, when, how and who
of training will be addressed.  The experimental or
scientific basis of various kinds of interventions, etc., 
finds a place within these paragraphs. The chapter
finishes with attention to the training of trainers 
(ToT), as a pathway to sustainability per se. It is a 
matter of course that all these issues merit much fur-
ther elaboration and deliberation than can be given in
this report. Therefore, as in the previous and next 
chapters, a list of references can be consulted for fur-
ther reading.

The Balkan wars: The ‘primordial
soup’ of psychosocial care

It were especially the wars in former Yugoslavia 
(1992-1995)9  that marked the beginning of a new
kind of humanitarian assistance, that soon came to be 
known as psychosocial support. Images and accounts 
of the wounding, raping and killing of innocent peo-
ple, of the nearly starved and tortured bodies of con-
centration camp inmates, and indications of so-called 
ethnic cleansing, shocked the world, in which hitherto
many people believed that there would never be an
‘Auschwitz’ again; at least not in a nearby country, 
with ‘white’ and ‘rather civilised’ inhabitants.

The Balkan wars coincided in time with an emerging 
professional interest in the effects of psychological 
traumatisation. In the third edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM III) of 1985,
published by the American Psychiatric Association, a 
new classification was published. The so called 
Posttraumatic Stress Disorder (PTSD), in the other-
wise strictly etiologically neutral DSM, referred to a 
number of complaints that might well be a conse-
quence of external shocking events (trauma).

The notion of posttraumatic misery itself, overlapped
with a recently grown awareness in some societies of 

Chapter 2

Training psychosocial support
and mental health care

9 In other parts of the world, such as in Rwanda and other African and Eastern countries were also initiatives to alleviate the mental suffering 

of the population. However, these projects did not provoke so much attention and commotion as it did in former Yugoslavia.
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the reality of violence, suppression, maltreatment and 
(sexual) abuse within the intimacy of human relations.
These items were previously and generally subject to 
public denial and professional negligence. Evidence of 
the potential of sometimes long lasting and severe 
psychological damage as a consequence of these phe-
nomena, was given in the DSM and the many clinical 
and epidemiological studies that emerged after its first 
publication.

Leaning on the experience of a relatively small num-
ber of therapists with the treatment of survivors of 
persecution of the Nazi’s during the second world war, 
the idea settled that ‘working through’ traumatic expe-
riences was the key to mastering posttraumatic symp-
toms. The guided exposure to individual traumatic 
memories, within a safe and supportive therapeutic 
environment, would facilitate this process of working 
through. This premise of exposure still is central to 
current mainstream treatment and theory. However,
PTSD and the practises of its treatment also inspired 
fierce scepticism and criticism from within and outside 
mental health professional circles.

Balkan reality and lessons learned

The situation in former Yugoslavia confronted mental
health experts with vast amounts refugees and survi-
vors, in the absence of readily available resources to
address their suffering. It immediately became appar-
ent that the multiple problems of the population could
only be attended to in a multidisciplinary way. But in
the early stages of giving support to people in the
urgent stress of violence and warfare on the one hand,
and the brief (by and large untested) experience with
the treatment of posttraumatic complaints, especially
in divergent cultures, on the other hand, errors were
made. However, the axiom to-help-people-help-them-
selves was immediately understood. Training local 
people was the focal point. The problem was what, 
how, who and to what purpose to train.

Notorious mistakes were, for instance, the so-called
‘flying in’ for a couple of days of mental health experts
who lectured about the psychological effects of trau-
matisation, mainly limited to PTSD, to a generally
layman audience. As for the support to the popula-
tion, they often had not much more at hand than the
‘talking cure’; after which they ‘flew out’ again. Yet 
another infamous example is the rapid development 
and testing of various questionnaires to assess post-
traumatic psychological complaints in relation to
actual traumatic experiences. Although these ques-

tionnaires could in potential lead to an important 
growth of knowledge and a useful assessment of the
condition and needs of a populace, this practise soon
became not only scientifically, but especially ethically
disputable. The main objection to handing out ques-
tionnaires to a suffering population consisted of the
likelihood of traumatising people again, without offer-
ing them any, or at least good enough, support.

Another area where much went wrong was the mutu-
al cooperation of NGOs, both foreign and local, and 
the fine-tuning of their activities. Despite the efforts of 
larger international NGOs, during and in the after-
math of the wars, it proved hard if not impossible to 
make collaboration and tuning a common practise.
This humanitarian field too, has the characteristics of 
a market economy, wherein competition may well 
cause a lack of openness to differing opinions and 
practises. Where NGOs need to fish in the same
ponds to obtain the necessary funding to finance their
organisation and activities, it is hard to imagine that 
this reluctance to combine their strength with compet-
ing organisations can be overcome by them. In the
chapters concerning local organisations and donor
organisations, this issue will be further scrutinised. For
it bears significant importance to the stimulation of 
sustainable psychosocial and mental health care in
(post) war regions.

A summary of the main ‘lessons learned’ is listed 
below. Many of them have since become best practise
within the field in question. They are the result of 
early insights and analyses and, of course, of trial and 
error. Quite a number of them will return and be 
elaborated in forthcoming paragraphs and chapters.

Community based care. Armed conflict and 
warfare may cause vast amounts of people to suf-
fer many kinds of hardship. In many instances
they also lose resources, materially and mentally
to help themselves sufficiently. Moreover, in many 
instances traditional and local care systems are 
disrupted, absent or not equipped to give psycho-
social or mental health care. The training of people
within communities (grassroots) to teach them to
understand and respond to psychosocial problems 
could facilitate the growth of resources to help-
people-help-themselves and build or restore rela-
tions of mutual responsibility and support.
Follow-up training. A one-time ‘fly in’ of trainers
with some theoretical and therapeutic baggage at 
hand concerning trauma, soon proved to be dys-
functional. There are several convincing reasons to 
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train local care givers more regularly and over an 
extended period of time. A relationship of mutual
trust and learning needs time to build; skills and 
attitude need to be exercised and evaluated; train-
ers need time to respond to what they themselves
learn and understand from the trainees and their
experiences in the field: insight into the nature and 
complexity of psychosocial and mental health
problems need time to develop, and the appropri-
ateness of community, group and individual inter-
ventions need to be evaluated and monitored, to
mention just a few. This so-called one-time fly in 
training, also set a bad example of top-down train-
ing sessions, where mutuality and building shared
insights and experiences is quite impossible.

Fitting the local culture. How and what is
trained should be relatively close to the way train-
ees and of course the primary beneficiaries think,
reason, and feel. Existing traditions and beliefs 
will have to be respected by trainers and become 
mutually assessed with respect to their usefulness 
within the processes of learning and helping. The
skills and attitudes of local psychosocial workers
need to relate to the world and experience of the
primary beneficiaries. However, in a relation of 
mutual trust, beliefs and traditions can also be
subjected to comment. Respect does not preclude 
criticism.

Monitoring, evaluation and research. The art 
of supporting vulnerable people in low and mid-
dle income communities is not ready made. The
vast quantity, the complexity and interconnected-
ness of problems in war stricken regions meant 
that new approaches had to be developed by 
trainers and organisations. The monitoring and 
evaluation of these processes proved to be indis-
pensable. But proper techniques of both monitor-
ing and evaluation need to be adapted to the set 
of goals of each (training) project. The most essen-
tial is the evaluation of the effects of (trained)
interventions. But it is also the most difficult and
costly one. Scientific research, whether epidemio-
logical or evaluative, also demands high skills and
budgets. Furthermore, questions of ethics need
careful consideration. 

(Self) Care for psychosocial workers and local 
trainers. Volunteers and helping professionals are
not uncommonly confronted with the same hard-
ships as the populace they want to help. Symptoms
of stress and the psychological consequences of 

traumatic experiences may well surface during 
training courses and during their work in the 
community. These phenomena need to be encoun-
tered and largely overcome during the training 
courses. In as such they may become an integral
part of training for it demonstrates the trainees
exactly the nature of these problems and the 
resources and interventions that help to overcome 
them. Trainees also learn to share, build mutual
trust, and to give and receive compassion. Their 
own developed coping skills and resources may
become essential tools for their work. It also dem-
onstrates to them the meaning and necessity of 
supervision and the prevention of vicarious trau-
matisation.

Nongovernmental organisations. Psychosocial
and mental healthcare workers are mostly organ-
ised in the legal status of an NGO, with an official 
registration and by laws. Local initiatives may also 
be legally represented or supported by (inter)
national implementing organisations. Donor 
organisations demand this structure first of all
because they need an ‘address’ to communicate 
about the goals, activities and evaluations and, of 
course, about the allocation and audits of budgets
and expenditure of a legal NGO. But it has many 
more advantages. As an organisation it becomes 
easier to organise training courses, fieldwork, pro-
vide a good environment and opportunities for 
supervision for the care givers, fundraising, differ-
entiation of tasks, and to develop strategies to
improve the care both in quality and quantity.
Furthermore, it facilitates contact and collabora-
tion with other relevant NGOs or regular institu-
tions, such as hospitals, schools, vocational schools,
public authorities, universities, etc. It also provides
possibilities to probation, i.e. learning on the job in
other organisations, specialisation and division of 
tasks or work. Hence, the relation with other insti-
tutions increases the potential spin-off of a project 
by embedding it in local infrastructures, mutual 
referral systems, psycho-education and influencing 
existing curricula of educational institutions (See 
the appendix: Example 4). The importance of a 
well functioning organisation can hardly be over-
estimated. It is, therefore, worth the effort to sup-
port local NGOs to organise themselves in a way 
that may well enhance their potentials.

Another lesson learned is that psychosocial support 
can not be considered as yet another kind of (short 
term) emergency aid. The training of fieldworkers,
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laymen and professionals alike, takes time; serious
time. Moreover, the adverse consequences of living 
under severe stress, anxiety, threat, and trauma are
not short lived. There is sufficient evidence that the
consequences of trauma can be long lasting and
highly variable (alternating periods of latency and
exacerbation, or late onset) in their life-time courses
(Aarts & Op den Velde, 1996). And finally, the devel-
opment of care providing organisations, networking,
referral systems, collaboration and communication
with relevant other organisations and the development 
of adequate interventions, demand effort. It goes almost 
without saying that psychosocial and mental health care
should be considered as structural humanitarian assis-
tance. Moreover, sufficient nutrition, housing, econom-
ic opportunities, health, education and safety are basic 
to efforts to ameliorate the mental and psychosocial 
condition of any target group. As the IASC Guidelines
advocate, humanitarian agencies need to collaborate to
ensure that the most fundamental necessities of liveli-
hood are addressed along with community based psy-
chosocial support and mental health care. 

Lessons learned, unfortunately, does not mean to say 
that errors and malpractices no longer occur. Many 
avoidable mistakes, errors, misconceptions and mal-
practices still take place (Wessels & Van Ommeren,
2008). Apparently, lessons sometimes need to be 
learned all over again and again...

Trauma critics

From the mid nineties, critical sounds were voiced on 
the basic principles and practises of psychosocial and
mental health care. Not only in former Yugoslavia, but 
also elsewhere (Summerfield, 1997, 1999; Young 
1995). The critique was quite fundamental. It con-
cerned the very concept of trauma and all the sup-
posed misconceptions and malpractices that followed 
from this ‘false’ concept. Young, for instance, claimed
that the current rise of interest in trauma and espe-
cially in posttraumatic stress disorder, was a construc-
tion from a ‘Western psychiatry’ that was affected by 
a general spirit of time that translated normal adver-
sity of life into an illness, and allowed people the 
gains, financial or otherwise, of ‘victimisation’. In 
other words, the concept of psychological trauma ful-
filled a societal tendency or need, but lacked sufficient 
scientific foundation. According to Young and those
who agreed with him, psychotraumatology was mere-
ly fashionable, and knew too many uncritical follow-
ers.

Summerfield c.i. generally endorsed Young’s vision on 
trauma. But he took it a step further in emphasising 
that trauma and especially PTSD were concepts that 
held no bearing to the psychological realities in other
cultures. Individual or group therapies, focussed on
the ‘working through’ of traumatic memories of indi-
viduals were totally inadequate. Not only because of 
the impracticality of giving huge amounts of people 
time consuming and expensive treatments, based on 
insufficiently founded and culturally biased principles,
but even more so because the reality of the problems 
people lived in, was complex and manifold; the sup-
posed suffering of bad memories being only one of 
them. The mistakes that Summerfield c.s saw or fore-
saw that followed from these fallacies were that: 

-
sion and warfare were described and approached 
in pathological terms, thereby stigmatising and 
not helping the people in question;

inner strength, resources and coping skills of 
people;

culture that differs from many other cultures; 
-

ing instead of the full package of material, medical 
and psychosocial needs is counterproductive and 
therefore potentially harming;

and of spiritual and community leaders were 
neglected, instead of used as a significant source
of help. 

This basic critique was not smoothly voiced, but quite 
loud indeed. It definitely influenced the mainstream of 
psychosocial and mental health care in (post) war or 
disaster areas in a positive way (see under lessons 
learned in this chapter). Although, unfortunately,
there still are ample examples of less well considered
projects. But, as is often the case with reactive critique,
it was also extreme and polarising. The word trauma 
became a taboo for a while. Only uttering the T-word
meant that one became guilty by association; guilty of 
medicalising, stigmatising, ignoring psychosocial
opportunities and obstacles, and overall malpractice.
Furthermore, many of the critical analyses of 
Summerfield c.s. had already been understood from 
within. Trauma and especially PTSD, by then, was
and still is subject to crucial assessments. And although 
the expression, interpretations and even awareness of 
posttraumatic symptoms may vary under the influ-
ence of cultural determinants, human pain and suffer-
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ing are universal. 
Nevertheless, the present emphasis on resilience and
coping in trauma research and thought may well be 
inspired by these critiques. It may lead to a shift away
from a too narrow focus on dysfunction and patholo-
gy in favour of individual and communal inner 
strength and coping capacities. In Beech (2006) this is 
formulated as a shift in focus from a deficit model
(symptoms) to a wellness model. However, when 
negative emotions and behavioural responses, fear
and anxiety, hinder the ability and resources of coping 
and adaptation, these feelings and unfavourable 
adjustments, still need to be addressed. As is quite
common in the aftermath of a fierce debate, the posi-
tion of only-this-and-not-that evolves into a more com-
mon sense best practise of both-this-and-that.e

Assessments

It is the purpose of this chapter to underline the
importance of training local people to help others in
the community to help themselves. Learning the kind 
of support and care, for whom this help is needed, and 
in what way it can best be designed and delivered, 
should precede training as part of any project. The 
meaning of proper assessments as a foundation for
adequate psychosocial and mental health (training) 
projects can hardly be overestimated. It is significant 
too, for the potential sustainability of these projects.
Furthermore, assessments are not a one-time activity
foregoing the beginnings of a (training) project, but 
especially in longer lasting projects, assessments need
to be (partially) repeated. Situations can change, previ-
ous findings and their interpretations can prove to be
unsuitable, and errors can be made. Appropriate and
timely reassessments or evaluations facilitate the adap-
tation to possible changes in needs and circumstances. 
This paragraph deals with the various items that may 
have to be assessed and, briefly, some basic tech-
niques. Of course, both assessment items and tech-
niques vary according to specific circumstances and
regions. The statements and opinions in this para-
graph are inevitably general and may acquire adapta-
tions and elaborations in each concrete assessment. 
Furthermore, it makes sense to distinguish the assess-
ment of needs and services in general from the assess-
ment of required knowledge and skills in training 
courses. However, both kinds of assessments are 
important.

