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     GUIDANCE NOTE 
 

on 
 

 
MENTAL HEALTH AND PSYCHOSOCIAL SUPPORT TO MIGRANT, DISPLACED, 

RETURNEE1 AND HOST POPULATIONS IN CRISIS SITUATIONS. 
 
 
This Guidance Note is an internal IOM tool that is intended to help Regional Thematic 
Specialists as well as Chiefs of Mission, Heads of Office and project developers to 
apply the appropriate standards of the Organization in performance of their functions. In 
case aforementioned IOM staff needs to deviate from this Guidance Note, DMM must 
be consulted in coordination with other relevant departments. 
  
 
I. CONTEXT & DEFINITIONS 

 
 

1. Mental health is defined as “a state of well-being in which an individual realizes 
his or her own abilities, can cope with normal stresses of life, can work 
productively and fruitfully, and is able to make a contribution to his or her 
community” (WHO 2002). Forced migration, and displacement due to conflict, 
insecurity, natural disasters, and human rights violations are often accompanied 
by stressors that are not to be considered “normal” and can be accompanied by a 
temporary limitation of the capacity to cope. It is therefore important to support 
individuals and communities in restoring their coping strategies. It should be 
noted that the temporary inability to cope with un-normal stresses is not to be 
associated to mental uneasiness or biomedical malfunctioning.  At the same time, 
mental wellbeing is a larger concept than the mere absence of mental disorders. 

 
2. The adjective psychosocial pertains “to the influence of social factors on an 

individual’s mind and behaviour, and to the interrelation of behavioural and social 
factors, also and more widely to the interrelation between mind and society” 
(Oxford English Dictionary-1997). Psychosocial activities are therefore looking at 
the interconnectedness of individual psychological states, socioeconomic factors, 
social and collective interactions, events and predicaments and the cultural and 
anthropological constructs around these relationships.  

 
3. While the two terms define the same issues and should not be differentiated, in 

interagency and humanitarian jargon “psychosocial support” usually refers to 
prevention, educational, protection, recreational and counselling activities in non 
specialized settings, while “mental health” usually refers to clinical care within the 
health sector. It is important to know about this common practice. However, it is 
understood that this jargon is misleading, and contrary to IOM principles of work. 
For IOM, psychosocial support and mental health are part of a continuum, and 
mental health cannot be limited to clinical interventions only.  

                                                 
1 This guidance note refers to crisis-affected communities, including people, who return in these communities after 
a temporary dislocation, due to the events. It does not refer to IOM AVRR (Assisted Voluntary Return and 
Reintegration) programs, whose psychosocial implications and provision are addressed in a dedicated Guidance 
Note.      
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4. Trauma: The mental health discourse on migration and displacement has been 

centred on “trauma” paradigms for many years. However, the IASC Guidelines on 
Mental Health and Psychosocial Response in Emergency Settings (2007), of 
which IOM is a signatory, advise against popularizing the terms “trauma”, 
“traumatized”, etc. This is also IOM’s policy. Indeed, trauma means “wound”, and 
defines the possible consequence of an event, not the event itself, nor a default 
consequence of certain events (i.e. war is not a trauma; it can provoke trauma, 
but the latter is not true for most individuals affected by war). In fact, different 
people react differently to the same events, due to their respective resilience 
levels and emotional capacities. Therefore, a default attribution of psychological 
trauma to individuals based on their predicaments is stigmatizing and potentially 
misleading. On a more clinical level, programmes focusing on a single diagnosis 
like Post Traumatic Stress Disorder (PTSD) can inappropriately result in 
medicalization of people, who do not need it, and lead to misdiagnoses.       

 
5. Migration and displacement generally require major adaptations, as people cross 

interpersonal, socio-economic, cultural, and geographic boundaries. Even 
carefully planned migration implies a redefinition of individual, familiar, group, and 
collective roles and value systems, and may represent an upheaval and a source 
of stress for the individual, the family and both the origin and the host 
communities. Migration can therefore create specific psychosocial vulnerabilities 
that, if combined with other risk factors, can affect the mental health of migrants. 
This is magnified in the case of specific types of migration which heightens 
vulnerability, such as forced migration and displacement due to conflict and 
disasters. 

