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Introduction
In 2020 it was estimated that 100 million people were in need of protection assistance due to conflict,
violence, epidemics and climate-related disasters, or a mix of all four (UNOCHA, 2020). These life-changing
events have a significant and often lifelong impact on people’s mental health, which affects social relations.
Aside from reduced psychological well-being and high levels of stress, one in five people living in areas
affected by violence and conflict experience significant mental health conditions like depression, anxiety
disorder, substance misuse and post-traumatic stress disorder (PTSD). Age and gender are contributing
factors: women are more likely to experience depression than men and this likelihood increases with age
(Charlson et al., 2019).
In the last two decades, great advances have been made towards including mental health and psychosocial
support (MHPSS) in conflict and humanitarian responses at the national and community levels. The InterAgency Standing Committee (IASC) Reference Group on MHPSS has produced specific materials to guide
the integration of MHPSS in emergency settings, as well as a wealth of complementary resources.
Nonetheless, there is limited focus on MHPSS in peacebuilding measures intended to create or sustain
peace in areas affected by violent conflict. In fact, a substantive framework which integrates MHPSS into
the short- and long-term activities constituting the peacebuilding realm does not yet exist.
While it may seem self-evident that MHPSS and peacebuilding practitioners would work in close
collaboration, carefully coordinating their work in the pursuit of sustained outcomes, research by Tankink et
al. (2017) suggests that this is not yet the case. However, the many impacts of the Covid-19 pandemic have
pushed the need for MHPSS further into the peacebuilding realm, increasing efforts to link the fields.
International organizations around the world such as the International Association for Human Values (IAHV,
2016a, 2016b), FELM (Kubai and Angi, 2019), Norwegian Church Aid (Huser, 2020), the International Centre
for International Cooperation (Arthur, 2021), TPO Uganda (Tankink, 2019) and GIZ have led advocacy efforts
and published important research findings making the case for an integrated approach. In a welcome
development, the United Nations (UN) Secretary-General’s July 2020 report on peacebuilding and
sustaining peace includes a clear ambition towards enhancing the integration of MHPSS into peacebuilding.
The report states (United Nations, 2020b, p. 11), “The further development of the integration of mental health
and psychosocial support into peacebuilding is envisaged with a view to increasing the resilience and
agency of people and communities.” The UN Development Programme (UNDP) is the UN’s lead agency for
peacebuilding and implements the largest portion of the Peacebuilding Fund. It plays a key role in realizing
the Secretary-General’s ambitions and, as such, it has shown commitment to advancing the integration of
MHPSS and peacebuilding. The Guidance Note on integrating MHPSS into peacebuilding, which is informed
by this report and is the first of its kind, will form a key component of UNDP’s continued work in this domain.
The global Guidance Note, developed using a broad consultative process, proposes a framework for
integrating MHPSS into peacebuilding processes and programming. A number of steps continue to be
followed to ensure that the Guidance Note is relevant and user-friendly to peacebuilding practitioners
around the world.
The first part of this report contains the findings of a review of the literature pertaining to the integration of
MHPSS into peacebuilding. It builds on a similar review conducted in 2017 by the authors of this report
(Tankink et al., 2017). The literature review addresses the effects of conflict on mental well-being,
interpersonal relationships and reconciliation as well as the different approaches to integrating MHPSS into
peacebuilding, including current identified challenges, prerequisites and possible entry points. Since the
report is written for professionals in the peacebuilding field, we do not address literature that deals only
with peacebuilding; rather, only relevant literature related to MHPSS is presented here.
The second part of the report contains a summary and brief analysis of data collected from an international
stakeholder mapping exercise conducted online in August 2021.
RESEARCH FINDINGS: SUMMARY REPORT – INTEGRATING MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT INTO PEACEBUILDING
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The third part of the report contains data collected from consultations and interviews held for the purpose
of the UNDP assignment, as well as from the extensive consultations and co-creation workshops the
report’s authors have spearheaded since 2015. The report ends with a discussion of the findings, followed
by a conclusion.
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PART 1
Review of literature relevant
to the integration of MHPSS
into peacebuilding
Background
The experiences of conflict and displacement can have a deep impact on the mental health of affected
people who are trying to rebuild their lives and communities. The past and present collide as people grapple
with their loss and grief while adjusting to new situations and unfamiliar environments in which they do not
always feel welcome (Baingana et al., 2005). Having lost their friends, family members, homes and
livelihoods during the conflict, many people will feel at a loss, unsure of how or where they fit into society.
Such suffering makes it impossible for many people to adapt to their new realities and ‘move on’.

Experiences of conflict and displacement can have a deep
impact on the mental health of affected people.
Academics, practitioners, policymakers and civil society organizations (CSOs) working in the field of
peacebuilding are increasingly vocal about the importance of integrating MHPSS into peacebuilding to
achieve sustainable peace, optimal health and positive peace (Arthur & Monnier, 2021; Hamber et al., 2014;
Hertog, 2017; Pham et al., 2010; Tankink et al., 2017; United Nations & World Bank, 2018).
However, traditional efforts to improve post-war situations – often based on different disciplines and
focused on multiple sectors such as peacebuilding, criminal justice, (mental) health, psychosocial support
(PSS), and community and economic development – have met with mixed success. Specialist sector teams
working in silos fail to develop crucial integrative skills and interdisciplinary understanding. Furthermore,
the use of narrow definitions of violence and conflict and the lack of an integrative framework can undermine
each sector’s work, have a negative effect on policy formulation and programme design, and cause further
harm to people who are not able to cope with their experiences of violence (Moser & Shrader, 1999). In other
words, individual, interpersonal, institutional and structural factors (such as a political framework that
supports discrimination) can lead to or continue forms of violence in conflict-affected contexts.
Studies demonstrate that it is only possible to achieve successful, peaceful coexistence if people’s mental
health, and social and relationship problems are addressed (CWWPP, 2010; Hart & Colo, 2014; Hertog, 2017;
Tankink & Otto, 2019). Thus, there is an acknowledged correlation between mental health problems,
traumatic experiences, psychosocial stressors and peacebuilding outcomes. If people are not helped to
cope with their difficult past experiences and their present daily stressors, they struggle to peacefully
coexist with others, which perpetuates their stress and undermines the potential for reconciliation. Social
support (not only from professionals, but from relatives and neighbours) is an essential element in enhancing
resilience. The first International Conference on Health Promotion in Ottawa (1986) lists peace as the
number one condition for health (WHO, n.d.). Peace and the process of reconciliation depend on people
coming to terms with their traumatic experiences, and people require peace to maintain their health and
well-being. This holistic and interdisciplinary approach contributes to what Norwegian sociologist and
founder of the discipline of peace and conflict studies, Johan Galtung (1969), calls ‘positive peace’.
Lambourne and Gitau (2013, p. 26) define this Galtungian term as “the ability of an individual to meet their
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somatic potential, which translates in practice into the promotion of social justice through equitable access
to services such as health, education and employment,” adding that “psychosocial interventions offer the
opportunity to focus specifically on the individual psychological as well as relational aspects of micro-level
PB [peacebuilding].”

It is only possible to achieve successful, peaceful
coexistence if people’s mental health, and social and
relationship problems are addressed.
Ubiquitous access to health care is therefore essential. Health care exclusion and inequity based on divisive
factors such as ethnicity, location, religion, age, race or gender fuels negativity towards the powers that be
and contributes to conflict. Poor governance systems often foment protests and violence through
discrimination and marginalization. When a government’s capacity is stretched by conflict, its capacity to
address people’s physical – let alone mental – health care is thin. However, addressing both the victims’
and the perpetrators’ health care needs is vital to containing the violence and its long-term damage. This
means that health initiatives aimed at all the groups involved in a conflict could be a starting point for
mediation (WHO, 2020b).

Methodology
This report is based on a comprehensive literature review which distils relevant theoretical insights and
practical approaches to mental health and psychosocial well-being, as well as the MHPSS and peacebuilding
links within the broader sociopolitical and cultural context.
This analysis builds on a previous review by Tankink et al. (2017) and a mapping study conducted by the
same authors, also in 2017, which critically assessed and evaluated the existing levels of integration and
intersection in the fields of MHPSS and peacebuilding in post-conflict contexts. One of the foundational
aims of the 2017 literature review was to find evidence to prove that when MHPSS and peacebuilding
approaches are integrated, the potential for sustainable peace is enhanced.
The Guidance Note is based on a review of the existing literature from 2017 to today to ensure that the latest
academic research, theoretical frameworks, best practice case studies, existing guidance and interventions
implemented in post-conflict contexts that integrate MHPSS into peacebuilding are included. The research
questions for this literature review are:
1. How does the literature support the need for an integrated approach?
2. Which existing models underpin interventions that integrate MHPSS and peacebuilding?
3. Which challenges of an integrated approach to MHPSS and peacebuilding are described in the
literature?
4. What are the common entry points to operationalizing an integrated approach?
Inclusion criteria for the review were that both MHPSS and peacebuilding were mentioned, that the articles
contributed to the overall research questions underlying the literature review, that the emphasis was on
articles published after 2017 and that they were written in English. We realize that for a UN document this is
challenging because of the rich material that is written in Spanish and, increasingly, in Arabic. Due to time
and resource constraints, we were not able to include this material. Complementary studies are needed to
address this lack and provide an inclusive reflection on the resources of the global academic community.
For the purpose of this review, only articles were included; by and large, relevant books and theses were
excluded due to the difficulty in accessing these resources and the time constraints of the project. To
supplement the review of academic and journal-based sources with knowledge produced by practitioners
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and CSOs, the authors solicited ‘grey literature’ such as non-governmental organization (NGO) reports,
policy briefs and other documents. The relevant literature was collected via an internet search using Google
Scholar, from academic libraries and through other sources such as AnthroSource.1
While the focus and conclusions in this report are based mostly on the relevant grey and academic literature,
the content is also informed by the authors’ extensive experience working on the subject matter over the
last seven years.

Unpacking key MHPSS concepts
This section describes the main concepts related to the field of MHPSS.

Mental health
The World Health Organization (WHO) defines mental health as “a state of well-being in which every
individual realizes his or her own abilities, can cope with the normal stresses of life, can work productively
and is able to make a contribution to his or her community,” adding that “health is a state of complete
physical, mental and social well-being and not merely the absence of disease or infirmity” (WHO, 2018).

Mental health is not limited to the absence of mental
disorders and is highly connected with contextual factors.
Conflict-affected contexts present social, psychological and biological factors which influence people’s
mental health through the development of problems or by strengthening resilience (IASC, 2007, p. 3).
Mental health is not limited to the absence of mental disorders and is highly connected with contextual
factors, which the IASC (2007) identifies as follows:
•

Problems which existed before the conflict started (e.g. extreme poverty, belonging to a group that
is discriminated against or marginalized, political oppression, existing psychological problems);

•

Conflict-induced social problems (e.g. family separation, disruption of social networks, destruction of
community structures, lack of resources and trust, increased gender-based violence [GBV]); and

•

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

Mental health encapsulates our emotional, psychological and social well-being. It marks how we think, feel
and act. It affects the way we interact with others, handle problems and make decisions. War and violence
have a significant impact on people’s mental and physical health by damaging their interpersonal
relationships, their community’s social fabric, their economic situations and overall governance.
Not everybody is traumatized after enduring difficult experiences. Around 80 percent of people are resilient
and able to cope, adapt and recover from their experiences of adverse events and do not develop
psychological problems. Others develop new ways of dealing with and growing as a result of their painful
experiences. This is called ‘post-traumatic growth’ and is expanded on later.

Around 80 percent of people are able to ‘bounce back’
from their experiences of adverse events and do not
develop psychological problems.
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It is normal for people to experience anxiety and grief in the context of conflict and situations of war and
violence.

Mental illness
Mental illness is a disorder of cognition (thinking) and/or emotions (mood) as defined by standard diagnostic
systems such as the international statistical classification of diseases and related health problems (WHO,
2019b) and the American Psychiatric Association’s (2013) Diagnostic and Statistical Manual (DSM 5). Mental
illnesses include, but are not limited to, depression, anxiety, PTSD and schizophrenia.
Carballo et al. (2004, p. 464) state that after the Balkan war over 25 percent of displaced people said that in
addition to losing their possessions and loved ones, they also suffered from an overwhelming loss of
perceived power and self-esteem. Approximately 11 percent said they had lost their sense of worth.
Depression, a constant feeling of nervousness as well as feelings of fatigue and apathy were common
among these displaced people, especially the elderly. The findings also showed that ownership and agency
were restored when affected individuals were included in the post-conflict decision-making processes that
directly impacted their lives. This highlights the importance of providing social and psychological assistance
to help people regain control over their lives and build positive connections with other people (Tankink &
Otto, 2019).

Some people do not recover from their disruptive
experiences and develop mental health problems such as
PTSD, severe depression, anxiety disorders and/or
addictive disorders.
Some people do not recover from their disruptive experiences and develop mental health problems such
as PTSD, severe depression, anxiety disorders and/or addictive disorders such as substance abuse and
dependence. Research supported by WHO shows that 22.1 percent of people living in conflict-affected
areas have depression, anxiety, PTSD, bipolar disorder or schizophrenia (Charlson et al., 2019). Women
are more likely to experience depression than men and this burden rises with age. About 13 percent of
the global population have mild depression and 9 percent experience moderate to severe depression
(Charlson et al., 2019). Many people living in the continuum of conflict experience sleeplessness, fear,
distrust, nervousness, anger, aggression, depression, flashbacks, negative thinking, alcohol and
substance abuse, domestic and GBV, and may even attempt or commit suicide. The United Nations High
Commissioner for Refugees (UNHCR), for instance, has reported increasing suicide rates in refugee
camps in Uganda (UNHCR, forthcoming). Affected individuals tend to withdraw from healthy social
interactions due to their negative states of being and feeling. Over time, if the situation improves, the
severity of these conditions can decrease. However, recurring or new stresses can reactivate their
intensity (Miller & Rasmussen, 2014). Substance abuse/dependence is generally considered a comorbidity
of depression and PTSD (Maedl et al., 2010; NIDA, 2018). In their study of Somalian ex-combatants with
PTSD, Maedl et al. (2010) found that drugs such as the stimulant plant khat are used as medicine to help
forget traumatic war events. However, like many other drugs, khat can also cause psychosis and worsen
symptoms of mental disorders (Maedl et al., 2010).
Poor mental health, compounded by perceptions of threat, feelings of distrust, fear, anxiety and anger, can
negatively impact intercommunal and interpersonal relationships, and thus hamper constructive efforts to
engage in conflict resolution and peacebuilding. Poor mental health decreases the possibility of non-violent
solutions, and therefore leads to less support for peace and reconciliation (Vinck et al., 2007). Mental health
and psychosocial interventions can lessen these negative effects and contribute to more constructive and
sustained peacebuilding efforts (Bubenzer, 2020; Kaag, 2019).
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Substance abuse
Substance abuse is both a cause and a consequence of mental health problems. In humanitarian and postconflict contexts, substance use is associated with issues such as sexual and gender-based violence
(SGBV), organized crime, violence, and neglect of children (Fahmy, 2017). Substance misuse in (post)conflict
environments can exacerbate the psychosocial impacts of conflict and slow down recovery efforts.
Consumption of drugs and alcohol was shown to be higher among child soldiers in the Democratic Republic
of the Congo (DRC) than among children who had not been recruited (ILO, 2003). This substance abuse
impacted negatively on the children’s long-term mental health, and led to addictions in their adulthood.
Despite this recognized correlation, substance abuse remains a neglected area of public health, and even
more so in the conflict continuum. Furthermore, conflicts themselves are often funded by taxes on the illicit
drug economy, demonstrating the embedded role of substance abuse and the importance of tackling its
causes and consequences.

Substance abuse is both a cause and a consequence of
mental health problems.

Cultural explanations of mental well-being
References to mental well-being in many cultural contexts are holistic and include a balance between
physical, spiritual, mental and emotional health. In indigenous contexts, this is often connected to the
origins of creation (Restoule et al., 2015; Venugopal et al., 2021). The social and cultural context we live in
shapes our perceptions and explanations of our well-being or our mental distress. The way people
understand their problems determines their attitudes towards (mental) health problems and the type of
support they seek. Understanding the direct and more proximate causes of mental health problems is
important in constructing ideas of how ill health is explained. For example, in many societies, explanations
for mental health problems are attributed to the ancestors or the spirits of people who were killed in the
conflict and not given proper burials. These cultural explanatory models are not carved in stone, but are
socially embedded within specific times and contexts. Culture is not a closed or singular system. All cultures
typically develop from the constant coexistence with and influence of subcultures. Changes in political
economies and power structures as a result of events such as globalization can change cultural meanings,
which causes stressful periods of social upheaval (Kleinman, 2006).

The social and cultural context we live in shapes our
perceptions and explanations of our well-being or our
mental distress.

Psychosocial health
The term ‘psychosocial health’ emphasizes the dynamic relationship between psychological aspects of
experience (our thoughts, emotions, feelings and behaviour), our wider social experience (our relationships,
traditions) and our values and culture (International Federation Reference Centre for Psychosocial Support
& Hansen, 2009). Health in this context is not about individuals feeling better but about reconstructing
relationships as humanizing, that is, based on respect, dignity and spiritual depth (Wessells, 2015, conference
presentation). “Psychological aspects are those that affect thoughts, emotions, behaviour, memory, learning
ability, perceptions and understanding. Social aspects refer to the effects on relationships, traditions,
culture and values, family and community, also extending to the economic realm and its effects on status
and social networks” (Baingana et al., 2005, pp. 7–8).
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Psychosocial suffering
We refer to psychosocial suffering when the interrelationship between psychological and social problems
is the cause of the suffering. The term also stresses that only focusing on mental health concepts (such as
psychological trauma) is risky because it ignores the social context. Family and community are essential to
a person’s well-being and should thus be taken into account when assessing needs and developing
interventions.
In the vast majority of cases, suffering is relational and cannot be reduced to events in an individual’s head.
Exposure to war, with its disruption, loss and violence, creates diverse sources of everyday distress that
place significant psychological and social strain on individuals, families and communities. Although everyday
distress is less visible than the effect of immediate, life-threatening events, it can nonetheless have profound
effects, particularly because it may be ongoing (Miller & Rasmussen, 2010, 2014). For example, a woman
who has lost her husband, who has no livelihood, who is isolated from her support network and is unable to
care for her children adequately may experience profound long-term suffering as a result of her accumulating
distress.
The way in which people experience and respond to conflicts and disasters varies greatly, yet with the right
support the majority of people will be able to overcome these difficult experiences. The breakdown of trust
as a result of being attacked by neighbours, surviving rape and experiencing ongoing ostracization and
stigmatization all contribute to reduced mental health, which presents obstacles to peacebuilding efforts.
This serves as a reminder that recovery is not merely a matter of individual counselling and therapy (or
treatment of biological imbalances) but a process of relational improvement and social transformation.
Kleinman and Das introduced the term ‘social suffering’ to explain that violence influences and transforms
interaction, thereby reifying the “inner world of lived values as well as the outer world of contested meanings”
(Das et al., 2000, p. 5). As Kapteijns and Richters (2010, p. 13) state, the concept of social suffering contains
a range of important social elements that should be considered as a whole: “health, welfare, legal, political,
moral, cultural and religious issues.” People experience violence as something that destroys their social ties
and removes their agency but, fortunately, people can remake their world, particularly with the support of
relevant interventions.
The psychological and social impacts of conflict and emergencies may be acute in the short term, but they
can also undermine the long-term mental health and psychosocial well-being of affected people. These
long-term impacts may threaten peace, human rights and development (IASC, 2007).

Psychosocial support
The International Federation of the Red Cross (2018, p. 9) defines PSS as the interconnection “between the
individual (i.e. a person’s ‘psyche’) and their environment, interpersonal relationships, community and/or
culture (i.e. their social context). Psychosocial support is essential for maintaining good physical and mental
health and provides an important coping mechanism for people during difficult times. Psychosocial
interventions constitute the backbone of any MHPSS response and include a range of social activities
designed to foster psychological improvement, such as sharing experiences, fostering social support,
awareness-raising and psychoeducation.” The aim of PSS is to “a) support and promote human capacity
(strengths and values), b) improve social ecology (connections and support, through relationships, social
networks and existing support systems of people in their communities), and c) understand the influence of
culture and value systems and their importance alongside individual and social expectations” (Kubai &
Angi, 2019, p. 12).
The restoration of people’s agency and their community’s social fabric is essential for general well-being
and positive engagement (Schininà & Tankink, 2018; Wessells, 2009). War and conflict can lead to the
breakdown of communities’ social fabrics. Without the protection of their networks and relations, individuals
and communities are exposed to further breakdown, which undermines their ability to participate in
meaningful reconciliation. The most important aim of PSS is to address people’s main concerns and
problems and facilitate their journeys towards satisfying states of well-being. Levels of psychosocial wellbeing are related to the available resources within social domains. It is essential that external interventions
assist individuals by helping their families and communities achieve collective well-being.

12
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Protective factors and coping strategies
Protective factors are conditions or attributes in individuals, families, communities or the larger society that
diminish risk and improve health and well-being. People with positive coping strategies are not necessarily
able to cope with problems on their own. Rather, they are able to reach out to family members or friends for
support and actively participate in social, spiritual or physical activities – signs of positive mental health
(Simich et al., 2010). People may also consult a health worker as psychological symptoms of stress often
manifest as physical complaints.
Another coping strategy is cognitive reframing – when people think about what has happened to them as
something they can overcome. This creates hope and helps them think about the future (Khawaja et al.,
2008; Robson & Troutman-Jordan, 2014).

Individual trauma
There are several definitions for the term ‘individual trauma’ in the context of (post)conflict situations. This
report uses Apfel and Simon’s (2000, p. 103) definition of traumatic situations being those that are “generated
by forces and agents external to the person and largely external to his or her control, and specifically to
events generated in the setting of armed conflict and war.” These can include experiences of separation,
exile, imprisonment, loss, threats of annihilation, death and mutilation. A traumatic experience is an
emotional shock. There are three ways in which people exposed to such traumatic events or sequences of
events tend to feel: powerless or helpless; an acute disruption of their existence; and extreme discomfort.
It is important to note that reactions to traumatic events are normal. Most people who have experienced
traumatic events have several reactions in the direct aftermath. The vast majority will feel much better
within three months after the event; some need more time for their recovery and some need professional
support. The type of reactivity varies from one individual to another, as does the intensity of the reactions.
Some common reactions are replaying the memory, difficulties sleeping, nightmares, flashbacks, fear,
anxiety, anger, sadness, guilt, blaming yourself, feeling numb, trying not to think about it by avoiding things
or people, feeling constantly on guard and being easily startled.
The interaction between environmental forces and an individual’s coping skills, expectations and
characteristics influences how traumatic events are experienced. Most people find resources to recover,
but when there are insufficient resources and support, an overwhelming traumatic experience can disrupt
a person’s self-image and entire identity. Whether a person becomes traumatized is thus also influenced by
the context in which the event occurs.