For training courses it is essential to learn about the
nature and extent of psychosocial or mental health
problems within a specific community and what kinds 

of help, and thus training, are likely to be most suited
to address these problems. This does not, of course, 
need to be done when reliable estimations are already
available from other institutions or organisations.
Next, it is worth every effort to select trainees from the 
community, who are sufficiently motivated and tal-
ented, and likely to be acceptable care providers
within (a part of) a given populace. This selection and 
the spectrum of trainable interventions are subject 
matter of the next paragraph. In practice training 
courses are part of broader projects of NGOs.
Assessments are the responsibility of these NGOs and
they encompass more than the abovementioned.

The identification of vulnerable groups and individu-
als in a community, who are the primary beneficiaries
of most (training) projects, is a first step. They can be 
widow (er)s, victims of (sexual) abuse, torture and 
neglect, women, children, orphans, ex soldiers, inva-
lids, (mentally) ill, and so on. It is also recommended
to get a well informed overview of the daily living 
conditions of a population and the measures that have 
been or are planned to be taken for improvements. It 
concerns shelter, the (un) availability of food and
drinking water, hygiene, health care, education, and
finally an estimation of the safety of the people in
question. These urgent material needs do have an 
impact on the lives of survivors: it is hard to talk
about your depressed feelings, when you also worry
about your hungry children.

Adequate assessments are not only focussed on the
demand side, but also on the available supplies, both
from within the community as from outside.
International, local or supranational NGOs may pro-
vide relevant activities to improve living conditions in 
the region. Getting an overview of their activities is
important for fine-tuning activities, preventing overlap
and double efforts, and for mutual collaboration.
Equally important is the help such an assessment can 
give the primary beneficiaries with finding income
generating opportunities, vocational trainings, educa-
tion, micro credit, (mental) health care and so on. The
assessment should also take into consideration the
communities own institutions, cultural activities,
schools, rituals, spiritual and healing traditions, and
the present state of a social fabric.

It has already been underlined that psychosocial assis-
tance and mental health care projects need to be aware
of and sensitive to traditional sets of beliefs, values 
and conduct, here summarised as culture. However, 
awareness and sensitivity does not mean that also
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‘negative’ traditional beliefs, values and behaviours,
such as repression, exclusion or battering of women,
have to be excused or ignored as part of an innate 
culturally determined system beyond the criticism of 
other cultures. Cultural sensitivity, in this respect, may
well mean that equilibrium between universal human
(children’s included) rights, and traditional values will 
have to be found.

It is, however, crucial that training and interventions of 
psychosocial workers relate to their culturally deter-
mined perspectives. An assessment of cultural charac-
teristics, therefore, is a conditio sine qua non. Awareness
and identification of local obstacles and resources alike, 
contribute to tailor-made training courses. Where a 
restoration of people’s wellbeing and health is con-
cerned, insight into existing cleansing rituals, coping 
strategies, religious beliefs, history and the social struc-
tures, is important. This includes not only an under-
standing of leadership, traditional position of elders 
and healers, but also of the weight of common taboos 
or feelings like shame, or the significance of the indi-
vidual as opposed to the extended family, clan or com-
munity. 

The particularities of specific cultures are not easy to
assess. There are no ready made ‘manuals’ that weigh
each specific culture against the background of psy-
chosocial and mental health care in (post) war or
disaster area’s. More general studies, however, on
local cultural phenomena are available. And together 
with the sharing of information and experiences with
other NGOs and local key persons, like school teach-
ers, spiritual leaders, midwives and traditional healers
in the region, they are valuable assessment tools. 
Though, it will need to be taken into consideration
that cultures are not static. Internal diversities and
individual varieties within a given culture may well be 
manifold. Furthermore, the capacities to change and 
adapt are intrinsic human traits.

Important to all psychosocial training and work of 
local care providers is the availability of literature, and
opportunities to share and to learn from the experi-
ences of more or less comparable projects. It helps
psychosocial and mental health care workers to com-
pare and relate their experiences and opinions to those
of others. Furthermore, it may diminish the some-
times felt isolation. The facilitation of mutual network-
ing and meetings, and the distribution of relevant 
written reports, studies and analyses10 , may well con-

tribute to the quality of individual caregivers and of 
projects as a whole. 
In conclusion, and focussed exclusively on the con-
tents of training courses, is the assessment of the spe-
cific skills, tools and insights that local (future) caregiv-
ers may need in order to provide good quality support 
and care for the primary beneficiaries and communi-
ties. Next to insights into the living conditions and
mental problems in the population in general, the 
appraisal of present skills, values, knowledge, and
conduct of trainees is important. Training courses
need to be adapted to what is already available and
what may be required in trainees. Such assessments 
need to be repeated before each follow-up training.
Proper evaluations of training courses, including the 
sharing of field experiences and role plays, may give
trainers an opportunity to assess both the improve-
ments and shortages of the trainees, and the relevance 
and quality of his or her own training.

Community Based Training

This paragraph, in general, describes the so far best 
practise of psychosocial training. This best practise will
be held against its various contexts and its critics. For
training courses to be successful and durable it requires
awareness and sensitivity to historic and cultural par-
ticularities, socio-economic and public health circum-
stances and of the many threats people may face in
their daily existence, as has been described before.
This may seem a matter of course, but in too many
instances they appear to be forgotten or are not given 
sufficient consideration. On the other hand, in many 
instances adverse circumstances and threats, may be
overwhelming and blur the vision to opportunities. But 
still, in the face of the seeming impossibility to change 
the overall daily lives and wellbeing of so many people 
for the better, opportunities may well be there.

Criteria for psychosocial and mental health care in 
(post) disaster and conflict areas are described (Aarts, 
2000) and for the most part they are also relevant 
criteria for training courses. These criteria are:

beneficiaries;

of beneficiaries;

for as long as it is needed;

suitable and effective;

10 Since 2002 a specialised peer-reviewed journal (quarterly) is available: Intervention. International journal of mental health, psychosocial work and coun-

selling in areas of armed conflict. It contains theoretical and practical, general and specific contributions on many relevant issues. Contributions are

from international experts. It is an important forum for all involved in psychosocial and mental health care.



37

target group; and

capacity.

Returning to the fundamental opposition of 
Summerfield c.s. to the emphasis on trauma recovery 
programmes for people who live under the duress of 
multiple and often urgent problems that threaten their 
very existence, training local care givers to provide 
psychosocial assistance in the community, should
again be considered. First of all, where urgent needs
to survive, such as food, drink, sanitary facilities, shel-
ter and some basic health are lacking, psychosocial or 
mental health training should not be given priority.
However, according to the IASC Guidelines, it often
proves beneficial to combine mental health care and
psychosocial support with the emergency aid, in this
sense that it may well enhance the positive effects of 
both kinds of support. Second, when training is
opportune, empowerment of the target groups to (re) 
create a social fabric and reinforce their own capacities
and autonomy, should be the ultimate objective. In 
other words, people should be supported to deal with 
their often multiple problems on their own accord.
People experience these problems as intertwined and
not as isolated; posttraumatic complaints being only 
one of them.

Furthermore, according to critics, mainstream kinds of 
training would not correspond with many cultural
characteristics elsewhere in the world. Talking about 
emotions, expressing and sharing feelings and doubts,
handling conflicts, reasoning, giving true biographical 
accounts, are seen as typically western values or attri-
butes. And as important tools and goals in psychoso-
cial training, they may not relate at all with local
peculiarities. This appraisal, however, needs some 
nuance. The abovementioned cultural or socio-histor-
ic characteristics may be less inflexible than is assumed.
Many of them are not inborn. They may well be a 
result of political repression, or the suppression of 
women by men, of men by elders, or children by par-
ents, and so on. In the safety of a trusting and private 
relation, where the pressure of conforming may fade,
sharing and talking about feelings and problems, often 
prove feasible. And not only feasible, but also desired 
and consoling. In an estimation of various training 
courses on counselling in countries like Cambodia 
and Sri Lanka (Van de Put, et al., 1998; Van der Veer 

& Van de Put, 2000) confirm the prospects of ‘western’ 
counselling in such cultures.11

Trained psychosocial interventions, nevertheless, 
must fit a culture or traditions and adapt to the par-
ticular problems, coping strategies and needs of 
(groups of) individuals within a community. In world-
wide practise, the range of psychosocial interventions 
is quite wide. Dancing, relaxation, shared activities
such as sport, music and play, etc. all belong to the
arsenal. Creative arts forms, story telling and narra-
tive theatre complement them. It falls outside the
scope of this manual to describe them in any more
detail. However, neither of these interventions is just 
done for the shear pleasure of it, albeit of importance. 
The activities commonly share a theme that bears
importance to and is implicitly or explicitly chosen by 
the participants. These themes may vary from politi-
cal repression, hunger, fear and threat, hatred, to
domestic violence. They are an outlet and a means of 
understanding, sharing and learning how to cope. For
children and adults too, nonverbal activities may be 
the only way they can express their pain and worries,
so that they can be identified and as much as possible
dealt with. Counselling principles and skills, however, 
are relevant to all these interventions. Therefore the 
training and nature of counselling are somewhat 
elaborated below.

Training counselling techniques:
controversies and practice

In previous days counselling was understood as an
important component of psychosocial and mental
health care, also within the context of a community
based approach. Basic counselling techniques provide 
skills, attitudes and understanding of psychosocial 
problems in trainees, whether they are more modern 
professionals, like nurses, medical doctors and psy-
chologists, or key persons in the community, such as 
leaders, healers and teachers. These basic skills are
considered pivotal to any kind of psychosocial inter-
vention by care providers. However, the term counsel-
ling also refers to support in the sense that individuals
or groups of individuals are supported to solve or
cope with psychosocial, economic or mental prob-
lems. It is especially this last form of counselling that 
is currently quite controversial.
The main objection to the training and practice of 
counselling is that its techniques and traditions are

11 The African local counsellor and project leader Prudence Ntamutumba told the author in a private conversation that talking about domes-

tic violence with Sudanese refugees in Uganda was only possible when moral judgments were left out. After all, it was generally accepted that 

men had the right to ‘discipline’ their wives or children. Domestic violence could only be spoken of in terms of it feeling bad and hurting, andg

not in being bad.g
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quite specific and therefore not inherently suitable and
adaptable to other cultures. However, there is no con-
sensus in the field that this was the case. Others
(Jordans, et al. 2003; van de Put, van der Veer 2005) 
have experienced that the basics of counselling as a 
respectful way of mutual support are quite universal 
and despite the need for cultural adaptations, as is the 
case with every type of humanitarian assistance, worksy
well in the practice of local support systems.

Another common objection to counselling – and this
refers especially, but not exclusively to counselling 
beyond the training of its basic techniques - is that it 
has a connotation with therapy. Besides the already
questioned cultural appropriateness, such kinds of 
counselling demand much more advanced knowledge 
and understanding. Examples of harmful practices
with counselling understood as a kind of psychother-
apy or psychological (trauma) debriefing indeed exist. 
However, with proper and continued training, educa-
tion, supervision and thorough selection of trainees,
such malpractices can be avoided and fill the void in
care and support for people that suffer from apathy, 
hopelessness, substance abuse, posttraumatic com-
plaints, depression and so on; symptoms and behav-
iour that make it unlikely that they can profit from
other less intensive kinds of psychosocial support. A 
last objection to the counselling of individuals or
groups of individuals mentioned here, are its financial
costs. Counselling is a quite lengthy and intensive
intervention, both in its training and its practice, and
therefore comparatively expensive. 

In the guidelines of the IASC the term counselling ism
not mentioned. In action sheet 6.1 basic counselling 
techniques (as meant in this report) are recommended. 
On page 116 it is described al follows:

General health care providers frequently encounter survivors’ 
emotional issues in treating diseases and injuries, especially in 
treating the health consequences of human rights violations such 
as torture and rape. Some forms of psychosocial support (i.e. 
very basic psychological first aid) for people in acute psychologi-
cal distress do not require advanced knowledge and can easily 
be taught to workers who have no previous training in mental 
health.

The qualities of such interventions are further elabo-
rated under point 5 of action sheet 6.1. and referred to
as psychological first aid. In this report, though, the 
term counselling is still used, because in everyday 
practice it is still a common word. From the descrip-
tions in the IASC and other guidelines, reports and

publications it appears that the current controversies 
mainly refer to its association with Western traditions, 
in other words cultural appropriateness, and to the
odds of harmful practices. Sufficient adaptation and 
proper training, however, could ensure to a high
extent that both sound objections are avoided. The
question of cost efficiency will be addressed in a later 
chapter.

The psychological condition of survivors of atrocities
is often depicted as a pyramid, of which the two slopes 
portray the continuum of stress-related mental or psy-
chosocial problems. Depending on the severity of past 
and present circumstances, the majority at the base of 
this pyramid would benefit from improvements in 
their living conditions (basic services and security), 
the second section would be helped with community
and family support, the third would need targeted, but 
non-specialised support, and a minority, at the top of 
the pyramid, would require specialised support (IASC 
Guidelines, 2007, p. 12). Depriving the third layer of 
nonspecialised care, such as counselling, could well be 
understood as unethical. Furthermore, the impact of 
their impairments and maladaptive responses even of 
a minority, influence the community at large.

The basics of counselling or psychological first aid
indeed underlie most, if not all psychosocial and men-
tal health care activities, whether vocational training,
support groups for special groups, or assistance for 
children in or outside the schools. The principles of 
counselling also bear significance for healing or sup-
portive recreational activities, art therapy, drama, and
narrative theatre (Sliep & Meyer-Weitz, 2003). Despite
the urgency and complexity of psychosocial problems,
the basics of counselling appear relatively easy to 
acquire. This is important, because local ‘candidate’ 
psychosocial workers and counsellors are in most 
cases laymen. In many countries in this world there 
are only very few, if at all, professionals such as psy-
chiatrists, psychologists, paramedics and social work-
ers. If there are, they mostly live in the bigger cities
and not in more rural or suburban settings, where 
much of the fighting takes place; where communities,
the social ecology, and the means of sustenance are 
disrupted or destroyed, and where refugees and inter-
nally displaced persons most often can be found.

The reason for this relative simplicity of counselling 
principles is that the skills are close to the fundamental 
social supportive skills many people acquire naturally.
A basic understanding of the possible effects of atroci-
ties, whether manmade or natural, can be transferred
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by introducing a small set of theoretical concepts (Van
der Veer, 2003). This ‘simplicity’ does not only facili-
tate the learning process of the counsellors, but also of 
their clients. ‘It is mostly aimed at making them clients 
aware of knowledge and skills they already possess’
(van der Veer, 2003, p.17). Van der Veer further
stresses that counselling should not be exclusively 
focussed on trauma recovery, but on support for all
kind of problems. Despite this relative simplicity, this
does not mean that one time trainings or the handing 
out of training manuals suffice. Acquiring, improving, 
and adapting counselling skills take time. The impor-
tance of repeated training courses and learning on the
job, can not be overestimated.

