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INTRODUCTION 
Since 2011, over five million Syrians have fled across borders to escape the Syrian civil 
war that has devastated the country following anti-government protests. As the conflict 
nears its eight year mark, more than 480,000 Syrians have been killed and more than 
half of Syria’s pre-war population of 22 million is in need of urgent humanitarian 
assistance. The conflict and its resulting refugee situation has been internationally 
recognized as the largest refugee and displacement crisis of our time.  
 
After the start of refugee inflows due to the civil war, countries such as Turkey, Lebanon, 
and Greece have become transit countries through which refugees enter other countries 
in Europe. Greece plays a particularly crucial role: 93% of refugees migrating into 
Europe do so through Greece. International agencies and NGOs have taken up the 
mantle to aid individuals from the moment they arrive on the shores of Greek islands 
such as Samos, Kos, and Lesvos, until eventual resettlement in EU countries.  
 
As a result of the physical and emotional trauma of war and upheaval, refugee 
populations exhibit high rates of mental health and psychosocial problems. In fact, 
mental health and psychosocial services (MHPSS) have become key components in aid 
and recovery for refugees. Currently, MHPSS provision is still being developed and 
constantly reexamined, though it has been incorporated substantially in the operations 
of  several organizations working in Greece. The importance of MHPSS is demonstrated 
by the existence of international guidance, as this report will explain, signed on to by the 
world’s major agencies working on issues to refugees including the UNHCR, IOM, 
Doctors of the World, and Medecins San Frontieres (Doctors Without Borders), and 
Humanity Crew.   
 
PROJECT SUMMARY 
This paper is a product of a cross-industry research project on MHPSS practices for 
Syrian refugees in Greece. It is being provided for Humanity Crew by the Cornell 
Institute of Public Affairs (CIPA) MPA capstone team in the fall of 2017.   
 
Using publicly available guidelines, protocols, handbooks, internal documents, and first-
hand interviews with practitioners from NGOs and intergovernmental organizations 
working in the field, this paper seeks to better understand the day-to-day- mental health 
practices within refugee communities. Specifically, the purpose of this paper is 
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threefold: to (1) analyze the key frameworks for MHPSS guidelines most commonly used 
by humanitarian organizations, (2) describe the MHPSS and aid activities of such 
organizations at the  on-the-ground, operational level, and (3) provide 
recommendations for organizations working on MHPSS for Syrian refugees in Greece.   
 
The study’s findings suggest that most organizations use the Inter-Agency Standing 
Committee (IASC) Guidelines on Mental Health and Psychosocial Support in 
Emergency Situations as general principles for MHPSS provision, that these 
organizations do not commonly have codified guidelines on day-to-day MHPSS 
practices for Syrian refugees in Greece, and that recent political developments and 
agreements have substantially impacted the operations of groups working on refugee aid 
in Greece.  
 
Based on these findings, this study recommends key components of effective MHPSS 
provision specific to Syrian refugees in Greece including: (1) prepared trainings tailored 
to specific professions, (2) comprehensive information on culture, religion, and local 
expressions for MHPSS facilitators, and (3) the creation and maintenance of 
relationships between humanitarian groups and Greek government agencies, among 
other recommendations.  
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THE SYRIAN REFUGEE CRISIS: BACKGROUND 

In 2011, peaceful protests by Syrian youth against the government’s response to political 
graffiti quickly and violently escalated to mobilize different political, ethnic, and 
religious groups in a bloody civil war.1 In 2010, Syria’s total population was over 21 
million people.2 Today, over 5.5 million Syrians have fled their war-torn country to seek 
refuge elsewhere around the world and another 6.5 million have been internally 
displaced.345 Countries such as Turkey, Lebanon, Jordan, and Greece, with the help of 
both local and international rescue organizations, have provided shelter and other basic 
needs, including money, medications, and heating devices for refugees.6 Lebanon has 
received, from the EU alone, over $500 million in humanitarian funds to support the 
needs of the refugees in the country7; Turkey has received over $3.5 billion from the EU 
as well8. According to Filippo Grandi, the United Nations High Commissioner for 
Refugees (UNHCR), “Syria is the biggest humanitarian and refugee crisis of our time, a 
continuing cause of suffering for millions which should be garnering a groundswell of 
support around the world.”9 

                                                
1 “Searching for Syria”, (2017), UNHCR. 
2 “Population, total”, (2016), World Bank Data. 
https://data.worldbank.org/indicator/SP.POP.TOTL?locations=SY&name_desc=true  
3 “Figures at a Glance”, (2017), UNHCR. 
4 “Syria Emergency”, (2017), UNHCR. 
5 Heisbourg, F., “The Strategic Implications of the Syrian Refugee Crisis”, November 2015, Global 
Politics and Strategy Journal, Volume 57, Issue 6, Taylor & Francis Online. 
6 “UN seeks $4.63 billion to aid Syrian refugees and host nations”, (2017), UNHCR 
7 Biro, P., “Lebanon: Syria Crisis”, (2017), Humanitarian Aid and Civil Protection, European Commission 
8 Akkus, D., “Turkey”, (2017), Humanitarian Aid and Civil Protection, European Commission 
9 “Syria Emergency”, (2017), UNHCR. 
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“Syria Regional Refugee Response” (2017), UNHCR  

 

As the war continues, international funding that is annually donated by Member States 
to UN agencies and allocated for different causes has been dwindling for the Syrian 
crisis. According to the UNHCR, only 63% ($2.88 billion) of the requested budget 
($4.54 billion) to cover the needs of Syrian refugees was provided in 2016.10 The 
UNHCR website reports that mid-way through 2017,  “the 2017 inter-agency appeal [of 
USD 4.6 billion] to meet the immediate humanitarian needs of Syrian refugees across 
the Middle East and North Africa is only 18 percent funded.”11  This mammoth 
deficiency in funds translates into people losing their monthly food and medicine 
vouchers, children unable to attend school, and entire families staying out in the cold.12 

WHERE DO REFUGEES GO?  

Geographic proximity and open-border policies of different states impact the number of 
refugees that enter each country. Lebanon has the largest Syrian population per capita 
in the world, counting for around 1.5 million people.13 With its close proximity to Syria, 
and relatively open-border policies, Lebanon  has been extremely accommodating for 
the service needs of refugees. This has clearly impacted the economy and the social 
                                                
10 “UN seeks $4.63 billion to aid Syrian refugees and host nations”, (2017), UNHCR. See also, “3RP 
Regional Refugee & Resilience Plan, 2016-2017 in Response to the Syria Crisis”, (2016), UNHCR 
11 “Critical gaps in Lebanon and Jordan spell looming destitution and despair for Syrian refugee 
families”, June 2017, UNHCR  
12 Ibid 
13 MacCarthy, N., “Lebanon Still Has Hosts The Most Refugees Per Capita By Far”, April 2017, Forbes. 
See also Biro, P., “Lebanon: Syria Crisis”, (2017), Humanitarian Aid and Civil Protection, European 
Commission.  
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cohesion of the small Mediterranean country.14 State security, as well as refugee safety, 
have both significantly decreased since the beginning of the Crisis. There has been 
noticeable regression in the small state’s economy, and the increased demographics are 
only worsening this reality.15 Turkey, on the other hand, with a population of over 3 
million refugees, decided to close its borders for 
Syrians on March 9, 2015. According to Human 
Rights Watch, Turkey’s closure of its borders with 
Syria has forced into action the dangerous 
industry of people smugglers.16 Contrarily, in 
August 2015, Germany suspended the Dublin 
Procedure for Syrians, which related to the 
process of sending Syrian refugees to their first 
EU country, and opened its borders for the 
newcomers.17 Other EU countries, like Croatia and Serbia, closed their borders. In May 
2016, the EU commissioner started a proposal to fine the states that do not take in their 
quota.18 

 

The issue of open-border policies continue to impact all states, as of fall of 2017. Issues 
of security, economy, and the societal fabric are frequently presented as arguments to 
impose stricter regulations. In early 2017, Turkey even threatened EU countries with 
“throw[ing] open its borders and flood[ing] Europe with migrants,” as a political 
strategy to reach gains in the EU.19  