When resources and support are insufficient, an
overwhelming traumatic experience can disrupt a person’s
self-image as well as their entire identity.
There are several ways to describe traumatization. The psychiatric description in the DSM 5 (American
Psychiatric Association, 2013) categorizes severe individual consequences as PTSD. In this classification,
the emphasis is on the exposure to extreme and intense threats, and the focus is on individual
symptomatology. Although this construct has resulted in important clinical advances, it has become jargon
that is also used by laypeople and is often confused with normal reactions to traumatic experiences. A PTSD
diagnosis can only be established by a specialist and the symptoms must persist for at least one month.

Western approaches to MHPSS have been criticized for
ignoring the important cultural aspects of trauma.
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The psychiatric diagnosis of PTSD has also been criticized for decontextualizing a person’s response to
traumatic events. When focusing on the individual, the collective experience and processes fade out of
sight (Veerman & Ganzevoort, 2001). Another important critique is that it is a highly medicalized approach
that does not take into account that trauma is a normal reaction to exceptional threats. According to Judith
Herman (2001), trauma not only affects the intra-psychic world, but also a person’s relationships. To be more
specific, violence “occurs in the context of intersubjectivity, its most devastating effects are not on individuals
per se but on the fields of interrelationships that constitute their life-worlds” (Jackson, 2006, p. 39). In other
words, victims of extreme violence often have difficulties relating to others because the experience of
violence has harmed their internalized culturally constituted webs of trust based on social norms, world
views and moral conventions.
Finally, the lived reality of being traumatized must also be understood as occurring within unique cultural,
social and political contexts where western, medical diagnostic criteria based on western society and
behaviour are not always applicable (Summerfield, 1999, 2002). As Ayindo (2011, p. 36) explains, “Health
and ill-health are closely linked to culture because the ways in which people express, experience, and give
meaning to their well-being or afflictions are tied to specific socio-cultural beliefs and knowledge systems.
In this connection, psychological distress and trauma have a social and cultural dimension. Cultural beliefs
and knowledge systems are central in devising appropriate therapeutic strategies for enhancing health and
eliminating ill-health … Health is therefore defined as not merely the absence of disease and infirmity, but a
positive state of physical, mental, and social well-being. The definition goes beyond the Western biomedical
tradition that separates between body and mind.” Although the medical profession is increasingly
acknowledging that mind and body are one, there is still a tendency to disproportionately focus on
physicality.
Psychological difficulties related to unaddressed trauma can manifest in aggressive behaviour, physical
isolation or inward retreat. Without positive social interaction, it is hard for people to coexist peacefully with
others in their communities (Tankink & Otto, 2019). In the aftermath of conflict, people with improved mental
health have more capacity to interact with ‘former opponents’ on a daily basis, however difficult this may be.
Therefore, psychosocial interventions should be part of peacebuilding and post-conflict recovery efforts
(Hamber et al., 2014; Pham et al., 2010; Vinck et al., 2007).

Post-traumatic growth and resilience
Some people experience post-traumatic growth – the theory that positive psychological transformation can
result from experiencing and coming to terms with challenging life circumstances and traumatic events
(Tedeschi & Calhoun, 2004). Post-traumatic growth is not to be confused with resilience, which is the ability
to bounce back naturally from the experience of a difficult or even traumatic situation as a result of inherent
coping mechanisms. Achieving post-traumatic growth is a lengthy journey that requires commitment.
Individuals need to work at accepting and transforming ‘the self’ after a psychologically difficult experience.

Post-traumatic growth is the theory that
positive psychological transformation can result
from experiencing and coming to terms with
traumatic events.

Collective trauma
Trauma is not only an individual psychological condition. The term ‘collective trauma’ refers to any society,
ethnic or religious group, physical community, social category or class that has been exposed to traumatic
circumstances as a result of armed conflict, including social, political, cultural, gender, ethnic or religious
persecution. Collective trauma can damage the social tissue of a community, rupture social bonds,
undermine communality, destroy previous sources of support, and even traumatize those members of a
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community, society or group who were absent when the traumatization took place (Suárez-Orozco &
Robben, 2000, p. 24). It is a complex concept that is simultaneously a sociopolitical event, a psychophysiological process, a physical and an emotional experience as well as a narrative (Kirmayer, 1996).
Families and communities that have not processed their collective responses to trauma and whose
challenging living conditions and psychosocial needs are not addressed, are less likely to withstand political,
economic, cultural and social pressures, which can lead to further cycles of violence (Perkonigg et al., 2000;
Tankink et al., 2017).
In war-affected areas it is important to link individual trauma to collective trauma by giving greater
attention to the synergies between mental health and psychosocial work alongside processes of social
change and family and/or communal recovery. These kinds of approaches generally share the view that
armed conflict impacts not only the mind of an individual but also the family and the community. In cases
of collective trauma, individual trauma counselling has its limits. This is not only because more people are
affected but because people suffer ‘social wounds’ (Richters, 2010, p. 185) which are better addressed
through collective processes.

Cycles of trauma and violence
The cycle of violence theory addresses the continuation of violence between individuals. For instance, the
violent behaviour of parents or caregivers towards children in their charge increases the potential for these
children to display violent behaviour (Wright & Fagan, 2013). Not all children subjected to violence become
perpetrators themselves, but the risk is greater among this group. Wright and Fagan (2013) researched
interpersonal violence in relation to community violence and determined that when violence is normalized,
people are more likely to use it as a coping skill to deal with problems, even in non-threatening situations.

When violence is normalized, people are more likely to use
it as a coping skill to deal with problems.
Nandi et al. (2020) studied appetitive versus reactive aggression. Appetitive aggression means that the use
of violence gives the perpetrator a positive or rewarding response, described as an “intrinsic enjoyment of
violence” (Nandi et al., 2020, p. 392). Reactive aggression is an act of violence that exists in response to an
actual or perceived threat. Individuals enter a state of hyperarousal, characterized by “excessive alertness
and responsiveness to sensory cues” (Nandi et al., 2020, p. 396), which pushes them to react with more
aggression than people who do not experience hyperarousal.
An ex-combatant suffering from PTSD, for example, who displays hyperarousal symptoms will be constantly
on the alert for threats. In response to these real or perceived threats, the ex-combatant could react with a
level of violence that helped with survival during the armed conflict but which is nonetheless excessive and
at odds with the current situation. “So, in conflict, violence is not only normalised, it is essential for survival”
(Amendola, 2020, p. 12). Thus, to maintain a feeling of safety, ex-combatants with PTSD-related hyperarousal
symptoms may continue to act aggressively, even in the absence of threats.

Conflict transformation
Developed by John Paul Lederach, the concept of conflict transformation refers to a process of achieving
sustainable peace through “addressing the underlying relationships and patterns of conflict” (Lederach,
2013, pp. 10–11). Peace is centred around the quality of social relations, both in their personal capacity but
also in the structuring of social, political, economic and cultural relations. Lederach’s work recognizes the
negative emotions of fear and anger that people continue to experience, which prevents sustainable peace
and healing from occurring. Therefore, by modifying existing relationships that contributed to conflict and
violence, healing and peace can be promoted (Lederach, 2013, p. 27).
Due to their inseparable link in conflict-affected societies, MHPSS must work towards conflict transformation
to develop the way that people relate to one another and to themselves to achieve long-term well-being
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and positive peace. Conflict transformation will benefit greatly from the integration of MHPSS. Relationships
can be renegotiated within societies to be based on forgiveness and healing, particularly through
community-based approaches.

Defining violence
Recognizing the direct and indirect drivers of violence and their effects is important to achieving conflict
transformation. Direct violence is the physical or psychological harm caused by individuals, while indirect
violence refers to the systemic social injustices, oppression and discrimination through existing legal,
political, social and economic structures in society. How violence is defined therefore affects how conflict
is addressed.
In the case of MHPSS efforts, addressing these psychological forms of indirect violence is vital for
(re)instating social cohesion within a society. Structural violence helps to explain the intersecting forces
which create and maintain inequality within societies. This can include social, economic and political
processes which produce social exclusion for both individuals and communities. Structural violence impacts
on those targeted for MHPSS by reducing access to services and limiting the effectiveness of support due
to stigma or the denial of rights. The risk of mental health problems and structural inequalities is thus further
exacerbated in conflict-affected zones. By understanding these dynamics that occur outside of formal and
physical cycles of violence, efforts towards sustainable peace can be better informed.

The intergenerational transmission of trauma and violence
Part of the cycle of trauma and violence is intergenerational transmission. If parents, caregivers and
communities are not capable of reconciling or recovering from their experiences of violence, or do not
manage to transform their negative narratives, the next generation will very likely inherit their feelings of
anger, pain and resentment.
‘Post memory experiences’ are experiences of parents that their children ‘remember’ from the images and
stories they heard and saw growing up “but that are so powerful, so monumental, as to constitute memories
in their own right” (Hirsch, 1999, p. 16). This transmission of trauma and violence impacts the next generation’s
identity construction, which undermines their present well-being and future potential.
The impact of traumatic events and narratives from the past on second and third generations must be taken
into account when attempting to secure long-term community well-being (Sangalang & Vang, 2017).
Therefore, addressing intergenerational dynamics is a critical element in any peacebuilding process aiming
for sustainable outcomes (Creary & Byrne, 2014; Richters, 2015).

Neuroscience
Authors are increasingly asking what neuroscience has to offer peacebuilding processes (Fitzduff, 2016;
Rausch, 2021). A major volume by the Mary Hoch Center for Reconciliation (Rausch, 2021), titled Exploring
the Neurobiological Dimensions of Violent Conflict and the Peacebuilding Potential of Neuroscientific
Discoveries, offers a comprehensive overview of the relationship between the fields. Neuroscience, a fastgrowing interdisciplinary field (including biopsychology, political physiology, behavioural genetics and
cognitive neuroscience, among others), provides more and more understanding of the brain’s activities and
its related behaviours. Insights from this field shine a new light on the structure of the nervous system and
its relationship to the brain; namely, how the experience of violence can affect the brain, which affects
behaviour. It is likely that neuroscientific findings will also influence the fields of MHPSS and peacebuilding
in the near future.
When people experience trauma and severe stress, their bodies release high levels of the hormone
cortisol. A consistently excessive amount of cortisol coursing through a person’s brain and body is not
good. It affects their memory organization, which disrupts retrieval processes, and reduces their oxytocin
levels, which affects their ability to connect to a group and feel a sense of belonging. Brain research
shows that if people meet individuals who are considered to be ‘other’ rather than ‘one of us’, the brain
tends to “switch off the empathic neurons and actively resists any emotional contact with the perceived
group” (Fitzduff, 2015).
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Many people are unaware that automatic systems in the brain shape behaviours such as prejudice,
stereotyping and dehumanization (Burrell & Barsalou, 2015). How people perceive ‘the other’ or ‘members
of the other group’ is influenced by unconscious emotional processes. Although humans “have the capacity
to empathise with and ‘mentalise’ (think about) the feelings and beliefs of others, … we experience our own
thoughts and emotions as the most real and salient/first and foremost” (Burrell & Barsalou, 2015, p. 4).

Existing policy and guidance
At the time of writing, very few official national or international policies existed that overtly and specifically
mention and acknowledge the integration of MHPSS into peacebuilding in a holistic and ecological manner
that targets all levels of society. However, a few documents provide helpful insights that could contribute to
the future development of integration at policy level.
In 2007, the IASC Task Force on Mental Health and Psychosocial Support in Emergency Settings issued an
authoritative set of guidelines to enable humanitarian actors to plan, establish and coordinate a set of
minimum multisectoral responses to protect and improve people’s mental health and psychosocial wellbeing in an emergency (IASC, 2007). While the guidelines imply that mental health should be a central
feature of emergency-related reconstruction efforts, they do not make reference to long-term post-conflict
mental health provisions, nor do they frame the need for emergency mental health work as critical for longterm sustainable peace.
International humanitarian agencies delivering MHPSS guidance in emergencies to people affected by
armed conflicts and natural disasters tend to underplay its role. However, this work directly contributes to
peacebuilding efforts. As such, the Resolution of the 33rd International Red Cross and Red Crescent
Conference recognizes that “unmet mental health and psychosocial needs have far-reaching and longterm negative human, social and economic impacts which affect individuals, communities and society as
a whole” (IRC, 2020). The UN Children’s Fund (UNICEF) community-based MHPSS guidelines posit socioemotional learning as critical to the building of healthy relationships, which in turn “result in a more
positive, nurturing school environment that may contribute to more peaceful, stable societies” (UNICEF,
2018, p. 31).
The 2020 report of the UN Secretary-General on peacebuilding and sustaining peace states, “The further
development of the integration of mental health and psychosocial support into peacebuilding is envisaged
with a view to increasing the resilience and agency of people and communities” (United Nations, 2020b).
WHO (2020b) expands on this in a thematic paper which recognizes the link between armed conflict,
violence and health and puts forward a theory of change as well as an elaborate practical step-by-step
programmatic approach to designing health and peace programmes.
While the recently adopted transitional justice policy of the African Union (2019) acknowledges the need for
healing and PSS in transitional justice, references are made mostly to women, victims of SGBV and children.
There is no recognition of the impact of violent conflict on all sectors of society, nor is there a section
specifically referring to MHPSS as a necessary stand-alone priority that is central to all pillars of transitional
justice processes. In contrast, MHPSS is given much more centrality in transitional justice in a recent paper
by Brankovic (2021) which, based on transitional justice work in The Gambia, identifies ways to conceptualize
and integrate healing, particularly from psychological wounds, into holistic and contextualized transitional
justice practice in Africa. The Brankovic report concludes with a set of comprehensive recommendations on
how MHPSS can be better integrated into transitional justice efforts.
Finally, the Peace Mediation Guidelines of the European External Action Service of the European Union,
which provide practical steps to guide the Union’s conflict prevention and resolution efforts around the
world, recognizes that “[p]sychosocial and peacebuilding expertise is necessary in the planning and
implementation of a peace process” (European Union EEAS, 2020, p. 4). The document further recognizes
that the psychosocial dimension of mediation should adhere to the ‘do no harm’ principle while also
recognizing that both mediators and the people they work with will be exposed to traumatizing events and/
or vicarious trauma.
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Different approaches and models to integration
The integration of MHPSS and peacebuilding is at an early stage. However, it is worth looking at some of
the different lenses through which practitioners around the world are operationalizing this integration.

Psychosocial peacebuilding
Hart and Colo (2014) developed the concept of psychosocial peacebuilding (PSPB). The emphasis is on a
process that encourages social and relational change to help people from groups that are fighting with each
other to move towards reconciliation and social action. PSPB practitioners employ activities such as
listening, storytelling and sharing information with the intention of building trust and self-confidence, which
in turn leads to social action and self-efficacy. Intergroup dialogue (IGD) is dialogue between members of
opposing groups within a structured setting with the objective of working towards psychosocial healing and
social justice (King, 2014). The focus of interventions is the social and communal linkages between individual
and community rehabilitation (King, 2014). IGD positions the individual within the surrounding interrelated
social environment of the community’s cognitive, physical and emotional behaviours. This approach allows
the individual and the community to be in a constant flux of exchanging meaning and identity. Weder et al.
(2010) find that some attitudes can be considered protective factors, such as positivity towards peace,
being hopeful about the future and the ability to forgive the opposing group. Furthermore, the group
members of the intervention provide others with social support and a strong sense of mutual commitment
and responsibility, facilitating their grieving process and emotional well-being.

Healing, resilience and empowerment programme
PSPB is also central in the programmes of IAHV. They combine peacebuilding and development efforts by
effectively transforming the mindsets, attitudes, well-being and behaviours of individuals and communities
engaged in or affected by conflict. Peace is only possible when it is internalized and socially supported by the
people. In this model, personal transformation is important (IAHV, 2016a). By using specific breathing exercises,
levels of stress can decrease and physical well-being can improve. On the mental level, these exercises
influence psychological, interpersonal, spiritual and sociocultural aspects and help people to internalize
peace (Hertog, 2017). As long as old conflicts affect people’s minds and hearts, democracy or economic
systems will be influenced negatively. “Peace of mind and social peace are connected” (Hertog, 2017, p. 285).

Peace through Health framework
The Peace through Health framework was developed in the 1990s as part of WHO’s Health as a Bridge for
Peace framework in 1997 (Al Mandhari et al., 2021). Since then, WHO’s director-general has used health as
a bridge for peace. Mental health is also a bridge to peace and peace is a prerequisite for mental well-being
(Al Mandhari et al., 2021).
In 2019, WHO’s Eastern Mediterranean Regional Office together with the Government of Oman launched the
Health for Peace initiative (Al Mandhari et al., 2021). WHO recognizes that many responsibilities, especially in
(post)conflict settings, require other non-traditional peacebuilding actors to work on addressing some of the
peacebuilding goals. Health actors require specialized peacebuilding, mediation and conflict analysis expertise
to develop good health and peace programmes. Peacebuilding partners also benefit from the scientific rigour
of public health research and assessment methodologies to improve peacebuilding programmes.
This framework emphasizes that reducing human suffering requires political answers, united aims and
sustained leadership, as well as investment in peaceful and inclusive societies (WHO, 2020a).
The theory of change used by WHO is that “if individuals and groups enjoy equitable access to health
services fulfilling their rights to physical and mental health and health actors design neutral health
interventions that promote trust and dialogue and communities are empowered to cope with violent conflict,
then health coverage is more universal, grievances can be heard and addressed to generate trust around
health emergency concerns, affected communities are more likely to make meaningful contributions to
peace and reconciliation and to resist incitements to violence” (WHO, 2020a).
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Figure 1: Health and peace interventions
(Source: WHO, 2020b)
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Trauma-informed and trauma-aware peacebuilding
Trauma-informed and trauma-aware care are becoming increasingly common ways in which to position
MHPSS in peacebuilding. Trauma-informed care gives attention to how traumatic experiences influence a
person’s behaviour and life by emphasizing adaptation instead of focusing on pathology (Elliott et al., 2005).
In other words, when the traumatic event is external to the person, a trauma-informed response is sensitive
to the person’s experience.
Trauma-informed care applies to the welfare of both those doing peacebuilding work as well as those at the
receiving end of that work. The Africa Centers for Disease Control and Prevention (2020) explains that a
trauma-informed approach is not realized through any single or particular technique or checklist but
“requires constant attention, caring awareness, sensitivity, and possibly a cultural change at an organizational
level.” Six constituent principles have been developed (see figure 2).
Strategies for Trauma Awareness and Resilience (STAR) is an educational programme that was developed in
the aftermath of the 11 September 2001 attacks in the United States and has expanded internationally. STAR
invites communities and individuals to address the impacts of traumagenic2 events, and to build resilience,
creativity and capacity to address human needs, including the needs for security, dignity and justice so often

Figure 2: T
 he six principles of trauma-informed care
(Source: Africa Centers for Disease Control and Prevention, 2020)
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at the heart of violent conflict. Mansfield (2017) explains that the programme actively promotes knowledge
and encourages actions derived from five prosocial responses to violence: promoting trauma awareness and
resilience; doing justice; making meaning; building secure, sustainable communities; and transforming violent
conflict. Hart and Colo (2014) explain that trauma-informed peacebuilding is used to help individuals and
groups examine the psychological and social impact of their exposures to war-related traumatic events.
The concept of trauma used in the models of STAR and of Hart and Colo is not defined as in western, clinical
approaches, but reflects the sociopolitical factors in the integration and transformation of trauma in the lives
of individuals, communities and societies.

Healing-centred peacebuilding
Healing-centred peacebuilding is a strength-based systems thinking approach that uses trauma-informed
tools to address how leaders, programmes and organizations can reduce the effect of violence by
introducing trauma awareness, knowledge and skills into their organizational cultures, practices and
policies. Key elements are inclusion, self-awareness, customization and contextualization, breaking cycles
of violence, systems thinking, and the use of trauma-informed tools. It should be recognized that those
systems and structures are often damaged by conflict, and therefore cannot always offer what is needed for
the process of rebuilding. A healing-centred peacebuilding approach considers emotional distress as a
critical variable in violent conflict and instability. Trauma is not only a consequence of violence but also a
cause of ongoing instability (Yoder-Maina, 2020).

Religion and spirituality
In many cultures, spirituality and religion form part of daily life. Often, religious and spiritual approaches to
MHPSS and peacebuilding are closely interwoven. Both are described below.

Spirituality as entry point
Spirituality broadly refers to an awareness of a greater meaning or purpose. This may include religion or
beliefs that extend beyond established religions. Studies have acknowledged how spirituality promotes
tolerance towards others, the healing of relationships and the advancement of peace, and therefore can
play an important role in peacebuilding efforts. Storytelling and spiritual rituals have been commonly used
as traditional means of resolving conflict and building sustainable peace. In Uganda, for example, formal
health care systems are not the main mental health care provider; rather, support is sought from spiritual
healers (Verginer & Juen, 2019). Mashaphu et al. (2021) state that religious and spiritual rituals are often
conducted in groups, which offers a sense of belonging and cohesion. Spirituality has been applied when
working with groups experiencing trauma from colonial violence, as shown in Richardson’s (2021)
development of an indigenous-centred approach to healing in the settler colonial state of Canada. Spiritual
rituals, such as the shamanic ritual, are carried out to restore the wholeness and balance of the body and
spirit by “recalling parts of our spirit that have departed or have been severed” through colonial violence
(Richardson., 2021, p. 4). Similarly, spirituality can be used as an entry point to explore mental trauma related
to past conflicts and to gain a greater sense of control. For example, ancient Yogic spiritual traditions
originating in India use tools such as yoga, meditation and mindfulness to enhance physical and mental
well-being. Miller and Jordan (2014) undertook work into the incorporation of spirituality into peacebuilding
frameworks to enhance the connection between participants in the process. Spirituality shows potential for
reducing the psychosocial impacts of conflict which can occur as a result of the breakdown of communal,
family and societal structures. It may also be an important element within communities where religious faith
has been challenged by mass atrocities or been the cause of conflict.