Who to train depends on the circumstances, opportu-
nities, goals and problems of each psychosocial and
mental health care programme. They can vary accord-
ingly, such as the population of a camp for refugees or
displaced persons, single persons in a community 
(victims of torture, members of a minority group), or 
people fighting for a daily existence in the rudiments
of a community. Trainees will be selected from inter-
ested, willing and suitable representatives from these 
populations. They can be people working within exist-
ing, educational, social, religious or health infrastruc-
tures. They can be community leaders, nurses, stu-
dents, religious leaders, healers, midwifes, or medical 
doctors.   

Counselling skills encompass active listening, it being 
understood as emphatic summarising and structuring 
what the client both tells in words, what is not being 
mentioned, and by body language. The counsellor 
mirrors and contains both the clients’ thoughts, feel-
ings and facial or bodily expressions. ‘Making choices’
is not a matter of following the counsellor’s analysis
and advice. It is a mutual discovery process and scru-
tiny, including the client’s own wishes and possibili-
ties. Next to this, an attitude of respect and under-
standing of the client’s fears, anxieties and resistances,
needs to be developed in counsellors in order to help 
the clients overcome these. Learning to build a rela-
tion of mutual trust and respect are pivotal in counsel-
ling.

The way these basic counselling skills and attitudes
can be trained is by using didactic tools such as 
drama, relaxation exercises, role play and the such 
(Van der Veer, 2003). What was at first understood as
a special problem in training local counsellors, in prac-
tise turned out to be a potentially favourable condi-
tion. The trainees, in most cases, are members from

the very same communities as their (future) clients.
They suffer(ed) the same ordeals, they share or are 
aware of common values and beliefs, but they also
personally know the pain, the grief and other psycho-
logical effects of stressful and traumatic experiences. 
These effects will have to be addressed during the
training, because they might interfere with their pos-
sibilities of becoming adequate help providers.
However, the very same effects and experiences 
appear to facilitate the learning process.

Addressing the psychological and somatoform reac-
tions and adaptations of the trainees to their personal 
hardships, assists not only their understanding and 
valuation of the theoretical knowledge, but also the 
experience of the potentials of counselling processes. 
By addressing their own predicaments during the
training process, the trainees sense the positive mean-
ing of verbalising or otherwise expressing emotions 
and thoughts, of sharing, of mutual trust, and problem 
solving, coping strategies, etc. They also experience in
themselves or amongst themselves the presence of 
shame, defensive mechanisms and resistance to both 
their problems and the counselling process itself. It 
can make them better counsellors themselves.

Didactic tools like psycho-education, drama, and role 
play are important in this process. Not only because
the trainees themselves experience the hindrances and
potentials of counselling, but also because it demon-
strates intrinsic important values and attitudes, like 
mutual trust and learning, confidentiality, honesty and
respect. In many cultures, however, these values and 
attitudes are not a matter of course. The trainer will
have to demonstrate them, by his or her own open-
ness, honesty, confidentiality, neutrality, respect and
mutual learning. In short, the adverse experiences of 
trainees and their psychological reactions to them can
be overcome as obstacles and be used as valuable 
tools in both their learning processes and their actual
(counselling) work in the field. Theory and practical 
examples can relate to the own experiences of train-
ees, and are therefore potentially better understood 
(Van der Veer, 2006).

Supervision, in particular clinical supervision of coun-
sellors is critical. Like training in general a one-off 
clinical supervision is by no means sufficient. The 
supervision should be an ongoing process. Its goals
are to keep counsellors focussed and equipped for
their often difficult work, and to facilitate progressive 
learning and the further acquisition or refinement of 
skills, attitude and insight. It warrants the sustainabil-
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ity and efficacy of their interventions. However, the
need for ongoing clinical supervision harbours practi-
cal problems. Clinical supervisors need to be experi-
enced and skilled supervisors. These skills and experi-
ence, though, are mostly not readily available and
especially in the first years it will have to be imported.
Another problem is the limitation of funding periods 
that may strain the need for ongoing clinical supervi-
sion. The last problem, mentioned here, are the rela-
tively high costs of continuous and regular clinical
supervision, especially where local capacity to provide
the supervision is still absent or insufficient (See the
appendix: Example 5).  

All training, albeit counselling or its basic techniques, 
art therapy, narrative theatre or drama, needs to be
adapted to specific circumstances and socio-historic 
backgrounds. An example of such an adaptation may
be the training of schoolteachers. Educating teachers
to understand and assist their pupils, who may show 
a variety of adverse emotional and behavioural reac-
tions to the stresses of their daily lives and to the 
weight of their memories, their fears and nightmares, 
can be effective. The teachers can learn to support 
these children and, when necessary, refer them to local
counsellors or mental health care providers. However,
there are regions where the dominant educational
culture is authoritarian, punitive, and hierarchical. 
Training psychosocial assistance to vulnerable chil-
dren and youth will have to be preceded and accom-
panied by the acquisition of more democratic, interac-
tive and respectful didactics and attitudes towards 
children and their parents. Furthermore, some basic 
knowledge on the physical and psychological develop-
ment of children and adolescents often needs to be 
attained. The true need for psychosocial support of 
children has to be felt and understood by teachers. 
Only in such a climate the support for vulnerable 
children and youth can grow and thrive. Here too, 
experiencing the meaning and value of such principles
themselves in the course of their trainings, facilitates
the necessary changes in perspective and attitudes of 
the teachers (See the appendix: Example 6).

Part of every training should be the prevention of 
practically or emotionally over-burdening of the
(future) psychosocial workers. Several so called ’psy-
cho hygienic’ measures, like relaxation, sharing with
colleagues and supervision can be helpful in both the 
prevention and the resolution of possible negative
consequences of supporting people with sometimes
heartbreaking problems. It can hardly be stressed
enough that counsellors and other psychosocial work-

ers need to be supported by an organisation that can
provide or stimulate these measures and looks after
the psychological health and wellbeing of their staff.
Clinical supervision, however, it not a measure against 
vicarious traumatisation and burn-out, but specifically 
an important tool to enhance the professional capaci-
ties of psychosocial workers. It may keep them sharp
and self-critical. 

It has become a good practise to have training courses
of several days or weeks in a safe place, away from the
trainees’ daily routines and burdens. This facilitates
the concentration and learning processes. It also pro-
vides room for trainees to get to know their colleagues 
from their own and from similar organisations.
Exchanging ideas and experiences can prove to be
fruitful. Furthermore, a network of acquainted psy-
chosocial workers, may pave the way of mutual fine-
tuning, collaboration, specialisation and referral. 
However, the fact that all rules know their exceptions 
is illustrated in the example 7 in the appendix.

The evaluation of trainings is an important tool in
assessing the results and impacts of training courses. 
It, of course, includes the qualities of the trainers and 
the trainees, and their relation. It also includes the 
value of various didactic tools and the appropriateness
of the trained theories and interventions for the work 
in the field. Proper evaluations may lead to better or
more suitable training and fieldwork. 
The evaluation of training courses usually is done by 
both the answers and reactions of trainees to evalua-
tive questions or written questionnaires, and the
reports of trainers themselves. In follow-ups trainings, 
which should be common practise, progress of train-
ees and the training process can be observed, and
obstacles and blind spots can be identified and
addressed. The evaluation of training courses should 
be considered as an ongoing process. In which the
reactions and (lack of) progress of trainees and the 
observations and reports of trainers, are important 
next to the analyses of experiences of the trainees in 
the field. (The evaluation of psychosocial or mental 
health care projects as a whole, are elaborated else-
where in this manual)

Over the years some manuals on the training of local 
psychosocial and mental health care workers and 
teachers have been published by experienced trainers 
(Mikuš-Kos, 2005; Van der Veer, 2003; Baidoun,
2006). These and other manuals can function world-
wide as good quality starting points for training 
courses and follow-ups. The contents and didactics 
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are sufficiently general and universal. It may prove to
be worthwhile to adapt the manuals to specific back-
grounds and circumstances. The publication of addi-
tional manuals for such specific conditions may well
be recommended. Finally, the availability of manuals
facilitates the quest for efficiency and sustainability.

The evidence base of interventions

The ultimate aim of training local caregivers is, of 
course that they can support, care for, or cure (parts
of) the target population. Hence, the ultimate test of 
the success of (training) projects is to see if the imple-
mented and trained assistance, indeed improves the 
psychological wellbeing, resilience, or mental health of 
the primary beneficiaries. There is currently some 
pressure to implement or train ‘scientifically proven’
effective programmes or interventions. In other words,
interventions of trained local care givers should be
evidently effective, in order to avoid potential harm to
the beneficiaries and the waste of effort and public 
finances. The proof of effectiveness should be based 
on scientific evidence. There is an apparent rationale 
for the demand for evidence based interventions.12 It 
is, however, easier said than done.

There are several reasons, part of them scientific and 
financial, why evidence based interventions  presently 
may well be a bridge too far. The regularly vast 
amounts of people that may need psychosocial or
mental health care, the complexity of psychological
problems, and the interrelatedness of physical, psy-
chosocial and material conditions, are often over-
whelming. Where should meaningful research start?
If it is scientifically possible under these circumstances
to ‘prove’ a decrease of, let’s say, general wellbeing or
posttraumatic symptoms how do we know that this 
improvement is caused by the psychosocial interven-
tions under examination and not by, for instance, 
more food or safety? 

Furthermore, there are important ethical consider-
ations. For instance, the scientific study of the effects
of specific interventions needs to be controlled. The
call for a well matched control group causes ethical 
problems, for it means that a group of people are not 

receiving assistance in order to be ‘used’ as a com-
parison group. Only the very choice to allocate time, 
effort and money to scientific studies in the place of 
factual support, contains ethical considerations. It is
not to say that ethical questions can not be overcome.
In all research, ethics are considered, and have to bee
considered in each single study, and adapted to mini-
mise harm and unethical actions.

A next step in research is that measures are chosen or 
developed. But measures of what? As has been said 
before, problems in the target population may be com-
plex. Questionnaires on for instance posttraumatic 
symptoms13 or depression, however reliable, valid or 
culturally sensitive, may well miss the essentials of 
people’s suffering. Suffering from symptoms of any
disorder, without meeting cut-off scores, produces 
false negatives. Moreover, measures based on main-
stream diagnostic classifications may well not be ade-
quate outside the cultures in which they were devel-
oped. In the complexity of their lives many determi-
nants exist that influence the wellbeing and function-
ing of people. This indicates that special measures will
have to be developed to suit the condition and situa-
tion of the target population.

The interpretation of findings is yet another issue. If,
for instance, one finds that, of the measures used,
there is a significant improvement before and after the 
intervention, and there is no such improvement in the
controls, this does not necessarily indicate that the 
nature of the intervention (f.i. art therapy or counsel-
ling) is effective. It only warrants the conclusion that 
doing an intervention and hence paying attention to
people and activate them, may improve their condi-
tions. To make it even worse, if there are three groups
studied, two groups that each receive different inter-
ventions and one control group, and their statistical 
analysis shows that one intervention renders better
results, this still does not mean that this one interven-
tion is evidently better as compared to the others. It 
may reflect that the caregivers implementing this par-
ticular intervention are better professionals, have bet-
ter skills, personalities or are more experienced. It is a 
good scientific rule that one result ise no result. Onlyo
repeated studies are capable of ruling out such possi-

12 In current (mental) health care in the richer parts of the world, evidence based treatment has become common practise. However, besides

the evident advantages, evidence based medicine is also criticised. What is especially attacked are the ‘protocolised’ treatments, based on the

rarely existing ‘average’ patient. Every deviation of the protocol demands bureaucratic fuss, and in still inexperienced care givers it may kill

the ‘clinical eye’ (Altman & Bland, 1995; Straus & McAlister, 2000).
13 In the west so far, there are only two ‘evidence based’ treatments of choice for PTSD. They are cognitive-behavioural therapy and Eye-

movement Desensitisation and Reprocessing (EMDR). Their effectiveness is especially tested for clear cut PTSD. Their use for more complex

and co-morbid conditions, as we often see in our target populations, is yet to be proven.  Furthermore, these therapies are done by experienced

and specially trained psychotherapists and not by laymen. (Foa, et al. 2000).
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ble confounders.
Scientific research after the effectiveness of specific 
interventions, furthermore, needs a team of well 
schooled and highly educated multi-disciplinary
researchers. The assessments, measures, tools, and
data analyses take time and are costly. It should also
be taken into consideration that regular follow-up
studies are required to confirm effectiveness over a 
longer stretch of time. The needed sophistication of 
research measures, tools and personnel, along with
the required financial resources and ethical consider-
ations, currently make a quest for evidence based
interventions fairly impractical; a bridge too far.14

Though not really evidence based as we understand it,
there are fortunately alternative ways to indicate the
potentials of particular sets of interventions (Bolton, Tol
& Bass, 2009). Properly adjusted and skilled pro-
gramme evaluations can be important indicators of the
appropriateness of training courses and interventions. 
Such evaluations should in fact be examined and calcu-
lated in the costs and other resources of psychosocial 
and mental health care projects. In projects, for instance, 
where schoolchildren are the primary beneficiaries,
subjective reports on the decrease of aggressive behav-
iour and bullying, or the increase of concentration,
sociable behaviour, parents’ involvement etc., may be 
important signifiers. More objectively, school marks
and data on truancy may complete indications of the 
(in) effectiveness of interventions. The analyses of the
results of evaluations may well guide improvements 
and adjustments of (trained) interventions.

Training of trainers

The axiom helping-people-help-themselves refers to
both the stimulation of resilience and coping in the 
primary target population, and to the capacity of local
caregivers to help the target population in getting there. 
The training of local caregivers to train volunteers or
(semi) professionals to become colleague caregivers, is 
an important means of empowerment. The training of 
training (ToT) is therefore considered as a vital tool for
both empowerment and sustainability. Its so called cas-
cading qualities (Baron, Jensen & De Jong, 2002) refer
to yet another important advantage. By ToT the num-
ber of trainees and the amount of people that can ben-
efit from interventions, can grow exponentially. 
Furthermore, the principles of proper care and empow-
erment and insights into the consequences of adversi-
ties and continuous stress can slowly become more 
embedded in communities. It presently is good practise
to include a ToT in psychosocial and mental health care 

(training) projects. However, this quite common sense
policy is not as simple as it meets the eye.

Years of experience with the training of trainers in
many parts of the world have shown that ToT is as
feasible and sensible as was commonly thought, but 
that it may require much more effort and investment 
than was previously foreseen. The selection of train-
ees that can be included in a ToT, needs to be done
carefully. Baron (2006, p. 111) sums up the qualities 
that she feels need to be present in suitable (local)
trainers. ‘These include a personality that is outgoing,
confident, well organised, mature, compassionate, 
insightful, constructively critical, responsible, flexible,
sensitive to time, self-motivated, quick, intelligent,
creative, with a sense of humour, physically healthy,
emotionally stable and sensitive towards psychosocial
and/or mental health issues.’ Maybe this grade of per-
fection is a bit hard to reach. But many of these quali-
ties, indeed, should be at least partially present in
aspirant trainers. In the previous paragraph on the
training of counselling, the importance of the person-
ality of a trainer for building a relation of mutual trust 
and respect, just like the trainees will have to do with 
their clients, has already been stressed. 