 

                                                
14 Tiffin, A., Agarwal, R., Kamil Dybczak, K., Sbrancia, B., Nakhle, N., Jarmuzek, M., Basile, G., (2016) 
“Lebanon: Selected Issues,” International Monetary Fund”, Country Report No. 17/20, DC. See also 
“Syria Regional Refugee Response”, (2017), UNHCR, see also Gharib, M., “CHART: Where The World's 
Refugees Are”, March 2017, NPR. See also MacCarthy, N., “Lebanon Still Has Hosts The Most Refugees 
Per Capita By Far”, April 2017, Forbes 
15 Cherri, Z., González, P. A., & Delgado, R. C. (2016). The Lebanese–Syrian crisis: impact of influx of 
Syrian refugees to an already weak state. Risk management and healthcare policy, 9, 165. 
16 “Turkey: Syrians Pushed Back at the Border”, (2015), Human Rights Watch.  
17 Dockery, W., “Two years since Germany opened its borders to refugees: A chronology” 
18 Ibid 
19 Webb, S., “Turkey threatens to throw open its borders and flood Europe with migrants unless EU 
allows visa-free travel for Turks” (2017), The Sun. 
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REFUGEES IN GREECE 

Greece is another country with open-border refugee policies. Until mid-2016, Greece 
had over 980,000 Syrian refugees and asylum-seekers living on three main islands in 
the country: Lesvos, Chios, and Samos.2021 Refugees fleeing their country through 
Turkey often reach out to people smugglers to help them reach the supposedly “safe 
haven” across from the Aegean Sea: the EU countries.22 In fact, almost 90% of Syrian 
refugees contract “organised criminals” to help them cross the sea.2324 According to 
UNHCR data,  approximately 93% of the 131,724 refugees entering Europe in 2016 did 
so by going through Greece, and half of those entered through the island of Lesvos.25 

Meanwhile, Greece has been experiencing its own economic crisis. The relatively small 
country does not have “the infrastructure, space, or money” to receive the great number 
of refugees, while securing their basic needs and safety.26 This is especially critical since 
many European countries decided in early 2017 to start sending back refugees to Greece 
in case they do not qualify for asylum.272829 The Foreign Minister of Greece, Nikos 
Kotzias, explained that “Greece showed great humanitarianism in receiving the 
refugees, but a new wave of refugees this summer [of 2017] would put us under great 
pressure. Greece has reached the outer limits of its capabilities.”30 This exhaustion of 
both human and financial capital in Greece has impacted some refugees. According to 
Aljazeera, some refugees feel like “they are being driven to suicide” in the Greek refugee 
camps.  The refugees’  lack of financial and social independence, the restriction of 
movement imposed on them by the Greek government, together with all the emotional 

                                                
20 Leadbeater, C., “Which Greek islands are affected by the refugee crisis?” March, 2016, The Telegraph.  
21 “Mid-Year Trends”, (2016), UNHCR  
22 Leadbeater, C., “Which Greek islands are affected by the refugee crisis?” March, 2016, The Telegraph.  
23 Vallianatos, E., “The Refugee Tragedy of Greece”, n.d., The Huffington Post.  
24 The European Commission, “The EU and the Refugee Crisis”, July 2016, Belgium  
25 Leadbeater, C., “Which Greek islands are affected by the refugee crisis?” March, 2016, The Telegraph.  
26 Vallianatos, E., “The Refugee Tragedy of Greece”, n.d., The Huffington Post.  
27 The European Commission, “The EU and the Refugee Crisis”, July 2016, Belgium 
28 Strickland, P., “Why some Refugees in Greece are being Driven to Suicide”, May 2017, Aljazeera 
29 “Foreign Minister Nikos Kotzias' interview with the German daily Die Welt”, March 2017, Ministry of 
Foreign Affairs, Hellenic Republic.  
30 Ibid 
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trauma that they carry with them from their homes, lead to extremely fragile mental 
health states for refugees in held in camps.31 

 

MENTAL HEALTH IN REFUGEE POPULATIONS 

Mental health issues and psychosocial problems are perennial and often underestimated 
concerns in humanitarian emergencies. In addition to physical casualties suffered 
during armed conflicts or natural disasters, refugees are particularly vulnerable to 
traumatic incidents which impact their long-term mental well-being. In a review of adult 
refugees across seven western countries, there were reported rates of post-traumatic 
stress disorder (PTSD) symptoms and high levels of somatization, reflecting expressions 
of distress.32 

Humanitarian and health actors have become more cognizant of the detriments of 
mental health issues in crises, emergencies, and even protracted conflicts leading to 
displacement of peoples. The term mental health and psychosocial support (MHPSS) is 
broadly used to describe “any type of local or outside support that aims to protect or 
promote psychosocial well-being and/or prevent or treat mental disorder.”33 While 
MHPSS has grown as a field of study, research on mental health in refugee populations 
continues to face niche complications. Populations are difficult for researchers to reach 
due to geographic, linguistic, and cultural barriers, rendering methods of reporting 
findings to be  more anecdotal or generalized.34 As a result, the overall distribution of 
refugees globally has not been adequately represented in mental health or social science 
literature.  

 

                                                
31 Strickland, P., “Why some Refugees in Greece are being Driven to Suicide”, May 2017, Aljazeera 
32 Schweitzer, R., Brough, M., Vromans, L., & Asic-Kobe, M. (2011). “Mental health of newly arrived 
Burmese refugees in Australia: contributions of premigration and postmigration experience. Australian 
and New Zealand Journal of Psychiatry”, pp. 1-9.  
33 Inter-Agency Standing Committee Reference Group for Mental Health and Psychosocial Support in 
Emergency Settings. (2010). Mental Health and Psychosocial Support in Humanitarian Emergencies: 
What Should Humanitarian Health Actors Know? 
34 Porter, M., Haslam, N. (2005). “Predisplacement and postdisplacement factors associated with mental 
health of refugees and internally displaced persons: a meta-analysis”. Journal of the American Medical 
Association, 294, pp. 602-612.  
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Mental health issues in refugee populations are particularly heinous because of the 
lasting effects of untreated or under-addressed psychological problems. In a study 
focusing on Bosnian refugees, researchers found that refugees’ particular combinations 
of “life threat and traumatic loss” clearly undermine psychological well-being, and even 
further may be associated with longer-term depression and “psychosocial 
dysfunction.”35 Such psychological dysfunction is often reflected in symptoms of PTSD, 
and refugees suffering from PTSD are more likely to express anger and become more 
dependent on public assistance.36  

Most research on mental health issues focuses on PTSD or other better-known mental 
conditions, but studies are increasingly showing that other, less common disorders like 
non-specific forms of psychological distress, psychotic disorders, and psychosocial 
problems continue to affect specific demographics in different ways.37 That is, refugees 
are likely to be affected in different ways based on their age, gender, race, and 
socioeconomic status. For example, war has been shown to more strongly affect women, 
indicating that MHPSS approaches may need vary depending on the demographics of 
the refugee population.38 More recently, non-traditional measures affecting mental 
health, such as lack of social support networks, income-generating opportunities, and 
expression of human rights, have become more important in the discussion of refugee 
resettlement and the post-traumatic period.39 For example, a refugee’s  inability to be 
economically self-sufficient is evidenced to have a major effect on psychological well-
being.40  

 
                                                