Storytelling and spiritual rituals have been commonly used
as traditional means of resolving conflict and building
sustainable peace.
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Research has also centred around the limitations of spirituality and PSS in peacebuilding. For many
communities, ancestors are embedded in the land. In such contexts, the ancestral world of the dead is part
of the world of the living. The family and the community as a whole are responsible for caring for the spirits
in the form of regular prayer and devotion, offerings and good behaviour. Conflict and forced displacement
thus sever the spiritual links that people have to their ancestors. Conflict or flight prevents people from
maintaining ritual relationships with their ancestors, which can cause a lot of stress. Scholars have also been
interested in the role of spirituality and religion in forming taboos around mental health. Mental health
symptoms are often attributed to supernatural actors or viewed as necessary consequences for past sins.
In such contexts, mental health problems are often described as ‘spirit possession’ or a ‘curse’ and can be
interpreted as punishment by the ancestors for poor care or not behaving in accordance with certain rules
(Mude et al., 2020). These responses deter individuals from seeking PSS from mental health professionals.
Ayindo (2011, p. 32) explains that “violence does not just disturb the physical, it disturbs the moral and
spiritual amongst others.” In many contexts, witchcraft has negative connotations and should not be
categorized together with the ancestral world in which the spirits of the deceased live. However, explanations
for mental health problems in terms of the ancestral world and witchcraft may overlap.

Mental health symptoms are often attributed to
supernatural actors or viewed as necessary
consequences for past sins.
Religion as entry point
There is great potential for the faith sector to contribute to peacebuilding and to support people who need
PSS. Realizing this potential depends on a range of contributing and inhibiting factors on multiple levels:
organizational, social, political, theological, ethical and spiritual (Hertog, 2010).
Greenstein’s (2016) research demonstrates that religion has had positive impacts on mental health, including
a reduction in suicide rates, alcoholism and drug use. In survivors of conflict, the religious element of their
narratives is important to understanding their experiences and processing their trauma. Furthermore, local
faith actors have the ability to access broader populations and territories which mental health professions
are unable to reach (USIP, 2021). Religious actors also have credibility within their communities and therefore
can shape conversations. Healing circles used in traditional communities in North American aboriginal
communities (Mehl-Madrona, 2014; Taylor, 2018) are conducted to enhance the communal aspect and offer
a space of retribution for those who have committed wrongful acts. As dehumanization is often used as a
tool for violence, such circles frequently aim to rehumanize the enemy. For those individuals that cannot be
supported by these mechanisms, referral systems can be established to find psychologists and other
mental health specialists in the surrounding areas to support them. Religious leaders can therefore play a
vital role in facilitating access to treatment and reassuring families of their faith. However, Kubai and Angi
(2019) note that, although religious leaders can support their communities after conflict, they too often
experience impacts from the conflict, which may hinder their ability to provide support. Furthermore,
religion has played a central role in both causing conflict and facilitating peace.
There are also concerns about religion as a basis for ineffective coping and the legitimizing of harmful
practices. For example, a study by Dubois (2008) highlighted how female and queer voices can be excluded
from religious institutions, further marginalizing these individuals. Pirutinsky et al. (2011) found Orthodox
Jews who followed more conservative spiritual practices experience higher levels of anxiety and depression.
Poor mental health can be seen to diminish their faith or weaken their practices. Questions have also been
raised about impartiality in psychosocial programming, as faith-sensitivity may provoke or reignite conflict.
Gaillard (2006) highlights the opportunity that conflict offers to religious communities to consolidate their
influence over fragile communities.
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Challenges to integration
in researching the integration of MHPSS into peacebuilding, a number of challenges emerged.

Mental health problems
The emphasis on trauma risks underestimating other severe mental health problems – such as depression,
psychosis, addictions and suicide wishes – which are thus not recognized and referred for specialized
treatment. However, in some areas there is no specialized treatment for people with mental disorders. For
effective integration, a referral system has to be established for people with severe mental health problems
and, if needed, health workers need to be trained in suitable treatment options for these individuals.

Challenges
The peacebuilding framework acknowledges PSS as an important component to establish sustainable
peace, along with security, good governance, justice and rule of law, and economic development (Rokhideh,
2017). However, this does not yet happen in practice due to practical and conceptual challenges, some of
which are unpacked below.

Practical challenges
Stigma
Stigma around mental health is universal (Rössler, 2016) and is generally seen as a barrier to seeking mental
health services and support (Renner et al., 2020). Stigma directly affects not only the individuals with mental
illness but also their loved ones who support them (Corrigan & Bink, 2016). Left unaddressed, stigma –
perpetrated intentionally and unintentionally by both peacebuilding practitioners and the communities they
serve – risks hampering the integration project. Language plays a critical role here. There are many
opportunities to reconsider the use of language related to western, individualized and biomedical notions
of mental health in favour of collective psychosocial methodologies that are less prone to the harmful
limitations imposed by stigmatized thought and action.

Stigma around mental health is universal and is a barrier to
seeking mental health services and support.
Community-based campaigns should undertake to destigmatize conversations about mental health using
locally relevant language. It is important to consider diverse types of social support within a given context
when designing interventions aimed at encouraging community participation (Emmer et al., 2020; Townley
et al., 2013). Research shows that tailor-made approaches that take context into account work best (Potts et
al., 2021).

Wounded leaders
The legacy of violent conflict and the resulting trauma live on in communities and in the leaders and
institutions of new dispensations. Although many leaders cope with their experiences in a healthy way,
some may display noticeable reactions that are unhelpful to others, so bringing elements of that reactivity
into their leadership roles.
Mogapi (2020) explains that institutions tend to carry forward the same culture that perpetrated the violence
during a conflict. This can cause a blind spot that results in further violent rhetoric, behaviour, lack of
accountability and corruption. Damaged communities need healthy and strong leaders who can identify the
factors that perpetuate cycles of violence and diminish their influence (Mogapi, 2020). Thus, accountable
leadership is key to developing and supporting MHPSS policies and approaches that strengthen the social
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fabric of damaged communities. Some ex-combatants have become leaders in their countries while
suffering from mental health problems as a result of the conflict they experienced. It is possible that as
peacetime leaders, their anger, pain and fear shape their styles of governance and political communication.
When a leader’s mental health is compromised, there is a risk that their actions and attitudes may contribute
towards structural violence that negatively affects the relations and the unity between individuals in society
(Bubenzer & Tankink, 2015; Huser, 2020). Huser (2011, p. 26) explains that “leaders can play an important
role in terms of influencing the attitudes, beliefs and behaviour of their constituency. They can thus
demonstrate and indeed trigger positive change through their own behaviour.”

Conceptual challenges
Integration versus collaboration
The integration of peacebuilding and MHPSS is an emerging field and its parameters are still being defined
conceptually. The integration of the fields requires exploring and enhancing synergies and identifying and
filling gaps through the development of a joint theory of change. This should be followed by joint assessments
and services advanced through joint evaluation and research to track if desired outcomes are being achieved.
Pfefferbaum and colleagues (2012) wrote about aspects of integrating (mental) health into public health and
medical disaster management. They stated that integration should be supported by underlying policies and
administration with clear lines of responsibility for formulating and implementing policy and practice.
During a series of workshops hosted by the Institute for Justice and Reconciliation in South Africa, Kenya
and Zimbabwe, the topic of integration versus collaboration of MHPSS and peacebuilding was explored
extensively. Participating practitioners from both fields agreed that in order to work holistically, the fields
require long-term integration. However, initial collaboration between individuals and organizations from
both fields is an important starting point to get to know each other’s objectives and tools. For integration to
take place, a paradigm shift is required that views the fields as interdependent components of a whole,
rather than as piecemeal add-ons to existing processes.

Language and misconceptions
Many theoretical models do not easily translate into practical action on the ground within and between
organizations. Working in different paradigms and/or in different humanitarian fields can create competition
and conceptual confusion. Diverse approaches can create disagreements about what the best approach or
sequence of interventions is (Ventevogel, 2018). Misunderstandings can be further exacerbated by the
absence of local bodies or agencies in the processes of assessment, interpretation of the findings and
decisions about what needs to be done.
Furthermore, using the same words but having different definitions for those words can complicate the
situation even more. Examples are concepts such as ‘mental health’, ‘depression’ and ‘trauma’. Not only do
the peacebuilding and MHPSS fields refer to these words differently, but their western-based definitions
might not align with local individuals’ experiences of mental health. In addition, communities are often
unfamiliar with this language, which tends to result in misunderstandings, stigmatization and incorrect
assumptions. For example, in many cultures ‘crazy’ is synonymous with mental health problems. This can be
harmful for individuals and communities and negatively affect existing coping mechanisms.
Many expressions, definitions and other field-specific language, such as ‘resilience’ and ‘trauma’, are
considered ‘boundary objects’ (Brand & Jax, 2007). This term acknowledges “disciplinary borders by
creating shared vocabulary although the understanding of the parties would differ regarding the precise
meaning of the term in question” (Brand & Jax, 2007, p. 23). Boundary objects assist communication
between different groups and help to bridge the different aims and interests.
Effective communication that is based on trust-based relationships is key. Addressing mental health in the
common language is important for designing programmes that are integrated into people’s way of life and
explanatory models (Bolton et al., 2014). Holistic assessments that address local expressions and their
explanations are essential alongside an agreed upon exchange of common definitions among organizations
and NGOs working together in a specific context.
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Common entry points to operationalizing an integrated
approach
The entry points described below contain aspects of both peacebuilding and MHPSS. They are of concern
in (post)conflict situations and need the attention of both fields, thus providing a starting point for an
integrated approach.

Gender
Gender-based violence
Violence does not stop for women, girls, boys and men once the guns go silent and a peace agreement has
been signed. Conflict often creates power imbalances and normalizes the use of violence in domestic
contexts. According to Bradley (2018), the increase in GBV after war is a result of harmful masculinities
created by armed conflict, in combination with the psychological problems of combatants and civilians as a
result of their experiences. Stressors such as struggling to reintegrate into society, difficulty finding or
keeping a job, and poverty all contribute to domestic violence in post-conflict settings. GBV causes serious
mental health problems for individuals, has a negative impact on family relations and, as a continuation of
violence, obstructs sustainable peace in societies. Extremely high rates of domestic violence have been
documented in several post-conflict regions. Kelly and colleagues (2018) describe how women from conflictaffected areas in Liberia face double the amount of intimate partner violence (IPV) compared to women
living in districts where there was no violent conflict. According to the World Bank, the Boko Haram
insurgency has quadrupled the risk for women experiencing IPV (Amendola, 2020). UN Women describes
dozens of countries where domestic violence has increased as a result of conflict (Ward, 2013).

Conflict often creates power imbalances and normalizes the
use of violence in domestic contexts.
Addressing domestic and family violence as part of an integrated peacebuilding and MHPSS response
requires ‘complex thinking’ (Deutsch & Coleman, 2016, p. 9) that takes into account the past and the future
as well as different contexts and problems, such as people’s traumatic experiences of the conflict, gender
roles, the economic situation, people’s psychological problems, interpersonal relationships, polities,
religion, and the functioning of institutions for protection and justice.

Attitudes and beliefs regarding gender relations and gender violence
The UN defines GBV as “any act that results in, or is likely to result in physical, sexual, or psychological harm
or suffering to women, including threats of such acts, coercion or arbitrary deprivation of liberty, whether
occurring in public or in private life” and can include IPV, sexual violence and rape, among other forms of
GBV (IASC, 2015; United Nations, 1993, p. 3).

In some (post)conflict areas, violence against women is
considered normal by both women and men.
Long-lasting conflict, with its disruption of community and family structures, has increased the security risks
for women and girls but also for boys, men and LGBTQI+ people.
The beliefs and attitudes of many populations differ from the UN definition of GBV. In some (post)conflict
areas, violence against women is considered normal by both women and men. Research by Scott et al. (2013)
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among South Sudanese people found that 82 percent of women and 81 percent of men, regardless of age
or years of education, agree that women should tolerate violence in order to keep the family together. The
survey further reported that 51 percent of women and 45 percent of men agreed that a married woman
should have sex with her husband even if she does not want to (Scott et al., 2013). Context- and culturesensitive approaches have to take this into account and organizations have to find a way to deal with this in
close cooperation with affected communities.

War-related sexual violence and consequences for mental well-being
In many conflicts sexual violence is used as a political and military strategy – as a weapon of war to break
down the morale of opponents. By dishonouring women, whole communities are dishonoured. This is an
attempt to break resistance. The body and status of women can be used as a political tool. In many countries
where the husband, father or brothers are considered responsible for the woman, their honour and dignity
are also violated. The woman, her honour and that of her family is compromised. Two examples of such
situations are the ongoing Boko Haram conflict (Danjibo & Akinkuotu, 2019) as well as that in the eastern
part of the DRC (van Wieringen, 2020).

In many conflicts sexual violence is used as a political and
military strategy to break down the morale of opponents.
The rape of women and men happens in every conflict but the extent to which acts of sexual violence
can be deemed part of a systematic strategy during armed conflict is not always clear (Lokot, 2019).
However, it is important to determine how rape as a war strategy affects people’s daily lives.
Contextualizing is thus important. The consequences of sexual violence for each person are extensive
and long-lasting. At an individual level, physical consequences can include genital injury, obstetric
fistulae, sexually transmitted diseases (including HIV and AIDS) and unwanted pregnancies (Anderson
& Van Ee, 2019).
War and conflict often change the role and position of women (Pankhurst, 2003). In the absence of
men, who go off to fight, women step into traditional male roles in their homes and communities. Given
that in some countries this can only be done by ignoring cultural gender restrictions, women often
report having had traumatic experiences during this period. Many others, though, report that they
enjoyed having more responsibility and independence (Maedl et al., 2010). After the war, when the men
return, these women are expected to go back to their traditional female roles. This can negatively
impact women’s well-being while simultaneously acting as a catalyst for domestic violence as men
return, expecting to reclaim roles that have been adopted by women during their absence.

Acts such as torture, abuse and sexual violence
have a negative impact on the mental health of survivors
and their relatives.
The many varied, less visible and indirect forms of GBV are not always taken into account as elements
of peacebuilding interventions. In many contexts, women are not welcome in the public arena and
political meetings are considered the domain of men, which means women receive very little information
(Toma, 2019). Peacebuilding strategies need to pay attention to the tensions between commonly
accepted gender roles and the major differences and divisions caused by women assuming male
responsibilities.
Understanding and responding to the needs of mothers with children born of rape during conflicts requires
a comprehensive approach on interpersonal, familial/community and societal levels to decrease stigma and
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marginalization and encourage social inclusion (Woolner et al., 2019). The relationship between mothers
and their children can be very complicated. Children born out of rape face identity problems as well as the
same social problems faced by their mothers (Anderson & Van Ee, 2019).
GBV violates the right to mental health. Acts such as torture, abuse and sexual violence have a negative
impact on the mental health of survivors and their relatives. In addition to comprehensive MHPSS services,
policies and laws are required to prevent violence against women and men, and to improve people’s access
to justice (Louise et al., 2020).

Militarized masculinities
Belkin (2012, p. 3) defines military masculinity as a “set of beliefs, practices and attributes that can enable
individuals – men and women – to claim authority on the basis of affirmative relationships with the military
or with military ideas.” This social construction of gender legitimizes military power and condemns alternative
forms of masculinity. Certain traits, such as violence, aggression and obedience, are formulated as desirable,
while emotional traits like guilt, empathy and sadness are coded as feminine (Wibben, 2016). Militarized
masculinity has many consequences, such as the sexual exploitation of women, ‘hyperviolence’ against the
male enemy and higher rates of domestic violence in military homes (Whitworth, 2004). Sexually exploiting
women therefore becomes an avenue for legitimizing a soldier’s masculine identity. This also occurs in
peacekeeping operations, such as in the DRC, where UN peacekeepers sexually exploited women (UN,
2005). Sexual exploitation is applied as a tool of humiliation and control against men as well, as shown by
the sexual violence perpetrated against Arab men in Abu Ghraib by the US military to demasculinize the
enemy (HRW, 2004). Lopes (2011) explores the danger of dehumanizing the ‘other’ and diminishing things
considered ‘feminine’, as it can pave the way for violence outside the realm of military warfare, such as
sexual exploitation and the abuse of women.

It is important to recognize the harmful dichotomy which
assumes all men are perpetrators of violence and all
women are inherently peaceful.
However, it is important to recognize the harmful dichotomy in conflict studies which assume all men are
perpetrators of violence and all women are inherently peaceful. Rather, a gender transformative approach
should be applied which recognizes the social construction of masculinity and femininity and strives to
dismantle these categories. This applies to the field of MHPSS, where work can be done to challenge this
binary and support the mental well-being of all affected by conflict. Attending counselling continues to
be seen as a sign of weakness and as an insult to militarized masculinity. By integrating a gendertransformative lens into its work, MHPSS can challenge these stigmas and confront the damaging effects
of militarized masculinity.

Male survivors of sexual violence
There is hardly any research on SGBV perpetrated against men during conflict. Christian et al. (2011)
conducted a study in the DRC that found that 65 percent of the ex-combatants in their research had
experienced sexual violence during the conflicts they were involved in and 20 percent were raped. Male
survivors reported that they withdrew into their houses, afraid of social stigma and because of shame
(Christian et al., 2011, p. 232).

In a patriarchal, masculine society, most men will keep silent
about being victims of sexual violence due to their fear of
being stigmatized.
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Civilian men and boys also face sexual violence, especially during migration. According to research by
Nagai et al. (2008, p. 261), 30.4 percent of male refugees and 39.6 percent of female refugees reported
having experienced sexual violence. In the same research, 60.5 percent of the males and 41.7 percent of the
females reported that they had been victims of forced prostitution or sexual slavery. Almost no males and
only a minority of females sought help after experiencing sexual violence (Nagai et al., 2008). In a patriarchal,
masculine society, most men will decide to keep silent due to their fear of being stigmatized (Liebling et al.,
2020; Waddimba et al., 2018).

Gendered coping mechanisms
Research in the eastern DRC highlights that the key drivers of GBV are a high degree of gender inequality,
exposure to conflict and conflict-related stress (Slegh et al., 2012, 2015; Tankink & Slegh, 2017).
Psychological coping mechanisms in response to the experience of violence are gendered. In a study by
Tankink (2013), women showed several signs of mental distress, PTSD and depression or anxiety disorders
such as nightmares, loss of memory, lack of concentration, stress and thoughts of revenge or suicide. In
general, women, especially in sociocentric societies, tended to cope silently to protect themselves and
their children from processes of social breakdown and disorganization that occur when women talk. Many
women were more concerned about their shattered family and social lives than about their interior lives
(Tankink, 2013).

Psychological coping mechanisms in response to the
experience of violence are gendered.
The same study revealed that men tended to cope with stress by seeking to repair their perceived
emasculation by hiding their feelings of vulnerability and victimization. Men felt ashamed and feared
exclusion from their social support systems if they were unable to meet expectations as the head of a family.
To cope with their frustrations, vulnerabilities and feelings of powerlessness, men turned to alcohol use,
sexual promiscuity, physical violence and/or the rejection of their partners who had been raped.
Understanding and recognizing how men and women attempt to deal with their experiences of sexual
violence is essential for sustainable peace.

Online domain
MHPSS-related research is increasingly centred on the effects online engagement is having on human
beings, focusing on the rising influence on both young people and adults of social media, hate speech and
misinformation. ‘Fake news’ refers broadly to false or misleading information and falls within the wider
continuum of misinformation, often relating to damaging a person's or entity’s reputation. The spread of
‘fake news’ has been shown to heighten levels of panic, fear, depression and fatigue, and distorts individuals’
thinking (Pozios, 2020). For many adolescents, cyberbullying poses a threat to their health and well-being,
and has increased mental health problems such as depression and anxiety. This is perpetuated further
through ‘filter bubbles’. First defined by Pariser (2011), filter bubbles refer to the results of algorithms that
dictate what individuals encounter online – a ‘personal ecosystem of information’. These create ‘echo
chambers’, or environments where the user is presented with information that is familiar to them and
supports their beliefs. These like-minded online communities may have positive social impacts. However,
they can also nurture extremism and prevent individuals from making decisions and having opinions based
on a holistic view. These ‘echo chambers’ have also been shown to increase mental health conditions such
as anxiety and depression, as users are exposed to information that promotes these emotions. Technology
has also shaped problematic behaviours and forms of psychopathology, with video games and access to
information on the internet such as violent pornography and suicide-promoting material. These have
normalized such content and led to heightened levels of aggression (Aboujaoude & Starcevic, 2015).
Furthermore, online pornography videos on mobile phones create new forms of sexual violence, if the
viewers (especially men) want to imitate the sex forms at home.3 Additionally, misinformation has contributed
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to the discrediting of the scientific community in the eyes of the public. This challenges the role of mental
health systems in providing necessary support.
However, social media has also created positive opportunities for MHPSS, bringing awareness to
stigmatized topics and offering a platform for marginalized voices (Pavlova & Berkers, 2020). Online
platforms facilitate experience sharing and opportunities for global solidarity, which can reduce feelings
of loneliness and helplessness. Additionally, the online domain has enabled the development of
accessible programmes for psychological therapy and electronic mental health records for faster and
more accurate care (Aboujaoude & Starcevic, 2015). The reduction of psychological distress has been
linked to feelings of trust and social connections, which the online domain has the ability to both foster
and destroy (Borkowska & Laurence, 2021).

Preventing violent extremism
The Task Force on Extremism in Fragile States (2019, p. 19) defines violent extremism as a form of violent
conflict in which people “espouse, encourage, and perpetrate violence as they seek to [replace] existing
political [or social] institutions with a new political [or social] order governed by [an absolutist and totalitarian]
doctrine that denies individual liberty and equal rights to citizens who identify differently.”
In a US Institute for Peace report that makes a substantive plea for a peacebuilding approach to violent
extremist disengagement, Bosley (2020, p. 2) explains: “Disengagement and reconciliation is a two-way
street that involves not only lowering barriers to prosocial behaviour in the individual but also opening
spaces for such engagement in affected communities. Although no clinical or diagnosable pathology
definitively identifies a terrorist, healing trauma and addressing other mental and behavioural health
challenges in people who are disengaging can encourage help-seeking behaviour and a willingness to
engage with others.” Arthur and Monnier (2021) expand on this in an article on the role of MHPSS in
sustaining peace. It argues for the role that MHPSS can play to prevent violence and refers to relevant work
done in this regard by WHO and the UN Office on Drugs and Crime. The article explores how psychosocial
factors at individual, family and community level can influence an individual’s propensity for violence and
the mitigating effect of cognitive behavioural approaches. Similarly, the International Organization for
Migration (IOM, n.d.) recognizes the importance of the integration of MHPSS in activities and processes
aimed at preventing violent extremism, in order to address the root causes of violence and contribute to
mending and restoring the community fabric. IOM explains that pervasive and protracted violent extremism
impacts the individual psyche of both victims and fighters, social relations and social fabrics, community life
and the culture.
Violent extremism is still largely viewed from a security rather than a peacebuilding perspective despite a
growing body of knowledge that points to the way in which such extremism originates in socio-economically
and psychosocially vulnerable communities, and that an orientation toward the welfare of others and society
as a whole is key to changing relationships, building social bonds and creating a sense of belonging (Bosley,
2020; Newman, 2006; UNDP, 2016; USIP, 2016). A paradigm shift is required that gives attention to traumatic
experiences and other mental health challenges and that provides treatment if needed, while also
acknowledging social and communal barriers such as lack of justice, stigmatization and accountability
(Bosley, 2020). Trauma-informed care, an awareness and sensitivity that behavioural health providers must
maintain throughout any treatment plan to avoid subjecting a person to more trauma, needs to become a
hallmark of disengagement programmes (Bosley, 2020).