Another prerequisite is that the trained future trainer 
is in possession of sufficient and appropriate know-
how, insight and skills. In short, they need to be well 
trained themselves. Unfortunately, there are ample 
examples that this is not always the case. The trainee
to become trainers themselves should also have suffi-
cient field experience that can be related to the train-
ing contents. Next to the academic contents a contact 
oriented approach is of equal importance (Van der
Veer, 2006). In various studies after the effects of par-
ticular therapeutic interventions, it proved that the
significance of therapeutic techniques may be less
important than the quality of the supportive, trusting 
and meaningful relation with the therapist/psychoso-
cial worker as a person. These skills, therefore, need
to be made aware and taught so that they can be
acquired by their own future trainees.

Like in all training courses, follow-ups and supervi-
sion over longer periods of time, monitoring and
evaluation are also necessary in ToT. More detailed
recommendations with respect to ToT can be found in
Baron (2006). The set of goals of psychosocial and
mental health care (training) projects, including ToT,
should perhaps better be process driven, instead of the 
usual project driven products (Wickramage, 2006).

14 Allden, c.s. (2009) describes various considerations with respect to opportunities of research and, hence, the development of an evidence

base of psychosocial interventions. Working Group 6 of the Inter-Agency Standing Committee.
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The quality of services provided is of great impor-
tance for sustainability. This includes, of course, the
suitability of such services to address and adapt to
the needs of a target population. Yet the functionality 
of organisations that provide such services may well 
be of equal importance. As has been stated in the 
introduction of this report, the effects of psychosocial 
support and mental health care may well fade away 
without the efforts to ensure its continuance, adapta-
tion and quality. This chapter, therefore, describes 
the meaning of such organisations and the efforts to 
promote their performance.  

The words ‘nongovernmental organisation’ (NGO)
in this chapter refers to a multitude of organisations 
involved in the promotion of mental health care and
psychosocial support. It includes community based 
organisations, health care facilities, training schools,
universities and even relevant local governments. 
Supra- and international organisations play their part 
as donors or implementers. Donor organisations, 
whether governmental, from the UN or nongovern-
mental, will be the subject matter of the next chapter.
Their potential to promote sustainable mental health
care or psychosocial support cannot easily be over-
stated. This chapter, however, is mainly reserved for
local organisations, whether officially registered asl
NGOs or not, because they appear quintessential in 
the quest for sustainable services.

International support is naturally limited in time. 
The need for care for the social and mental wellbe-
ing of a population living under duress, however, is
known to outlast many funding periods. Although
capacity building has become a common interna-
tional strategy in the quest for efficiency, sustainabil-
ity and spin-off, this is mainly reserved for the dis-
semination and development of know-how.
Unfortunately, in practice many programmes or
projects die an untimely death. It seems it is not yet 
sufficiently understood that well functioning local
organisations are pivotal to embed sustainable ser-
vices. The empowerment of local NGOs has long 
been second to training or the provision of direct 
services to a population. In this chapter it is advo-
cated that a more general strategy to help build well

adapted and functional local organisations may well 
prove to be essential with respect to sustainable care.

In common humanitarian and developmental assis-
tance it has long been a general policy to encourage,
at least in words, the building of capacity in the form 
of supporting the growth of local NGOs or commu-
nity based organisations. There are both practical 
and more political reasons for this. A practical reason 
is that donors logically prefer to find local partner-
ship in accountable organisations. But it is also con-
sidered as an instrument in a policy that promotes,
on the long term, more civic and matured societies.
However, in many low or middle income countries, 
even in those that have general elections, self-organ-
isations of the population often are foreign bodies.
There hardly exists a ‘middle field’ between official 
governments and the population, as is so familiar in 
the west. In many low and middle income countries 
and regions, governments are wary of potentially 
critical and committed self-organisations. Many cur-
rent governments only tolerate these ‘foreign bodies’
in their midst because they bring in currencies, or in
exchange for (economic) support from the interna-
tional communities. Nevertheless, the encourage-
ment of nongovernmental organisations in middle
and low income countries may well ease such favour-
able societal changes in the end, but they certainly 
increase opportunities of sustainable care and sup-
port.

In current practice, mental health care and psychoso-
cial support are usually carried out, or even initiated
by local organisations. The local organisations are
commonly founded just for the cause. Implementing 
or host organisations, whether working with or
through local organisations, usually react in the
direct aftermath of emergency situations. The neces-
sity for lasting care and support for the population,
though, is apparent. Both local and international
staff often state they feel frustrated, when after the
funding periods their projects or programmes are
terminated prematurely. This general ‘untimely’
ending of needed support and care, as a consequence
of lack of funding, is felt as one of the main problems 
that hinder sustainable developments.

Chapter 3

Local nongovernmental organisations
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However frustrating, the provision of foreign money 
and effort inevitably are limited in time and quanti-
ty: hence, the importance of strategies and policies to
work around these limitations. Enhancing opportu-
nities for sustainable care can be endorsed by poli-
cies of capacity building, concentrated on both effect 
and effort. Training and assisting local psychosocial 
workers and (mental) health care personnel, as has 
been described in the previous chapter, is such an
effort to build local capacity. Yet another, somewhat 
less general strategy of capacity building is the edu-
cation and stimulation of awareness in local relevant 
institutions, such as universities, health ministries, 
(para) medical personnel, teachers, vocational train-
ing schools and, if they exist, social welfare facilities.
This last policy to enhance local capacity, by creating 
awareness, know-how and skills, however, requires a 
lengthy endeavour. It can best be performed and
negotiated by local community based organisations
and NGOs (See the appendix: Example 8). 

Depending on the goals of any psychosocial inter-
vention, leaving behind at the end of a funding 
period a local organisation that has a fair change of 
functioning and survival without the finances and
support of the initial implementing organisations or
donors would certainly help to attain the required 
sustainability of care and support. Therefore, this
chapter addresses the advantages of sufficiently func-
tioning NGOs in the field of psychosocial support 
and mental health care. Of course, donor organisa-
tions play a role in this, but their significance in the 
process will be described in the next chapter. This 
chapter focuses on the wide variety of tasks and
functions, both internally and externally, that need
to be developed and consolidated in order to fulfil 
their capacity to help and assist a population that has
to cope with suffering and survival challenges, often
beyond the imagination of luckier people in wealthi-
er and less violent parts of the world. When local
NGOs are considered to be of importance for the 
provision of sustainable and good quality care and 
support, assisting them to structure and organise 
their performance may well be worth the attempt.

Local NGOs

Local organisations, whether officially registered or 
not, that consider psychosocial support or mental
health care as their commitment, are founded for
various reasons. First, they can be the result of a local 
initiative, and second, they can be initiated according 
to the policy of implementing or donor organisations. 

The local initiatives are often the result of the enthusi-
asm and commitment of volunteers that want to 
somehow alleviate the suffering of their countrymen.
These volunteers can be laymen, but they can just as
well be (semi) professionals, such as doctors, social 
workers, nurses and psychologists. The locally initi-
ated organisations need to find financial support form
abroad. Most official donors, however, demand their
local partners to officially register as an NGO and,
thus become a responsible partner. This young NGO
further seeks training to direct or enhance their ‘help-
ing’ strategies and methods.

All NGOs, whether rooted in local or international
initiatives, need to develop and consolidate their 
capacity. This is not an easy task, and it should best 
be understood as a process, that may exceed the fund-
ing period. Assistance and attention for this process
should not be underestimated. Both may well be 
needed even after the NGO has become an indepen-
dent organisation. The required competence roughly 
concern the following fields.  

mission (mission statement);

appendix: example 9), collaboration and coordi-
nation, and 

-
keeping, allocation, income generation.

Organisation structures

The structuring of an organisation usually follows
common paths. The required by-laws when an aspi-
rant organisation officially registers, normally stipu-
late a board, a general director or group of directors,
team leaders, and team workers, that communicate
and work together on agreed upon and clear proceed-
ings and missions. How exactly an NGO is struc-
tured, may not be of too much importance. It is,
however essential that the structure sufficiently fits 
local cultural peculiarities, and allows for efficient and
good quality functioning on all levels. Furthermore,
the by-laws should guide policies and measures that 
can help dissolve friction and disagreement that may
threaten the functionality and even survival of the
organisation. Especially, since in many low or middle
income countries, there is no formal experience with 
personal responsibilities, friction, working in teams,
and so on, the capacity to resolve or live with interper-
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sonal problems and differences of opinion within an
organisation are not yet rooted.

Structuring an organisation that has grown out of 
local initiative may well be quite difficult. The initia-
tors are often a group of colleagues, friends, family 
members even, that found each other in a shared idea 
or mission and a joint enthusiasm. In the beginning 
they are usually all partners in decision making pro-
cesses. Differences of opinion that may find its origin
in smaller and bigger issues may hinder the functional-
ity and even threaten the very existence of such a 
group. When funding is found and a formal NGO is
registered, the responsibilities that come along with it 
will make the need felt for a well functioning organisa-
tion that is both accountable and performing accord-
ing to standards. Forming a hierarchical structure with
a division of tasks and responsibilities, may offer the 
means to improve and grow as an organisation. The
need for a formal structure will be felt by many within
the organisation, but will at the same time meet with 
resistance and internal tensions. Dealing with this 
reluctance and tension is part and parcel of any reor-
ganisation. The process has to be guided, given ample 
time, and support. External assistance, by means of 
consultancy and training, would be recommended in
many cases. This, naturally also applies to local 
NGOs that are initiated by international organisa-
tions.

Because international efforts are confined in time and
money, the development of proper exit strategies, that 
give local psychosocial support or mental health care
a fair chance to survive and develop, is essential. 
However, exit strategies commonly only refer to guide
staff in a final evaluation of a project and in the admin-
istrative aspects of exiting. There are no general guide-
lines or policies of how support to a suffering popula-
tion can be sustained after the projects official terms.
This may well be one of the biggest causes for frustra-
tion in both ex-pat and local staff. Exit strategies ide-
ally go further than this and should comprise strate-
gies that include a movement towards future indepen-
dence of a local organisation. Training and consul-
tancy of local NGO staff on management and perfor-
mance is essential in this.

Consultancy and training is not limited to the design
and establishment of a formal structure. The capacity
and tradition of all the processes involved, especially
in countries or regions where the vast majority of 
people lack experience with working within an organ-
isation and carrying some responsibility for one own 

functioning or that of others, need to be developed 
and understood by the people concerned. Topics that 
frequently need guidance and time to develop are 
processes of:

- Decision making and transparency;
- Dealing with internal or external disagreements 

and conflicts; 
- Meetings, deliberation;
- Divisions of tasks;
- Personal responsibilities;
- Mutual responsibilities;
- Internal and external communication;
- Managerial techniques and responsibilities, and
- Monitoring.

The main thing that binds an organisation and pre-
scribes a structuring of human resources and tasks is
the assignment: the main mission of an organisation.
Unity and clarity of a mission, whether put down in
an official mission statement or not, is important in 
this. Such a shared mission may help as an anchorage
in times of disagreement or conflict regarding the
directions of the organisations in question. However,
it may be best if a mission statement is sufficiently
general or at least not too specific. It should allow for
adaptation and change as an appropriate reaction to
alterations in the nature or incidence of problems in
the target population or as a reaction to renewed
assessments or intervention methods. In practice
many organisations that primarily responded to the
consequences of political repression or organised vio-
lence, expanded their efforts to for instance domestic,
gender, or sexual violence. In many instances the 
activities developed as well, such as producing written
materials and broadcasting as a means to educate, cre-
ate awareness, and such. Political action and trying to 
influence the judicial system, broadening the net-
works, may also be useful activities that may emerge
over time.
Next, when local NGOs become established, income
generated activities can become feasible. Training 
other NGOs or institutions may well be the most evi-
dent of income generating activities.

NGO management 

Managing an NGO implies a diversity of activities. 
These activities are complex and are often intercon-
nected. It takes skill, know-how and a good sense of 
direction of managers, middle management, and field-
workers. A proper communication and transparency
is imperative. The functioning and position of a 
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board, whether on distance or more closely involved, 
would be described and defined in the by-laws. The 
tasks of the management are both internal and exter-
nal. A division of responsibilities often facilitates 
streamlining, tuning and execution. However, when
an organisation starts from scratch, the skills, know-
how, and sense of direction and communication struc-
tures still need to be developed and adjusted. The
tasks of the management are manifold and can be 
summarised as human resources, administration,
monitoring, finances, evaluation, networking, public 
relations, training, assessments and, of course, orga-
nising support and care for the target populations, 
both in quantity and in quality. In fact, many of those
tasks have been depicted in various action sheets of 
the IASC Guidelines. Because of the here postulated
importance of organisation consultancy and training 
regarding opportunities for sustainable care and sup-
port, some of the task are further illustrated below.

Human resources

The ‘code of good practice’, compiled by People in Aid 
(2003) describes the objective of recruitment of staff 
and volunteers as ‘to get the right people to the right 
place at the right time.’ Though this is certainly a chal-
lenge, this code, and also the guidelines of Oxfam 
(2004), direct and assist the processes of recruitment 
of personnel. Recruitment does not only refer to psy-
chosocial workers, but also to local NGO managers, 
group leaders (middle management), directors and 
board members. Training staff and personnel to
become the ‘right people’ for the job, including per-
sonnel occupied with the fieldwork, is a prerequisite.
Training in resource management includes relevant 
items such as selection, safety, prevention of burnout 
or vicarious trauma, training, and supervision.

The selection of suitable field personnel does not only 
refer to motivation, qualification, prior experience,
personality, but also to diversity regarding ethnic/reli-
gious/age groups and gender. Insights into local condi-
tions, cultures and traditions, fluency in the language, 
and understanding of the psychological, social and
cultural responses to stressors, are of equal impor-
tance. Furthermore, the management of an NGO 
should keep tracks on the functioning and need of 
further training of psychosocial workers. Fieldwork,
especially in emergency situations, not rarely goes 
hand in hand with threats to the safety of the staff.
Protection and preventive measures belong to the
responsibilities of the management. Such a demonstra-
tion of care for their health, wellbeing and safety fur-

thermore enhances the staffs’ bonding and motiva-
tion.

Particular difficulties in personnel management are
problems with keeping them. One of the causes of 
losing staff is that most of the work has to be done
without salaries, especially after a funding-period. 
There commonly is, however, reimbursement of 
expenses. When people find a paid job, they naturally 
leave the NGO in question. This sometimes, in case
that a staff member found a job in a different branch, 
is a loss of investments in recruiting and training. It 
may also cause stress or tension in teams. Working 
with volunteers requires additional strategies and
policies. Selecting, directing, guiding, training and last,
not least motivating volunteers, is a true challenge.
Losing staff, however, is inevitable. The management 
needs to deal with it in a mature way and consider it 
as a given that changes of personnel take place,
whether they are board members, managers or field
workers. Acceptance, preparedness and adaptation are
keywords in this. 

In every organisation it is crucial to keep track of both
individual and team performances. Next to keeping 
track of accomplishments and weaknesses of their 
personnel, it gives the staff or board an opportunity to
reflect not only on the needs and conditions of the 
field or office workers themselves, but also those of 
the target population. The presence of security breach-
es, burnout, health hazards, a lack of guidance and
incentive, not only of their own personnel, but also of 
key persons in the community, can be revealed by
regular performance appraisals. This can be followed-
up by preventive or renovating measures and policies.
Individual performance appraisals could benefit from 
accurate job descriptions. It enhances the awareness of 
one’s responsibilities and can be described according 
to a given persons capabilities, personality and wishes. 
In sometimes chaotic situations it may give people a 
handhold, and may thus prevent the loss of commit-
ment and motivation.