35 Momartin, S., Silove, D., Manicavasagar, V., Steel, Z. (2004). Comorbidity of PTSD and depression: 
associations with trauma exposure, symptom severity and functional impairment in Bosnian refugees 
resettled in Australia. Journal of Affective Disorders, 80, pp. 231-238.  
36 Abe, J., Zane, N., Chun, K. (1994). Differential responses to trauma: migration-related discriminants of 
post-traumatic stress disorder among Southeast Asian refugees. Journal of Community Psychology, 22 
(2), pp. 121-135.  
37 Tol, W., Barbui, C., Galappatti, A., Silove, D., Betancourt, T., Souza, R., Golaz, A., van Ommeren, M. 
(2011). Mental health and psychosocial support in humanitarian settings: linking practice and research. 
The Lancet, 378 (9802), pp. 1581-1591. 
38 Plumper, T., Neumayer, E., (2006). The Unequal Burden of War: The Effect of Armed Conflict on the 
Gender Gap in Life Expectancy. International Organization, 60(3): 723-754.  
39 Tol et al, ibid.  
40 Mollica, RF., Cardozo., Osofsky, HJ., Raphael, B., Ager, A., Salama, P. (2004). Mental health in complex 
emergencies. The Lancet, 364 (9450), pp. 2058-2067.  
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MHPSS IN LANGUAGE AND CULTURE 

Perhaps even more relevant to Humanity Crew’s focus is the role of language and 
culture in the mental health of refugee populations. Refugees suffering from PTSD show 
signs of being less engaged in maintaining cultural traditions and ethnic ties, which can 
lead to a further breakdown of self-identity and security.41  The mental health field calls 
this phenomenon “cultural bereavement,” or the pattern of behavior which connotes 
“refugees responses to losing touch with attributes of their homelands.”42 Cultural 
bereavement is often expressed through survivor guilt and anger and mirrors “a grief 
reaction typical in situations of massive loss; excessive clinging to the past culture and 
difficulty with new attachments.” 43 44 That is, individuals exhibit extreme behavior on 
both ends: excessive clinging or reckless abandonment of former ties, and inability to 
form new ties..  

Importantly, studies show that language plays a crucial role in mental health, with the 
ability to communicate influencing healthcare-seeking behavior, underreporting, and 
inappropriate or even incorrect diagnoses of psychosocial issues.45 Ensuing feelings of 
social isolation lead to long-term issues in mainstream integration and further 
symptoms of neuroses detrimental to mental health.46  

While some EU countries have adopted or proposed culturally-sensitive settlement 
policies, MHPSS in humanitarian settings remains fairly uncodified and understudied 
globally. Recommendations for possible improvement in the MHPSS space include 
deeper integration with refugees’ resettlement institutions in health, education, and 
social systems. Empirical studies on MHPSS are fairly embryonic and there is an 
implicit gap between controlled trial designs in scientific studies and the actual 

                                                
41 Abe et al, ibid.  
42 Lustig, SL., Kia-Keating, M., Knight, WG., Geltman, P., Ellis, H., Kinzie, JD., Keane, T., Saxe, GN. 
(2004). Review of child and adolescent refugee mental health. Journal of the American Academic of Child 
and Adolescent Psychiatry, 43 (1), pp. 24-36.  
43 Eisenberg, M. (1991). From post-traumatic stress disorder to cultural bereavement: diagnosis of 
Southeast Asian refugees. Soc Sci Med, 33(6), pp. 673-680.  
44 Lustig et al, ibid.  
45 Carballo, M., Nerukar, A. (2001). Migration, Refugees, and Health Risks. International Center for 
Migration and Health Conference Panel Summaries: Emerging Infectious Diseases, 7(3), pp. 556-560.  
46 Carballo & Nerukar, ibid.  
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guidelines of practitioners.47 That is, organizations must better incorporate mental 
health outcomes from empirical studies with the real-world, on-the-ground experiences 
to which refugees are exposed. More sustainable and effective MHPSS practices in the 
future should most likely better strengthen ties to research and broaden measurements 
beyond PTSD to more long-term or less-common neuroses or psychosocial disorders. 
 

 

LITERATURE SUMMARY 

Within six years, Syria’s civil war has transformed the socioeconomic and political 
landscape of the Mediterranean region and Europe more broadly. With dwindling 
financial support by state and international institutions, logistical and political 
complexities with resettlement, and the sheer number of refugees fleeing the region, the 
Syrian refugee crisis has earned its title as one of the biggest humanitarian crises of our 
time. Refugees entering Europe through other states like Greece has reopened the 
discussion on international refugee and asylum-seeker policies often pitted at odds with 
domestic financial and political interests. Indeed, with more than 93% of refugees 
entering Europe through Greece in 2016, the nation continues to be at the epicenter of 
critical international refugee policy discussions.  
 
On top of the physical toll of such a journey across the Aegean Sea to reach Greece, 
refugees are suffering from emotional, mental, and psychosocial issues that continue to 
plague the population well after the reach European soil. Post-traumatic stress disorder, 
neuroses, and cultural bereavement are only a few symptoms associated with long-term 
psychological issues stemming from traumatic experiences through which refugees 
often suffer. Language has been evidenced as an important part of the resettlement 
process and preventing further trauma. Even more, the role of culture and language in 
the empirical research on refugee mental health has grown in recent years, but the 
published MHPSS space is still relatively new and unsaturated. Organizations like 
Humanity Crew have the potential to approach MHPSS in innovative and more effective 
ways by blending lessons learned from empirical evidence with on-the-ground realities.  
                                                
47 Tol et al, ibid.  
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This section describes the process used to collect and analyze the data and information 
that will serve as inputs of this project. In particular, this section addresses the 
collection and analysis of guidelines, handbooks or written protocols (hereafter referred 
in general as “guidelines”) used by organizations involved in providing MHPSS to Syrian 
refugees in Greece. The main objective behind the methodology is to assess what are the 
current processes followed by the organizations to deal with the crisis in Greece, which 
would make possible to make recommendation on what could be improved to better 
serve the Syrian refugees on MHPSS. 
 

DATA COLLECTION 

The main sources of data in this study are the Inter-Agency Standing Committee 
Guidelines (IASC guidelines)48 and the guidelines of the United Nations High 
Commissioner for Refugees (UNHCR guidelines),49 considering that both sets of 
guidelines are well known as the standards used in the MHPSS field. In addition, it was 
possible to obtain information on how the following organizations offer MHPSS in 
practice:  

1. International Organization for Migration (IOM) 
2. Doctors of the World (MDM Greece) 
3. International Rescue Committee (IRC) 
4. International Medical Corps    

 

                                                
48 Endorsed by: Action Contre la Faim, International Rescue Committee, International Medical Corps, 
Inter-Agency Network for Education in Emergencies, Doctors of the World, Médecins Sans Frontières, 
International Federation of Red Cross and Red Crescent Societies, International Organization for 
Migration, United Nations Children’s Fund, United Nations High Commissioner for Refugees, World 
Food Program, World Health Organization, among other.  
49 A list of organizations endorsing this set of guidelines is not provided in the document, but they are 
well-known and constantly referred by organizations. 
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The aforementioned organizations were contacted via email and asked for official 
guidelines on MHPSS to be used by their staff and volunteers. However, as explained 
previously, most of the organizations recognize the IASC guidelines and the UNHCR 
guidelines as the two main references to base their practices on.  

In addition, surveys were prepared and sent to the organizations to obtain information 
about how they perform the MHPSS to Syrian refugees and identify the mentioned gaps 
in the guidelines, according to methodology that will be described in this section. For 
this purpose, eighteen organizations were contacted and 4 responses were received. 

The survey questions were carefully crafted to focus on specific  steps each organization 
takes to ensure the proper enforcement of their guidelines (if applicable), training the 
organization provides to their staff and volunteers before they work with refugees, and 
what they believe is currently happening on the ground. Questions were tailored to 
specific organizations and information that had already been provided either through 
publicly available sources or through short interviews conducted by phone. For example, 
the questions below were sent to the International Rescue Committee (IRC) specifically, 
but follow the standard form of sent survey questions:  

1. Does the IRC have MHPSS guidelines, handbooks or protocols?  Are they 
based on public policy guidelines or principles such as the IASC 
Guidelines? 

2. Can you describe the IRC's process of refugee intake (i.e. the moment they 
arrive on boats, to medical examination, etc)?  

3. Does the IRC have guidelines tailored to any type of refugees (i.e. Syrian 
refugees in Greece)? Do you have location-specific protocols? 