Violent extremism is still largely viewed from a security
rather than a peacebuilding perspective.
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Transitional justice
The field of transitional justice has traditionally viewed MHPSS as a subset of reparation measures. However,
its growing value is gaining momentum amongst practitioners and academics, who acknowledge the vital
role of MHPSS in restoring peace within conflict-affected communities (Agwella, 2018; Arthur & Monnier,
2021; Brankovic, 2021; Bubenzer, 2020; Hamber, 2021). As a result, a UN system-wide project, Renewing
the UN Approach to Transitional Justice, led by the Executive Office of the Secretary-General, is currently
under way. Hamber’s (2021) summary paper of the transitional justice and MHPSS workstream notes two
major impacts of violent conflict that relate specifically to transitional justice. Firstly, many, if not all,
individuals who interact with transitional justice processes and mechanisms in societies emerging from
intense armed conflict experience some mental health problems which go beyond individual well-being
and manifest in many spheres across society. Secondly, failing to address the impact of mass human rights
violations on groups and individuals can lead to, or exacerbate, grievances, which are risk factors for future
violence. If these grievances are left unaddressed, they can reverberate across generations and negatively
affect the lives of future families. Hamber (2021, p. 2) advocates for a ‘psychosocial lens’ to help us
understand that the impact of political violence is indivisible from social context and material living
conditions. The psychosocial lens Hamber uses is a reminder that transitional justice processes do not
operate in isolation, and impact on personal well-being in a deeply contextual and differentiated way.
From his research on transitional justice and reconciliation in South Sudan, Agwella (2018) argues for the
inclusion of local strategies and structures to address community grievances and to deal with past human
rights abuses. This approach is considered critical to ensuring an end to South Sudan’s violent conflict.
Conflicts are often very complex events involving different actors, interests and problems (from war to
climate change) that all merge into a uniquely complicated situation. Hence, a multilevel approach is
required that involves not only local leaders but also local communities and the international community.
However, according to Agwella (2018), if the emphasis on international involvement, say from the International
Criminal Court, overshadows local actions by institutions, churches and leaders, social support on the
ground could dwindle. Different societal levels often have different interests. Therefore, all actors must
cooperate to “address the feelings of these groups and appeal to their holistic needs: political, economic,
spiritual and psychosocial among others” (Agwella, 2018, p. 267).
In Rwanda, the community-based justice system, Gacaca, was considered an innovative transitional justice
response to large-scale genocidal crimes. Some researchers argued that using a locally embedded
approach to justice helped lay the foundation for healing and reconciliation (Clark, 2010). However, not all
researchers agreed with this finding. Brounéus (2010), for instance, stated that people who witnessed
Gacaca suffer from higher levels of depression and PTSD than those who did not. Long exposure to truth
telling was seen to have no positive effect on levels of psychological ill health, depression or PTSD. With
regards to long-term mental health effects, Gacaca had mixed results. Analysts such as Ingabire et al. (2017)
argued that mental health should have received additional attention as part of Gacaca.
Another risk is that by testifying, the identity of victims of interpersonal violence such as sexual violence
may be revealed. This can create a new circle of violence for those people, such as exclusion and
stigmatization.

Children
Children’s mental health and well-being depend greatly on the mental health and coping styles of their
parents in dealing with stress and mental problems (El-Khani et al., 2017). Parents would benefit from
educational training that provides them with psychologically informed approaches to help reduce the
impact of their trauma on their children (El-Khani et al., 2016).

Children’s mental health and well-being depend greatly on
the mental health and coping styles of their parents.
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The socialization process is essential to the continuity of all societies and occurs primarily in the family unit
(Akaito & Musa, 2020). From their parents or caregivers, children learn basic morals, absorb spiritual, social,
physical and cognitive principles and develop ways to cope with stress and conflicts (Akaito & Musa, 2020).
Akaito and Musa (2020) researched the increase in single parents as a result of conflict and how this affects
peacebuilding efforts. A single parent faces several distinct economic and emotional challenges. As a
result, their children might experience a lack of educational and emotional support, feel unsafe and get
bullied by their peers. In peacebuilding contexts, Akaito and Musa (2020) found that children of single
parents risk greater exposure to sexual abuse, struggle with peer relationships and are more likely to
participate in unhealthy and risky behaviours such as drug use and alcohol abuse, become members of
violent groups and develop mental health problems.
A stressed family unit, whether with one or two parents, is characterized by poor cooperation and dialogue,
which negatively affects the peacebuilding process. According to Akaito and Musa (2020), if a child is in
conflict with his or her family members, they will likely experience conflict outside their family unit too. The
converse is also true – a family at peace will contribute to realizing peace in their wider society.
To promote peace in the family and thus in the wider post-conflict context too, Akaito and Musa (2020)
identified a number of vital support mechanisms to help parents manage better, such as developing time
management skills, concentrating on the positive aspects of life and building self-esteem.
Children and adolescents in (post)conflict areas or refugee camps are considered vulnerable to developing
mental health problems. Many children develop psychosocial problems or problems learning to identify and
manage feelings, develop healthy relationships with peers and adults, and plan for their futures. High levels
of distrust can be a complicating factor. Unaccompanied minors are especially at risk and show a higher
incidence of behavioural problems, depression, somatization, suicide attempts and psychotic episodes
(Goodman, 2004). Separated from important emotional relationships with their parents, siblings and/or
other caregivers, unaccompanied minors lack the support to cope with their difficulties. Community, peer
and family support are all essential to help children affected by conflict cope successfully (Goodman, 2004).
Indicators show that minors in foster care who have been sensitively, ethnically and culturally matched,
have better mental health outcomes than those who are put in unfamiliar environments (Mitra & Hodes,
2019). In a study by Mitra and Hodes (2019), only one third of the unaccompanied refugee minors’ emotional
needs were recognized by teachers or other workers in the refugee camps, and only half of these minors
perceived that their mental health needs were met.

Minors in foster care who have been sensitively, ethnically
and culturally matched, have better mental health outcomes
than those who are put in unfamiliar environments.
Due to the constant interplay between peacebuilding skills and mental well-being, a peaceful coexistence
between and within communities depends on the members’ emotional capacities to manage conflict (Al
Mushaqiri et al., 2020). Research by Al Mushaqiri et al. (2020) on the social and emotional behaviour of
preschool children in the Sultanate of Oman demonstrated the value of a peace education programme that
builds understanding and awareness in the young to foster greater community capacity in the future.
UNICEF (Snider & Hijazi, 2020) developed community-based MHPSS operational guidelines to support and
promote safe, nurturing environments for children’s recovery, psychosocial well-being and protection. The
guidelines include an operational framework that emphasizes engaging actors at all levels to inform
interventions that strengthen families and communities to support child and family well-being in humanitarian
settings. The guidelines emphasize the importance of integrating MHPSS into existing structures and
services as well as helping to reduce the stigmatization of children and families who may seek MHPSS
services (Snider & Hijazi, 2020).
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Child soldiers
The term ‘child soldier’ was first defined by UNICEF as “any person under 18 years of age who is part of any
kind of regular or irregular armed force in any capacity” (UNICEF, 1997). Many of these children are abducted
or manipulated by armed groups to join their operations but some are driven to join by factors such as
poverty, which leads to them acting in desperation to provide for their families (UNICEF, 2021). The impact
of these experiences upon children’s mental health has been examined by Derluyn et al. (2004) in the case
of Ugandan former child soldiers. Of those who completed their survey, 97 percent displayed symptoms of
PTSD. As Barnwell (2021) observes, trauma is shown to have a worse effect on young children and these
symptoms continue to follow them through life. Many child soldiers face stigmatization upon their return to
their communities, leading to emotional impacts such as fear, depression and suicide. As noted, consumption
of drugs and alcohol was shown to be higher among child soldiers in the DRC than among children who had
not been recruited (ILO, 2003). This substance abuse had a negative impact on their long-term mental
health and led to addictions in their adulthood. Kizilhan and Noll-Hussong (2018, p. 427) note that Yazidi
child soldiers in Iraq displayed a higher prevalence of “PTSD, depression, anxiety and somatic disturbances”
compared to other children. These children were trained to dehumanize both themselves and the enemy to
make it easier for them to commit atrocities. Such experiences may lead to the compartmentalization of
PTSD and other symptoms, to the extent that psychotherapy alone cannot diagnose these conditions
(Kizilhan & Noll-Hussong, 2018). MHPSS efforts should be adapted to account for these unique impacts of
conflict on child soldiers.

Many child soldiers face stigmatization upon their return to
their communities, leading to emotional impacts such as
fear, depression and suicide.
The UN Convention on the Rights of the Child is commonly used as a normative framework for children’s
rights and integrating youth into peacebuilding efforts. However, Singh and Singh (2010) suggest that the
model of care developed for child soldiers, and children in conflict settings more broadly, should be adapted
to the local context as western-style mental health services will not provide the correct resources or
contextual understanding. Furthermore, the western approach predominantly defines children within a
‘universal’ framework of innocence and vulnerability – the Apollonian model (Jenks, 2005). As ShalhoubKevorkian (2015, 2019) contends through the case study of Palestine, children within conflict zones have
violence enacted upon them in the same capacity as adults, and this can be easily applied to the subject of
the child soldier. Applying a framework that removes agency from the child or holds a narrative of
victimization may hinder the reintegration of child soldiers into their former environment. MHPSS efforts
should recognize the reality of the situation for children who are expected to provide for their family, which
is often the reason behind their recruitment, and who function outside of the western understanding of a
‘normal childhood’. As Lee-Koo (2011, p. 738) observes, “The global South has been positioned as the cause
of the child’s abandonment, and the global North as its rescuer.” Rather, MHPSS services should work
alongside long-term integration efforts for former child soldiers to ensure that they are properly supported
and recognized in their capacity as agents outside of their parents.

Youth
A study of youth radicalization in various countries revealed that excluding youth from participating in social
and economic development processes resulted in greater radicalization, underscoring the importance of
including youth at the psychosocial, economic and political levels (Paffenholz & Brede, 2004). Identity
reconstruction, particularly among the youth, is essential to achieving sustainable peace (CWWPP, 2010).
Involving children and youth in peacebuilding activities has also been shown to reduce violence within their
communities (McGill et al., 2015).
The intergenerational transmission of violence and trauma has received increasing attention from
researchers (Yehuda et al, 2018; Dozio et al, 2020, Flanagan et al 2020). Post-conflict communities that have
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not recovered or reconciled, or that experience ongoing marginalization and victimization, tend to retain
(often negative) narratives that are transferred from one generation to the next. If not recognized and
addressed, these inherited negative narratives can stir up feelings of anger in people long after the original
events occurred.
Due to war, youth lose their future economic possibilities and chances to marry, in other words, to become
meaningful members of society (Felix da Costa, 2017). In many cases, similar to other marginalized groups,
young people fall outside of political and community structures, resulting in intergenerational tensions and
rising frustrations.
Many youths from conflict-affected areas live in camps or dangerous environments with no traditional
moral authority. In some cases, armed and criminalized groups of youth fill the authority gap and take
charge. Given the intermingling of youth from different ethnicities, geographies (urban/rural), cultures and
religious backgrounds, as well as their different interests, experiences, expectations and styles, fights
break out often and easily in the camps (Felix da Costa, 2017). However, not all youth behave
problematically. Many young people show positive personal attitudes, and experience support from their
families, community members and religious groups as well as from humanitarian agencies. Youth
bolstered by key supporting structures are more able to cope with their challenging circumstances and
live a meaningful life (Wapokurwa, 2019).

Involving children and youth in peacebuilding activities has
been shown to reduce violence within their communities.
The Universal Declaration of Human Rights, the Convention on the Rights of the Child and the 2016 New
York Declaration for Refugees and Migrants (Oxfam, 2020) confirm the right to primary and secondary
education for all children, including refugees. The UNHCR and host governments coordinate the system of
education for refugees (Dryden-Peterson et al., 2018). Unfortunately, the reality on the ground is that
education does not reach everyone (Wapokurwa, 2019). In Uganda, for instance, refugees enrol in school at
lower rates than national students. About one third of refugees complete primary school and, due to the
limited resources and capacity of the schools, only 16 percent enter secondary school (Dryden-Peterson et
al., 2018). In some refugee locations, more than two thirds of girls are not in school, which increases the risk
of child marriages (Mogga, 2017).
Disrupted education has a devastating impact on young refugees, erasing their dreams and hopes for a
better future. Eighty-five percent of refugee children of secondary school age are out of school, mostly
because they cannot afford the fees (Moyo, 2019). Even if refugee children manage to finish secondary
school, the opportunities for continuing their education or establishing economic livelihoods are limited.
Those refugee students who can capitalize on educational opportunities outside of refugee camps or work
outside the camps face a different kind of exclusion: stigma and discrimination. Therefore, the loss of
education enlarges the risk.

Disrupted education has a devastating impact on
young refugees, erasing their dreams and hopes
for a better future.

32

RESEARCH FINDINGS: SUMMARY REPORT – INTEGRATING MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT INTO PEACEBUILDING

Climate change
There is growing evidence of the psychosocial impacts of climate change, particularly on vulnerable groups.
Climate-related extreme weather events, such as floods, droughts and major fires, can cause “posttraumatic stress disorder, depression, panic, sleep and anxiety disorders, cognitive deficits, learning
problems and impaired language development” (Garcia & Sheehan, 2016, p.87). In fragile contexts with
weak governance, the consequences of climate change contribute disproportionately to the breakdown of
economic and social order, exacerbating existing tensions and inequalities and triggering violence
(Baggerman & Hidalgo, 2021). The psychological effects of climate-induced impacts, such as conflict over
food and water, ‘eco-migration’, poor health and loss of family, have been noted by Myers et al. (2013, p. 345)
to lead to “anxiety, depression, post-traumatic stress-disorder and suicide,” which can also amplify preexisting mental health conditions. Barnwell (2021) has explored how collective identities within communities
are fractured through loss of sacred natural sites and the breakdown of social cohesion, contributing to
feelings of isolation and helplessness. Climate change has also been linked to an increase in SGBV, which
is used as a weapon of control over resources and as a means of reclaiming hegemonic masculinity. This
can result in PTSD, anxiety and depression.

There is growing evidence of the psychosocial impacts of
climate change, particularly on vulnerable groups.
According to the ‘heat hypothesis’, there is a relationship between warmer temperatures caused by global
warming and heightened interpersonal violence. Heat is observed to increase “irritability and aggressive
thoughts, and reduces positive emotions such as joy and happiness” (Miles-Novelo & Anderson, 2019,
p. 38). However, studies into this hypothesis have revealed inconsistencies between geographies and
difficulties in understanding the impact of other environmental and biological variables.
Children are particularly vulnerable to the harmful effects of stress and trauma in the first few years of their
lives (Barnwell, 2021). Through both the first-hand effects of extreme weather events and secondary trauma
from their parents, children experience adverse psychological distress due to climate change. Climate
anxieties surrounding uncertainties for the future have also been shown to increase traumatic and stressful
impacts. Models of positive development which encourage youth participation in developing climate
change strategies, offer a means for building a sense of agency and confronting climate-related anxieties
(Garcia & Sheehan, 2016). The integration of climate resilience into peacebuilding activities can help mitigate
the psychosocial impacts of climate change that contribute to further cycles of violence, and vice versa.

Economic development
Economic development, sometimes referred to as livelihoods, is considered essential to improving people’s
mental health and thus plays a crucial role in sustainable peacebuilding (Clancy & Hamber, 2008; Rokhideh,
2017). People who suffer from the mental and physical effects of traumatic experiences often lose hope and
lack energy, which makes it hard for them to find or create work or establish economically supportive social
connections (van der Kolk, 2014).

Economic development is essential to improving
people’s mental health and plays a crucial role in
sustainable peacebuilding.
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MHPSS and peacebuilding programmes need to think holistically and integrate with other programmes that
meet the affected population’s wider needs (Wessells, 2007). Mental health and well-being go hand in hand
with the revival of normal activities and patterns of living that give people a sense of security and continuity.
Economic rebuilding is only possible if people can cope with their traumatic past and ensure that their high
levels of fear and low levels of trust do not prevent them from working with other people. Collaborative,
decent work is an essential element of recovery as it enables people to think beyond the present and plan
for the future (Tankink & Otto, 2019).
People who have insufficient means to meet their basic needs experience more symptoms of impairment,
trauma, anxiety and depression. “[B]ecause of the life situation people are in, it is difficult to remember the
past because they are thinking about their daily needs” (Schafer, 2014, p. 226). These findings are in line
with Miller and Rasmussen’s (2010, 2014) theory about the influence of daily stressors on the mental health
and well-being of conflict-affected populations. Daily stressors, the routine challenges that people face in
their daily lives, are considered just as problematic as traumatic experiences, if not more so (Tankink & Otto,
2019). Furthermore, the loss of hope for a better future can be very traumatizing (Miller & Rasmussen, 2010).

Daily stressors, the routine challenges that people face in
their daily lives, are considered just as problematic as
traumatic experiences, if not more so.
Distrust between individuals and groups can disrupt a community’s psychological recovery and economic
growth, perpetuating poverty, which exacerbates anxiety and depression (Louise et al., 2020). Peacebuilding
processes need to address the complex interaction between war experiences, daily stressors, no hope for
a better future and mental health, social cohesion and economic development.
Mental health professionals have not been sufficiently trained in knowledge of wider economic development
and peacebuilding processes. Therefore, it is necessary to work in partnerships and use interdisciplinary
approaches to learn from each other. This is illustrated by the adoption of WHO’s Comprehensive Mental
Health Action Plan 2013–2030 and the explicit inclusion of mental health in the Sustainable Development
Goals (International Federation of the Red Cross & WHO, 2021). The topic of mental health has been
definitively added to the global development discourse.

Persons with disabilities
Around 15 percent of the global population, an estimated one billion people, live with disabilities (UN DESA,
n.d.). More than half of all persons with disabilities live in countries affected by conflict and natural disasters
(Close, 2021). Ninety percent of children with disabilities in developing countries do not go to school. People
with physical, mental, psychosocial and intellectual disabilities frequently experience multiple forms of
exclusion, stigma and discrimination, which are often exacerbated by conflict (IASC Task Team on Inclusion
of Persons with Disabilities in Humanitarian Action, 2019). In some countries, up to a quarter of disabilities
result from injuries and violence (UN DESA, n.d.). Additionally, females with disabilities in predominantly
conflict-affected areas report high rates of gender-based and other forms of violence, which can result in
(self-)exclusion (Close, 2021). Male ex-combatants with multiple war-related disabilities frequently
experience economic exclusion, stigma, demasculinization and anxiety. Furthermore, how a society
perceives the war or conflict in which the veterans with disabilities were involved will label them either as
heroes or outcasts (Close, 2021). These psychologically damaging experiences make it difficult for excombatants to reintegrate into society, which can lead to more violence. Psychosocial disability is defined
as “the barriers to social participation and access to rights linked to mental health or cognitive conditions
or disturbance in behaviour that is perceived as socially unacceptable” (IASC Task Team on Inclusion of
Persons with Disabilities in Humanitarian Action, 2019, p. 15).
PTSD is the second leading cause of disability in post-conflict countries (Close, 2021). However, mental
health support, particularly in the form of psychosocial initiatives, is generally not tailored to meet the needs
of people with disabilities, nor are initiatives adequately resourced in these contexts (Close, 2021). Moreover,
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the combination of (mental) disabilities with poverty, community tensions and perceptions of injustice
contributes to mental disorders (Silove et al., 2014). Economic hardship and the lack of a regular income add
to symptoms of anxiety and PTSD among the disabled (Cardozo et al., 2004). Kett and van Ommeren (2009)
state that some patients with PTSD or depression have associated mental disabilities that are so severe
they have difficulties protecting themselves or caring for their children. The Covid-19 pandemic has put
people with disabilities at an even greater socio-economic disadvantage, increasing their exposure to
discrimination in pursuit of scarce resources and reducing their access to vital health care (Brennan, 2020).

More than half of all persons with disabilities live in
countries affected by conflict and natural disasters.
Despite the development of policies and frameworks relating to the rights, participation and protection of
people with disabilities in development, humanitarian and conflict settings, there is a specific lack of
attention to the roles and importance of people with disabilities in peace and security efforts, including the
practical implementation of peace processes (Close, 2021). Disability is rarely considered in humanitarian
programmes, even when a growing body of evidence shows that people with disabilities in (post)conflict
situations are at particular risk (Kett & van Ommeren, 2009). Normative frameworks, such as the UN
Convention on the Rights of Persons with Disabilities (United Nations, 2006), need to be linked to concrete,
targeted and localized outcomes. Efforts should focus not only on people with disabilities but on their
relatives and all other community members too (IASC Task Team on Inclusion of Persons with Disabilities in
Humanitarian Action, 2019).
When entering a community, attention should be given to identifying and addressing physical, psychological,
communicational, institutional and attitudinal barriers to inclusion for people with disabilities. However, it is
not only important to assess the vulnerabilities and the possible discrimination, marginalization, violence
and abuse. It is also important to assess the skills and potential that people with disabilities bring to
meaningful participation in peacebuilding (Francis, 2019). Since people with disabilities are disproportionately
impacted by conflict both physically and mentally, they should participate in peacebuilding, including
implementation and monitoring processes.
As only a few indicators have been developed to analyse the extent to which people with disabilities have
been included in programmes, and whether such programmes have brought improvements in their quality
of life, more monitoring and evaluation is required (Close, 2021).