Keeping track of the performances of personnel also 
facilitates the awareness of need for (further) training 
and supervision. The need for further training should
be measured in relation to the requirements and qual-
ity of the fieldworkers or community workers and the 
assessments of the needs of the target population(s).
Also new and promising interventions can be trained 
to broaden the range and scale of support and care.
Organising training and follow-ups is one of the tasks
of an organisations staff. Finding funding and the



47

right trainers herein is the main challenge. In practice
training, including follow-up training is sometimes
offered by international organisations. In many cases 
the training, including the travel and accommodation
expenses of the personnel, are compensated. It may be
tempting for an NGO to accept such offers. However, 
for the good of the actual care and support, it is
imperative to thoroughly evaluate if the training con-
tents fit the overall policy and mission of the NGO, 
and mostly the needs of the primary beneficiaries.
Furthermore, the possibility that fieldworkers, com-
munity workers and the target population get con-
fused by frequent changes in approach and techniques
should be carefully considered.

A final task of the management is to keep a solid 
administration, both with regards to donor organisa-
tions, but also for the local organisation itself. Donor 
organisations request an overview and liable adminis-
tering of the funding, human resources, interventions, 
other resources such as vehicles, computers buildings,
and so on.

Monitoring and evaluation

Both monitoring (systematic observing or supervis-
ing) and evaluation (appraisal), just like proper and
regular assessments, are of great importance to the
development and practice of good enough mental 
health care and psychosocial support. Its potential is 
to reveal if targets are met in numbers, methods or
approaches, and to disclose if particular interventions 
are sufficiently suitable and correspond with the 
actual needs and problems of the target populations,
whether they be trainees or primary beneficiaries.
Logically, donor organisations request monitoring 
and evaluation of the facilities and interventions they
facilitate or pay for. Monitoring and evaluations 
belong to the responsibilities of the local organisa-
tions’ management, even when as most often is the
case the evaluation is performed by external consul-
tants.15  However, depending on what has been agreed
upon to monitor and/or evaluate, various difficulties
may surface in the process. These difficulties may be
of practical nature or evolve as a consequence of the 
complicated character of the relation between local 
(implementing) organisations and their donors.

To start with the latter: in name local NGOs and their 

mostly international donor organisations are partners.
They would share overall aspirations and objectives.
However, in practice there is a certain tension between
donors16 and local organisations. This tension is 
mainly a consequence of the fact that ‘donors’ ulti-
mately allocate the efforts (finances included), and the 
local workers are the recipients. Negotiating these 
innate tensions is part of the tasks of local organisa-
tions’ management, especially when differences of 
opinion or misunderstandings arise about the efficacy
of the local organisation in question, or the quality or 
appropriateness of their assessments and interven-
tions. Ideas about policy, attainability, suitability, and
quality, may well differ where mutual interests diverge 
and where hard evidence lacks about the effects of 
interventions. These differences may lead to bother-
some conflicts or inappropriate measures but, if 
openly and effectively discussed, can also lead to 
improved policies.17

In practice we can distinguish between various kinds
of evaluations. The most common evaluations that 
take place are the midterm and so-called end evalua-
tions (at the end of a funding period), are project ort
process evaluations. They should reveal whether the s
described goals of a project are met and if the overall
policies and management of a project or programme
are sufficiently appropriate. For instance, training can
be evaluated by questionnaires filled out by trainees
and by reports of trainers at certain points after train-
ing. The success (outcome according to the goals) of 
training can best be evaluated where sequential train-
ings are arranged, especially when follow-up trainings
are given by the same trainers. Next to the trainees’
questionnaires, the trainers can estimate if the trainees
are indeed improving, and assess the need for further
or more specific training. Process evaluations (man-
agement and policy) are relatively easy to perform. 
Project evaluations usually include the number of 
beneficiaries reached or trainings given, cultural sensi-
tivity, outreach activities, assessments, collaboration
with other organisations, and so on, in the light of the
previously described goals of the project. 

The most challenging form of evaluation, however, is 
the evaluation of the effects of the programme on the
primary beneficiaries. It is the most challenging 
because it is the most costly and most complicated
kind of evaluation to perform. Various kinds of diffi-

15 The IASC Guidelines (2007) describe standards of good practice for external evaluators of assessment, evaluation, and monitoring.

According to Tol and Jordans (2008), however these standards in practice are rarely met.
16 The perspectives of donor organisations herein are described in the next chapter of this report.
17 By publishing the proceedings of an expert meeting held in Slovenia in 2007 the journal ‘Intervention’ in March 2008, dedicated a special

issue to the potentials and possible problems in the evaluation of community based psychosocial programmes.
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culties of a scientific, ethical and financial nature, as
sketched in the previous chapter need to be mastered. 
However, reliable results of such evaluations are
essential to the development of good enough and
more evidence based interventions and policies. It 
takes; first of all, the development of proper outcome
indicators that take into account the many confound-
ers that may bias the results of evaluation instruments.
There are, fortunately, key documents that may be 
helpful with the design, practice and interpretation of 
effect evaluations (Bolton, 2002, UNICEF, 2007, 
Jensen, et al., 2005). Its importance with respect to
sustainability is in the promotion of quality of effect. 
It may be clear that it takes effort to develop, warrant 
and improve this quality.

As has been stated before, the results of monitoring 
and particularly of evaluations may well lead to altera-
tions in the implemented programmes, its methodolo-
gies or overall approach. Suggested alterations as
indicated by the results of monitoring and evaluation, 
however, need to be communicated and negotiated
between the donors and the NGOs. Monitoring and
evaluation may also reveal the quality or functionality 
of networking, additional fundraising, training, orga-
nising the fieldwork, research, statuses, all administra-
tion, bookkeeping, public relations, internal and 
external communication, etc. If improvements in any 
of these seem to be required, they can be designed and 
performed in deliberation between the donors and 
their local partners.

Fundraising 

Finding funding for new or prolonged activities of an 
NGO is an important venture of the management of 
local organisations. Without funding or other income,
the NGO cannot or no longer continue, sustain and
develop care and support. However, fund raising, for
many reasons, is a rather sophisticated endeavour. An
endeavour that in many instances needs to be per-
formed multiple times, since funding periods only last 
for a certain number of years (mostly two or three)
and because local organisations often have to find 
additional funding for separate or additional activities.
The first difficulty is that most donor organisations
have their own particular format for applications. This
requires more often than not a considerable invest-
ment of time. Filling out the proposals, furthermore, 
requires a fluency in English or French that is not 
always easily available18. And last, the management 
and staff must be acquainted with a particular vocabu-

lary that appeals to and lives up to the standards of 
donor organisations.

In the previous chapter it has already been mentioned 
that even this form of humanitarian assistance by and
large functions like a market. Inevitable competition 
for funding from many other organisations, whether 
local or international, means that the identity of the 
organisation has to be established and clear. This can
be done by a policy of proper public relations, by 
providing good enough services and interventions, 
publishing, networking and by liaisons with relevant 
local or (inter) national or local institutions and minis-
tries. Enhancing the credibility of a local organisation 
not only promotes opportunities for funding, but also
the development of a well functioning organisation
providing quality care and support. 

18 An inability to read and speak English has further disadvantages: it hinders the possibility to read available documents and literature, and

diminishes the opportunities to take part in international networks. 
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The effort to promote sustainable psychosocial sup-
port and mental health care is a joint venture of both
local organisations and donor organisations. For the 
sake of clarity the distinction between these two kinds
of organisations is made, whereas in reality the field of 
players is more complicated. (Inter) national imple-
menting organisations, for instance, can operate as 
both donors and organise the fieldwork and trainings 
themselves. They may operate as go betweens between
donors and local communities or NGOs. 
Notwithstanding these complexities, the influence of 
donors on the efficacy, sustainability included, of care
and support can hardly be underestimated. 

Donor organisations come in all sizes. Some are small;
some are highly organised and involve a great number 
of personnel. Most of them have only recently added 
psychosocial support and mental health care to their 
humanitarian activities. Donor organisations can be
founded by private initiatives. They may dispose of 
their own capital or raise funds elsewhere. Others are 
supranational, such as various UN organisations and
the International Red Cross, others are national non-
governmental organisations or they are a venture of 
national governments. Whether great or small, rich or
poor, donor organisations are held accountable, not 
only for the tax payers’ or public donors’ money, but 
also for the efficacy of their endeavours and overall
policy. This puts donor organisations in a potentially
precarious position between the organisations they 
support (the actual fieldwork) on the one hand, and 
their own funding relations on the other hand.

This relation may well have an impact on the policies
of donor organisations with respect to their activities
and policies regarding opportunities of more sustain-
able mental health care and psychosocial support.
Many donor organisations know a long history of 
more traditional humanitarian assistance, but are rela-
tively inexperienced with psychosocial and mental 
health interventions. This chapter therefore begins to
describe the position of donor organisations, and the
consequence of taking part in what we could call a 
‘funding market’ in a relatively new field. Furthermore, 
the policies, or lack thereof, with respect to some spe-
cial issues that appear to be of importance for the

quest for sustainability, are described. They are exit 
strategies, evaluation and research, and cost efficiency.

Donor organisations and their
ranks and files

The accountability of donors on the expenditure and
otherwise efficacy of their activities in low income
countries means that they may be less free in their
policies as one may expect. In some cases govern-
ments are financing humanitarian assistance. They
may give a budget to donor organisations to imple-
ment programmes, usually with local partners. It is a 
matter of course that governments have their own
agenda’s. Their wishes with respect to humanitarian 
aid are commonly also led by other interests than
strictly humanitarian ones, such as national or interna-
tional more general economic or foreign policies. It 
would perhaps go too far to state that governments 
dictate the policies of their donor organisations to a 
great extent, but some influence of official foreign
policies on the attribution and allocation of humani-
tarian assistance cannot be denied. This influence may
become clear in the choice in which countries or
regions humanitarian aid is implemented and how
much resources may be spent.

Another influence on the policies of donor organisa-
tions that cannot be neglected is the publics’ voice. It 
does not matter whether the donors are semi-govern-
mental organisations or nongovernmental. Modern
media reports on humanitarian crises and their audi-
ences are moved to donate in an effort to be of some 
help. However, there is selectivity in the attention of 
the mass media too, depending mostly on the avail-
ability of moving, hence saleable footage. The power
of a public outcry was best demonstrated after the
media covered tsunami that hit Asian and African
coasts in 2006. It brought about a huge wave of emer-
gency aid, mental health care and psychosocial sup-
port included, financed by governments and the pub-
lic. Millions were spent on smaller and bigger projects. 
However, there was insufficient time for reflection on
the most effective ways to adjust the ‘help’ in the con-
text of culturally, politically and practically fitting 
interventions; let alone time for mutual collaboration 

Chapter 4

Donor organisations
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and fine-tuning. Unfortunately, the results, as observed
later, appeared to be disappointing in relation to the 
invested money and effort.

Donor organisations are to some extent bound to 
react to governmental policies and the publics’ (corpo-
rative or private included) wishes. Just like local or
implementing organisations they are dependent on
the availability of generally scarce external funding 
and, therefore, operate within a market. This means
donors generally will feel inclined to react to the
wishes of overall policies and the publics’. They will,
furthermore, need to distinguish themselves from 
‘rival’ donor organisations, by developing a ‘corporate
identity’ and by flagging their projects. There are two
important potentially adverse consequences of this 
market situation. First of all mutual competitiveness 
and striving for a distinguishable identity as opposed
to other similar donor organisations, may well stand
in the way of collaboration and fine-tuning which, as 
has been stated before, is a prerequisite for the quest 
for sustainable care and support. Second, usually the 
public is not tempted to donate for complicated opera-
tions and analyses. They expect preferably immediate
results and directly, depicted effects of their donations. 
In order to get funding, donor organisations may feel
inclined to ‘show’ such immediate results and activi-
ties in their annual reports.

This situation of relative dependence on media atten-
tion, (inter) national policies and the publics’ demands,
cannot easily be altered. It is a reality in which most 
donor organisations need to operate. However, clarity 
and awareness of the markets’ mechanisms may create
some resistance to and prevention of its negative con-
sequences such a quick unsustainable interventions 
and reluctance to collaboration. Donor organisations 
may well develop a policy to educate both media and
the public to some extent. They could explain the 
objectives of mutual collaboration and the objectives 
of psychosocial support and mental health care and 
the complicated processes involved in delivering suit-
able and sustainable psychosocial support and mental 
health care. There should be a general awareness that 
proper evaluations and even research are inevitable to
develop sufficiently effective care and that it also pays 
to help build local capacity in both effects and efforts 
to make a difference in the long run. This awareness 
would withstand the tendency to donate only for 
immediate and direct results.

Evaluation and research

The incentive of donor organisations, in line with
humanitarian assistance in general, is to alleviate the 
agonies of people living under duress as a conse-
quence of violence, repression or any other kind of 
natural or manmade adversity. Capacity building and 
empowerment are crucial in this. Evaluation and 
research are the eminent means to assess if previously
determined objectives are met. As has been described
in the preceding chapter, evaluations are commonly
limited to project or process evaluations that may give
indications of the number of people reached, if the 
programme has been completed as planned, if a 
manual is written and distributed, how many training 
sessions have taken place, and so on. These evalua-
tions are relatively inexpensive and easy to be done
and they are usually built in the projects’ design in the 
first place. However, such evaluations in general do
not give sufficient insights into the nature and quality 
of the effects of certain interventions on target popula-
tions, whereas the efficacy of interventions, both in 
terms of effects and investments, is essential. 

As has been stated before, experiences with psychoso-
cial and mental health care exist only during the past 
few decades. By promoting evaluations that preferably 
demonstrate results from their efforts, donor organisa-
tions want to show their capabilities. Indisputable 
evidence of its effects, however, is still slim. This lack
of hard proof, however, does not necessarily indicate
that positive results are limited, or even nonexistent. 
The study of effects is scientifically complicated, as 
has been further elaborated elsewhere in this report, 
and requires many resources, both financial, human 
and in capability. This current lack of scientific proof,
however, does not mean there is no anecdotal evi-
dence at all. It only means that there is insufficient 
scientific evidence. However, the many existing evalua-c
tions, the educated estimations of trainers and psycho-
social workers, and reports of or about beneficiaries
may well give indications of both ineffectiveness or
effectiveness of interventions and strategies. 

Proper evaluations can indeed reveal or indicate if the 
ultimate goals of sustainable mental health care and
psychosocial support for the primary beneficiaries are 
met. It can also reveal that certain policies, strategies
or interventions do not deliver the required results.
Especially midterm evaluations that may well point 
out that previously agreed approaches or goals best 
could be changed, allow for opportunities for altera-
tions that in turn can be evaluated in later stages.  
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This means that donor or implementing organisation 
may best permit for such changes, if convincingly
motivated by their expat or local partners. However,
the current lack of scientific evidence potentially puts
all organisations involved into the defensive. This 
defensive position in donor organisations might lead 
them to invest little in further development of the
field, by on the one hand economise on effect evalua-
tions and research, while on the other hand preferring 
interventions and policies that thus far seem to be the
most popular or effective, thereby leaving little room
for essential further developments. It is currently too
early, the evidence is too slim and too tentative, yet, to 
trust on ‘evidence based’ interventions.