4. Do you foresee any changes in the guidelines used in your organization 
to deliver MHPSS to refugees in the next 2 years?  

5. What, if any, changes would you make to the IRC's existing MHPSS 
protocol?  

6. How do you ensure that all your staff and volunteers apply standard 
operating procedures (if you have them)?  

7. To what extent do you believe your guidelines are being followed 
accurately on the ground from 1 to 5 (1 being “not at all" and 5 being 
“followed very accurately")? 

8. Do your staff and volunteers receive any training before beginning 
fieldwork? 
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9. Do you have any way of measuring the quality of the service provided to 
refugees? If yes, please explain. How does your organization measures if 
the objectives of the MHPSS are being achieved? 

10. Does the IRC in Greece provide MHPSS in Arabic? 
11. How many MHPSS professionals does the IRC have permanently on the 

ground? 
  
METHODOLOGY 

The first section of this project is a review of the IASC guidelines and the UNHCR 
guidelines, aiming to shed light on what are the written protocols generally used in the 
MHPSS field. As a second section, the practices followed by the aforementioned 
organizations will be reviewed and contrasted in terms of how they deal with the 
following three stages of MHPSS services:  

a. Psychological First Aid (PFA), which has been defined by the World Health 
Organization as “Humane, supportive response to a fellow human being who is 
suffering and who may need support. It entails basic, non-intrusive pragmatic 
care with a focus on listening but not forcing talk, assessing needs and concerns, 
ensuring that basic needs are met, encouraging social support from significant 
others and protecting from further harm (WHO, 2010).”50 

b. Evaluation and Referral: This interim stage is mainly important for its power to 
empower or alienate community members. As will be explained in following 
chapters, psychiatric labeling carries detrimental social stigmas and should be 
handled with caution.  

c. Treatment offered by the organization: This can range from psychosocial group 
activities, like drawing and therapy theatre, to psychiatric clinical treatment with 
professionals. 

The abovementioned stages have been identified as the most common services provided 
across various organizations dealing with MHPSS. While most organizations undertake 
these stages, they are not organized in a single set of guidelines. The purpose of this 
research, therefore, is to provide a detailed review of the practices of operations under 

                                                
50 World Health Organization. (2013). Guidelines for the management of conditions that are specifically 
related to stress. World Health Organization. 
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each section, and compile a comprehensive set of recommendations tailored to the 
MHPSS needs of the Syrian refugees in Greece.  

It is important to consider that while a significant number of organizations use the IASC 
guidelines as a main overarching reference for their work, they still have different ways 
of operating in practice. This is largely due to the broad nature of the IASC guidelines 
that allow different organizations to adjust their services according to the specific on-
the-ground needs of their target community. To overcome a possible oversight of daily 
practices, the survey section of this report’s data collection scheme is essential. To the 
degree allowed by organizations, the survey responses provide valuable insights on 
organizations’ respective standard operating procedures with refugees. 
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INTRODUCTION 
As context to the Syrian refugee crisis, it is essential to understand the European Union 
(EU) recently role in implementing policies to deal with the emergency. These policies 
have affected the way that non-governmental and international organizations work in 
Greece. The EU-Turkey agreement from March 2016 is particularly relevant. As a 
consequence of this agreement both parties implemented strategies to stop irregular 
immigration flows into the EU region. When the crisis started, immigrants were 
traveling from Turkey to EU countries mainly through Greece. However, a number of 
EU countries established more restrictive border controls, leaving Greece with the 
problem of having an unsustainable number of asylum seekers in their territory.  

In accordance with the EU-Turkey agreement, the EU has been financially supporting 
Turkey’s work on resettlement and return of Syrian refugees. EU and Greek authorities 
have taken over the attention of Syrian asylum seekers, limiting the possible scope  of 
action for organizations that were helping on this emergency. The Hellenic Centre for 
Disease Control and Prevention (KEELPNO) is the Greek government agency tasked 
with the surveillance and control of infectious diseases in Greece, and has since taken up 
camp management on the islands. This political situation serves as the backdrop of all 
humanitarian activities currently operating in Greece.   

The following section of the paper discusses this study’s main findings using the data 
collected from relevant organizations and stakeholders. The first section provides 
analyses of two essential frameworks which multiple humanitarian organizations use 
when providing MHPSS to refugee populations. These frameworks serve as high-level 
principles which may apply more generally to several relevant organizations. The second 
section provides key organizations’ current and past refugee aid operations on the 
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ground in Greece. This section seeks to provide a more practical, operational perspective 
on what groups are doing to provide MHPSS. The final section is a summary of findings, 
based on analyses of the essential frameworks and the organizations’ respective 
operating procedures.  
 

ESSENTIAL FRAMEWORKS 

 
1. IASC Guidelines 

Inter-Agency Standing Committee (IASC) Guidelines on Mental Health and 
Psychosocial Support in Emergency Settings 
 
The Inter-Agency Standing Committee (IASC) was established by the United Nations 
General Assembly to serve as an inter-agency forum for coordination, policy 
development and decision making by the executive heads of key humanitarian 
agencies.51 In 2007, IASC issued guidelines to provide humanitarian actors with a 
framework to plan, establish and coordinate a set of minimum multi-sectoral responses 
to protect and improve the mental health and psychosocial well-being of individuals in 
emergency situations. There has been an absence of a multi-sectoral inter-agency set of 
guidelines to allow for effective coordination and especially to identify useful practices 
and potentially harmful practices in emergency situations. IASC sought to fill the gap by 
outlining a way in which many organizations can utilize a common set of guidelines and 
best practices for dealing MHPSS in emergency situations.  
 
Purpose of the Guidelines 
The primary purpose of the guidelines is to provide humanitarian organizations with a 
tool to plan for and establish a set of minimum multi-sectoral responses to address the 
mental health and psychosocial well-being of individuals in an emergency situation. The 
main focus of the guidelines is on the essential and high priority responses that should 
be implemented as soon as possible in an emergency situation. The guidelines contain a 
minimum level of response,  which lays the foundation for the rest of the MHPSS 
                                                
51 “IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings”, (2007) IASC. P. 
5. Retrieved November 20, 2017 from 
http://www.who.int/mental_health/emergencies/guidelines_iasc_mental_health_psychosocial_june_2
007.pdf 
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treatment an individual may receive after the initial intervention with a humanitarian 
worker.   

The guidelines also list strategies that should be taken into consideration when 
addressing MHPSS in emergency situations, including emergency preparedness and 
comprehensive response steps that are designed to build off of the suggested minimum 
response steps outlined in the guidelines.52 

IASC designed the guidelines to be used by all humanitarian actors, including non-
governmental organizations (NGOs), government agencies, United Nations 
organizations and donors operating in emergency settings at the local, national and 
international level. The guidelines require collaboration amongst different humanitarian 
actors, as one single group agency will not have the necessary capacity to implement all 
guidelines on their own effectively.53  

Core Principles 
There are six core principles on which the guidelines focus: (1) human rights and equity, 
(2) participation, (3) do no harm, (4) building on available resources and capacities, (5) 
integrated support systems and (6) multi-layered supports.  

The IASC Intervention Pyramid addresses the multilayered support core principle. In 
emergencies, people are affected in different ways and require different kinds of 
support. A key to organizing mental health and psychosocial support is to develop a 
layered system of complementary supports that meets the needs of different groups. 
This is illustrated in the pyramid below. All layers of the pyramid are important and 
should ideally be implemented concurrently. Each layer of the pyramid is described in 
further detail here. 54 

 

                                                
52 IASC, P. 5-6 
53 IASC, P. 7 
54 IASC, P. 13 
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● Basic Services and Security. This includes individual rights to basic needs 

such as: food, shelter, water, basic health care and control of communicable 
disease. An MHPSS approach to preserving these basic needs can include: 
making sure these services are put into place with responsible actors; monitoring 
and documenting their impact on mental health and psychosocial well-being; 
influencing humanitarian actors to provide them in a way that addresses mental 
health and psychosocial well-being. These services should be implemented in a 
safe, participatory and socially appropriate way. Services should aim to protect 
the dignity of individuals, strengthen local support and mobilize community 
network systems.   