Refugees, internally displaced persons and returnees
According to the latest report from the UNHCR, the number of forcibly displaced people in the world,
including refugees, has doubled since 2010. The UNHCR estimates that by the middle of 2021, global forced
displacement had exceeded 84 million, of which 33 million were refugees (UNHCR, 2021). The IOM, the UN
body in charge of internally displaced persons (IDPs), states that there are currently more than 55 million
IDPs globally (IOM, n.d.,a).

Internally displaced persons
People displaced within their own countries face extra challenges. Unlike refugees, IDPs do not have
international protection status, which makes them especially vulnerable. Furthermore, IDPs are often
located near conflict zones and struggle to access humanitarian aid (UNHCR, 2020). The challenging
realities of IDPs are gaining more attention and recognition but they are still rarely represented in
peacebuilding processes.
IDPs often live in poorly equipped, overcrowded and unsanitary conditions, without services and with
limited to no income possibilities – all of which negatively impact their (mental) health and psychosocial
well-being. The Covid-19 pandemic has exacerbated these circumstances, worsening IDPs’ health, social
and economic prospects (IOM, n.d.,b).
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IDPs often express conflict-related negative feelings and emotions, such as fear, emotional vulnerability,
anxiety and frustration (Nersisian et al., 2021; Schininà et al., 2016). Family separation enhances suffering as
does the fact that family reunification is difficult if not unlikely. Other hardships such as hunger, war,
insecurity, loss of property and restricted movement all contribute to IDPs’ uneasiness and distress.
Negative feelings are not only felt at the individual level; they also affect the family as a whole. Parents fear
for their children’s futures since they cannot access the same level of education as children in national
schools who are not IDPs. Moreover, the lack of formal schooling means that adolescents and young people
do not have safe social activities, which is a major stressor for families. Parents worry as overcrowded
camps expose their children to risks like gangs, improper sexual behaviour and alcohol and drugs.

Unlike refugees, IDPs do not have international
protection status, which makes them
especially vulnerable.
According to female leaders in South Sudan, IDP women whose husbands are missing are worryingly
vulnerable. Without knowing the fate of their missing husbands, some remarry for protection, which can
result in serious inter- and intra-family tensions and violence (Nersisian et al., 2021).

Refugees
Most refugees are young and live in countries neighbouring their own. In Nguenyyiel camp in Ethiopia, for
instance, over two thirds of the refugees are 18 years old or younger (Lasater et al., 2020). The UNHCR has
funded a range of projects aimed at connecting refugee assistance to larger sustainable development
goals by including ‘host’ populations and promoting self-sufficiency. The aim is to allow refugees to
contribute to the local economy, thus reducing the burden on their hosts (Crisp, 2001; Tegenbos &
Vlassenroot, 2018). However, economic attention is not enough to break the possibility of violence between
refugees and their hosts. Individual and social recovery measures as well as ethnic reconciliation
mechanisms need to be put in place as well. MHPSS programmes that are cognizant of local contexts are of
great value.
The extent to which countries allow refugees to participate in their local economies differs greatly. In
Greece, refugees are forced to stay in closed, almost detention-like camps (The Greek Council for Refugees,
2019). By contrast, the Ugandan refugee policy, which is relatively progressive compared to many other
countries’ policies, grants refugees land for their exclusive agricultural use, allows them freedom of
movement, the right to seek employment and access to basic public services such as health and education
(World Bank, 2016). To reduce the risk of tensions, the government of Uganda requires 30 percent of any
support provided by NGOs to be allocated to host communities. This is particularly crucial to reduce
inequities between refugees and host communities in poorer districts (Atari & McKague, 2019).
Despite this progressive approach in Uganda, refugee communities are less resilient and more reliant on
assistance than their host communities when it comes to food security and nutritional status (FAO & OPM,
2018). Comparative studies on mental health and well-being also show that refugees fare less favourably
overall than their host communities (Atari & McKague, 2019). In overcrowded settlements, the provision of
basic health care services is limited, especially with respect to mental health and psychosocial needs
(McKague, 2020).

Comparative studies on mental health and well-being
show that refugees fare less favourably overall than
their host communities.
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Research shows that refugees who were resettled in western countries were about ten times more likely to
develop PTSD than local people of the same age (Khawaja et al., 2008). There is a definite and clear
relationship between trauma and negative psychological outcomes and psychiatric disorders. However,
given the complexity of the refugee experience, the PTSD framework may be too narrow to account for the
psychosocial impact of war trauma (Farwell, 2003). A literature review on mental health and displacement
reveals that post-traumatic consequences among refugees were not so much a reflection of wartime stress
but of current contextual daily problems, stresses and marginalization (Porter & Haslam, 2005).

A literature review reveals that post-traumatic
consequences among refugees were not so much a
reflection of wartime stress but of current contextual daily
problems, stresses and marginalization.
To be effective, MHPSS and peacebuilding programmes should not stand alone but integrate with other
programmes that meet the population’s wider needs (Wessells, 2007). MHPSS professionals should also
analyse possible obstructions to peacebuilding and reconciliation and should be aware of the impact of
their work on the peaceful and effective functioning of the community and society. Good mental health and
well-being is often connected with the reactivation of normal activities and patterns of living that give
people a sense of continuity. Economic rebuilding and working towards a future are key parts of healing.
Talk therapy alone will not be successful if families have no next meal or feel that they live in an insecure or
hopeless environment (Wessells, 2007).

Good mental health and well-being is often
connected with the reactivation of normal activities
and patterns of living.

Returnees
Most IDPs and many refugees will try to return home as soon as it is considered possible and safe to do so.
However, repatriation can be very problematic. It is not easy to re-establish broken familial and communal
ties and restore the social fabric between people, place and identity (Tegenbos & Vlassenroot, 2018).
Unfortunately, violent outbreaks can continue after returning ‘home’, which means “return can hardly and
unambiguously be seen as the end of the refugee cycle” (Black & Koser, 1999, in Tegenbos & Vlassenroot,
2018, p. 3).
In other words, the positive potential of repatriation and cultural continuity can be overshadowed by the
harmful effects of unstable political and economic conditions within the country (Porter & Haslam, 2005).
Returning home can create new tensions, especially when returnees reclaim their properties or contest
resources, particularly limited ones. Cycles of violence, displacement and return are closely related to
one another and can impact the returnees’ as well as the host community’s mental well-being. In addition,
returning and displaced households are frequently female-headed, which challenges traditional roles
and social orders, puts women in vulnerable positions and negatively affects their mental well-being
(Schafer, 2014).
Most people who have been a refugee or an IDP experience profound changes in their roles within their
communities and families. For example, many men who have been displaced lose their privileged status in
their households and communities due to gender-equality discourses and the increasing authority of
women (Simich et al., 2010). To reduce conflict and domestic violence, it is essential that peacebuilding
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processes understand returnees’ intentions and desires as well as their strategies for managing uncertainty.
It is also crucial that attention is given to masculinity and emasculation in the context of return.
The involvement of international organizations in the processes of repatriation and post-conflict
reconstruction can add to already complicated contexts and create new areas of dispute (Tegenbos &
Vlassenroot, 2018). International actors need to be alert to the social, political, economic and cultural
impacts of displaced people returning to their homes and trying to recover from years of traumatic situations
and violence.
How returnees are received by the people who stayed is related to the area’s economic opportunities. In
conflict-affected areas, returnees can put extra pressure on limited resources, which can create tensions
within already fragmented communities (Tegenbos & Vlassenroot, 2018). Given that returning populations
might challenge the security and stability of post-conflict nations, peace negotiations need to address the
specific challenges of displaced and repatriated persons to ensure a sustainable outcome.

In conflict-affected areas, returnees can put extra pressure
on limited resources, which can create tensions within
already fragmented communities.
Positive transformation and social reconstruction are only possible when people’s basic and psychosocial
needs are addressed and the mental effects of trauma are treated (Perkonigg et al., 2000). When conflictrelated psychological difficulties are left unaddressed, they can impact people’s interactions with others,
manifesting in inward, isolated and/or aggressive behaviours. People who withdraw from positive social
interactions are not able to live in peaceful coexistence with others in their communities (Tankink & Otto,
2019). There is a clear connection between several mental health problems, conflict and peacebuilding
(CWWPP, 2010). Thus, integrating psychosocial interventions with peacebuilding and post-conflict recovery
efforts is essential and must include identity reconstruction, particularly with regards to the youth (Hamber
et al., 2014; Pham et al., 2010; Vinck et al., 2007).
People’s ability to interact with their ‘former opponents’ on a daily basis, however difficult this may be, is
dependent on their mental health (Mukashema & Mullet, 2010). This requires a psychosocial approach that
analyses how social conditions are related to mental health. Therefore, it demands an approach that
considers the consequences of violence not only on individuals but also on the social context – and how the
social context influences individuals (Clancy & Hamber, 2008). Interventions and peace agreements that
are intentionally drafted with political and social compromise will fall apart if people do not feel that their
lives will become better as a result (Fitzduff, 2016). Thus, it is important to include locals and local languages
so that affected people are committed and engaged and community members can understand each other’s
journey and envision the goal.
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PART 2
Stakeholder mapping
Introduction
In August 2021, at the outset of the consultative process that formed part of the preparation of the Guidance
Note, an online survey tool was used to conduct a stakeholder mapping exercise and analysis. The purpose
was to gather and analyse qualitative information from key actors to determine who is doing what type of
work, where and how, and to understand what knowledge, interests and needs should be taken into account
when developing the Guidance Note on integrating MHPSS into peacebuilding. In this way the research team
sought to expand on its existing stakeholder base to collect new insights and information from previously
untapped geographic and thematic areas. A wide range of individuals and organizations, including field-level
practitioners, CSOs, UN entities and members of the IASC Reference Group (an MHPSS working group), were
approached and a diverse group of practitioners from both fields from around the world responded.
This section of the report provides a summary of the data collected during this part of the process.

Methodology
From 4 to 19 August 2021, a stakeholder mapping study was conducted via an online SurveyMonkey survey
of 17 items sent to UNDP contacts and pre-identified organizations and individuals around the world that
were selected on the basis of working in either MHPSS or peacebuilding or both. Requests to participate in
the survey were also sent out on social media, via peacebuilding listservs and several experts were asked
for references to relevant additional organizations working in the field. The survey was structured to provide
room for open responses from participants, to encourage respondents to provide links to current projects
in the field and to share additional comments and feedback.

Descriptive statistics
The survey was completed by 139 respondents representing 67 different organizations, 4 consultants and
3 unknowns from around the world. The participating organizations ranged from large global NGOs (45 percent)
to local (30 percent), regional (22 percent) and national organizations (40 percent) (see figure 3). A further
6 percent of participating organizations defined themselves differently, such as acting in ‘cross-border areas’,
based in 10 countries or acting on all the mentioned levels. Twenty-nine organizations were from Africa, 16 from
Europe, 2 from the Middle East, 13 from North America and 5 from Southeast and 2 from Central Asia.

The organizations located in 41 countries on 6 continents
•
•
•
•
•
•

North America: USA, Canada, Mexico
Middle East: Jordan, Lebanon, Iraq
Southeast Asia: Cambodia, Thailand, India, Bangladesh, Nepal, Pakistan, Philippines
Central Asia: Uzbekistan, Kyrgyzstan
Africa: Ethiopia, Somalia, Burundi, Kenya, Rwanda, DRC, South Africa, Uganda, South Sudan, Ghana,
Tanzania, Zimbabwe, Guinea-Bissau, Maldives, Tunisia
Europe: UK, Switzerland, Finland, Norway, Italy, Denmark, France, Germany, Belgium, Sweden, Netherlands
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Figure 6: Organizations’ primary focus
(Source: Compiled by authors)
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Organizations’ MHPSS/peacebuilding activities
A diverse range of organizations participated in the survey (figure 4). As figure 5 shows, more than three
quarters (76 percent) of the organizations that completed the survey conduct capacity strengthening and
training in the field of peacebuilding and MHPSS. Research and analysis is done by 55 percent of the
organizations and half of the respondents (50 percent) provide policy advice. While 59 percent of responding
organizations said that they provide both MHPSS and peacebuilding services to the target audience and
implement activities that are relevant for both fields, only a few organizations provided concrete examples
of an integrated approach, that is, a holistic integration at the micro, meso and macro levels of society
including MHPSS and peacebuilding. A few organizations are working on an integrated approach but are at
the beginning of the process and said they were not yet able to share more information.
Of the total, 19 percent mentioned specific activities such as working on women’s empowerment, traumainformed peacebuilding and stabilization programming, PSS, MHPSS services, development cooperation,
church-related work, technical support or include some peacebuilding activities and advocacy in their
MHPSS work in the communities.

Organizations’ primary thematic foci
Half of the organizations that completed the survey define themselves as peacebuilding organizations and
15 percent as MHPSS organizations (figure 6).
Some peacebuilding organizations responded by stating that they are currently investigating the possibilities
of integrating MHPSS into their peacebuilding work. One organization provides what it calls ‘psychosocial
peacebuilding’ and explains that this is “an example of an already integrated approach, both as a conceptual
model and a practical approach implemented on the ground.”4 Another said it has a ‘healing-informed
approach’. Both organizations combine peacebuilding and PSS but do not include mental health services,
nor do they operate at all levels of society. Respondents from South Sudan explained that in that context,
humanitarian assistance includes MHPSS with a growing focus on peacebuilding, transition, recovery and
development. In the field of protection, community-based psychosocial approaches are used to rebuild
individual well-being to rebuild collective well-being and people’s capacities to work together to achieve
peaceful coexistence and social cohesion.
The following activities were mentioned under ‘other’:
•
•
•
•

Sustainable development, humanitarian development, with some engagement on peacebuilding
and reconciliation;
Child rights;
Development;
Humanitarian assistance, development and peacebuilding.
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Content findings
Overall, 77 percent of organizations stated that they integrate, partner with or collaborate with the
peacebuilding and/or MHPSS fields in (some of) their projects (figure 8). Most of the organizations
recognize MHPSS work as a part of peacebuilding, recovery and resilience, but none has an organizationwide, integrated approach that includes treatment for severe mental health disorders. Still, those projects
with an MHPSS component have a variety of foci, including SGBV, community-based reintegration and
transitional justice. Interestingly, almost all programmes that were defined by respondents as an
integrated approach contain PSS-related elements but tend to lack mental health components. Several
respondents mentioned that their organization uses a ‘trauma-informed approach’, although no further
explanation was provided on how this relates to integration. Most organizations acknowledged that
paying attention to the effects of trauma is essential when working towards peace and social cohesion.
Several respondents acknowledged that addressing trauma through community-based group processes
meets a precondition for justice, peace and development. Only a few respondents said they integrate
mental health counselling or treatment for people with mild or severe mental health disorders into their
work. Some examples are listed in Box 1.
Practitioners from both fields identified the relevance of addressing issues related to stigma. Stigma can
exacerbate mental health and psychosocial problems, isolate and marginalize those affected and, in the long
run, erode social cohesion. This is particularly relevant when working with child soldiers and ex-prisoners,
people who have experienced SGBV, those who identify as LGBTIQ+ youth or who belong to ethnic/religious
minorities. One respondent added that in order to prevent the term ‘mental health’ from hindering participation
in their workshops, they title interventions aimed at mental health as trauma healing and PSS as this helps to
prevent stigma and the related social repercussions. Many respondents added that governments have key
roles to play in rolling out civic education programmes to undo the harmful effects of stigma.

Governments have key roles to play in rolling out
civic education programmes to undo the harmful effects of
stigma.
A number of respondents identified community cohesion, a sense of safety and trust as relevant for mental
well-being as well as necessary for sustainable peace. However, they are hamstrung by a lack of government
experience and knowledge of government procedures, which can obstruct their work. A lack of funding and
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capacity are other important challenges. Many organizations focus on livelihoods or economic development,
which is considered an important third nexus.
A few organizations highlighted self-care as a precondition for frontline humanitarian workers doing MHPSS
and peacebuilding work to protect personnel from becoming emotionally exhausted or affected in a way
that reduces their compassion for those with whom they are working. Particular attention should be given
to national personnel who have lived or are still living in the crisis setting in which they also work.
As an African peacebuilding MHPSS participant noted: “Importantly, MHPSS needs to be intentional and an
integral part of the work and not something appended at the last minute.”
Another African respondent from a peacebuilding background mentioned the relevance of taking into
account “the profile and the personality of peacebuilders, their own history in relation to conflict and
violence, their inclusive human sensitivity and sympathy while dealing with inter-ethnic conflict-related
matters, the relation between their discourse on peace and their real being, their relationship with formal
politics and money, etc. … Peace without conviction is peace without result. Peacefulness is a moral virtue,
human equity is a moral virtue, inclusive humanity is a moral virtue, all of which are better assimilated from
childhood.”
Box 1: Examples of projects that integrate, partner or collaborate with the peacebuilding and/or
MHPSS field(s)
“In South Sudan, one project of IOM focuses on youth gang members and youth at risk. The project
aims at reducing violence/risk of violence at community level to create a conducive environment for
IDPs to return. The project combines three components: 1) educational/vocational training, business
start-up kits; 2) MHPSS at individual and group level; 3) a gender-transformative approach. Other
(planned) projects combine MHPSS and livelihood/infrastructure projects, MHPSS and policy/
strategy development for peace, MHPSS in transitional justice processes.” MHPSS respondent from
an international peacebuilding organization
“SPARC [Society for the Protection of the Rights of the Child] provides psychosocial support to
incarcerated young prisoners and ex-offenders as part of their social rehabilitation programme to
help prevent the beneficiaries from slipping back to lives of crime and agitation and become useful
citizens of the society. This is supplemented by livelihood training. SPARC also provides
psychosocial counselling to youth/children living and/or working on the streets owing to their
marginalization. Given the perils of street life that await them, they are at greater risk of falling prey
to the influence of criminal gangs and drug rackets.” MHPSS respondent from Asia
“UNDP South Sudan conducted a study which showed that over 57 percent of the South
Sudanese population experience trauma and mental health related issues as a result of conflict.
UNDP’s Peace and Community Cohesion Portfolio then embarked on a pilot programme to train
community psychosocial volunteers to work within the communities to help address mental health
issues. The volunteers formed psychosocial support groups in the communities which provided
the basis of trauma healing. The pilot was deemed successful and informative. Due to the
complex needs of the target community, UNDP has developed a comprehensive three-week
trauma and psychosocial support training programme to train 45 core trainers who will be training
community psychosocial volunteers in the country. The portfolio also noted that an attempt to
restore community mental health must start by addressing the survivors’ other triggers of trauma
such as the need for justice, basic needs, reconciliation with communities and families, etc. In this
regard, the psychosocial support groups that are formed by the volunteers provide survivors with
opportunities to improve their livelihoods through income-generating initiatives. If they are rape
survivors, they are introduced to the SGBV cluster through the referral pathways. UNDP also
conducts dialogues within the communities to try and reconcile divided communities through
interdependency initiatives, activities and infrastructures that bring the communities together.
Thus, a holistic approach is employed.” Peacebuilding respondent from an international
organization based in the United States
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“ACT for the Disappeared in Beirut is working with GIZ [Deutsche Gesellschaft für Internationale
Zusammenarbeit] on a project that aims to develop an integrated approach including both MHPSS
and peacebuilding with the participation of experts and practitioners of the two fields. Furthermore,
the project aims to raise awareness among the younger generations about the importance of truth
seeking and to foster a transgenerational commitment for truth seeking and reconciliation. In the
long term, the project wants to contribute to rebuilding the social fabric of all Lebanese communities
heavily affected by the civil war. In the context of the establishment of the National Commission for
the Missing and Forcibly Disappeared, we want to enhance the capacities of all the stakeholders
that will be involved in the search for the missing and disappeared by adopting a cross-cutting
MHPSS approach.” Peacebuilding/MHPSS respondent from the Middle East
“TPO Uganda is implementing the USAID promoting peaceful coexistence and resilience activity in
northern Uganda. We integrate MHPSS, peacebuilding and economic empowerment to support
households and communities affected by the Lord’s Resistance Army civil war that lasted for over
20 years in the region. The integration of MHPSS and peacebuilding have proved to be effective in
promoting peaceful coexistence.” Peacebuilding/MHPSS respondent from Africa
“Our work with conflict-affected refugees is framed under protection and is very community based.
It works on the assumption that individuals are disoriented and distressed as a result of their
experiences of crises and the daily stresses of refugee life. We use a community-based psychosocial
approach (very much drawing upon the resources of empathy and compassion that exist within the
population itself) to rebuild individual well-being. This does not engage with the more technical
mental health work. Rather, it aims to help ground people, to reconnect them with their sense of self
and agency, and to help them think about how they can better support each other, especially those
who are most vulnerable among them. As people reconnect through empathy and compassion, their
will to re-engage with the collective can be restored. These are the building blocks of so-called
psychosocial peacebuilding which we more generally refer to as social cohesion. As people
remember themselves and can re-engage with the suffering of others (empathy), they can restore
their will and capacity to engage with the collective. This contributes to the rebuilding of the
collective well-being and the will to work together to create a different kind of future.” Respondent
from an international faith-based organization based in Europe

Resources needed to enhance integration
Figure 8 illustrates that three quarters of respondents said they lack the necessary knowledge and
information on how to operationalize an integrated approach. In terms of learning how to develop such an
approach, 48 percent of respondents said that teaching materials could be added to existing training
materials, and 42 percent and 41 percent respectively that a Guidance Note and a handbook would be
helpful. Other suggestions included the need for more knowledge on the theory and practice of collective
healing; research on indigenous knowledge in healing; and research on how indigenous healing practices
and peacebuilding can be part of the nexus between MHPSS and peacebuilding. More clarity was also
requested on the difference between adding MHPSS as a component of peacebuilding or integrating it.
A notable 64 percent of respondents cited the problem of limited financial resources to support an
integrated approach (figure 9), even though it is increasingly and widely recognized as a way of improving
their work. It is noteworthy that 75 percent of respondents said they need support to create new
partnerships, seek collaboration and participate in networking opportunities with organizations from
other fields. This may be related to a lack of funding (resulting in a lack of time and transport possibilities
for those working in remote areas) but also to the current siloization of the fields, which creates real and
perceived distances between like-minded professionals.
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Figure 8: Resources needed
(Source: Compiled by authors)
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Funding opportunities and donor relations
The majority (80 percent) of responding organizations said they are funded by international donors who are
mostly located in the global North and UN agencies; only 15 percent have national donors too. Other
sources of funding that were mentioned include private philanthropies, research funds, funding from
churches, individual donors and corporate sponsorships.
Most respondents (62 percent) said they were confident that their donors would be open to funding an
integrated or combined approach (figure 9). Given that 64 percent of respondents also said that they lack
financial resources to work in an integrated way. This finding points to an interesting opportunity to bring
donors and implementing partners together, to make the case for integration and to explore new funding
modalities. Some respondents commented that if there were more official guidance and country and/or
regional policies that addressed issu es of MHPSS in peacebuilding and peace support operations, donors
would likely be willing to offer more support. Advocacy is needed to raise awareness among donors about
the importance of funding organizations that are willing and able to work in an integrated way. The
importance of considering mental health in peacebuilding interventions is increasingly recognized but
there needs to be a narrative and a strategy with evidence that can articulate the comparative advantage
and the added value of integrating the fields. Given that psychosocial approaches are quite new for the
majority of actors in the peacebuilding field, few donors currently recognize the importance or advantages
of funding integration.