The evaluation of effects of single programmes and
projects, however costly, is a prerequisite for the future 
development of good enough interventions. In many
cases, though, insufficient effort has been made to
implement such evaluations. Donor and implement-
ing organisations could well promote and stimulate 
the development of indicators to get some insight into
the true efficacy of their programmes and strategies. 
Despite the difficulties involved, it is obviously worth
our while to build further on the already existing 
efforts in this. (Williams, et al. 2008 prepared a list of 
recommendations concerning the evaluation of psy-
chosocial programmes, see also UNICEF, 2007).

Next to the evaluation of effects, research19 is also an 
important tool that facilitates the further development 
of efficacy of programmes. There are several obsta-
cles, though, that make appropriate research quite 
scarce. Some of them, the required sophistication of 
skills, and technical and ethical difficulties have
already been considered elsewhere in this report. The
‘just’ allocation of scarce resources is yet another hin-
drance. The latter also has ethical implications. One
commonly expressed objection to research is that 
money that should be spent on actual care and sup-
port would be allocated to costly (in effort, time and
money) research. This ethical objection, however, can 
be avoided by using earmarked funding for research. 
Collaboration with institutions such as universities,
whether local or not, governments, the international
community could provide for special funding and
other required resources.

The advantages of proper evaluation and research are 
abundant. It may give better insights into the condi-
tions, social structures, historical and cultural idiosyn-
crasies, resilience and problems of target populations. 

In combination with assessments of the services of 
other humanitarian organisations, strategies can be 
developed to deliver a wider variety of support to the 
target groups by means of collaboration and fine-tun-
ing. Moreover, it can specify what kind of community
based interventions, training or collaboration shows
the best or most promising results. Hindrances to 
proper effect evaluations and research could well be 
overcome.

Cost efficiency

The inherent scarcity of financial resources and the
accountability of donor organisations towards their
own donators, are an important source of careful con-
siderations of donors on where and how to allocate 
their financial support. As has been said above, the
rank and file of donor organisations themselves too,
play a pivotal role in this. They usually demand swift 
action in regions that are at that particular time in the
focus of the media, or follow the interests of dominant 
policies with respect to not only human rights, but 
also of diplomacy and commerce. There is, however, 
guidance from the World Bank and United Nations
about the amount of money in dollars that can be
spent per capita per year. These amounts should
secure some equal distribution and affordability and
are related to the availability of financial resources
reserved for humanitarian assistance. This does not 
mean that the hands of donor organisations are com-
pletely tied, but more or less tied they are. And it does
not go without consequences for general policies and 
the actual fieldwork. Furthermore, a lack of suffi-
ciently allocated financial resources may well pose an
immediate threat to the sustainability of current proj-
ects and programmes.

There is a generally and rightfully felt repugnance to
allocated money and effort going to waste. Indeed,
there are ample examples of relatively high overhead
costs and money sticking to the fingers of those it was
not meant for. This may be a cause of the reluctance 
of donor organisations to pay salaries to local person-
nel, especially to local management. However, the
work of local managements is a conditio sine qua non. In 
the quest for ongoing efforts to develop, adapt and
sustain capacity to provide care and support, the man-
agement of local organisations cannot be missed. And
although donor organisations may find it difficult to 
convince in particular their public donors, the sup-
port, also financial of local organisations employees is 
imperative.

19 An artificial distinction between effect evaluation and research has been made here while, naturally, scientific methods and tools can be

applied in effect evaluations. Research, in this instance, is reserved for the study of phenomena beyond an individual programme.
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There are yet two other consequences of the endeav-
our for cost efficiency. The first is the difficulty and
reluctance to finance proper effect evaluations and
research, as has been explained above. The second
concerns the nature of implementations. At present,
community based approaches are the most popular,
because they appear to be the most efficient, success-
ful and cost effective, and lean on appraisals of resil-
ience in the populations in question. However, to 
ameliorate the suffering of individuals or groups of 
individuals suffering, additional measures may be 
required. In the last decades techniques of counselling 
groups and individuals have been trained. These
more sophisticated trainings, and the need for contin-
uous supervision, are costly. Combined with the
debate in the field concerning the appropriateness of 
the notion of counselling, the lack of scientific evi-
dence concerning its effects, and the relative high 
costs, donor organisations are presently less inclined 
to grant budgets for (the training of) counselling.

Exit strategies

It is a matter of course that individual donor organisa-
tions can only do so much. In practice, projects or 
programmes are financed and supported for limited
periods of time, usually for a period of two or three 
years; in emergency settings, sometimes for much 
shorter periods of time. Unfortunately it is not rare 
that there is no time for sufficient considerations on
the need for prior and proper assessments, the quality
and the ultimate aims of interventions. Although it is
presently generally recognised that mental health care
and psychosocial support can only be sustained if 
there is sufficient local or other capacity, in practice, 
many projects or programmes do not survive their 
initial funding periods. And if they survive, it is com-
monly only with huge effort and little potential. For 
this reason it is necessary that donors develop proper 
exit strategies that go further than debriefing and
withdrawing their expat personnel and other resourc-
es. Proper exit strategies include policies developed to
take into account that a particular funding period may
be limited, but that the efficacy of interventions may
need further development and the efforts to sustain a 
programme should continue.

For the continuation of mental health care and psy-
chosocial support programmes two common policies
may be developed, which do not exclude each other. 
One of them lies in the empowerment of the local
partner(s). In the previous chapter the required skills
for local organisations to prepare and accomplish their

various tasks, have been summarised. Donor organi-
sations do best if they support local organisations to
attain the skills and know-how to continue and devel-
op their organisation and work in the days to come.
Donor organisations may use their own networks to
facilitate further fund raising and their positioning in
the regional or national field. In some cases local 
organisations have been quite successful in the devel-
opment into a powerful and independent organisa-
tion. The support, by means of timely and well pre-
pared exit strategies of the initial donor or implement-
ing organisation, proved to have been crucial in this. 

Another way to position a local partner in the region
or country is to connect with relevant pre-existing 
institutions. They may be medical schools, universi-
ties, vocational training schools, and so on. This poli-
cy has two advantages, the first being that it may
empower and connect local partners of donor organi-
sations in a way that may strengthen their position, 
the second that an awareness is created, outside the
regular NGO world, of the fact that violations of 
human rights, are a hazard to a given populations
health and wellbeing. But more important, the aware-
ness too that negative consequences can be opposed
by powerful measures that take into account both the
communities and people’s resilience and their weak-
nesses.  

Unfortunately, the practice of the past decennia dem-
onstrates that such exit strategies of donor organisa-
tions are quite rare indeed. One of the reasons may
well be that their own funders demand swift actions 
and their focus follows the lead of where media atten-
tion is most present (See the appendix: Example 10).
There is hardly time for proper evaluations and con-
siderations. Nevertheless, other donor organisations 
have demonstrated that good exit strategies allow
them to withdraw their resources and allocate them
elsewhere, while at the same time leaving local organ-
isations sufficiently empowered to continue and devel-
op their work for the good of the people it concerns. 
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The main objective of this study, as has been stated in 
the introduction of this report, is the identification of 
critical factors that might either contribute to or hin-
der the (further) development of sufficiently adequate, 
and especially sustainable, mental health care and
psychosocial support in low and middle income coun-
tries. At the heart of this question lies the aspiration to
alleviate the psychological suffering of millions of 
people as a consequence of often complicated and
intense adversity, and empowering and capacitating 
them to regain more control over their wellbeing and
living conditions. Yet another reason, based on current 
consensus, is that such empowerment and the enhance-
ment of mental wellbeing potentially enhance the 
efficacy, sustainability included, of other nonpsycho-
logical terrains of current humanitarian assistance.

In the introduction of this report sustainability of men-
tal health care and psychosocial support is described
as the potential of good quality assistance to develop,
adjust and last as long as the assistance is needed, and
to finally evolve into an integrated part of local societ-
ies or communities. Furthermore, a distinction has 
been made between sustainability of effect and sustain-t
ability of effort (Jackson et al. 2005; Howe, Ghali & t
Riley 2005). The sustainability of effects depicts both 
the efficacy of care and support on the primary target 
populations, and its potential to reach other cohorts. 
Whereas the sustainability of effort signifies the 
importance of the endeavour to maintain and develop 
the effects over time. It may be a first and foremost 
conclusion of this chapter that both the quality of 
effects and of effort are equally crucial in the quest for d
sufficient and sustainable mental health care and psy-
chosocial support. In order to attain or maximise sus-
tainability both, in combination, need to be addressed.

This report and its conclusions are based on written
materials and on discussions with a variety of respon-
dents from the local NGOs that were visited for the 
purpose of this study. These conversations did not 
only reflect on the nature and potential sustainability
of effects and effort of their own interventions and
organisations an relations, but also on their experi-
ences and considerations of the overall endeavour of 
humanitarian assistance; mental health care and psy-

chosocial support in particular. These conversations 
were enlightening and sometimes quite intense. 
Respondents generally proved to be knowledgeable
and skilled and ready to adapt their programmes and
strategies where needed. Next to providing, and devel-
oping interventions, all of the visited organisations 
have taken on the quest of capacity building in their 
own regions or elsewhere in the world. They do that 
by training other NGOs, community based organisa-
tions and (governmental) institutions, by offering their 
services, publishing their findings, producing manu-
als, and by collaborating and tuning with (inter)
national organisations and institutions on behalf of 
the target populations.

Both pillars of this report - literature and respondents
- underscore the importance of capacity building as an 
instrument of first choice to attain sustainable mental 
health care and psychosocial support. As is reflected in 
various chapters of this report, capacity building is
since decennia a consensus based standard in present 
humanitarian aid. Training included the training of 
trainers, psycho-education, awareness raising and
advocacy sum up the main capacity building ele-
ments. The contents of what is being trained and
educated in this field, of course, has evolved over time 
and is likely to continue to do so. In various parts of 
the first two chapters of this report the ongoing evolu-
tion and main issues of past and present controversy
have been portrayed and argued. This internal evolu-
tion, and even its controversies, can in itself not be 
understood as obstacles to sustainability. On the con-
trary, they potentially stimulate the development of 
understanding concerning the needs and requirements 
of target populations on the one hand, and of good
enough interventions on the other hand.
Notwithstanding the above, current basic consensus 
as reflected in the IASC Guidelines, supports the pre-
vention of potentially harmful or ineffective interven-
tions and approaches, and enhances the expansion of 
best practice. Most of the respondents of this study 
underline the importance of such adequate and suit-
able guidelines, but also recognise that these guide-
lines too are subject of further development and
adaptation.

Chapter 5

Conclusions
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Based on both the experiences and opinions of the 
respondents and the literature, some major areas can
be identified that contain obstacles with respect to the 
potential sustainability of mental health care and psy-
chosocial support. The first obstacle is the innate dif-
ficulty to the workings and effects concrete, including 
the ensuing lack of solid evidence, of such kinds of 
support and care. The second, may well be a failing of 
adequate collaboration and networking of all organi-l
sations or stakeholders involved. A third would be the 
need for realistic goals, and good quality and afford-
able interventions. And finally, a lack of adequate exit 
strategies that focus on sustainability of projects and
programmes of some donor organisations can be dis-
cerned. On the other hand, the recognition and
acknowledgement of such obstacles may well lead to 
the development of consensus on policies and strate-
gies of sustainable mental health care and psychoso-
cial support. The above identified obstacles are further
described below. 

Before going deeper into this, however, some obstacles
of sustainable mental health care and psychosocial
support that are shared with any other branch of 
humanitarian assistance need to be recognised.
Disregarding the exact nature of humanitarian sup-
ports various circumstances pose an immediate chal-
lenge to sustainability, and therefore, for as far as 
possible, need to be taken into account in the plan-
ning, design and exit strategies of help and support. 
Bad governance, the absence of sufficient infrastruc-
tures and facilities; the erratic reality of scarcity of 
(financial) means20 and resources, the vast amount of 
affected populations, the recurring hazards of natural
or economic disasters, violent outbreaks, and political
repression, can destroy the (re) built capacity and 
infrastructures in a blink. 

Furthermore, political (international geopolitics21) and
the publics’ agenda’s may well influence their policies
and strategies. The dependence on external capital
may lead, not only to mutual competition for restrained 
resources and for public attention, but also to the
choice of where mental health care and psychosocial 
support are to be implemented. In many cases these
will be regions that are front page news as a conse-
quence of emergencies or crises. The result may well

be too rapidly implemented and too uncoordinated
interventions that in most cases last for a far too lim-
ited period of time. Efficacy, leave alone sustainability, 
are a far cry from there.

Internal obstacles to sustainable
care and support 

There are some identifiable internal obstacles that 
potentially impede the quest for sustainable mental 
health care and psychosocial support. Many of them
have been quite successfully addressed in various 
publications, manuals and guidelines such as those of 
the IASC. Others still await a generally acceptable 
consideration. The interviews with various respon-
dents for this study show that, indeed, there is an
emerging consensus concerning the underlying prin-
ciples of mental health care and psychosocial support.
There is a general acknowledgement of the fact that 
care and support demand an interdisciplinary 
approach.22 Furthermore, the potential meaning of 
mental health care and psychosocial support as an
integral part of other interventions and policies to
enhance the overall wellbeing of the beneficiaries is
widely recognised. Moreover, there appears to be a 
firm consensus amongst the respondents of this study
that addressing the mental wellbeing of the recipients
should be part of structural developmental aid, and that l
shared efforts are needed to embed such care in local 
institutions and (health care) infrastructures. 

Another example of current consensus based, best 
practice is that a narrow focus on posttraumatic stress
disorder or other pathological reactions and their pre-
sentations is essentially criticised. Such a focus neglects
the wider social context in which symptoms and their
presentation are formed (Tol, 2009). This context may 
be shaped by any combination and severity of strained
resources, lack of social cohesion and integration.
However, epidemiological studies (for an overview
see: De Jong, 2002) reveal that these pathological reac-
tions are a reality in a smaller or larger part of the 
target population, and as such should also be
addressed. Communities form the natural environ-
ment in which people can function and thrive. In addi-
tion, a well established community can provide crucial 
protective factors that may be of influence to the

20 In chapter 4 of this report some paragraphs have been reserved for the important issue of cost efficiency. The planning of interventions and

strategies that do not take into account the reality of scarcity of financial resources form a direct threat to sustainability. It should, however, be

considered too that the fixed number of dollars that is allocated to be spent per year per head, rests on human-made priorities and decisions.
21 The subject of psychological and social care and support in the light of humanitarian assistance in general and in particular the strenuous

relation of humanitarian aid with economically motivated geopolitics, falls outside the scope of this report. However, especially the latter, may

well constitute the quintessential hurdle for sustainable developmental support, mental health care and psychosocial support included.
22 See the chapters 1 and 2.
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course and severity of adverse responses to harsh 
conditions. As such communal life is pivotal to the
mental health and overall wellbeing of its members.
Therefore, psychosocial support and mental health 
care contain strategies to re (establish) healing and
protective potentials in affected communities.