● Community and Family Supports. In emergency situations there are often 
significant disruptions to communal and family support systems. Some ways 
these services can reach individuals in emergency situations is through formal 
and non-formal education activities, social groups including women and youth 
groups, mourning and communal healing ceremonies and family tracing and 
reunification efforts.  

● Focused Non-specialized Supports. This layer addresses individuals in need 
of additional individually, family or group interventions with trained workers. An 
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example of this could address an individual who is a victim of gender-based 
violence. This individual might require a mixture of livelihood supports which 
could include skills focused intervention groups in addition to community and 
family supports where they can continue to receive emotional and family support 
from trained workers.  This layer also includes psychological first aid (PFA) and 
basic mental health care by primary health care workers.  

● Specialized Services. This level is for the remaining population of individuals 
that requires further services. These services include psychological or psychiatric 
support for individuals with severe mental disorders and whose needs may 
exceed what is provided to them by primary/general health services. An example 
of this is the need for a referral to specialized services if they exist and/or the 
initiation of long term training and supervision of primary or general health care 
providers. While only a small percent of the population will require these 
services, in an emergency situation, this can include thousands of individuals. 
   

Matrix of Interventions 
IASC recommends humanitarian actors use the Matrix of Interventions as their starting 
point for MHPSS treatments for individuals in emergency situations. The matrix 
contains eleven rows that describe the relevant functions of the domain of humanitarian 
action as well as three columns: emergency preparedness, minimum response and 
comprehensive response,  that address different response types. Additionally, IASC 
offers some “do’s and don’ts” for humanitarian actors to follow. For example some of the 
most common include:  
 

Do’s Don’ts 

Pay attention to gender differences Do not assume that emergencies affect 
men and women in the same way, or that 
intervention programs will be as easily 
accessible for women 

Provide follow up supervision to ensure 
MHPSS interventions are implemented 
correctly 

Do not use one-time trainings when 
preparing people to perform complex 
MHPSS interventions 
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Learn about and use local cultural 
practices to support local people 

Do not assume that all local cultural 
practices are helpful  

Facilitate the development of community-
owned, managed and run programs 

Do not use a model that treats people as if 
they are beneficiaries of services  

Provide access to psychological first aid, 
to people in acute distress after exposure 
to an extreme stressor  

Do not provide one-off, single-session 
psychological first aid as an early 
intervention after exposure to conflict or 
an extreme stressor 

 
2. UNHCR Guidelines 

Guidelines of the United Nations High Commissioner for Refugees 
 
The United Nations High Commissioner for Refugees (UNHCR) has developed internal 
working guidelines for providing MHPSS services for refugees around the world. The 
document, titled “Operational Guidance Mental Health & Psychosocial Support 
Programming for Refugee Operations,” provides recommendations for both camp and 
non-camp settings where UNHCR operates -among which, is Greece.55 The document 
clarifies that it is not possible to provide a Standard Operating Procedures (SOP) since 
they should naturally rely on the different existing capacities in each state.56 Additional 
UNHCR publications, meanwhile, outline the specific nature of MHPSS services 
provided within the larger cultural context for Syrian refugees. In doing so, they help 
inform this research as well as any future MHPSS policies about socially appropriate 
SOPs for Syrian refugees.57  
 
In 2013, UNHCR put forward a global review of MHPSS for “Persons of Concern” which 
aims at investigating “the appropriateness, sensitivity, and empathy of humanitarian 
interventions” around the world.58 It further provides an invaluable set of 
recommendations of specific activities that support “displaced people [...] address and 
                                                
55 Operational Guidance Mental Health & Psychosocial Support  Programming for Refugee Operations, 
(2013). UNHCR. Retrieved November 20, 2017, from http://www.unhcr.org/525f94479.pdf  
56 Ibid, P. 34 
57 Conflict, Culture, Context and the Mental Health and Psychosocial Wellbeing of Syrians, (2015). 
UNHCR.  Retrieved November, 20 (2017) from http://www.unhcr.org/525f94479.pdf  
58 Meyer, S. (2013). UNHCR’s Mental Health and Psychosocial Support for Persons of Concern. Global 
Review. P. 3 Retrieved November, 20 (2017) from http://www.unhcr.org/en-
us/research/evalreports/51bec3359/unhcrs-mental-health-psychosocial-support-persons-concern.html 
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heal their own trauma.”59 The following paragraphs provide a detailed overview of these 
practices: 
 
Psychological First Aid (PFA) 
In its guidelines, the UNHCR outlines the following components developed and 
published by the World Health Organization, World Trauma Foundation, and World 
Vision that help support long-term recovery for refugees: 

I. Feeling safe, connected to others, calm and hopeful 

● Feeling Safe: according to the World Health Organization (WHO), this can 
be achieved by finding a quiet place to talk, protecting the person’s safety 
from the media, introducing one’s self by name and organization, offering 
water, and asking directly what that person needs.60 

● Connected to Others: this can be done by encouraging the person to 
approach their family or community, giving practical information on 
people to approach for support, and noticing positive things that can be 
seen or heard in the immediate environment.61 

● Calm and Hopeful: this can be achieved by staying close to the person 
when providing the service, speaking in a quiet tone of voice, maintaining 
eye-contact, placing their feet on the floor, and reminding them that they 
are safe now.62 

 
II. Access to social, physical and emotional support 

This part of PFA can be achieved when providers help refugees connect to basic 
needs and services in their new environment. This type of support includes 
providing specific and factual information about their rights and, if requested, 
about the crisis and their loved ones. Additionally, PFA providers must provide 

                                                
59 Ibid, P. 3 
60 World Health Organization. (2013). Psychological first aid: facilitator’s manual for orienting field 
workers. World Health Organization. P. 22. Retrieved November 20, (2017) from 
http://apps.who.int/iris/bitstream/10665/102380/1/9789241548618_eng.pdf?ua=1  
61 World Health Organization. (2011). Psychological first aid: guide for field workers. P. 20-24. Retrieved 
November 20, (2017) from 
http://www.searo.who.int/srilanka/documents/psychological_first_aid_guide_for_field_workers.pdf  
62 Ibid 
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contact information for basic service providers for their needs, like food and 
shelter.63 
 

III. Individual and community empowerment  

WHO emphasized the importance of asking about and listening to people’s needs 
and priorities. This helps empower the different members of the community to be 
active parts in their own healing process. Specifically, this entails asking them 
what makes them feel better, both spiritually and physically, how they need to be 
helped at that point, and respecting their right to make their own decisions.64 

According to the WHO, in order to implement the abovementioned practices 
successfully field workers must be informed of the crisis, aware of the cultural norms of 
greeting and interacting with people, and able to detect urgent basic needs.65 Indeed, 
PFA is a response to primary and immediate needs, and is not a systemic treatment 
framework for those who need it. It is the appropriate tool to be implemented when 
trauma is recent and can be learned as a transferable skill by non-specialized workers in 
the field.66  Below is a list of things to do, and others to avoid, developed and published 
by WHO for PFA providers. 

                                                
63 Ibid, P. 25-28 
64 Ibid P. 26-29 
65 World Health Organization. (2011). Psychological first aid: guide for field workers. P. 20-24. Retrieved 
November 20, (2017) from P. 14-19 
66 Ibid, P. 55-56 See also Operational Guidance Mental Health & Psychosocial Support  Programming for 
Refugee Operations (2013). UNHCR. P. 77. Retrieved November 20, 2017, from 
http://www.unhcr.org/525f94479.pdf 
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(WHO, Psychological First Aid: Guide for Field Workers (2011) P. 15) 

Case Evaluation and Referral 

This stage of MHPSS services can be seen as a gateway between PFA and MHPSS 
interventions within the community. Here, UNHCR recommends that both mental 
health professionals and others working in the field should cooperation to create a 
smooth transition for refugees. The most efficient way to secure the implementation of 
this transition is to follow the 4Ws mapping tool that was created by IASC which maps 
“who is where, when, doing what in the field of MHPSS activities.”67 This mapping 

                                                
67 Meyer, S. (2013). UNHCR’s Mental Health and Psychosocial Support for Persons of Concern. Global 
Review. P. 31 Retrieved November, 20 (2017) from http://www.unhcr.org/en-
us/research/evalreports/51bec3359/unhcrs-mental-health-psychosocial-support-persons-concern.html 



 

26 

infrastructure would facilitate referrals of PFA providers to other healthcare 
professionals in the camps.  