“As the psychosocial peacebuilding concept is quite new, our current funder is not really seeing the
importance/advantage of integrating MHPSS into peacebuilding. The churches might be interested in
funding such projects as long as they link to church activities. Again, advocacy is very important.”
Respondent from a global faith-based organization based in Europe

“Our international donors are starting to acknowledge the importance of trauma healing as a
cornerstone to sustainable development, which in turn affects peacebuilding measures. However,
they keep it as a separate programme or specialty area; it is still not mainstreamed or integrated into
their core business. Most funders don’t prioritize MHPSS and, if funding is limited, it is dropped more
quickly than other programme activities.” Independent MHPSS consultant based in Africa
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Figure 9: Donors willing to fund projects linked to MHPSS and peacebuilding
(Source: Compiled by authors)
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A peacebuilding respondent from a faith-based organization in Europe mentioned that donors’ limited
expectations are the problem, not the lack of a Guidance Note. “A quantitative focus on outputs keeps the
team focused on technical activities and prevents them from taking the time to explore ideas and different
ways of working that are required to realize a ‘people-centred’ approach that could create the space for
devising a distinctly different way of working with crisis-affected refugees.”

“International donors are not always aware of the kind of insights that those on the ground have. In the
last two years alone, I have had to explain what transitional justice is to funders and that racism needs
to be a specific issue in the work being done in South Africa. These discussions have made me acutely
aware that there are gaps in communication and understanding between those who are doing the work
and those who are funding it. Something that helps us make the links to MHPSS clearer and more
explicit would be of enormous value.” Respondent from an African peacebuilding organization

Integration between the two fields also allows peacebuilders and peacebuilding practitioners to use
innovative methods and tools to address MHPSS. The Covid-19 pandemic has put a spotlight on mental
health and the need for PSS, especially in contexts with existing historical and contemporary faultlines. This
development presents an important opportunity to expand on and deepen the role that MHPSS can and
should play in peacebuilding efforts. A few respondents suggested that in order to make a case for
integration, research should be conducted to illustrate the advantages of integrating peacebuilding and
MHPSS, outline plausible interventions and demonstrate (with data) the outcomes of an integrated approach.

“Over the past seven years we have received funds from one embassy in Rwanda to support our
projects integrating MHPSS and peacebuilding. Unfortunately, they are shifting their focus to
supporting business and trade from next year.” MHPSS respondent from an African communitybased organization

“The current funders have continuously supported MHPSS and would be glad to support peacebuilding
needs if demonstrated.” Respondent from a community-based human rights organization in Africa

“One of our donors is already funding research on the links between MHPSS and peacebuilding.”
Academic from the peacebuilding field based in North America
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Figure 10: Would a Guidance Note be helpful?
(Source: Compiled by authors)
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A Guidance Note on integrating MHPSS into peacebuilding
The majority of respondents (64 percent) said that a Guidance Note would be helpful to inform MHPSS and
peacebuilding practitioners on how to work together to achieve improved outcomes (figure 11). This would
enable a better understanding of the relevant programmatic and conceptual considerations pertaining to
integration. The general expectation of the Guidance Note is that it will help personnel make use of the tools
relevant to the context in which they work, while clarifying that a combined approach does not mean that all
personnel should be able to perform both peacebuilding and MHPSS work. Both fields have established
areas of professional and technical specialization. As part of the ongoing rapprochement between the
fields, specialists in both fields should get to know one another, understand commonalities and differences
and find ways to work together which utilize the strengths of both fields to generate enhanced outcomes.
Respondents said that a Guidance Note could help to standardize methods and skills. However, they also
cautioned against stifling creativity, innovation and the organic emergence of new ways of working at this
early stage. The Guidance Note needs to allow space for diverse theories, realities and practices to give rise
to new ways of working. One respondent stated that what is relevant in the UNDP context may not necessarily
be applicable in all other contexts. Therefore, one should be very mindful about the use of guidelines.

“They should not be applied top-down or replace autonomous co-creation processes that involve
actors who do not represent MHPSS or peacebuilding professional fields but are important resources
in their communities/areas”. Respondent from a European, globally active faith-based organization

“I found many overlapping points between MHPSS and peacebuilding while doing field research in
Armenia. The Guidance Naote would create a framework which would help to articulate those points
of overlap and to understand how to make better use of them.” Respondent from a European globally
active faith-based organization

Some respondents mentioned that they need more than just a Guidance Note; they need proper training
and capacity strengthening for their team. One person suggested having a tutorial video instead of a
Guidance Note because this can be accessed digitally on smartphones, “since many youths prefer not
to read.”
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“A Guidance Note could be helpful in order to set forward operational and/or concrete programming
steps to integrate MHPSS into peacebuilding. The focus of integration is important. Also, it could be
particularly helpful to have it reflect the different situations. In some contexts, MHPSS is a sensitive area
which calls on locally driven and context-specific approaches to make sure it reaches those in need.
Trust is important. So is raising awareness of its context-specific benefits. MHPSS can go against cultural
and societal norms and so addressing [this] in the Guidance Note with context-specific examples would
be helpful.” Respondent from an international peacebuilding organization based in Asia

Although peacebuilding and humanitarian work takes place mostly in humanitarian contexts, it is not strictly
humanitarian in nature. Therefore, guidance on how to address MHPSS considerations appropriately in
peacebuilding and political contexts would be useful. Aspects such as how to develop public health
campaigns on violence and how to go beyond ‘silofication’ were highlighted as essential elements.

“People and cultures have different ways of defining and understanding mental health, and many
approaches are very ‘first world’ or from a western perspective. But it is understood across the field
that trauma has long-lasting consequences on a person or group of persons and needs to be
addressed, and more work needs to be done on generational trauma. Considerations should include
cultural competence such as trained practitioners who speak the language and share the culture of
an affected group, interventions that will be acceptable to the affected group and training for persons
across different fields in basic mental health issues. Peacebuilders who address MHPSS will have a
greater potential for successful outcomes.” Respondent from an international peacebuilding
organization based in North America

The role of (local) government in furthering the integration of MHPSS
into peacebuilding
Several respondents state that (local) governments are important funding resources and that their roles
include mobilizing local experts, providing further training and education for health workers, developing
referral systems, providing transportation and creating adequate hospital facilities.

“It is essential to cooperate with local structures such as municipalities, local authorities and traditional
or religious leaders to assist in the integration of MHPSS into peacebuilding and to ensure coordination.
Since civil societies and governments address the same problems from different angles, close
collaboration at the operational level is needed. This ensures a simultaneous top-down and bottomup approach that ensures an appropriate level of community engagement.” Respondent from a
peacebuilding organization based in Africa

This integrated work stands a better chance of succeeding if it is driven by communities that can inform the
local government’s planning and budgeting processes through inclusive representation. Understanding
how a given context shapes the relationship between the government and/or an organization’s activities is
important to develop projects that complement and strengthen existing structures, efforts and processes.
It is important to minimize the unintended negative impacts and maximize the positive impacts of an
organization’s activities.
Ideally, given the important role local governments often play in peacebuilding, local authorities should be
in a position to coordinate MHPSS activities and track referral cases in coordination with service providers.
That said, local governments are sometimes directly involved in creating and perpetuating conflicts, which
can negatively affect peacebuilding and MHPSS efforts. Therefore, investment in conflict analysis and
conflict sensitivity is necessary with respect to MHPSS service delivery (which is often a source of tension).
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Policy
“It is especially important to engage city and subnational leaders as stakeholders in discussing,
developing and implementing these solutions. City and subnational actors tend to be better connected
to the local experience, making them more agile and nimble service providers. By increasing their
understanding of prevention and MHPSS, and strengthening their capacity for collaborative efforts,
we can develop multipurpose solutions that build on existing priorities for city leaders and make real
progress that complements work happening at other levels of governance.” Researcher from North
America working in the field of peacebuilding

Respondents suggested that strategic policy guidance be developed on how governmental and
intergovernmental actors can embed the integration of MHPSS and peacebuilding into national programmatic
interventions. Emphasis was placed on the need to create an enabling environment that will allow a wide
spectrum of stakeholders to participate from the outset and carry out their programmes. (Local) governments
should lobby to integrate MHPSS in national health care and play a central role in the coordination and
creation of favourable policies and laws at the local level to enhance integration.

“Peacebuilding policies that are being developed in post-conflict countries should include psychosocial
interventions that deal with the past and which cover a variety of relevant topics (not just the delivery
of MHPSS services). The provision and supervision of services can only be ensured if MHPSS personnel
are available. Therefore, national NGOs and national institutions (government and academia) should
be strengthened in their capacities. The dialogue component in peacebuilding is crucial and different
government entities can bring together relevant actors to make this happen.” Respondent from an
international peacebuilding organization based in Africa

Information, advocacy and awareness
Respondents said that local governments in (post)conflict settings should be aware of the impact of mental
health and psychosocial problems in communities they serve, should work to counter stigma, and do more
for local health clinics to ensure basic MHPSS training for all personnel. To prevent further harm, the role of
(local) governments in providing MHPSS and peacebuilding services in a particular context needs to be
assessed. Laws that criminalize mental health or psychosocial cases, such as attempted suicide, addiction
and sexual variants, should be reviewed.
Governments should also be involved in the development of mapping exercises, conflict analyses and
integration into (primary) mental health care where appropriate. To build sustainability, governments need
to participate. Local governments can provide policy support and facilitate integration of MHPSS into
peacebuilding structures such as dialogue and mediation platforms and setting up emergency operations
centres.

Coordination
A number of respondents referred to the efforts the government and donors should make to coordinate
with community-based organizations (CBOs) to ensure that available service providers link up and roll out
their work effectively. Respondents further cited the need to create an enabling and inviting environment
that allows community-based and non-state actors, who are well versed in the unique needs of the
communities in which they tend to be based, to collaborate with state health professionals. Another
important point raised was effective referral systems that link those conducting psychosocial and
peacebuilding work with those who are able to handle complex mental health cases.
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“This short case study draws upon the experience of a CSO partner in the borderland region between
Tunisia and Libya. The CSO had built a trusting relationship with a family from which three members
had joined violent extremist groups. The other family members were stigmatized within their
neighbourhood and suffering from it. The CSO assessed the family’s special needs and decided to
deliver MHPSS services as a response to these needs (alongside interventions related to other high
stress areas such as livelihood). However, the social workers that the CSO placed with the family were
forbidden access by the police. It was only after several meetings with the police, and under the
umbrella of the local security committee (a platform where the police and CSOs gather to discuss
security issues), that the CSO was able to explain the project’s objectives and to justify the intervention
of social workers. Coordination mechanisms between state institutions , and between the state and
CSOs, are key to ensure an environment that enables such services.” Respondent from an international
peacebuilding organization based in Africa

Other suggestions
Respondents noted that it would be interesting to create a platform for people within the MHPSS and
peacebuilding fields to use as an exchange facility for mental health, mentorship and peacebuilding
activities. This would help develop a repository of best practice with regards to implementation as well as
promote continuous learning across the MHPSS and peacebuilding fields.

“I observe a tendency in the field to come up with quick fixes, for example trauma healing courses for
leadership functions in South Sudan run by peacebuilding organizations and programmes, often
without any link to MHPSS practitioners, supervisors or referral pathways. This is partly since the two
fields have not spoken much to each other before, but also to the diverging ideas of how ‘healing’ can
take place at individual, family, community and societal level and how long these processes take. It’s
time to make a statement on how this work should/should not be done in order to be ethical and follow
professional standards.” Respondent from an international MHPSS organization based in Africa

Process matters. A Guidance Note that does not collaborate with organizations already doing the work is
not helpful. This is another reason why there needs to be an engaged community of practitioners to share
their experiences, inform approaches, guide best practices and collate learnings.
Other important suggestions were the need for capacity strengthening within UNDP country offices (senior
leadership and programme personnel), implementing partners (government institutions, traditional
authorities, NGOs, CSOs and CBOs) and communities. For example, training community ‘champions’ so
they can train/inform their peers ensures the longevity of the work beyond the project. MHPSS should be
part of all training and capacity-strengthening activities.
Findings from the survey highlight the need to pay attention to how organizations participate with refugee
and host communities, particularly those whose voices are not usually heard. It is important to foster
participation that helps to build confidence and capacity, and which creates safe spaces where all have a
say.
Local and/or government leaders have often experienced horrific periods too and, like the communities
they lead, suffer trauma as a result. This unaddressed trauma can be a serious problem as it can negatively
affect their performance as leaders.

“How do you integrate MHPSS in formal peace negotiations? Recently a participant in a discussion to
develop a Strategic Framework for Peacebuilding said, ‘all our leaders are traumatized. That is why
we cannot achieve peace in South Sudan as the decisions they make are informed by trauma’.”
Respondent from an international peacebuilding organization based in Africa
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The final word in this mapping report is given to a respondent:

“We have not appreciated the depth of the woundedness of society. This interferes [with] and hinders
the peacebuilding and governance investments that we bring to rebuild our communities. The needed
approach is much broader than just bringing MHPSS and peacebuilding together ... the high levels of
violence and conflict all over the world urgently require an improved understanding of how cycles of
violence work. It also means working with both victims and those who hurt others ... But an approach
to addressing trauma requires a different question, moving beyond ‘what happened to you’ to ‘what’s
right with you’ and [that] views those exposed to trauma as agents in the creation of their own wellbeing rather than victims of traumatic events.” Respondent from an African MHPSS/peacebuilding
organization
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PART 3
Summary of findings from
consultations
Methodology
During October and November, a series of five two-hour regional consultations were hosted on Zoom for
Latin America and the Caribbean, the Arab States, Asia Pacific, Africa, Europe and Central Asia as part of
the project’s consultation and data collection process. The purpose was to expand on the project’s existing
stakeholder reach and to explore regional specificities. Interested participants were invited to join the
process via direct email and using social media platforms. Over 90 participants from 32 countries attended
the regional consultations.
Each session started with an introduction by UNDP briefly explaining the relevance of the regional
consultations vis-à-vis the development of the Guidance Note, and was followed by a brief project overview
by the session facilitator, Friederike Bubenzer. Depending on the number of participants in each consultation,
participants were either asked to briefly introduce themselves and their interest in the subject matter in
person or via the Zoom chat function. The aim was to facilitate relationship building and networking.
Participants were then asked to respond to and engage with one another around some or all of the following
questions:
•

What have been your successes and/or challenges in integrating your work with the other field?

•

What are the regional and/or cultural considerations that need to be kept in mind when integrating
MHPSS into peacebuilding?

•

What indicators do you use/would you use to measure outcomes?

Interpretation was provided for participants in Spanish (Latin America), French (Africa) and Arabic (the Arab
States).
To complement the online sessions for each region, UNDP's SparkBlue Platform was used as an additional
space to deepen the conversation and allow participants to engage with one another in writing. A vibrant
discussion took place on both platforms.
The content of the online regional meetings as well as that posted in writing on SparkBlue was analysed and
common themes identified and described. This section is a summary of the reflections, organized by
common themes, that emerged during the consultations.
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Common themes across the regions
“I believe peacebuilding can only sink into the healed minds and souls.” Programme coordinator from
a local organization based in Africa

Self-care and personnel care
“Self-care and personnel care can’t only be included in recommendations. It has to be motivated and
unpacked carefully and should also be written into institutional policy.” Regional consultation
participant from Latin America

Throughout the consultations, references were made to the need for organizations to provide PSS for
personnel working directly with stakeholders as a starting point for the integration of MHPSS into
peacebuilding. They pointed out that this would contribute to the resilience and empathy of personnel as
well as to their understanding of what basic MHPSS entails. A number of participants stated that organizations
should have institutional regulations and policies in place to guide personnel welfare.
However, while the importance of self-care and personnel care was widely and repeatedly acknowledged,
caution was also raised about the practice of self-care being a luxury that is accessible only to those
privileged enough to have access to the necessary social, cultural and financial resources.
Participants mentioned that barriers to improved personnel welfare practices included the fact that seeking
psychosocial or mental health support in general, but especially from one’s employer, is stigmatized and
seen as a weakness. A number of participants from the peacebuilding field stressed that they feel neglected
in terms of their psychological well-being and that their personal needs are largely invisible in the process
of doing peacebuilding work. One participant stated, “Exhaustion is still seen as a badge of honour by NGO
employees,” adding that what is not yet sufficiently understood is that fatigue and burnout tend to have a
direct effect on the extent to which people are able to be empathetic and compassionate towards those in
need. Opportunities for learning as a result of integration were pointed out: “We all need to understand that
organizations working in the peacebuilding field have been impacted by the very pain that is very present
in this field. Helping our peacebuilders understand how to work in and lead healing-centred organizations
will go a long way to supporting them later in their work.”
Self-care can take many forms and is often informed by a given cultural and social context. As such, an
organization in Kampala might put in place different personnel care policies and practices than one in
Bangkok. One participant noted that many people consider spending time with friends and family as a form
of self-care but that this is lost once people are deployed to new work contexts and have to separate from
their social networks.
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Integration of MHPSS into peacebuilding
“Without peace there cannot be development.” SparkBlue participant from Europe and Central Asia

“When trauma is unaddressed it invites cycles of violence.” SparkBlue participant from Africa

Participants in all regional consultations actively and critically engaged one another on the level, extent and
form that the integration of MHPSS into peacebuilding should take, with one of the key questions being
what criteria would define a project as being integrated rather than merely functioning in a collaborative
way. The sequencing, bi-directionality and technical implications of merging the fields came up consistently
and while there were more questions than answers to these questions, participants agreed that a gradual
but intentional integration was necessary to ensure both the sustainability of peacebuilding interventions
and the non-recurrence of violent conflict. As a creative arts therapist from Africa noted on SparkBlue, “And
with the different ongoing community conflicts, people continue to experience negative emotions of fear
and insecurity, making it difficult for true emotional healing to take place. Once these feelings of hatred, fear
and mistrust are not prevented, it becomes easy for them to spiral into deeper cycles of violence. By
understanding this interconnection between conflict and emotional well-being, I suggest that mental health
interventions should simultaneously work towards conflict transformation.” Frequent references were made
to the preventative role that MHPSS can play when integrated into peacebuilding. As one participant from
the Middle East noted, “Not integrating MHPSS can be seen as a harmful approach.” It was recommended
that integration should happen on micro, meso and macro levels in communities as well as in organizations
and that, to ensure a system-wide approach, policy, humanitarian imperatives and development work
should be based on vertical as well as horizontal processes.

“I see there is need for MHPSS to be prioritized because our people are stuck in the survival brain due
to the long history of war in the country and the continuous cycle of victimization and aggression
which makes it hard to give room for the cycle of healing which is the genesis of the peacebuilding
process.” SparkBlue participant based in Africa

Concerns were also raised about how a fully integrated approach would accommodate and be sensitive to
the specific needs of those with complex mental health issues, since this falls out of the remit of those
working in psychosocial support and peacebuilding.
The essential knowledge and competencies of each field should be clearly defined, including defining what
falls out of the scope of practice of, respectively, peacebuilding and MHPSS practitioners. The importance
of creating opportunities for practitioners from both fields to interface, learn from and connect with each
other and engage in shared capacity strengthening was pointed out by an academic working in the
peacebuilding field. The importance of working with and making more visible existing referral pathways
was also highlighted. Apart from learning about the practical toolkits that each field contributes, participants
also suggested developing an integrated toolbox that could be used by those wishing to further thematic
and practical rapprochement in their work.
Advocacy for the integration of MHPSS into peacebuilding needs to happen at micro, meso and macro
levels to ensure a broad reach and take-up, at a community level but also at a policy level where focus
should be on encouraging donors to fund new and innovative projects.
The composite term and the acronym ‘MHPSS’ were often dismissed as being both linguistically and
technically too long and complicated. The inclusion of mental health was pointed out as being unhelpful,
given widespread stigma. Participants often suggested that the term ‘psychosocial’ was a sufficiently
comprehensive definition for the work they do. A number of participants also suggested calling an integrated
approach ‘psychosocial peacebuilding’.
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Psychosocial support in context
“Healing is a process.” Regional consultation participant from the peacebuilding field from
South East Asia and Africa

“People in pain are unable to integrate in society.” SparkBlue participant from Africa

“If more people are healed, more people will be able to do the rest for themselves.” SparkBlue
participant from Africa

Given that most practical overlaps between the fields exist where the psychosocial components of
MHPSS and the more community-based activities of peacebuilding intersect, respondents in all
consultations spoke about the need to unpack and clarify the full spectrum of the concept ‘psychosocial’.
Again, the need to develop a common set of definitions was raised, bearing in mind that the concept
means different things in different contexts and that it is deeply entangled in culture and religion. One
participant working in the MHPSS field in Latin America stated, “Communities and different cultures
interpret the manifestations of trauma according to their own understandings of illness. And in order to
respect these interpretations, approaches that seek to improve mental health by working with rather than
against these cultural beliefs need to be adopted.”
Understanding and being sensitive to how local religious and cultural paradigms contribute to and
influence PSS and peacebuilding was raised in both the Middle East and Latin American consultation.
Participants in the Middle East spoke about the need to acknowledge the political and religious role of
Islam and how Arabic and Islamic traditions influence and shape local indicators of well-being, health and
social cohesion, as well as manifestations of sectarianism in the region. Participants mentioned the
difference between individual and collective identities. In contexts where collective identity is more
prominent, the interventions should reflect that. This means focusing not only on the individual in isolation
from the context but on the individual within the family and community life. Comments were also made
about the need to provide both individual and collective interventions in communities where collective
ways of being dominate social life.
In Latin America, reference was made to the need to view mental health, PSS and peacebuilding work
through the liberation psychology lens of the likes of Martin-Baró (Laplante, 2007), which advocates for a
holistic view of how well-being takes into consideration the social, historical and economic context which
informs human development.
In conflict-affected communities, trauma manifests in many ways. Apart from direct traumatic events and
the intergenerational transmission of trauma, daily stressors play a significant and compounding role,
which participants explained as eroding resilience, community relations and well-being. To ensure that
approaches are sensitive to the nuances of each local context, the root causes of conflict and local ways
of expressing stress, trauma, healing and well-being should be understood, engaged and taken into
consideration in the project planning and implementation cycle.
Participants suggested that work needs to be put into clarifying different concepts, like mental health,
mental disorder, mental well-being, psychosocial well-being, PSS, resilience, vulnerability, safety and
protection, peacebuilding and sustaining peace. Furthermore, they noted that integration starts at a
psychosocial level. If people have severe mental health problems, they should be referred to specialist
services. There was caution that if awareness is raised about MHPSS, there will also be a rise in demand.
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Trauma
“There are old wounds that must be healed for people to begin to trust the peacebuilding process.
Trauma creates mistrust among the citizens. Take for instance myself talking about trauma healing
to the people my tribe mates had put in that traumatic situation, how will they trust me or believe
the healing and the peace that I am talking about? It is not possible.” Peacebuilding practitioner
from Africa

A participant from an African peacebuilding organization emphasized the need to understand that trauma
is an invisible wound and that unless it is taken care of, it will continue to ‘bleed’. Others added that repeated
experiences of violence can lead to compounded trauma. Helping people understand how their nervous
system and bodies experience trauma, including how intergenerational trauma works, was identified as an
important civic education priority which should be targeted at easily accessible public places. This is
necessary to prevent people from resorting to suicide and helping communities understand that being
traumatized is not a spiritual curse or a form of bewitchment.
Participants in a few of the consultations and on the online platform spoke about the importance of
storytelling and working with narrative as a way of opening up dialogue opportunities and helping people
live with difficult memories. As an African SparkBlue participant said, “After implementing several narrative
theatre forums with different communities as an approach to address traumas collectively and reinforce
collective resilience and coping mechanisms, the approach opened an easy way for people and groups of
people to come together, even conflicting communities!”
Finally, the issue of wounded leaders and institutions came up in two consultations, with participants
pointing out the tension in performing psychosocial and peacebuilding work in contexts where direct and
structural violence continues unabated and where people’s basic human rights are violated on a daily basis.
A peacebuilding participant from Latin America noted, “Recognize that systems and organizations are also
influenced by hurt people who in turn hurt people; wounded institutions are led by hurt people who lead
wounded processes (i.e. results in management, policies, etc.).”