Furthermore, it is considered imperative that interven-
tions fit local cultural idiosyncrasies, both by main-
stream literature and the respondents. Suitable inter-
ventions should take into account that there exists a 
dynamic between social, psychological, cultural, phys-
ical, spiritual and cognitive factors. Interventions need
to be adapted to such interactions and of local values,
rituals and traditions. However, the awareness and 
flexibility should be present that cultures and their 
expressions are not static and leave space for individ-
ual diversions and deviations. Furthermore, a critical
appraisal is required of the potentially supportive and
unfavourable elements in cultural manifestations and 
beliefs. According to respondents, however, respect 
for cultural idiosyncrasies is not limitless. Harmful23

beliefs and practices can be probed and carefully ques-
tioned. The underlying principle of many community 
based interventions and counselling is that the ver-
balisation, expression and sharing of painful memo-
ries, circumstances and emotions (exposure) is impor-
tant for coping, healing and building mutual trust and
support. According to many relevant respondents of 
this study there is no obvious indication that the
expression of emotions and cognitions would not be 
fitting the cultures in many low and middle income 
regions. It can be considered as a universal human 
trait. But it takes effort and ample consideration to 
build in such universal principles in culturally suitable
interventions. Insufficient consideration and adapta-
tion of local conditions and particularities may consti-
tute an internal obstacle. 

Apart from the abovementioned general agreement 
amongst the involved (inter) national organisations on
the underlying principles of mental health care and
psychosocial support, there are other internal charac-
teristics or qualities that may hinder the sustainability
of mental health care and psychosocial support. As 
compared to many other branches of humanitarian or
developmental assistance, the area of mental health
care and psychosocial support lacks a tangible basis.
Some of the relevant stakeholders question the work-
ings or even the necessity of mental health care and 
psychosocial support. According to many respon-
dents, primary beneficiaries too may well be sceptical
to commit themselves to services that yield no tangi-

ble or immediate result. Psycho-education, advocacy
and awareness raising, collaboration with other more
concrete kinds of humanitarian services, are generally
applied instruments to commit beneficiaries, local
institutions, such as schools and health care facilities 
and relevant governments and donors.

More and more there is a demand for scientific evi-
dence that interventions attain sufficient positive effect 
on the primary beneficiaries. To date, however, this
‘evidence’ lacks and it is highly questionable if there
will be any in the near future (Patel, et al. 2007, 
Hobfoll, et al. 2007). There are several reasons for this
shortage and future prognosis. They are somewhat 
more explicit in the second chapter of this report. The 
required high standards of research expertise, method-
ological problems and the, in comparison, excessive
costs of researching the effects of psychosocial inter-
ventions are but two of them. However, this by no
means signifies that there would be no alternative and 
reliable indications that psychosocial support and
mental health care could be effective. The current 
emphasis on the development of indicators could be
considered as a first step in this.

Nevertheless, closer scrutiny of evaluation reports,
studies and the literature support the positive work-
ings of psychosocial interventions. Despite the gener-
ally acknowledged absence of scientific evidence,
there appears to be sufficient anecdotal or empirical
evidence. However, Hobfoll and colleagues (2007) 
recognise that although there is currently no sufficient 
evidence, scientific or otherwise, to recommend spe-
cific intervention models, it is certainly feasible to 
formulate general foci and criteria that guide and
underlie good enough psychosocial interventions and
strategies. The complexity and diversity of a great 
many factors that may to a large extent determine the
condition and (scarcity of) opportunities of primary
beneficiaries, make it necessary that adaptation and
flexibility will always be required. The development 
of standard and detailed intervention models is there-
fore quite unlikely. The authors, however, conclude 
that based on ‘informed evidence’ some five interven-
tion principles can be discerned that should be guid-
ing the outline of individual intervention models.
They are the promotion and stimulation of: a sense of 
safety, calming, a sense of self- and community effica-
cy, connectedness and hope.

Just as is the case with content and methods of train-
ing, the efficacy of interventions will grow with the 
help of proper evaluations or research, and with the

23 As opposed to human rights
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further development, adaptation and improvement of 
manuals and guidelines. In as such, these manuals and 
guidelines are important factors in the quest for sus-
tainable care and support. Furthermore, it can be
concluded that treatments and interventions that aim
at the strengthening of local help seeking behaviour 
and coping strategies are likely more sustainable, e.g.
they are to be expected to continue after the initial 
funding periods (Tol, 2009). 

In summary, the following potential internal obstacles 
of sustainable mental health care and psychosocial
support can be discerned:

-
ties;

-
tunities concerning the needs of the target popula-
tions and the efficacy of interventions;

approach of care and support that takes into
account the multi-facetted and complexity of 
problems, behavioural maladaptations and pathol-
ogy of the target populations;

-
tal character of mental health care and psychoso-
cial support;

target populations, and

flexibility and adaptation of current mainstream
standards.

In conclusion, the provision of opportunities for an 
ongoing development or adaptation of instruments or
indicators to evaluate the efficacy and suitability of 
specific interventions would allow the field to grow
even further.

Collaboration, fine-tuning
and networking 

The importance of inter-sectoral collaboration, on 
behalf of target populations, has been underscored by
the IASC Guidelines. The underlying idea that psy-
chosocial support and mental health care can be more
beneficial and effective when other aspects that threat-
en the wellbeing and resources of target populations 
are also addressed and vice versa, is a common and
shared notion in the literature and of the various 
respondents of this study. Next to inter-sectoral col-
laboration, the need for collaboration between organi-
sations that provide mental health care and psychoso-

cial support in particular regions is also recognised.
This is especially the case in emergency settings, 
where various, mostly foreign initiatives try to play 
their part without proper assessment of the conditions
and needs of the target populations and their sur-
roundings. Fine-tuning and collaboration are general-
ly considered imperative. In some cases, especially in
emergency settings, larger supra- or international 
humanitarian organisations take the efforts to unite
scattered initiatives. However, despite the sometimes
regular stakeholder meetings, successful collaboration 
rarely seems to take place. Reasons for this may be,
according to the respondents, mutual competition,
criticism or disagreements and inexperience.
Furthermore, smaller initiatives or organisations may 
feel overwhelmed and ignored by their more powerful 
counterparts. These issues are hard to conquer. They 
can only be overcome when and if timely policies and 
strategies are present and agreed upon, before every-
body has taken in their positions at the sites.

However, collaboration and fine-tuning also imply the 
working together of donor organisation and imple-
menting organisations on behalf of the primary benefi-
ciaries. By financing projects or by withholding fund-
ing, and through the appraisal and evaluation of pro-
posals, donor organisations and implementing organi-
sations work together very closely. However, despite
emerging examples of the better, some respondents of 
this study felt the relationship with some of their
donors as strenuous. They find the priorities of donor
organisations and their preference of particular kinds 
of interventions sometimes as too one-sided decisions, 
to which they feel obliged to comply. The possibly
divergent objectives of donors on the one hand and
their partners on the other hand, may lead to mutual 
tension. At its worst it may lead to donor driven inter-
ventions instead of need driven interventions.

There are some specific items, according to some
respondents, that interfere most commonly with the
effort their local organisations can offer to sustain and 
adapt mental health care and psychosocial support. 
They concern the processes of fundraising and the 
length or lack thereof of funding periods. Fundraising 
is, and in the foreseeable future will remain a necessi-
ty. It is unlikely that local organisations will get suffi-
cient resources from their own governments or from
their own income generating activities, if such are the
case. NGOs, also international NGOs will have to 
negotiate the nature and period of projects.
Furthermore, in many cases, especially smaller donors
will only invest in a specific part of a programme. 
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Finding willing donors and responding to their stipu-
lations, is generally time consuming. On the other 
hand, though, donors’ suggestions concerning the 
design and contents, monitoring and evaluations can
improve the quality and coverage of programmes.

According to some of the respondents, their continu-
ous search for donors makes working within their 
local organisations especially precarious and restrain-
ing. Trained and experienced staff, the management 
included, is often uncertain if they will find the means
to continue their work and get their salaries. 
Respondents describe special and inventive measures
to keep on staff in between funding periods. A num-
ber of donor organisations, according to some of the 
respondents, are only able or willing to fund overhead 
related to a specific project or programme. This is a 
source for insecurity about future possibilities of the 
organisation, the position of personnel involved and 
the care and support for their beneficiaries. As such it 
causes an unreasonable strain on management and 
personnel. ‘There is no proper business or corpora-
tion in the west that can afford to ignore their human 
resources and organisational functionality. Yet, it 
occurs that such support for local organisations in low
and middle income countries is neglected.’24 With
respect to the sustainability of their efforts, respon-
dents plead for institutional funding, next to the core
funding of particular projects.

In order to attain some financial buffer, the majority
of the included NGOs of this study, try to generate 
some income of their own. Their main objective often
is to secure and sustain the overhead of their organisa-
tion (institutional funding). Income is derived from
either counselling, but more often, from training of 
third parties. This development, logically, is com-
monly acclaimed. However, it puts local organisations
in a judicial twist. In order to receive funding for their 
projects, they officially need to be nonprofit organisa-
tions. Otherwise they will not be officially exempt of 
taxes. A possible solution for this problem would be 
to split up into one commercial, and one nonprofit 
organisation. Such a split, however, is not considered
favourable for young organisations. Furthermore, in
badly governed countries, paying taxes can be finan-
cially exhausting and politically complicated.

Many of the respondents that have been interviewed 
for this study feel the lack of true collaboration or 
partnership, as it sometimes occurs, as an impediment 

for sustainable care and support. In general, the
respondents found that some donor organisations
may:

adequate assessments;

or convincing arguments;

the terms or priorities of donor organisations, 
which are not always in accordance with their
own estimation and evaluation of what is really
needed;

the sake of fixed funding-periods or money alloca-
tions, and less for the good of the target popula-
tions or the efficacy, sustainability included, of 
good quality care and support;

agreed upon objectives and the needs of the target 
population;

local organisations, as opposed to international
NGOs to get funding from larger donor organisa-
tions, and

at the end of funding periods in the case proper
and clear exit strategies lack.25

There is, however, another tension in the relationship
between donor organisations in general and NGOs. 
As a consequence of the underlying structure of 
humanitarian assistance, implementing organisations 
- whether local, national or international – need to 
apply and argue for funding. Of course, in itself the
applications and argumentations are by no means a 
negative influence. But because in most instances the 
relation with donors is limited in time, new funding 
will have to be found. According to the respondents of 
this study far too much of their time and energy has 
to be spent on the application formats of donor 
organisations (See the appendix: Example 11). During 
various interviews respondents expressed the some-
time unnecessary bureaucratic demands and the ongo-
ing necessity of proposal writing as a huge burden on 
their capacity and energy, and experience it as an
obstacle to the quality and sustainability of their work.

By supporting some projects and withholding funding 
of others, donor organisations can also determine to a 

24 Quote from: Abhijit Dasgupta: Senior manager ICMC, Jakarta.
25 Two of the respondents described the partings of their organisations with a donor at the end of a funding period very evocatively as cold

turkey instead of a preferred weaning process, or as a bad divorce versus a decent divorce.
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large extent what kind of interventions are to be pre-
ferred and implemented. In many cases, the number
of potential beneficiaries, their appeal to the public, 
and cost efficiency of interventions appear to be deci-
sive. However, the decisions of how, what, where and 
who to support or care for, should be a well informed
and negotiated decision between all the partners con-l
cerned, and not exclusively of donor organisations 
and their rank and file.

It was generally felt by the respondents of this study 
that, with respect to sustainability, donor organisa-
tions may constitute a fragile pillar. Indeed, their sig-
nificance for sustainable mental health care and psy-
chosocial support can hardly be exaggerated. Donor
organisations, naturally, have their own preferences 
and priorities, based on their experiences, policies and 
strategies, networks and position in the field. By grant-
ing or withholding resources, they are in the position
to determine to a great extent the nature and coverage
of interventions. However, this intrinsic power need 
not necessarily influence the quest for care and sup-
port in a negative way. By making informed and bal-
anced decisions, donor organisations can in principle
be ‘solid’ pillars. Some of the current donor organisa-
tions already proved that.

There is yet another kind of collaboration that is piv-
otal to the sustainability of mental health care and
psychosocial support. Larger or stronger (inter) 
national or local NGOs often seek collaboration and 
tuning with regional or national relevant institutions, 
such as health care facilities, social institutions, com-
munity leaders and care providers, orphanages, 
schools, universities, and so on. It serves the objectives
of local institution building, and of embedding the 
care and support of target populations in existing 
infrastructures, including governments or governmen-
tal organisations. This embedding into local infra-
structures is, by the vast majority of the respondents,
considered as crucial for the potential sustainability of 
mental health care and psychosocial support in the 
long run. Most of the visited local NGOs for this 
study include an active policy on this and attempt to
reach their goals by a combination of psycho-educa-
tion, advocacy and awareness raising and by offering 
psychosocial services to the target populations of rel-
evant institutions. Furthermore, this collaboration is
of importance for opportunities for mutual referral of 
clients or patients. 

An identified obstacle to an overall and serious col-
laboration and fine-tuning in this particular field is the

almost inevitable competition for scarce financial
resources. In chapters three and four of this report it 
has been argued that competition and rivalry is not 
only typical for implementing organisations but also
for many donor organisations. The need to be distinc-
tive and flag activities in order to attain a maximum of 
credit, in both meanings of the word, may well tamper
with the willingness of close cooperation to a smaller
or larger extent. Its influence on the cause depends on
the maturity, commitment and central focus of each
particular organisation.

A final topic of this section is networking. The impor-
tance of networking between similar or relevant 
organisations is widely acknowledged by the respon-
dents of this study. Its advantages are identified as an
opportunity to grow professionally by exchanging 
know-how and experiences. It further allows for joint,
and thereby more cost efficient trainings, joint effect 
evaluations or research, stronger advocacy on behalf 
of target populations, exchange of documentations 
and skills, for instance on training or research, and
other kinds of mutual assistance. It further facilitates
learning possibilities for psychosocial workers and
offers opportunities of experience with other kinds of 
interventions, policies, strategies, and primary benefi-
ciaries. Sharing the networks and relations of other 
organisations, furthermore, may be valuable. 
Moreover, when it concerns international networks, it 
offers prospects to practice the English language and
get acquainted with the special and constantly chang-
ing vocabulary of this field. And finally, networking 
may well help to prevent isolation of local organisa-
tions from the international mainstream. Because of 
the many advantages of networking the facilitation of 
such networks by donors is recommended.

Setting realistic goals

A clear-cut threat to sustainability of mental health
care and psychosocial projects or programmes, recog-
nised by the respondents, is unrealistic assessments
and aspirations. This does not only concern local
organisations - whether NGOs or community based 
organisations - but also larger international NGOs 
and donor organisations. Unpretentious goals are 
essential in a field where the problems are so vast,
complicated and entwined, and where ‘answers’ to
these problems are still developing and tentative. Most 
of the respondents underline the importance of clarity
and simplicity of goals, especially at the beginning of 
‘new’ projects or programmes. Furthermore, the costs 
as opposed to the returns need to be taken into
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account. Sometimes pilot phases are recommended in
combination with proper evaluations. Respondents 
are of the opinion that a broader understanding could
evolve concerning learning processes involved, and
for the fact that a true understanding of what is really 
going-on in people, communities, regions or countries,
can only progress slowly and carefully.

Exit strategies

Adequate exit strategies are widely recognised as
imperative for the maximising of sustainable mental
health care and psychosocial support. According to
the respondents, however, current exit strategies are
too often limited to the funding period or project, and 
to the winding-up of the donors financial and person-
nel involvement with the project. The respondents, 
supported by the literature, identified several charac-
teristics that exit strategies should imply, in order to
maximise opportunities for sustainable mental health-
care and psychosocial support.  They will be further 
described below.