To evaluate the conditions of newly-arrived refugees, UNHCR strongly encourages 
practitioners in the field to learn and adopt culturally appropriate idioms and 
terminology to identify illnesses.68 For example, UNHCR recommends MHPSS 
assessment staff working with Syrian refugees to avoid psychiatric labeling as it tends to 
alienate and stigmatize the target community.69 Importantly, staff should familiarize 
themselves with local idioms that express distress, depression, or anger, that might not 
be commonly used in professional settings. For Syrian refugees, there expressions 
include “بعيیني االدنيیا إإسوددتت” Iswadat l-denya Fi-Eyni (life has blackened in my eyes), which 
expresses sadness and hopelessness, or “قلبي هھھھبط” Habat Qalbi (my heart is falling) 
referring to immediate or sudden fear.70  
 
Intervention 

According to the IASC and UNHCR guidelines, psychosocial interventions address “the 
psychological effects of conflict, including the effects on behaviour, emotion, thoughts, 
memory and functioning, and social effects, including changes in relationships, social 
support and economic status.”71 Interventions are divided into two main sections: group 
work (psychosocial), or individual clinical treatment. 

While the UNHCR uses the IASC Intervention Pyramid (mentioned above) as the main 
framework for their MHPSS intervention, it has also developed an integrated approach 
to the promotion of mental health care and the prevention of mental disorders.72 This 
approach suggests the need to have not only direct but also indirect intervention 
techniques incorporated in general refugee services that facilitate the treatment of target 
groups. This incorporation of mental health support within other fields of services for 
                                                
68 Conflict, Culture, Context and the Mental Health and Psychosocial Wellbeing of Syrians. UNHCR 
(2015) P. 22 Retrieved November, 20 (2017) from http://www.unhcr.org/525f94479.pdf  
69 Ibid, P. 22 
70 Ibid, P. 23 
71Meyer, S. (2013). UNHCR’s Mental Health and Psychosocial Support for Persons of Concern. Global 
Review. P. 15 Retrieved November, 20 (2017) from http://www.unhcr.org/en-
us/research/evalreports/51bec3359/unhcrs-mental-health-psychosocial-support-persons-concern.html 
72 Ibid, P. 16 
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refugees is distinguished from targeted psychosocial interventions (such as clinical 
treatment or group activities). The integrated approach, UNHCR argues, has proven to 
increase the overall well-being of refugees in areas of education, shelter, food, and 
sanitation.73 

Moreover, UNHCR raises concerns about some approaches that have internalized 
assumptions of the refugees’ inability to self-suffice. This approach assumes that 
refugees are all traumatized and helpless. Alternatively, UNHCR proposes an approach 
of harnessing the already existing skills and talents of the refugees to support their peers 
and community, calling it “The Resilience Approach.” This approach rests heavily on the 
community’s ability to protect and heal its own members, as a part of a larger 
intervention plan, both by creating that safe space, as well as empowering members 
within it to be active members of the decision-making processes.74 

Practically, UNHCR recommends: 

● Prioritizing the provision of mental health support for people with severe 
disorders. This includes people who are unable to function, people with pre-
existing conditions, and people who are at risk of harming themselves or others.75 

● Prioritizing of treatment for children, especially those who are separated from 
their families76 

● Avoiding starting mental health treatment that requires follow-up but is unlikely 
to happen due to the fact that the person is “on the move.”77 

 

 

 

 

                                                
73 Ibid, P. 19 
74Ibid, P. 25 
75 Mental Health and Psychosocial Support for Refugees, Asylum Seekers and Migrants on the Move in 
Europe A MULTI-AGENCY GUIDANCE NOTE, UNHCR, IOM, MHPSS. (2015) P. 6. Retrieved November 
20, (2017) from http://pscentre.org/wp-content/uploads/MHPSS-Guidance-note-FINAL-12-2015.pdf  
76 Ibid, P. 5 
77 Ibid, P. 6 
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ORGANIZATION OPERATIONS  

1. International Organization for Migration 

International Organization for Migration (IOM) is the key UN agency on migration, with 
the IOM Greece office headquartered in Athens.  

From July 2016 to September 2017, IOM deployed multidisciplinary “protection teams” 
of six to seven people to provide MHPSS in camps and hotspots in Greece. In addition to 
mainland Greece, IOM previously worked on Lesvos, Samos, Chios, Kos, and Leros. 
These teams included psychologists, protection workers, psychosocial workers, child 
protection workers, legal counselors, and cultural mediators and interpreters. A key 
obstacle to deployment of these diverse professionals is their experience working in an 
emergency capacity. That is, due to the specific time constraints of the refugee situation 
in Greece, staff members may be expert practitioners in their fields, but may not have 
direct experience in crisis or humanitarian settings. The cultural mediators and 
interpreters working in Greece provide interpretation in Arabic, Farsi, Kurmanji, 
Sorani, and Urdu. In total, over 100 professionals were working in the field. IOM staff 
are contracted to follow IOM standards of conduct and principles. Staff members 
receive pre-deployment training with IOM experts on specific topic areas such as 
protection principles and camp management. 

During peak activity time in 2016, there were over 40 camps operating across Greece. 
Most refugee camps were built by branches of the Greek government, including the 
Ministry of Migration Policy, Ministry of Defence, and the Greek Air Force. IOM, in 
collaboration with other agencies such as UNHCR and Danish Red Cross had overtaken 
site management support and helped the Greek government manage sites. According to 
IOM, all migrants on mainland Greece live in container residences. Since the EU-Turkey 
agreement, general aid activity (including MHPSS) on the islands has been reduced.  
While this project ended in September 2017, due in part to the EU-Turkey agreement 
and European Commission funding rescission, some primary protection staff has 
remained in the field. Currently, IOM has around 19 staff working around the Greek 
mainland and 2 psychologists providing mental health services -- one in northern 
Greece and one in southern Greece. 
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IOM predominantly follows the IASC Guidelines and the organization also receives 
regular interagency guidance notes. For example, the IOM, UNHCR and MHPSS.net 
published a multi-agency guidance note on “Mental Health and Psychosocial Support 
for Refugees, Asylum Seekers, and Migrants on the Move in Europe” in December 2015 
with the endorsement of myriad organizations such as CARE, UNICEF, and Save the 
Children.78 This guidance note has very similar principles to the UNHCR document on 
“Operational Guidance on Mental Health.”  
 
IOM does not have guidelines tailored to any specific group or type of refugees. That is, 
they do not have protocol for volunteers working on specific islands, or with migrants 
from specific ethnic backgrounds. However, some documents are available for use with 
specific target groups. For example, IOM produced a self-help guide, in Arabic and 
English, for Syrian men facing crisis and displacement.79 Additionally, IOM pointed to 
interagency working groups as producing more local-level protocols, such as standard 
operating procedures (SOPs) at the more operational level.  
 
First Aid 
Upon migrant arrival, refugees are taken from the boat and given food, clothing, and 
shelter by partner organizations.  