Centring minorities and vulnerable groups
“If mental health problems are regarded as a disability, then disabled people are not in the minority.”
SparkBlue participant from the Arab States

Participants pointed out the need to pay particular attention to the unique needs of minority groups in the
process of integrating MHPSS into peacebuilding given that these groups tend to be disproportionately
affected by violent conflict and during emergencies. ‘Making visible’ minority groups such as the LGBTIQ+
community and disabled people to ensure that they are not left behind was emphasized. It was noted that
minority groups tend to have particularly poor access to MHPSS support given their frequent isolation and
marginalization. A Latin American respondent added that in the context of including the LGBTIQ+ community
in MHPSS and peacebuilding, the notion of intersectionality (the ‘intersection’ and overlap of race, class,
gender and other individual characteristics) is not sufficiently understood and centred. An opportunity thus
exists to elaborate on existing analytical frameworks as well as to facilitate interregional or international
exchange on how other countries handle similar challenges.
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Youth
“Apart from witnessing the trauma events to their parents and family, they have their own trauma, like
being separated from their parents during flight.” SparkBlue participant from Latin America

Participants in all consultations referred to the importance of engaging youth in the integration of MHPSS
into peacebuilding, adding that youth leaders’ skills and knowledge tend to be sidelined or not sufficiently
respected. One participant from Latin America pointed out that youth must be regarded as a key partner
given that they are more effective in reaching their peers, that working with them is often easier than
working with adults, and that investing in youth as participants in an integrated approach will generate longterm benefits, both in terms of capacity and skills sharing and in terms of the personal benefits youth might
gain in the long run as a result of obtaining and internalizing psychosocial skills. It was noted that context is
important and needs to be carefully considered, for example by differentiating between urban and rural
youth or youth in settlement areas versus youth in host communities, where there is often conflict.
Highlighting the importance of intergenerational dialogue as a way of deepening understanding of the past
and building relationships across age groups, a participant added, “Sometimes young people act out
trauma and behaviour transmitted intergenerationally through their parents who were victims of war, where
the youth feel they should take revenge for what happened to their parents.”
Children were pointed out as a particularly vulnerable group given that violent conflict can severely
compromise early childhood development. This in turn can have long-term effects on a person’s ability to
live a healthy and well-adjusted life. Programmes can be integrated in schools in order to reach children.

People with disabilities
The Convention on the Rights of Persons with Disabilities (United Nations, 2006) states:
[1] Persons with disabilities include those who have long-term physical, mental, intellectual or
sensory impairments which in interaction with various barriers may hinder their full and
effective participation in society on an equal basis with others.
[16.4] States Parties shall take all appropriate measures to promote the physical, cognitive
and psychological recovery, rehabilitation and social reintegration of persons with disabilities
who become victims of any form of exploitation, violence or abuse, including through the
provision of protection services. Such recovery and reintegration shall take place in an
environment that fosters the health, welfare, self-respect, dignity and autonomy of the person
and takes into account gender- and age-specific needs.
A participant from the Middle East explained: “stigma is an attitude and discrimination is the action following
the attitude. If we look at mental health as a disability, then discrimination against those with mental health
problems or the denial of their rights and of access to care, is a violation of a human right, a victimization.”
Disabilities can be visible and/or invisible yet people living with both forms tend to be stigmatized and
discriminated against. One participant from the Middle East stated that physically disabled people who also
have mental health problems as a result of violent conflict, live with a double disability, experience double
stigma and thus need special attention to assist them to contribute meaningfully to peacebuilding processes,
concluding that there has to be greater participation and inclusion of people with disabilities.
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Gender
“Frequently women are raped during conflict.” SparkBlue participant from the Arab States

Women are particularly vulnerable in conflict settings, especially when SGBV such as rape is used as a
weapon of war. Participants noted the complexity of dealing with both the survivors of such violations as
well as the perpetrators, citing that both are likely to experience MHPSS problems and both will need to be
drawn into peacebuilding efforts.

“Girls and women are seen as victims where they can also be decision makers.” SparkBlue participant
from Africa

Understanding how gender norms are influenced during times of peace and conflict is important when
integrating MHPSS. The gendered manifestations of mental health need to be understood in each context.
As one respondent from an African peacebuilding organization said, “Our men are ‘washing away their pain
and trauma’ in bars.”

“There is also a need to highlight women’s roles in the perpetuation of violence affecting mental
health outcomes and peacebuilding efforts on individual, community and societal levels. We have for
the longest time seen and promoted women as the healers and protectors of children and other
women in society all over the world, but in Africa especially. There is an amazing Swahili saying ‘Mama
ni mama’ and in a religious perspective (Islamically at least) ‘heaven lies beneath the feet of the
mother’. These terms are beautiful and admirable but very little attention is ever paid to the trauma
women inflict on their children and other women, causing them mental health issues as well as making
them vulnerable to violence by men. There is an unspoken power that women have that is ignored, a
power that for generations has made the vulnerable (women and children) easy targets for violence,
ultimately encouraging and normalizing violence. If this is not properly affected, I really do not see the
prospect of achieving and building peace within our society. We cannot talk to men about the violence
that they inflict on women, children and even other men, without addressing and helping women see
their hand in violence. As well as helping them heal from whatever traumas they’ve endured.” Regional
consultation PhD student based in Africa

Community as a resource
Participants in all the consultations emphasized the importance of identifying community needs and
centring local community role-players and infrastructure in the development of an approach that integrates
MHPSS into peacebuilding. As such, community members should be seen as important agents and roleplayers rather than just recipients of an end product and should be included in the planning, implementation
and evaluation of all interventions. Identifying local idioms of distress and local functionality was emphasized
repeatedly, as was being cautious about imposing western tools and language into contexts which would
benefit more from having existing local support structures strengthened. Empowering community members
such as teachers, religious leaders, community and youth leaders to be able to identify early signs of
psychosocial distress and tensions could play a significant role not only in preventing further violence but
also taking the load off overstretched and underresourced MHPSS personnel.

“Community should be involved specifically in helping identify early signs of psychological distress
and tensions that could lead to violence.” SparkBlue participant from Central Asia
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It was mentioned several times that local community structures should be more actively involved in
processes related to the reintegration of ex-combatants as a way of preventing further violence and
reducing recidivism.

“By linking interventions to people’s daily lives, you create the opportunity for members to express
themselves confidently and generate hope.” SparkBlue participant from Africa

Frameworks and tools to further integration
Work with social rights and avoid medical model
When work is done from a social rights and strength-based perspective, it increases the chances to achieve
social empowerment. It creates the possibility to meet people where they are at and also includes
marginalized groups. Participants felt more emphasis should be put on resilience and healing and less on
using the word ‘traumatized’.

“Approach every day that people can live a more fulfilled life.” SparkBlue participant from Europe and
Central Asia

Using local radio
Many people, especially in rural areas, like listening to the radio. Radio dramas can be used to raise
awareness around MHPSS and peacebuilding. Working with radio is effective in raising awareness of
problems and highlighting resources.

“Work with radio to raise MHPSS awareness and [awareness of] sexual gender-based violence.”
Regional consultation participant from Africa

Narrative approaches
Narratives help to create meaning out of what has happened. Depending on how stories are conveyed,
they can contribute to healing or to further conflict. Some stories transfer trauma and/or violence
intergenerationally and can cause younger generations to want to take revenge on behalf of their parents.
Experience becomes clear through the narratives of individuals, communities, countries and regions.
Within the narratives, the timeline of past, present and future is important. Sharing narrative can help
develop connection and agency through which new possibilities emerge. It can also help to develop
critical thinking and to navigate and explore (self and others’) politics, histories and lived experiences.

“We need strategies like narrative theatre that integrates MHPSS and peacebuilding in a very
traditional and sensitive way. It helps to create new collective identities where there were divisions. It
increases trust.” SparkBlue participant from Africa
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Real long-lasting change can only happen if change occurs from within, which requires self-awareness. The
change has to start with MHPSS professionals and peacebuilders themselves. For change to happen, the
context needs to be safe and there must be hope. Behavioural change depends on people having a sense
of agency. An overarching principle like Ubuntu (I am because you are) can help create a vision that
stimulates people to work together.

“Hope is an important ingredient to stay alive and is a condition for transformational change.”
SparkBlue participant from the Arab States

Monitoring and evaluation
There was an agreement that the work should be evidence based. It is not clear how this will happen but
should include indicators of social well-being (MHPSS) and positive social change (peacebuilding). Indicators
should be co-created with all stakeholders, including the community. Guidelines on how this could be done
would be useful. The indicators should not only be on outcomes but also on the process. In general, the
process of how things are done should be mapped and widely shared.
The following examples of indicators for change were given:
•

People become more open to sharing their stories;

•

More engagement in community activities;

•

Women become part of decision-making processes;

•

People show more agency;

•

There is better connection between people;

•

Levels of violence decrease;

•

People show more resilience in dealing with stressful situations.

Building partnerships
“We are an ecosystem accelerator for mental health investment in Kenya. Our coalition has five
thematic areas: advocacy, capacity strengthening, research, sub-granting, and networking and
collaboration. We work with programmes from LGBTQ, social justice, youth, vulnerable populations,
men, street persons, children and workplace.” SparkBlue participant from Africa

Partnerships were seen as essential to furthering the integration of the fields, with one participant stating
that just interfacing with one another is not enough – deliberate and intentional opportunities for intersectoral
sharing and learning are necessary. NGOs working in local communities tend to be familiar with the region
and work with local experts to build on what already exists, rather than imposing advice from outside.
Although networking outside the existing professional silos requires intentionality and trust building, such
networks are fundamental to the development of an integrated approach that builds on the knowledge,
skills and experience of practitioners from both fields. Coordination, collaboration and participation through
a multisectoral lens will provide better results. In all consultations, reference was made to the need to
develop regional collaboration mechanisms to better support vulnerable groups such as migrants and the
LGBTIQ+ community. It is important to identify people and sectors that can be a resource: “for example
those working with human rights who also know how to hold safe spaces should be included,” stated a
participant from Europe. Furthermore, when working with stakeholders across the district, central and
regional levels, different power dynamics need to be taken into consideration. Community committees can
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be a strong resource if included in partnerships. Competition must be avoided between MHPSS and
peacebuilding in contexts where they may be vying for funds. According to a SparkBlue participant from
Africa, since working in partnerships is not new, “we have to learn from our other experiences of working in
partnerships.”
Networking needs to happen on micro, meso and macro levels. Effective networks require cooperation,
coordination and collaboration, as well as sufficient investment to make them work properly. Exchanging
experiences with different actors in the regions will strengthen the integration.
A regional consultation participant now based in Europe but originally from Africa noted, “Networking
amongst all the local mental health and psychosocial committees creates energy, which is boosted by the
synergy of different actors from local to regional levels.”

Sustainability
“The way psychosocial support interventions are developed in the humanitarian space is usually not
sustainable after initial emergency funding ends. So often in the post-conflict period, when the focus
transitions to reconciliation, institutional building and governance then the psychosocial support
programmes end – just when social healing is most required.” Participant from Africa Platform

Sustainability has to be built in from the onset to avoid creating dependency. It also has to be recognized
that local MHPSS settings will need financial, technical and professional help. The integration itself will need
support. Advocacy is necessary here too so that funders understand the importance of financing the
integration of MHPSS and peacebuilding.

RESEARCH FINDINGS: SUMMARY REPORT – INTEGRATING MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT INTO PEACEBUILDING

61

Discussion
The data in this report contain a wide variety of voices and sources to cumulatively make the case for the
urgent need to integrate MHPSS into all phases of the peacebuilding project. The literature review and the
data in the mapping study provide up-to-date information to illustrate that while practitioners around the
world understand the need for an integrated approach, and researchers are collecting evidence to this
effect, how to go about this in practice remains unclear. The literature review also supports the need for
integrated holistic thinking, research and action across and beyond silos. Despite the fact that both MHPSS
and peacebuilding ultimately aim to achieve the same long-term goals and objectives, their respective
evolutions as distinct fields with unique and specific theories, conceptual frameworks and professional
qualifications have, understandably, created bodies of work and practice that largely operate in isolation
from one another. This is not to say that those working in both fields have not made some efforts to work
with and learn from one another over the years. However, such efforts are still the exception rather than the
norm. Most projects reviewed for this study added MHPSS components to already existing peacebuilding
projects in an ad hoc, piecemeal way as opposed to applying a dual lens from the outset.
Throughout the consultation process participants made reference to the stereotypes, assumptions and lack
of technical knowledge that continue to drive a wedge between the two fields. This was already outlined in a
2017 mapping study of MHPSS and peacebuilding organizations around the world (Bubenzer et al., 2017).
Multiple respondents expressed concern about the fact that in their view MHPSS is considered a humanitarian
activity, whereas peacebuilding is inherently political. These comments show that the silo-like positioning of
both fields fosters assumptions and myths of ‘the other field’, and highlights some of the conceptual and
definitional myths that need to be addressed and debunked in order for an integrated approach to be
developed. The participants of the regional consultations conducted in 2021 echoed many of the conclusions
of the 2017 study. The gap between the two fields is more one of practice and semantics based on different
expertise, training and operational settings, than due to a lack of available opportunities or willingness to
collaborate. Practitioners from both fields who advocate for integration highlight that both fields share an
essentially aligned and overlapping set of long-term goals. However, integration requires time as new
interdisciplinary and intersectoral relationships and partnerships are formed and groomed, as new technical
knowledge is gained and as a new body of knowledge becomes available to those looking for guidance.
Asked what they needed to operationalize an integrated approach, survey respondents made concrete
requests that can be met fairly easily. These included access to knowledge and information about the other
field, training opportunities and training materials, new partnerships and networking opportunities to get to
know individuals, organizations and the tools used by the other field. Expanding on the small but growing
community of practice by producing and making available additional tools – and, in the long run, developing
an integrated toolbox – is necessary and achievable. However, it is just as necessary to address stigma and
funding shortages, two factors that present significant challenges to successful integration.

Stigma and funding shortages are two factors that present
significant challenges to successful integration.
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WHO has declared mental disorders and other mental health conditions as some of the world’s leading
non-communicable diseases; globally, one in five people live with conditions such as depression, anxiety
and schizophrenia (Charlson et al., 2019). Nonetheless, stigma directed at people with mental health
conditions in post-conflict countries is still very high. The issue of stigma featured in conversations that
took place in rural and remote communities as well as in online webinars attended by government officials
and politicians in the global North. In one regional consultation, participants reiterated that mental health
interventions tend to raise suspicion, create mistrust and are sometimes seen as threatening. Thus,
creative approaches that do not overtly refer to mental health, like those more common to psychosocial
work, are needed to help communities address these issues. Ongoing stigma directly impacts the extent
to which people seek treatment and are willing to talk about their conditions. This impacts their abilities
to recover from the often-debilitating effects of mental health conditions which transcend the individual
and affect families, communities and societies at large.
Furthermore, coping with mental health is gendered. Given traditional gender roles and social
expectations, men generally find it harder than women to seek treatment or support for mental health
issues. The correlation between this reality and the continued patriarchal leadership structures in the
global South has wide-reaching implications for the integration of MHPSS and peacebuilding, and
therefore affects the potential for conflict-affected communities to sustainably recover from the horrors
of violent conflict. Significant efforts are needed to dismantle silence and shame related to mental health
and for MHPSS champions and ambassadors to role-model positive coping. This is also necessary at a
systems level to prevent wounded individuals and systems from perpetuating cycles of violence that
trickle down to vulnerable and stressed communities, thereby further eroding their resilience, well-being
and interpersonal relationships. One regional consultation participant proposed a trauma-informed
approach to identify how management structures, policies, protocols and human resource systems at
government level are informed by harmful narratives and patterns of the past such as intergenerational
trauma. This trauma-informed approach should act as a catalysing force to embed system-wide
organizational change processes. In both the regional consultations and the mapping study, participants
emphasized the importance of the role of government in investing in and amplifying MHPSS services as
part of public health efforts and to prevent mental health problems from disrupting and derailing
peacebuilding efforts.
That said, many emotional reactions such as fear, grief, loss and helplessness are normal reactions in
(abnormal) conflict situations and in post-conflict situations. We have to be cautious about considering
these as mental health problems, which they are not. It is important that people understand this and find
words for their feelings.
The Covid-19 pandemic has had, and continues to have, an adverse impact on the work of CSOs and
humanitarian organizations around the world, not least as a result of funding being diverted to emergency
relief and economic recovery efforts. It has also increased fear, worry, stress, anxiety and other mental
health problems among all sectors of the population. In many places it has exacerbated tensions within
and between families, communities and societies, especially where conflict fault lines already existed.
However, the pandemic’s psychosocial impact, and WHO’s (as well as other bodies) recognition of it, has
also resulted in the much greater visibility of, and attention to, psychosocial and mental health issues in
general. This bodes well for the ongoing integration of MHPSS into a myriad of sectors, peacebuilding in
particular.
Exciting opportunities exist to strengthen peacebuilding work by integrating it with a psychosocial lens that
magnifies the depth and breadth of how violent conflict affects behaviour, attitudes and relationships at
both an individual and a collective level. An integrated approach that combines the rich knowledge and
tools of both fields has the potential to generate a powerful and effective mechanism to interrupt cycles of
violence and build more cohesive societies. This potential of an integrated approach to contribute to
preventing violent and recurring conflict should not be underestimated. This is echoed in a study by Orrnert
(2019), who concludes that not addressing the MHPSS needs of children, youth and adults in conflict
situations has implications for their longer-term mental and physical health, their societies’ mental health as
well as their human capital development.
While a linear, causal evidence base does not yet exist, the premise on which this work is based is that not
addressing MHPSS needs in conflict situations severely hampers the sustainability of any peacebuilding
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effort. The following section presents some of the considerations and challenges that need to be addressed
as the fields move towards a more considered and intentional integration. These should be read while
keeping in mind the overwhelmingly positive response the authors of this report encountered throughout
the written and online consultation process, during which practitioners from around the world expressed
their commitment and excitement about the prospects of integration, echoing that ‘there is no peace
without peace of mind’.
The points below are drawn from the literature review, mapping study and regional consultations. Additional
insights originate from the authors’ expansive work on this subject matter, which has included fieldwork
with partners in South Africa, Kenya, Zimbabwe and Uganda.

Considerations for integration
Centring indigenous knowledge systems
Culture, tradition and indigenous leadership structures play strong roles in community-based peacebuilding
and MHPSS initiatives, especially in rural areas. Participants in the regional consultations as well as in the
co-creation workshops (hosted by the authors of this report in four countries since 2019; Bubenzer et al.,
2019) consistently highlighted the inextricable link between these structures, MHPSS and peacebuilding
and how they could complement each other. They underscored the need to acknowledge and understand
where PSS and peacebuilding work intersects, overlaps or indeed can be boosted by local rituals, traditions
and traditional leadership structures.

Culture, tradition and indigenous leadership structures play
strong roles in community-based peacebuilding and
MHPSS initiatives.
However, references linking culture and indigenous leadership to peacebuilding and MHPSS were largely
lacking in the research studies reviewed for this report. Participants from around the world emphasized the
importance of ‘building on what is’. This suggests that more attention first be paid to understanding the role
of localized mechanisms in advancing (or hindering) MHPSS and peacebuilding, and then working within
those findings to develop or build on contextually appropriate interventions that are based on local needs.
Hamber (2021) highlights that many communities affected by armed conflict engage in a range of practices
aimed at well-being, such as healing rituals, grieving processes, use of churches, ceremonies and
commemorations that are not run as projects or programmes, but exist within and as part of the community
fabric. According to Wessells (2008), the failure to take these local practices into account often leads to
unsustainable programmes using foreign methods that inadvertently cause harm by marginalizing or
undermining existing support structures.