 
6. Providing psychosocial assistance and programmes to migrants and displaced 

persons in educational, cultural, community, religious and primary health care 
settings may reduce psychosocial vulnerabilities, whose stagnation might 
otherwise result in social pathologies, community risks and individual mental 
disorders. 

 
7. Migrant and displaced populations are not less vulnerable to mental health 

problems than the resident population, due to the stressors related with the 
reasons for their migration, the mode of travel and the integration in a new 
society, including their limited access to adequate services, especially if they can 
no longer refer to their traditional support and remedies. However, research 
findings are inconclusive on the hypothesis that migrants are more vulnerable to 
mental disorders than the native population.   

 
8. Migrant and displaced populations include individuals with pre-existing 

psychiatric, psychological, and psychosocial vulnerabilities, whose effects may be 
enhanced by migration, due to inaccessibility of adequate services, stigma, 
language barriers, and different cultural and medical approaches to mental 
uneasiness between the host and the receiving country. 

 
9. Populations and individuals in particularly vulnerable situations, like victims of 

trafficking, separated and unaccompanied children, stranded migrants, tortured 
asylum seekers, demobilizing ex-combatants, and refugees and populations 
fleeing from armed conflicts, insecurity or natural disasters, require specific 
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psychosocial support and mental health care. Research confirms that these 
specific populations are at higher risk for mental health disorders. 

 
10. Thus, it is important that migration processes are accompanied whenever 

possible by consideration of the psychosocial needs of migrants and displaced 
persons, and by means of activities that help their psychosocial wellbeing, such 
as the smooth re-definition of their social, professional, family and interpersonal 
roles, in order to prevent psychological and social malaises.  

 
11. Prevention of long term individual pathologies and social unrest requires that all 

international relief, recovery and development assistance provided is cognizant of 
psychosocial factors and incidences during all stages of assistance, at all steps of 
the migration process (pre-departure-movement-arrival-settlement-integration-
return).  

 
12.  Prevention of long term individual pathologies and social unrest also requires 

interventions at the legislative, administrative, educational, cultural and social 
level, as well as appropriate access to health and mental health services that are 
aware of the psychosocial challenges faced by migrants, of trans-cultural issues 
and are able to avoid unnecessary medication.  

 
13. With respect to resettlement and integration in host societies, assisted returns, 

conflict mitigation and transitional justice programming research confirms that 
failure to address the emotional experience of human rights’ violations, possibly 
traumatizing events, poverty and many other underlying causes of mental health 
problems for migrant populations will hinder successful reintegration into host and 
origin societies.   

 
 
II. LEGAL/POLICY FRAMEWORK 
 
 

1. The Constitution of the World Health Organization (WHO 1948) and the 
International Covenant on Economic, Social and Cultural Rights (UN 1966) 
identify health, including mental health, as a fundamental human right, 
irrespective of race, gender, age, religion, political views and socio-economic 
conditions.  

 
2. In 2003, the 86th session of the IOM council ratified the “IOM Position Paper on 

Psychosocial and Mental Wellbeing of Migrants”. An updated version has been 
drafted and can be obtained from MHD HQ.  

 
3. The EC “Green Paper towards a European Strategy for Mental Health” (2005) 

and the WHO Resolution on the Health of Migrants (WHA 61.17-2008) recognize 
migrants as a group particularly at risk of mental disorders that should be 
prioritized in responses.  

 
4. The “Protocol to Prevent, Suppress and Punish Trafficking in Persons, 

Especially Women and Children” (2003) of the Convention against Transnational 
Organized Crime, identifies psychosocial support as a right of the trafficked 
persons. 
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5. The European Union’s Agency for Fundamental Rights recommendation on 

“Separated, Asylum-Seeking Children in European Union Member States” 
includes psychosocial assistance among the mandatory responses to the 
phenomenon. 