Case Evaluation and Referral 
All incoming refugees are screened by a doctors and social workers from IOM’s partner 
organizations for physical and psychosocial vulnerabilities. Staff are trained on general 
recognition and identification of vulnerable cases. Many individuals are described as 
exhibiting a combination of both physical and mental strain. Other examples of visible 
vulnerabilities include bruises and self-isolation. Based on this preliminary screening, 
individuals are then referred to medical treatment or psychosocial aid by IOM and other 
contracted organizations. This is referred to as the case management cycle. Most cases 

                                                
78 “MHPSS Multi-Agency Guidance Note for Refugees, Asylum Seekers, and Migrants on the Move in 
Europe” (2015). UNHCR, IOM & MHPSS.net. Available at: 
http://www.unhcrexchange.org/communities/9159/contents/188805?PHPSESSID  
79 “Self-Help Booklet for Men Facing Crisis and Displacement” (2014). IOM Publications. Available at: 
https://publications.iom.int/books/self-help-booklet-men-facing-crisis-and-displacement-0 
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on the islands (not mainland Greece) do not go through the formal case management 
process. 
 
Intervention 
Based on the initial assessment, individuals receive either individual psychological 
sessions or group counseling sessions, either conducted by psychologists or sometimes 
psychiatrists. Upon first contact, IOM emphasized the importance of “building trust” 
between psychologists and individuals undergoing treatment. In addition to group 
counseling, psychologists use music therapy and craft-making activities to reduce stress 
and anxiety, two of the most common manifestations of mental health strains. 
Psychiatrists sit alongside individuals during sessions, and a cultural mediator is always 
present. IOM does on the ground monitoring, including weekly reporting from the field 
and regular guidance.  
 

2. International Rescue Committee (IRC)  
 
The International Rescue Committee (IRC) currently employs eleven psychologists, 
three MHPSS managers, and four outreach officers working in Greece. The IRC does 
provide services in Arabic through the help of translators.  The IRC predominantly  
follows the IASC guidelines and guidelines set forth by the Greek Ministry of Health 
with respect to what services a psychologist can provide and what license a psychologist 
needs in order to practice. Additionally, the IRC uses the WHO Problem Management 
Plus(PM+) document for evidence based interventions to inform direct service 
provision.  The IRC co-leads and attends MHPSS working groups throughout Greece in 
order to monitor their own adherence wto country specific guidelines.  
 
IRC staff members receive training before beginning fieldwork, but there appears to be 
some discrepancy in the frequency and thoroughness of pre-intervention training that 
staff receive. IRC staff suggested that pre-intervention trainings may be an area which 
can be further improved. Currently, the IRC is in the process of developing a guideline 
strategy to address levels of the MHPSS pyramid across IRC sectors. According to IRC 
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staff, this will result in internal guidelines that are informed by the IASC MHPSS 
guidelines.  
 
The IRC currently has supervision mechanisms to ensure that staff adhere to 
standardized best practices; each team of psychologists has an MHPSS supervisor who 
monitors the team through individual and group sessions. When asked if the IRC would 
make any changes to their existing MHPSS protocol, they suggested that the MHPSS 
team in Greece would prefer to not have as much paperwork such as intake forms and 
screening tools, although they recognized the value and importance of such data 
collection. Currently, they use client feedback forms and the WHODAS 2.0 tool to 
measure the quality of their service being provided to refugees.  
 
Psychological First Aid 
The IRC is not active on the shoreline, therefore they are not involved in the landing 
procedure of assessments upon arrival.  
 
Case Evaluation and Referral  
While the process of refugee intake has changed significantly since the number of 
arrivals on the islands have decreased in recent months, the IRC worked with the 
UNHCR, like other organizations, to process new arrivals and make referrals (for 
MHPSS, child protection services, etc) accordingly. According to IRC staff, beneficiaries 
are transferred to Moria camp and screened by KEELPNO’s psychologist and social 
worker who then refer the individual to a doctor for medical assessment, depending on 
the urgency of their needs.  
 
Intervention 
Some individuals who are assessed as vulnerable might then be transferred from Moria 
to Kara Tepe, where the IRC focuses on providing psychological support to female 
survivors of gender-based violence under the Women’s Protection and Empowerment 
program. IRC also accepts referrals from other groups, such as UNHCR, MDM, and 
Praksis.  
 



 

32 

 
3. Doctors of the World (Medecins du Monde) 

 

Doctors of the World (Medecins du Monde) (MdM) provides  primary health care, 
sexual and reproductive health care and MHPSS services to refugees and migrants living 
in camps in the mainland Greece. MdM works with people of many nationalities, 
including Syrian, Afghani, Iraqi, Congolese, Eritrean and Somali. 

Beginning in 2016, MdM began deploying teams of psychologists, interpreters and 
health professionals to Lesvos to provide MHPSS in camps and clinics on the island. 
After the EU Turkey agreement, MdM shifted their focus to providing MHPSS to 
individuals on the mainland of Greece. One hurdle MdM had to overcome was the lack 
of experience its volunteers had in terms of working in an emergency setting. Because of 
this lack of experience MdM provided a great deal of pre-deployment training to its 
volunteers. In addition to training sessions, MdM provides its field practitioners with 
handbooks outlining basic guidelines and procedures for providing MHPSS treatment to 
refugees.  

MdM predominantly follows the IASC Guidelines and the organization also uses the 
WHO PFA guidelines as a reference. While MdM does not have guidelines tailored to 
any specific group or type of refugees, they do have protocol for volunteers working in 
specific camps, tailored to the needs of each camp. Additionally, MdM collaborates with 
smaller organizations working in the mainland to provide their practitioners with 
training and guidance for working in the field. Finally, MdM places a high importance 
on psychosocial support for staff (care for caregivers). The organization facilitates the 
management of stress amongst their staff to provide a healthy space for debriefing and 
psychosocial support. Staff is trained in self-care and encouraged to practice positive 
coping mechanisms to prevent burnout and vicarious trauma along with other 
symptoms associated with humanitarian work.  
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First Aid 
Upon arrival, refugees are taken from the boat and given food, clothing, and shelter. 
Volunteers address any immediate needs and concerns of the individuals and offer 
information about services available to them.   

Case Evaluation and Referral 

All incoming refugees are screened by a doctors and social workers who use an internal 
case evaluation and referral framework to determine what the next steps for the 
individual need to be. Staff are trained to be able to identify the signs individuals may 
exhibit as being in an at risk situation and to coordinate with other organizations both 
inside and outside the camp to determine the pathway nest suited to handle vulnerable 
cases. Typically individuals suffer from mental and physical illnesses. Many individuals 
are described as exhibiting a combination of both physical and mental strain. Other 
examples of visible vulnerabilities include extreme weight loss and continuous shame, 
guilt or worrying. Based on this preliminary screening, individuals are then referred to 
medical treatment or psychosocial aid by MdM and other organizations in the camp or 
surrounding area.  
 
Intervention 
Based on the initial assessment, individuals receive either individual psychological 
sessions or group counseling sessions, either conducted by psychologists or counselors. 
Upon first contact, MdM emphasized the importance of “community building” between 
individuals undergoing treatment and their support system which could be family or 
friends.  Through community building MdM encourages individuals to rely on one 
another and cope together as a whole.  Group recreational activities are used as a way to 
re-establish routines for adults or children and to provide a positive space for them to 
express themselves and socialize.  
  
 

4. International Medical Corps 
 
International Medical Corps (IMC) is a global humanitarian organization dedicated to 
providing medical services in emergency situations. As is the case for many other 
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organizations, IMC uses the IASC guidelines as reference for their mental health 
treatments. One of things that needs to be highlighted from IMC’s work is that they 
provide training to people in communities to overcome the emergencies. This training is 
offered as a preventive measure in communities so that they become their best resource 
to get out of a crisis.  

During 2016 the organization worked jointly with Babel Day Center in providing mental 
health treatment, and provided their services directly in Athens. According to IMC’s 
2016 Annual Report, IMC work in the Syrian Refugee crisis focused on providing health 
care (including mental health care) and training to communities so that they can be 
rebuilt80. However, IMC ceased their operations in Greece in early 2017. Unfortunately, 
the 2016 Annual Report only has aggregated data of psychological services provided 
around the world due to the different crises that they cover. 