The experiences of some of the NGOs show that it 
can be concluded that proper exit strategies of donors 
are best developed at the very beginning of, or even 
before, any shorter or longer funding period. 
Preferably, they are planned thoroughly and in delib-
eration with the local partner(s). Of course, the details
of such exit strategies depend largely on specific local
characteristics and circumstances. However, some 
overall recommendations can be formulated. Exit 
strategies should be concentrated on the processes of 
sustainable care and support. It is common knowledge
that the necessity of mental health care and psychoso-
cial support is by no means restricted to funding peri-
ods; it takes time and effort to build capacity and
develop effective interventions. A negligence of the 
involved processes hinders the quest for sustainable
care and support. Both in the literature and in the
interviews it was often found that the foci of donors 
are in too many cases project driven instead of process 
driven.

In chapter four, three areas have been mentioned that 
appear crucial for proper, process focussed, exit strate-
gies. The first is the recommendation to empower
local partner organisations by offering them organisa-
tional advice and training on a structural basis, if and 
where needed. The second is the support of local 
organisations with the acquirement of additional fund-
ing. A last mentioned recommendation would be help-
ing local partners to connect to relevant local organisa-

tions or institutions and facilitate them to take part in
relevant, also international, networks. These three
recommendations can be followed through by utilising 
and collaborating with other relevant donor organisa-
tions.

In this chapter, one final question would still remain,
and that is whether mental health care and psychoso-
cial support holds specific characteristics with respect 
to sustainability, as opposed to other branches of 
developmental or humanitarian aid. Although this 
was not an enquiry of this study, it can be approxi-
mated that, in general, nothing in this study could
pinpoint anything that would be clearly distinctive for
this relatively new brand of humanitarian or develop-
mental assistance. Issues such as the multi-facetted 
problems; the variety of cultural, political and societal 
strains on resources, but also capacity building, cost 
efficiency, the opportunities of inter-agency collabora-
tion, institution building, awareness raising and so on,
are at the core of any humanitarian venture. 
Particularities, of course, can be found in the techni-
calities of this field, but to varying degrees the same 
goes for agricultural, commercial, livelihood, or any 
other kind of assistance. Without any doubt, though, 
the many obstacles to grasp or substantiate the effica-
cy and validity of current mental health care and
psychosocial support as elaborated in this study, pose
considerable complexity.

Afterthought 

The current consensus on overall procedures, goals
and strategies of mental health care and psychosocial 
support as is reflected in the IASC Guidelines of 2007,
was the initiative of various larger donor organisa-
tions. They clearly recognised and acknowledged the 
importance of consensus based strategies and collabo-
ration; of an inter-sectoral approach, and of a clear 
guidance for local and international implementing 
organisations. In a field were the efficacy of interven-
tions still lacks solid evidence, clarity on current best 
practice is helpful. Yet another advantage is that it may
ease the acceptability of current mental health and
psychosocial approaches for governments and other 
institutions. Furthermore, it provides donor organisa-
tions with the tools to appraise and support the poten-
tial quality and appropriateness of funding applica-
tions. And finally, the fact that possibly required 
deviations of this consensus will need to be argued,
supports the further development of this field.

To help the field to improve its sustainability further, 
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it may well be recommended that donor organisations
attempt to achieve a comparable consensus them-
selves. Such a consensus would potentially prevent 
donor driven in favour of need driven interventions, 
as they now take place especially in emergency set-
tings; it would facilitate collaboration and tuning 
between donors on behalf of the primary beneficia-
ries, and support the development and utilisation of 
exit strategies that take into account the potential sus-
tainability of specific projects, programmes and local
organisations. Moreover, it could stimulate a more
thorough focus on the (longer term) processes, as 
opposed to the (short term) funding periods.
The results of this study and this plea could hope to 
be a starting point for such consensus building and
collaboration amongst donors.
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Appendix: Examples

1. Psychosocial interventions and the importance of offering additional resources

In a poor region in Africa, a local psychosocial NGO, trained and sustained by a western host organisation,
works with communities that had recently been shattered by violent outbursts. The NGO endeavours to reunite 
lost families or at least tries to find information concerning their fate. Furthermore, concentrating on self-efficacy,
positive coping strategies, adequate mourning by means of community rituals, psycho-education and so on, and
the local NGO tries to restore hope and resilience in the targeted communities. 
However, the communities concerned also suffered from the destruction of their agricultural possessions, there 
were no schools for children and there was insufficient material to restore their houses. In short, there was hun-
ger and a shortage of resources to improve their living conditions. The local NGO, assisted by their host 
organisation, was the only organisation active in the region.
Mid term evaluation of their psychosocial interventions revealed a lack of improvement in the beneficiaries. On
the contrary, the interventions appeared to have backfired, and worsened conditions of apathy, helplessness,
despair, alcohol intake, etc. Closer scrutiny revealed that the psychosocial programme focused on self-efficacy, 
coping and resilience fed them with the detrimental assumption that they themselves were the source of their
ongoing misfortune and not the circumstances. The lesson learned was that communities also need the resourc-
es to act on their newly learned psychosocial skills and convictions.

2. Unexpected spin-off

A school in the West Bank, as part of a regional project to provide psychosocial support for children, tried to
involve the parents of their pupils for awareness raising and psycho-education on behalf of their children. When
invited, hardly any of the parents showed up. A new invitation for parents followed. Somewhat conniving, par-
ents were invited to take part in a cooking workshop. The attendance was much better. Having thus conquered 
the fear and apprehension of the parents, the teachers and school counsellors could later start with their pro-
gramme. The parents are currently very committed to the school. The communication and collaboration
between teachers and school counsellors on the one, and parents (mostly mothers) on the other hand improved
significantly. This, of course, was the goal of the initiative anyway. Unexpected spin-off was that some of the
parents jointly began to initiate collective activities, such as income-generating endeavours and past time actions,
together as parents or with their children. They were offered an empty space in the school as workshop and a 
place to sell their goods. Community members and other parents now also visit the school, and in general feel
more connected to and involved in the education and wellbeing of their children.

3. Individual differences between one and the same cultures

Two demobilised child soldiers in a central African republic take part in a psychosocial programme that encom-
passes a wide variety of services. Let’s call them Jean and Louis. They are currently both in their early twenties.
They originally stem from neighbouring villages. Louis is an expressive young man, who is truly bothered by
the memories of his past experiences, drug addiction and conduct. He talks about it with the psychosocial work-
ers and also expresses his desire to be part of a community again, and to contribute to his community. At present 
he feels too ‘soiled’ to dare to relate to people he meets outside of the programme.
Jean, on the other hand, has an entirely different personality. He is much more reserved and aloof. While over-
hearing Louis talking about his wish to be a part of community again, a simple, hardly detectable nod was his
only reaction.
Louis is offered group counselling in which he can weigh and share his experiences and feelings, both as a victim
and as a perpetrator of gross violent acts. Furthermore, he is offered an apprenticeship as a carpenter. Jean, on
the other hand, doesn’t want to talk or think about his experiences and emotions at all. He declined all offers to 
join group sessions. With the help of a small loan he has opened a garage for motorbikes, and seems happy with 
it. When, however, he heard that some of the young men would go to a healer for cleansing rituals to make them
acceptable for the community again, he chose to join them. 
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4. Volunteering as a means to restore social coherence

Almost directly after the war, in a former Yugoslavian republic, a psychosocial project based on volunteer work 
was initiated. In the small town the civil war, where former neighbours were now perceived as current enemies,
the earlier social coherence was disrupted. Furthermore, economic adversity and lack of health care facilities,
threatened the wellbeing of the residents. Especially vulnerable groups were the elderly, who lived in poverty
and isolation disabled persons and children.
From the beginning to its present days, the programme aims at a restoration of a sense of community coherence 
and responsibility, the mutual protection and care of vulnerable groups, reconciliation, human rights advocacy,
self-efficacy, and so on. Its vehicle is the recruitment, training and commitment of volunteers within the com-
munity. The organisation has closely linked with international volunteer organisations.
And although the bulk of the funding and training still has to come from abroad, the organisation is successful
in acquiring financial or material support form local business as well. The organisation recently built a large
community house, that will shelter their offices, consultation, meeting and training rooms, a day-care centre, but 
has also space for parties, play and sports. This community house, situated in the centre of town, is build with 
the help of volunteer labourers and youth from various schools, and partly with materials donated by local
industries and business.

5. Supervision

Ravi has been trained and supervised for several years as a counsellor. His motivation was to help people cope
with their problems. Some years previous to his training he lost a son as a consequence of enemy attacks. His 
youngest son, the only child still living at home, doesn’t live up to his standards: he drinks more than is good
for him and he does not seem to take any initiative to improve his life. 
Ravi works as a counsellor in one of the field offices of his organisation with people who are referred to him by
psychosocial workers who work in the communities. Lately Ravi feels troubled. He suffers from headaches and
does not sleep well. He has lost his interest in his work, and even admits to feel aversion for his clients. Of course,
this affects his work to a large extent.
During his supervision, Ravi expresses his difficulty with his clients. He especially loathes his male clients who 
start crying or show other signs of weakness, as he calls it. He knows that the expression of emotions is poten-
tially helpful, but he can not control his repugnance. While talking with his supervisor he reveals that the
recently escalated concerns about the conduct of his youngest son, has aroused an intense grief over the loss of 
his murdered son. He is afraid this sorrow will overwhelm him. Furthermore, he does not want to lose face by
displaying emotions, despite him knowing better.
In this session with his supervisor, Ravi can share and express his anguish. They discuss how his grief and aver-
sion concerning the expression of emotions affect his work.  He now feels better and is motivated once more to
help others by offering his listening ear, his empathy and comfort.

6. Helping teachers help students

In a small town in a middle income region, a programme has started to help school children cope with the con-
sequences of a terrorist attack that in its gruesome conclusion killed almost 300 people. All the schools in the
region were familiar with professional school counsellors or psychologists. However, these were not educated
with more modern ideas concerning child-friendly didactics, child development or the prevention or care for 
children with psychological problems.
Traditionally, the schools were focussed on directive leaning methods, discipline and physical punishment. An
international NGO, familiar with the specific traditions and convictions in the region took it on them to train 
teachers and the school counsellors or psychologists. The latter were trained (with know-how and skills in child
development, age appropriate problem solving or coping in children and adolescents, and the such). Teachers
were trained to become more child-centred, to understand and recognise behavioural peculiarities and to screen
children with serious posttraumatic or other problems. Also the didactics of the learning material were gradually
adapted to more interactive methods. Both the majority of the teachers and the school psychologists were very
inspired and motivated by the programme. They became more aware of psychosocial problems in their students
and, gradually, in the schools a climate developed where children felt respected, taken seriously and safe. Only 
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in this more open and child-friendly atmosphere the original target group of traumatised children could be
reached and supported.

7. Learning by experience

According to current best practice, a local NGO in Africa, trained and educated key persons from within the
community. This community consisted of refugees from a neighbouring country that tried to cope in the area 
for several years. As is it generally accepted as proper proceedings, these key persons were trained in a special
venue. There they could somewhat unwind from their daily stresses, and take part, as a group, in the training 
processes.
The NGO, however, experienced that the trainees started to identify with the local NGOs staff and thereby 
distanced themselves from the community. They soon discovered that this adverse development could be 
avoided by training them within the community, and not separate them from their fellows.

8. Institution building

During the Balkan wars, many local initiatives emerged to help the many victims of war, violated and raped
women, refugees, internally displaced persons and otherwise bereaved people by the collapse of former infra-
structures. Supported by mainly western professionals, psychosocial support and mental health care were
addressed. Some of these local initiatives came from health care workers and university teachers or professors.
Psycho-traumatology and the principles of psychosocial support, however, were not part of the regular univer-
sity curricula. 
Supported by western expertise and financial support, a few of these initiatives remained active till to date. By
now, psychosocial support is offered in some specialised clinics. The professionals involved work at various
universities and hospitals in the region. They have become apt trainers of other local psychosocial workers and
health care providers, not only in their own country, but also internationally. A network of professionals is still
growing and they regularly meet in national or international seminars.
The process of embedding these mental health and psychosocial insights in regular health care facilities and
training schools, however, is a quite slow one. Negligence and denial in governments and other authorities is still
prevalent. And the initiatives, to a large extent, are still dependent on foreign support.

9. Balanced international support

A local psychosocial organisation in the far east has since quite some years gained independence, after having 
been supported, guided and trained by an international implementing organisation. The quality of their pro-
grammes to support local communities is of a high standard. They have been quite successful in raising funding 
for their programmes. Their organisation is well structured and solid. The employees are committed and skilled.
Recently, with the aid of an international donor, they built a clinic for mental health care and psychosocial sup-
port in the capital.
Unfortunately, at about the same time, due to lack of funding, the organisation had to close their field offices 
that offered psychosocial support to the affected rural population. They fear that the networks in the province
and the mutual referral system that had been built with care would soon fall to pieces. 
Gradually, since becoming loose from the implementing organisation, they became more and more isolated from
their colleagues abroad. They had missed out on speechmaking publications in the field, and also lack the capa-
bilities to do research and thus get into contact and dialogue with foreign partners and colleagues. 
They very much regret the closing down of the field offices, and the end of the opportunity to help and support 
rural communities in need. There is joy, however, about the opening of their in and outpatient clinic, but they
are aware that their future prospects and work field have changed.
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10.Unintentional adverse effects of post disaster relief 

Some years before the tsunami struck the coast of Aceh on Boxing Day 2006, an international host organisation
supported some local grassroots organisations in the region. After inter-religious violence and severe oppression
by the government of their opposition, support, including psychosocial support, was offered to survivors.
In the aftermath of the tsunami, however, another wave followed suit; this time of a multitude of smaller and
larger western relief projects. Despite all efforts of the UN to coordinate and equally distribute the support, the
situation remained chaotic. The international host organisation soon lost their carefully built networks and infra-
structures. The clients of the local organisations now wanted money or other material support, just as the tsu-
nami victims did, and lost their interest in counselling or psychosocial community support activities.
At the end of the international relief projects the community was left with a formally bereaved population, now
living in new houses, fishing with new boats, new schools, community centres and so on. The communities that 
were lucky enough to live on higher grounds or unlucky enough to life outside the range of support organisa-
tions were left empty handed. This resulted in tensions and friction between those that received support and
those who did not.
Almost four years later, the international host organisation still noticed the ill effects of this overwhelming post 
disaster support.

11.Donor bureaucracy

A local psychosocial organisation in the far east does its utmost to deliver community based services and care
for groups of individuals nation wide. They confer and collaborate intensely with other local and international 
organisations to enhance the impact of all the combined services and enhance their coverage.
Much of the energy and time of the management is however spent on fundraising. In many instances donor
organisations grant money for singular one-time projects that may last for several month only. Since the local 
organisation is convinced that the support and services they supply should be more structural to maintain the 
positive effects of their interventions, they regret the short funding periods, that make it necessary for them to 
continue fundraising activities and fill out, time and again, the various application formats and evaluation 
reports.
Recently, one donor organisation wished for an official tax clearance. It was not enough that the local organisa-
tion was officially registered as a nonprofit NGO, and was therefore exempt for tax payments. In itself, they
perfectly understand the wish of donor organisations that investments will not flow into the coffers of the state.
However, it took the organisation enormous effort and far too much time to oblige the donor organisation. This
was especially annoying to them since it was an unnecessary exercise in the first place.
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