 
6. IOM is a standing member of the Interagency Standing Committee, as the 

primary framework for coordination of its humanitarian activities.  The 
Interagency Standing Committee’s (IASC) “Guidelines on Mental Health and 
Psychosocial Support in Emergency Settings” (2007), the subsequent “Checklist 
for Field Use” (2008), the relevant Global Health Cluster (2009), Global 
Protection Cluster (2010), and Global Camp Coordination and Camp 
Management Cluster (CCCM) basic knowledge tools identify mental health and 
psychosocial support as fundamental responses to crisis and emergency 
situations. They also establish minimum standards of care and ‘do no harm’ 
rules.  
 

7. Mental health and psychosocial support activities directly or indirectly contribute 
to the attainment of objectives 1, 2, 3, 6, 8 and 9 of the 12 points in IOM’s 
Strategy (MC/INF/287 of 9 November 2007).   
 

8. Psychosocial support is one of the 15 core sectors of assistance included in the 
IOM Migration Crisis framework, approved by the IOM council in December 
2012. In the Migration Crisis Network framework psychosocial support is given 
high priority in the immediate response phase, it is highly recommended in the 
post emergency phase, and recommended in the preparedness phase.  

 
 
III.  GENERAL PARAMETERS  
 
 

1. IOM’s psychosocial activities are carried out through four strategic functions that 
guide IOM’s health approach: 1) Advocacy for policy development; 2) Service 
delivery and capacity development; 3) Research and information dissemination; 
and, 4) Strengthening inter-country coordination and partnership.  

 
2. IOM can provide mental health and psychosocial advocacy, policy advice and 

capacity building and can offer direct psychosocial services and assessments in 
those emergencies where the Organization is called to respond by the affected 
government or within the cluster system in international interventions, in line with 
the relevant IASC guidelines. IOM’s role in mental health and psychosocial 
responses can extend into the post-emergency, early recovery and emergency 
preparedness phase, upon request from member states or national 
governments, with a particular emphasis on sustainability and capacity building.      

 
3. IOM can organize advocacy, policy advice, and capacity building activities in 

relation to availability and accessibility of mental health services for migrant and 
displaced populations and trans-cultural approaches to service delivery in 
receiving countries, if requested to do so by governments, professional 
associations, academic institutions, services and civil society organizations. 
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4. IOM can, additionally, provide direct mental health and psychosocial services to 

trafficked persons, separated and unaccompanied children, vulnerable migrants 
and asylum seekers in detention or identification centres if requested to do so by 
member states. 

 
5. IOM can provide mental health and psychosocial response services within its 

core programmatic activities, such as Resettlement Operations and Assisted 
Voluntary Returns, within or separate from the routine health assessments, if 
requested to do so. IOM can also provide advocacy, policy advice, and capacity 
building to governments and local institutions, resettlement agencies, mental 
health and social actors in the reintegration phase.                
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IV SPECIFIC GUIDING PRINCIPLES  
 
 
1. Based on its own experience, the IASC guidelines, and on the recommendations of 

its expert network, IOM has developed the following general guiding principles when 
developing and implementing projects on Mental Health and Psychosocial Support. 

 
a) Flexible approach: Projects and programmes must adapt to specific target 

populations, cultures, and situations; it would be unwise to assume that one 
“model” programme can be applied universally. 

b) Field assessments: Before designing support  programmes, an assessment 
needs to be carried out by experienced experts, ideally an interdisciplinary 
team, comprising anthropology, social, psychological  and humanities experts 
and in line with the IOM standard Psychosocial Assessment tools in 
Emergency, Early Recovery and Return, or the IASC MHPSS mapping and 
assessment tools. As part of initial interagency assessments, or as part of 
multidisciplinary, multi-sectorial assessments, the IOM-UNHCR MHPSS 
toolkit for Humanitarian settings can be used (tool 1-4-10-12 only). Priorities 
should be set in collaboration with concerned migrant populations, local 
authorities and other agencies in the field.  