 

SUMMARY OF FINDINGS   

The first key finding of this study is that most organizations working with refugee 
groups in Greece use some form of the Inter-Agency Standing Committee (IASC) or 
UNHCR guidelines. Based on this study’s primary research, which is limited to four 
main interviews and publically available data, IASC is more predominantly used than 
the UNHCR guidelines, though their use is certainly not exclusive. Through research of 
publicly available reports and first-person interviews with representatives of 
humanitarian agencies and NGOs, the two sets provide general principles of practice for 
groups working on MHPSS in Greece.  

The second key finding is that there are currently no published day-to-day MHPSS 
guidelines or protocols that are specifically targeted for Syrian refugees in Greece and 
used by the organizations researched in this study. Organizations have operated, often 
quite successfully, using procedures that are not codified or publically published. This 
may be a result of the unique crisis situation in Greece, given the interdependent nature 
of organizations’ work in the area and the rapid response time required of staff and 
volunteers.  
                                                
80 IMC. (2016). International Medical Corps 2016 Annual Report. 
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The final finding is that many relevant humanitarian organizations and agencies 
working in this space have since left Lesvos and other islands due to the EU-Turkey 
agreement  and the rescission of funding from the European Commission. Not only has 
this led to a reduction in the number of organizations providing MHPSS on the islands, 
but has had a significant effect on how organizations work in Lesvos in cooperation with 
current operations by the Greek government through KEELPNO. Based on this study’s 
interviews, the exact duties of organizations working on the island have not been made 
clear after KEELPNO’s assumption of its mandate to manage camps on the islands. That 
is, organizations that had previously worked in camp management and providing 
services after the initial first aid phase are still in the process of determining their duties 
now that KEELPNO has assumed responsibility. Such determination of what tasks 
organizations are responsible for, in coordination with KEELPNO’s own resources, has 
not been completed as of late 2017.  
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The findings of this report highlight the central value that general guidelines such as 
IASC and UNHCR provide to MHPSS practitioners in the field. Importantly, the 
guidelines shed light on the need to develop, document, and publish specific practices 
that meet the contextual and cultural needs of Syrian refugees in Greece. This section of 
the paper provides a comprehensive set of recommendations that outline such practices. 
The following recommendations take into consideration the political shift between 
Turkey and the EU and considers policy challenges implemented within the Greek 
government. Further, it incorporates already existing recommendations set forth by 
IASC and UNHCR, as well as other organizations with substantial field experience in 
Greece. Finally, the following recommendations attempt to bring about a culturally 
sensitive MHPSS intervention plan suitable for the Syrian community. 

I. Pre-Intervention 

A. Adapt Professional Skills to Emergency Settings: Many professional 
practitioners may come with a vast experience on a topic practiced in routine 
settings. However, an essential part of emergency response preparation is the 
ability to implement field work during extreme emotional and physical 
conditions. As local organizations noted, this specific preparation is currently 
lacking in Greece, and is affecting the quality of work with refugee communities. 
This report recommends holding regular profession-specific emergency 
preparedness trainings for field practitioners. 

B. Learn About the Culture: For the Syrian communities in Greece, there are 
several cultural aspects that are central to their healing process. As MHPSS 
practitioners, learning those aspects is invaluable to the quality of services 
provided. These cultural aspects include: 
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1. Centrality of Religion: Spirituality and religious rituals are essential for 
mourning, burial, and healing processes for the vast majority of refugees. 
Practitioners should familiarize themselves with such processes to 
increase trust and show respect. It is equally important to not assume a 
religion or a sect. This research highly encourages organizations and 
practitioners to provide staff information sessions from local community 
members on religion and spirituality. This can be achieved by leveraging 
the local community’s skills - further explained in recommendation III(B). 

2. Learning Local Expressions for Emotional Well-Being: Most 
refugees would describe their feelings of sadness, frustration, depression, 
or anger, using local idioms that are not commonly used in professional 
settings. Recommendation (IV) (D,2) provides ample sources describing 
local idioms that refugees would use. Practitioners are encouraged to 
familiarize themselves with local expressions to facilitate MHPSS 
interventions.  

C. Create Sustainable Relationships with the Greek Government: Since 
mid-2017, the Greek government assumed control over national refugee intake 
and resettlement processes. It is, therefore, highly recommended that all refugee 
agencies working in Greece create and maintain concerted communications with 
Greek government agencies, specifically KEELPNO. 

81II. During initial contact:  
A. Ensure Access to Basic Needs: This includes access to shelter, food, water, 

and sanitation. Access to basic needs allows practitioners the mental and 
emotional space to work on mental health matters with refugees. Access can be 
guaranteed by creating a contact list of active organizations in the field that 
focuses on this issue.  

B. Provide Psychological First Aid (PFA): This includes providing a safe and 
quiet space to talk to and calm the affected individual, providing factual 

                                                
81 The Greek government’s Center for Disease Control and Prevention: http://www.keelpno.gr/el-
gr/%CE%B1%CF%81%CF%87%CE%B9%CE%BA%CE%B7.aspx  
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information when asked, and keeping a close, but respectful, distance to the 
person. Links to detailed practices of PFA can be found in recommendation (IV) 
(D,1), which describes the most used and credible online resources on PFA. 

C. Ensure Access to Family and Community: For the Syrian community, 
family and communal connections greatly contribute to the increase of the overall 
well-being of the refugee. Even during initial stages, MHPSS practitioners are 
encouraged to provide access to that familiar -or familial- setting. Practitioners 
should actively seek family or community members who are open to meet with 
new arrivals, and provide a comfortable location for them to meet. 

D. Provide Sensitive Case Evaluation and Referral: Within the Syrian 
culture, psychiatric labelling has negative connotations. Practitioners are, 
therefore, advised to avoid that terminology to allow for better communication 
and trust with the refugees. This can be improved by implementing 
recommendation I(B)(2) that explains the need to have pre-intervention training 
on the use of local idioms that are more acceptable and understandable by the 
community. 

E. III. During Intervention: 

A. Maintain an Integrated-Support System: Research suggests that an 
integrated system of services increases the overall well-being of target 
communities. Specifically, this study recommends holding psychosocial activities 
as a part of other educational programs, like sanitary health or female-only 
bonding activities. 

B. Leverage the Skills of the Local Community: Do not assume helplessness 
within the target community. Ask for specific talents and skills, and incorporate 
them into the organization’s activities. This can range from theatrical 
performances, to First Aid training sessions.  

C. Do Not Begin Clinical Treatment Without Guaranteed Follow-Up: It is 
important to assess the time commitment of different clinical cases prior to 
initiating treatment. It is crucial to ensure the completion of the mental health 
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treatment process for the refugees. The repercussions of stopping treatment 
midway through are devastating for the patient.   

 
IV. Post Intervention:  

A. Maintain community and family support: It is important that after the 
initial intervention, family and community support continues to be fostered. This 
network will continue to aid the healing process and provide necessary support 
for those affected by the crisis. Practitioners in the field should encourage 
persons affected to build positive relationships with family and community 
members. This can be achieved through establishing community support groups 
in the form of women and youth groups as well as mourning and healing groups. 
Additionally, family group interventions with humanitarian aid workers can 
continue to provide additional support to individuals in need.    

B. Supervision of continued treatment: After the initial intervention 
practitioners should continue to make treatment options available to the 
remainder of the population with severe mental disorders who require medical 
attention that exceeds the general medical services provided during the initial 
intervention.   

C. Documentation of best practices and challenges: During time spent in the 
field, practitioners should keep a log of their work. Key takeaways outlining best 
practices and challenges should be noted. Keeping track of this will put the aid 
organization in a position to create their own internal guidelines for best 
practices and challenges of providing MHPSS.  

D. Links for useful sources about MHPSS: In addition, the following 
documents provide useful information and best practices for MHPSS in 
emergency situations. 
1) WHO Psychological First Aid: Facilitator's Manual for Orienting Field Workers 

2) UNHCR Culture, Context and the Mental Health and Psychosocial Well Being of 

Syrians 
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