Many communities affected by armed conflict engage
in a range of practices aimed at well-being, such as healing
rituals, ceremonies and commemorations that are
part of the community fabric.
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Collaboration, cooperation and partnerships
The literature and international frameworks widely acknowledge the importance of strategic partnerships
in conflict settings and yet, in practice, details remain scant (Dumacy & Elliot, 2018; United Nations & World
Bank, 2018). UN Security Council Resolution 2282 recognizes that the scale and nature of sustaining peace
requires close and strategic partnerships between the UN, national governments and other key stakeholders
(United Nations Security Council, 2016). The centrality of building vertical partnerships to ensure that
community needs are more directly integrated into decision- and policymaking, and that this in turn is
communicated back more efficiently, is evident. At all stages of the consultation process (led by the authors
of this report) related to the integration of MHPSS and peacebuilding, the need to build strong, trust-based
relationships was a consistent theme.
Peacebuilding and sustaining peace, as well as psychological well-being (positive mental health) and
sustainable MHPSS, require strategic and operational regional partnerships that include multilateral
partners, national actors, local peacebuilders and regional organizations and which are constructed in an
inclusive, age-, gender- and conflict-sensitive manner. Partnership should be developed vertically (between
UN organizations, government and local organizations) and horizontally (between groups such as young
people, women, disabled people, and local/religious/spiritual leaders, but also organizations, NGOs and
ministries of the government, regional organizations, etc.).
Given the distinctiveness of the fields and the fairly limited knowledge each field has of the other, building
relationships strong enough to carry the weight of new content and work is a critical starting point. While
competition for limited resources might initially present a challenge to collaboration, this is likely to be
overcome once coordinated efforts exist.
However, integrating psychosocial approaches into other sectors is a relatively new way of working, and
agencies “have found that defining, adopting and integrating the psychosocial approach has required
significant investment in improving understanding and skills associated with psychosocial approaches and
the core principles of MHPSS. It is evident that promoting understanding and support for the psychosocial
approach is a challenge for many organisations” (UNHCR, 2013, p. 308).
Promoting and protecting psychological well-being and delivering MHPSS services must be firmly
embedded and delivered within and across sectors (Harrison et al., 2021). This is also applicable to the
peacebuilding sector (United Nations Security Council, 2016). How and under what conditions these
partnerships will be supported are crucial focal points to ensure sustainability, inclusivity and the possibility
for integrating MHPSS and peacebuilding. Partnerships need to be flexible and adaptive with a long-term
vision. Ownership, agency, flexibility and practicality will all play an important role. In this complex context,
creative ways are needed to provide space and authority to think beyond the outputs and deliverables
outlined in a given project plan. The focus needs to be on how to bring about the necessary conditions for
the transformational change that both the MHPSS and peacebuilding fields hope to achieve. In the long run,
the diversity and richness of each field will contribute to the strength of all projects.

Trust
Sharing a common vision and objectives is an effective way to start building the kind of trusting
partnerships that are strong enough to support long-term project cycles. Trust, which has been
described as the glue that holds relationships together (Russell, 2018; Stickel et al., 2009; Szkudlarek
& Biglieri, 2016), is the belief in the good intentions of the other and the willingness to accept a certain
level of vulnerability. Trusting relationships are built over time and can include shared values, mutual
understanding and appreciating wants and needs from each other. For relationships to be productive,
the parties must constantly consider how to build trust and how to manage mistrust (Lewicki & Brinsfield,
2009; Sliep et al., 2021). Given the fragility and volatility of (post)conflict contexts, building trusting
relationships is as important at an interpersonal level among personnel within organizations as it is
between the different stakeholders involved in carrying out a project, as well as between the
beneficiaries and the organizations, stakeholders and (local) government. Trust is interpersonal and
relationship based. For relationships to be productive, the parties must constantly consider how trust
can be built and how mistrust can be managed (Lewicki & Brinsfield, 2009). Trust is complex as
relationships are in a constant flux and it reflects multiple, different experiences. Based on the
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assumption that trust is a fundamental element of the social fabric, it has to be anticipated that it takes
time and that true values drive long-term behaviours.
Distrust will weaken relationships and may lead to negative ties, dysfunctional norms like discrimination,
negative expectations in relation to anticipated behaviour, dishonesty and racist or sexist belief systems.
Distrust can also negatively affect mental well-being.
Interventions need to address vulnerabilities on a community level and offer sustainable presence and
engagement to build trust. Special attention should also be given to generational tensions and vulnerabilities,
and strategies to develop a sense of self-trust and independence (Adesina et al., 2020; Nersisian et al.,
2021).
Networks offer many important opportunities. Networks and networking have extensive benefits, especially
in resource-constrained contexts. These include the possibility of improved access to information, crosspollinating different levels of expertise and financial resources, increased efficiency, a multiplier effect
which increases the reach and impact available to member organizations, solidarity and support, and the
increased visibility of issues, best practices and underrepresented groups. Individual trust is also transferred
into networks. Trust increases when a network demonstrates its integrity and abilities in the best interests
of all parties involved (Stickel et al., 2009). Strong networks also build confidence in the communities they
serve (Cofré-Bravo et al., 2019; Davis & Bartkus, 2009).
Within organizations or networks, high trust means the collective willingness to be vulnerable to the actions
of a group even if the members do not know each other (Davis & Bartkus, 2009; Petherbridge, 2021; Spink
& Burgos, 2021). It is therefore important to link livelihood programmes with interventions that involve
building trust when integrating MHPSS with peacebuilding. Within networks, the following aspects
contribute to trust: productive ties where every party can identify the possible positive outcomes of the
relationship, positive expectations and norms based on the integrity of the network and supportive
relationship values. The network offers the possibility of more people getting to know each other.
Important factors that will increase trust in the network are demonstrated integrity and ability, the display of
relevant skills and competencies as well as belief that the network has the best interests of involved parties
at heart (Stickel et al., 2009). In turn, strong networks will build confidence in the communities they serve to
participate in services and interventions (Cofré-Bravo et al., 2019; Davis & Bartkus, 2009).
It is more difficult to build trust when there are language and cultural differences or if there have been
negative experiences. A facilitated space where people get to know each other can become a connector
that breaks down barriers and builds trust. Basic group-generated rules like confidentiality, showing
respect, being non-judgemental and giving place to different ways of being can contribute to trust (Sliep et
al., 2021). People need to be able to see how having a relationship will benefit everyone. One way to build
trust in contexts of division is to facilitate bridging historical narratives by evoking a greater understanding
of the ‘other’ – the opposing side in a particular conflict. A woven historical narrative can involve values,
traumatic events and aspirations (Sliep, 2014; UNDP, 2020) and can be about hope – about what should be
– and therefore work towards shaping processes and ideas that bring about change (Opacin, 2015).

Personnel and self-care
All regional consultations raised the need to start the integration of MHPSS into peacebuilding by first
ensuring that peacebuilders themselves receive adequate care in the workplace. This echoes growing
global concern and awareness about the often compromised mental health and psychosocial well-being of
those working in the broad field of humanitarian aid (Ager et al., 2012; Antares Foundation, 2012; Jachens,
2019). The widely used Antares Guidelines on managing stress in humanitarian workers points out the lack
of care systems for national and international personnel. It details a set of recommendations to strengthen
personnel’s quality of care and stress management skills to prevent traumatic and post-traumatic stress. As
such, the pursuit of well-being and peace is important for both the target group of the humanitarian work as
well as the organizations and practitioners working in the field.
It is important that personnel also realize that feelings such as fear, grief, loss, helplessness and
discouragement are normal in the context in which they work. Personnel care is also about helping people
to manage these feelings in a way that allows them to move forward. Stress management can support
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them to cope with stress and prevent high stress levels from creating toxic work environments (Guskovict
& Potocky, 2018). Individuals and organizations working in the MHPSS and peacebuilding fields need to
model the processes and behaviours they are working to achieve among the stakeholders with whom
they work.

Burnout, vicarious trauma and secondary traumatic stress
are some of the mental health issues experienced when
working in the humanitarian sector.
Working in the fields of peacebuilding and MHPSS requires individuals to self-reflect as practitioners
working within communities but also as colleagues and employees within organizations. Burnout,
vicarious trauma and secondary traumatic stress are some of the mental health issues experienced when
working in the humanitarian sector. Experiences of emotional exhaustion, depersonalization, a reduced
sense of accomplishment, signs of burnout connected with direct trauma or working with traumatized
people can all shift people’s worldview from altruism to pessimism, increasing their cynicism and reducing
the levels of compassion needed for the work (Guskovict & Potocky, 2018). Personnel care is crucial and
requires recognizing the different priorities and needs regarding support for national and international
personnel.
Organizational peace is defined “as enabling employees to focus on their work, to establish good relations
with their colleagues, to manage the difficulties in their daily lives, to have a sense of peace and security
and to ensure that organisations achieve their goals while maintaining their stability” (Dogus, 2019, p. 662).
Peace in organizations means space for diversity and inclusion and is related to leadership and management
skills (Reed, 2017). This is called ‘internal organizational peace’ and it is shaped by the internal circumstances
of the organization such as its individual, organizational, managerial and business characteristics. ‘External
organizational peace’ is related to the external elements that the organization interacts with directly or
indirectly, because it has to or out of choice (Dogus, 2019, p. 663). Internal and external organizational
peace are closely related.
The work setting can be both a hazard and a support. Support from colleagues through peer-to-peer
engagement and positive feedback can work well, but is not enough. Budget must be made available to
provide extra stress-relieving interventions. Funders also need to be made aware of the need for personnel
care, as it will directly strengthen the results of the programmes.

Financing an integrated approach
The further development of a multilayered and multisectoral approach is not possible without adequate
long-term financing that supports sharing risks and maximizing the impact of MHPSS and peacebuilding
efforts. Given that both MHPSS work (Marquez, 2017; Ventevogel, 2018) and peacebuilding work (Lilja &
Milante, 2021; Ross, 2020) are severely underfunded (compounded by Covid-related budgetary adjustments),
advocacy and awareness-raising must be conducted to ensure that donors understand the importance of
the fields and their linking as a necessary tool for sustainable peace and conflict prevention.
Individuals noted their concerns around obtaining sufficient funding for their work throughout the
consultations conducted for the process leading to the drafting of the Guidance Note. While research
participants generally expressed confidence that donors would fund projects that use an integrated
approach, the fact that psychosocial work and peacebuilding work have considerable areas of overlap
means that (unhealthy) competition will exist between organizations working towards similar results. It
was often mentioned that collaboration could mitigate competition. However, this was followed up with
reference to some of the technical and practical challenges of collaborative work in resource-poor and
overstretched contexts. Arthur and Monnier (2021) argue that the UN Peacebuilding Fund could play a
central role in enabling experimental approaches at country levels and encouraging structural integration
of MHPSS issues. Engaging donors on the importance of funding creative partnerships doing innovative
work that furthers the integration of MHPSS into peacebuilding must be a priority. Having dedicated
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funding streams to support the integration of MHPSS issues in international development assistance
would be helpful.

Multilayered, multisectoral approaches
Pointing to the need for the integration of psychosocial approaches into all sectors related to humanitarian
development, Williamson and Robinson (2006, p. 7) state that “activities intended to promote positive
psychosocial results should be integrated with other interventions within the broader humanitarian context
in order to promote the common goal of wellbeing.” Mainstreaming psychosocial approaches into other
sectors such as migration, the prevention of violent extremism, gender work and livelihoods has been
advocated (Amnesty International, 2016; Aravani, 2016; IASC, 2007). The organization Terre des Hommes
(2012) highlights the need to strengthen psychosocial approaches in its manual ‘Working with Children and
Their Environment’, as does the UNHCR (2013) in its global review of MHPSS.
Merely working in the same context does not imply a multisectoral approach. A psychosocial or peacebuilding
intervention can be executed alongside any kind of intervention/discipline without being fully integrated.
There are, for instance, stand-alone psychosocial interventions carried out by professionally trained MHPSS
professionals, with activities and objectives more specifically and directly related to the field of MHPSS, for
example treatment for people with mental disorders, or specific groups of people who suffer from their
experiences and are not able to move forward (Horn et al., 2016).
The IASC on Mental Health and Psychosocial Support in Emergency Settings is a leading interagency forum
that constitutes some of the world’s largest humanitarian agencies. IASC strongly recommends a layered,
multisectoral approach to provide MHPSS (IASC, 2007) on the basis that people respond to hardships
(natural and human-made) in many different ways which require different types of support. Figure 11 reflects
the ideal layering of services in the provision of MHPSS in emergency settings, including referrals. Although
this was specifically developed for emergency settings, many of the strategies also apply to longer-term
interventions in post-conflict settings.
The interventions range from preventive, supportive work to curative and specialized psychiatric treatments.
Although peacebuilding organizations might be able to expand their tools to include components of
Figure 11: Intervention pyramid for MHPSS in emergencies
(Source: IASC, 2007)
Examples
Mental health care by the mental health
specialists (psychiatric nurses, psychologists,
psychiatrists, etc).

Basic mental health care by primary health care
doctors. Basic emotional and practical support
by community workers
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Specialized
services

Focused
(person-to-person)
non-specific supports

Activating social networks. Supportive childfriendly spaces. Communal traditional support

Strengthening community and
family support

Advocacy for basic services that are safe,
socially appropriate and protect dignity

Social considerations in basic
services and security
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preventive and supportive MHPSS work, the importance of having effective referral systems in place for
curative and specialized psychiatric treatments cannot be overemphasized. Unfortunately, studies have
shown that setting up referral systems to ensure people receive the necessary psychiatric treatment
remains a challenge due to the absence of adequately trained health workers and a shortage of facilities
(Sangraula, 2020). The interventions that have been researched show that ongoing supervision by experts
(even remotely if there is no other option) is essential to achieve positive results. Budgeting and sustainability
planning must make resources available for expert supervision (Tarannum et al., 2019).
The active involvement of both MHPSS and peacebuilding stakeholders (organizations and partners) is a vital
part of the peacebuilding process as it brings different perspectives together to form an integrated approach.
To develop a multilayered intervention that is relevant to each situation requires an in-depth understanding of
the social, political and economic context as well as the culturally specific expressions of health and illness,
and the culturally specific ways in which people cope with stress and mental health problems. Furthermore, it
is necessary to conduct an assessment that identifies the mental health needs of individuals, groups or the
community, as well as the existing skills and practices to address these needs. It is also necessary to assess
the existing social dynamics and power relations within groups and between other social bodies such as
government, the police, neighbouring and host communities. Furthermore, all assessments must pay close
attention to the inclusivity of marginalized groups. Pankhurst (2003) suggests continuously questioning if this
policy (unintentionally) affects the (other) different groups differently – women and men, the youth and the
elderly, the abled and the disabled, leaders and vulnerable people, ethnic groups, etc.

Entry points
A wide variety of entry points for the integration of MHPSS into peacebuilding surfaced throughout the
research. These included, but were not limited to, GBV, preventing violent extremism, transitional justice,
working with people with disabilities and with LGBTIQ+ communities. Interventions related to furthering
work in these areas tend to require both peacebuilding and MHPSS activities, providing fertile starting
points for the development of integrated approaches. Although these (and other) entry points can be a
suitable starting point for an integrated approach, starting from a single entry point runs the risk of
developing stand-alone interventions, for example, supporting only female survivors of GBV rather than
developing a holistic response that addresses the root causes of the problem. People and groups can
provide entry points by identifying their priority needs in terms of achieving sustainable peace and wellbeing in their communities. However, all interventions should be embedded in multisectoral programmes
that address the root causes and wider contexts in which violations occur.

Scalability
Given how many people around the world live with high levels of daily stress and conflict-related psychosocial
suffering, the development of scalable interventions that are able to reach more people can positively
contribute to providing effective support. In the MHPSS field, several interventions aimed at supporting
people and helping them cope with the difficulties they face have been developed or are in the development
stage. These interventions have proven to be effective in different settings around the world. It is widely
accepted that for both MHPSS and peacebuilding interventions to be relevant and sustainable, they need
to be adapted to the unique contexts in which they are used. Scalability often implies that one intervention
is used across the board and applied to large groups of people who very likely come from different conflict
backgrounds. Truly scalable and sustainable interventions are always adapted to local needs, experiences
and practices.
A systematic literature review study conducted by Troup et al. (2021) analysed the barriers and facilitators to
scaling up MHPSS interventions in low- and middle-income countries for populations affected by humanitarian
crises. They found that scaling-up efforts were largely horizontal (i.e. integrating services into primary and
community care through personnel training, task sharing and establishing referral and supervision
mechanisms), which challenges long-term sustainability. Troup et al. (2021) determined that sustainable scaleup requires both horizontal and vertical efforts which include support by authorities (including local and
national government) (e.g. Sliep, 2009, 2014). This is to ensure that the mental health intervention is
institutionalized across the country through legal and policy mechanisms that provide long-term funding and
support the expansion of the intervention through guidelines and strategic policy documents.

RESEARCH FINDINGS: SUMMARY REPORT – INTEGRATING MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT INTO PEACEBUILDING

69

Conclusion
The preceding discussion outlined some of the key challenges and opportunities pertaining to the
development of an approach that sustainably integrates MHPSS into peacebuilding. Read jointly with the
data collected for this study, a set of steps emerge which, if implemented with the intention of working
closely with the other field, will pave the way to an integrated approach. Given the numerous calls for the
development of a Guidance Note to help practitioners implement such an approach, the authors of this
report have used the available data to develop 10 principles that could help lead the way forward. The
intention is not to be directive or prescriptive. Rather, these principles have been developed for application
across a wide variety of contexts and situations, allowing for the organic emergence of an approach that
works. The following principles are clearly defined in the Guidance Note accompanying this document.
1. Co-create an integrated approach
2. Take a holistic, multisectoral and multilevel approach
3. Relationship building, coordination and networking
4. Joint context analysis and assessment
5. Strategically balance short- and long-term goals
6. Develop a joint monitoring, evaluation and learning framework
7. Adapt local integrated interventions into national contexts and frameworks
8. Do no harm
9. Acknowledge and address mental health related stigma
10. Acknowledge, manage and support personnel well-being
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ANNEX 2
Stakeholder mapping questionnaire
Integrating mental health and psychosocial support
(MHPSS) into peacebuilding: Stakeholder survey
Dear Colleague
Thank you in advance for taking the time to answer this stakeholder survey; we really appreciate it!
We have identified you as a stakeholder in the realm of integrating MHPSS and peacebuilding on the
basis of your knowledge, experience and position vis-à-vis either or both fields. Your feedback will be
part of an important pool of data which will form the foundation for a UNDP Guidance Note on integrating
MHPSS into peacebuilding. Through your answers, we will collect information on the extent to which
MHPSS is being integrated into peacebuilding at present across different organizations and institutions,
how and why this is being done and what is needed to deepen further integration. For some questions,
multiple options may apply. Please select all that are relevant to you or your organization. Please skip
those questions that may not apply to you or your organizations. The survey should not take more than
10 to 15 minutes to complete.
Your feedback will be treated confidentially. Feel free to contact Friederike Bubenzer, IJR (fbubenzer@
ijr.org.za) or Gitte Nordentoft, UNDP (gitte.nordentoft@undp.org) if you have any questions.
We look forward to receiving your response by 18 August 2021.
1. Your name
2. Your email address
3. Name of your organization/institution (if relevant)
4. Location where your organization is based (Country and City)
5. Geographical reach of your organization’s activities
•

Local (based in and operating mostly at a community level)

•

National (based in and operating within the borders of a specific country)

•

Regional (based in and operating in a clearly defined geographical region)

•

Global (based in one place but operating around the world)

•

Other (please specify)

6. How would you define your organization/institution?
•

Faith-based organization (FBO)
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•

Non-governmental organization (NGO)

•

International non-governmental organization (INGO)

•

United Nations agency or entity (UN)

•

Academic institution (university, technical, college or similar)

•

Government institution

•

Other (please specify)

7. If your organization includes MHPSS and/or peacebuilding, what types of activities do these
programmes focus on? (Please mark all that apply)
•

Direct on-site MHPSS and PB services provided to beneficiaries

•

Research and analysis

•

Capacity strengthening and training

•

Policy advice

•

Other (please specify)

8. How would you describe your organization’s primary thematic focus?
•

Peacebuilding/reconciliation/transitional justice

•

Mental health and psychosocial support

•

Both of the above

•

Other (please specify)

9. Do any of your projects integrate/partner and/or collaborate with the peacebuilding and/or MHPSS
field?
•

Yes – please provide the objectives of these projects (and/or insert the website link/relevant
report link)

•

No – please briefly explain

•

Not applicable

•

Please briefly explain the answer to the above question here:

10. What resources would your organization need to be able to work in a way that integrates MHPSS into
peacebuilding?
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•

Knowledge and information on how to operationalize an integrated approach

•

In-house training for personnel

•

A handbook

•

A Guidance Note

•

Teaching materials to integrate into existing training materials

•

New partnerships, collaboration and networking opportunities with organizations from the other
field

•

Financial resources

•

Other (please specify)
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11. Where do you get your funding from?
•

International donors

•

National donors

•

Government

•

Other (please specify)

12. In your opinion, would your current funders consider funding projects that integrate MHPSS and
peacebuilding? Please explain your answer.
•

Yes – please explain your answer below

•

No – please explain your answer below

•

Uncertain

•

Please explain your answer to the above question here:

13. Would a Guidance Note on integrating MHPSS into PB be helpful for you and your work?
•

If yes, please explain what components such a Guidance Note should entail.

•

If not, please explain why not.

•

Please explain your answer to the above here:

14. What role (if any) should the (local) government play in developing the integration of MHPSS into
peacebuilding?
15. Please share with us any additional thoughts you might have on what should be included in a
Guidance Note on integrating MHPSS into peacebuilding.
16. Please share contacts of other organizations/institutions/projects (NGOs, CBOs, government
institutions, etc.) that integrate MHPSS and peacebuilding which we should consider.
•

Please list them below and, if possible, provide a contact name and email address.

THANK YOU.
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ANNEX 3
Countries represented at the
regional consultations
1. Latin America: Colombia, Puerto Rico, Venezuela, Dominican Republic, Brazil and Ecuador
2. Arab states: Syria, Iraq, Jordan, Lebanon, Libya
3. Asia/Pacific: Sri-Lanka, Myanmar, Thailand, Indonesia
4. Africa: Nigeria, Cameroon, Zimbabwe, South Africa, South Sudan, Uganda, Ethiopia, Burundi, DRC,
Tanzania, Kenya
5. Europe and Asia: Tajikistan, Turkmenistan, India, Lebanon, Columbia, Netherlands
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Endnotes

1

AnthroSource is a service of the American Anthropological Association that offers members and
subscribing libraries full-text anthropological resources from the breadth and depth of the discipline. See
https://anthrosource.onlinelibrary.wiley.com/

2

The dynamics by which a traumatic event may have long-term negative consequences, including the
development of a mental disorder.

3

Personal information MT.

4

For the sake of confidentiality, respondents’ names and organizations, and sometimes country of origin,
have been removed.
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