c) Community-based participatory approach: The specificity of dealing with 
migrant and displaced populations and the need to take the cultural elements 
into consideration make it particularly important that programmes be 
community-based. This means working with and through the community, as 
well as using its resources.  Programmes should be designed to strengthen 
the existing networks, with the aim of empowering the communities and 
ensuring sustainability. This implies involving concerned communities, local 
professional and academic centers in decision-making processes from the 
very beginning of the intervention. 

d) Integrating MHPSS in general humanitarian assistance: While specific 
psychosocial and mental health programmes can become necessary, it is 
important that general humanitarian assistance is provided in a 
‘psychosocially aware’ fashion. Therefore, training of all humanitarian aid 
workers in basic psychosocial skills, psychosocial consequences of 
displacement, psychological first aid and the IASC guidelines on Mental 
Health and Psychosocial Support in Emergency Settings is of primary 
importance and a potential activity to be considered at the onset of a crisis. 

e) National and local capacity building: Programmes should be focused on 
national and local capacity building, involving the training of primary and 
specialized mental health professionals, counselors, social workers, 
educators and teachers, camp and traditional leaders, NGOs, health 
professionals and all others concerned with the welfare of migrant 
populations. Capacity building should also involve professional and leaders 
from the migrant communities. 
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f) Integration into national structures: Programmes should envisage and 
promote the future integration of MHPSS services and expertise into the 
national or local structures. Programmes need to be requested or accepted 
by national and local governments, and integrated into the relevant national 
plans (health, psychosocial, educational, social welfare, special programmes, 
emergency planning). 

 
2. IOM’s psychosocial programmes in the emergency context, in compliance with the 

IASC Guidelines on Mental Health and Psychosocial Support in emergency 
settings, should: 

a) Approach the clinical, social, psychosocial, cultural, historical, anthropological 
and political issues in a holistic circular manner, including all components in 
all steps of the project cycle. 

b) Respond to needs that are self-identified by the beneficiaries’ communities. 
c) Aim to achieve the empowerment and reconstruction of individual, group and 

community roles in the society. 
d) Foster a non-medical approach which includes medical components. 
e) Constantly refer to local cultures and traditional ways of healing. 
f) Constantly refer to existing community and individual coping strategies. 
g) Remain cognizant of context and cautious over the application of 

prepackaged, ‘westernized’ modalities of intervention. 
h) Since the combination of social and psychological needs creates an 

amorphous mass that covers virtually all human needs, a clear definition of 
the intended beneficiary pool is also paramount, when implementing a 
psychosocial programme. 
 

3. Programmes should avoid: 
 

a) The over--medicalization of communities and individuals, who are for the 
largest part just having normal reactions to abnormal situations. 

b) The use of culturally inappropriate investigation and early diagnostic tools. 
c) The use of non-professionally equipped staff to perform diagnostic 

assessment and or early counselling. 
d) The initiation of psychosocial processes and clinical responses, which lack 

sustainability planning. 
e) Inappropriate explorations of the stressful experience which may harm the 

person, including de-briefing or de-fusing. 
f) Awareness-raising, and increasing expectations, when a response and 

referral system is lacking. 
g) Going against traditional and faith oriented coping mechanisms that are a 

valid response in the short term. 
h) Widespread and short-term trauma counseling. 
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i) Use of programming focusing on a single diagnosis (e.g. PTSD) and support 
to programming considering the wider range of urgent neuropsychiatric 
needs.  

j) The fragmentation, of assistance between categories of beneficiaries 
(women, children), and rather than the preferred course of addressing the 
family as a whole. 

k) To disregard the needs of male adults and elderly. 
l) To address the needs of adults only through their function as parents; even 

though the parental responsibilities and the concern for the children play a 
big role in the psychosocial wellness of parents, they may have other 
individual psychosocial needs. 

 
4. Activities: 
 

a) Psychosocial needs assessment, based on IOM Rapid Psychosocial 
Assessment tools for emergency, early recovery and return (2010). 

b) Participation at assessment, mapping and coordination activities of the IASC 
Mental Health and Psychosocial Technical Working Group, including the 
chair of the group, as agreed with partner agencies.     

c) Promotion of access to services and to humanitarian assistance, which is 
conscious of the psychosocial implications of the experience of the displaced. 

d) Consequently, organize trainings and inductions for general IOM 
humanitarian staff, and other agencies through the Camp Coordination Camp 
Management (CCCM) cluster, the IASC MHPSS working groups and other 
ad-hoc forums within the inter-agency community. 

e) Make sure that mental health and psychosocial considerations are 
mainstreamed within the CCCM cluster, based on the forthcoming guidelines.    

f) Promoting the mainstreaming of mental health and psycho-social 
considerations in programming to support ex-combatants, disengaging 
fighters and, generally, in support to Disarmament, Demobilization and 
Reintegration processes2. 

g) Provide psychosocial trainings for community leaders and members;  
h) Promote beneficiaries’ access to transparent and accessible information on 

how to access basic services. 
i) Support to the communities in re-establishing community activities and 

rituals, including grieving rituals;  
j) Organize community mobilization activities, including recreational, sporting, 

artistic and cultural activities, group discussions and support groups and 
Forum theatres on identified problems. These activities should be conducted 
by staff with relevant background, aware of the psychosocial implications of 
the activities proposed. 

k) Provide Psychological First Aid (PFA) and train IOM and CCCM partners’ 
frontline workers in PFA 

                                                 
2 For MHPSS activities and supports within DDR programs please contact MHD and DOE for specific guidance.   
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l) Assure psychological care for people in acute distress and people with pre-
existing mental disorders, through referral, wherever possible, or direct 
provision of essential services. 

m) Provide direct psychotropic help in exceptional cases only (especially pre-
existing cases) and always in combination with non medical forms of support, 
in line with WHO-Health Cluster normative guidelines and only if psychiatric 
expertise is present within IOM programmes. 
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5. Project development:  
 
Typically, an IOM emergency intervention focused on MHPSS will include 5 actions: 
 

1) Rapid MHPSS needs assessment 
2) Support to interagency coordination, MHPSS expertise within CCCM core 

staff, and liaise between MHPSS technical working group and CCCM cluster 
partners 

3) Establishment of multidisciplinary mobile teams, able to provide-facilitate-
harmonize activities 7-12. Teams are comprised each by psychologists, 
social workers, artists, educators and if possible a psychotherapist.  

4) Mapping of existing specialized mental health services and provision of daily 
referral to these services, including transportation and family peer-care.   

5) Capacity building and mainstreaming, usually (a) an international expert 
providing  advice to the CCCM cluster, representing IOM at the MHPSS 
coordination, supervising the needs assessment, and designing and 
implementing inductions and capacity building for IOM, government and 
CCCM partner’s staff and (b) additional resources for more specialized in-
house and external capacity building initiatives, covering the capacity gaps 
identified through the ongoing mapping and the activities of the teams, to be 
conducted by international experts in the IOM’s expert network.  

 
6. An IOM MHPSS project extending to post-crisis and early recovery phase may 

include up to four additional actions: 
 

1) Establishment of recreational and counseling centers for families as a 
continuation of the work of the MHPSS teams (ask MHD HQ for detailed 
guidance). 

2) Establishment of specialization or executive professional master programmes 
in conjunction with national academic centers, able to cover the identified 
gaps in national capacity, mobilizing IOM’s expert network (ask MHD HQ for 
specific guidance). 

3) Conflict management trainings and activities (ask MHD HQ for specific 
guidance, including DOE for coordination). 

4) Community stabilization and cultural activities (ask MHD HQ for specific 
guidance, including DOE for coordination).  

 
7. Emergency preparedness from the MHPSS perspective can be further strengthened 

through: 
 

a) Establishment of psychosocial expert teams attached to the government. 
b) Mapping of existing resources. 
c) Support the government in developing MHPSS emergency preparedness 

plans on national and local level. 
d) Training for multidisciplinary actors. 
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e) Development of training manuals. 
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