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Abstract 

Author: Henriette Risvoll 

Title: The role of user participation in psychosocial support in humanitarian settings  

A qualitative study on practitioners’ and policy-makers’ perspectives 

Supervisors: Nora Sveaass and Ragnhild Dybdahl 

Background and purpose: People living in humanitarian emergencies cope with 

experiences that can have severe and lasting emotional, mental and social negative 

consequences. Attention to mental health and psychosocial support has become increasingly 

common, and psychosocial interventions are now part of humanitarian efforts. The 

participation and involvement of people receiving such support is considered to enhance 

outcomes and promote human rights. Although guidelines and frameworks for mental health 

and psychosocial support in the humanitarian assistance emphasise user participation, the 

literature describing such involvement is still scarce. The purpose of this study is to explore 

how practitioners and policy-makers understand and experience the concept of participation, 

and how they reflect on involvement and collaboration with those who receive psychosocial 

help and support. Psychological and human rights perspectives are used to interpret the 

findings.    

Research question: How do policy-makers and practitioners describe user participation in 

their work? Furthermore, what are their reflections and understandings in relation to user 

participation and involvement, and what may be the implications of participation for 

psychosocial assistance in humanitarian contexts? 

Method: This study is an independent research project based on qualitative interviews with 

six practitioners and policy-makers that work with mental health and psychosocial support in 

the humanitarian assistance, mainly in Ethiopia. The interviews were analysed using thematic 

analysis.  

Results: The analytical process led to the formation of four main themes; Different forms of 

participation, Barriers to participation, Opportunities and possibilities, and Reasons for 

participation. These themes consist of 16 subthemes altogether. The results indicate that 

participation by people affected by emergencies take many different forms, though the degree 

to which it is said to occur vary considerably. Obstacles to user participation include stigma, 

unmet basic needs and security, and a lack of resources. Overarching guidelines for 

psychosocial support were important, but user participation on the more targeted and 

specialised services were emphasised more than basic services. Both the interview data and 
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the perspectives from human rights and psychology point to participation as an important 

aspect of humanitarian assistance, as it can contribute to a sense of control, ownership and 

agency, and at the same time be a road to dignity and sustainability. 

Conclusion: User participation in psychosocial support is acknowledged as important, but 

many barriers exist, indicating a gap between reality and ideals. Participation may contribute 

to increased effect of psychosocial support provided as a part of humanitarian assistance. 

Psychosocial perspectives in the provision of basic services should be further explored. 

Human rights and psychological perspectives on user participation were found to provide a 

useful framework.   
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1 Introduction 
Millions of people experience war, violence and disasters, and are forced to flee their homes. 

The majority of people exposed to such hardships live in low- and middle-income countries. 

They may find themselves in humanitarian emergencies where many will struggle with basic 

needs such as lack of food, water and shelter, as well as being at risk of psychical assault and 

gender-based violence (Weissbecker, Hanna, El Shazly, Gao, & Ventevogel, 2019). The 

protracted challenges with basic needs and security may provide further stress and worrying 

(Morina, 2018). Many will suffer interrelated stressors, including the loss of loved ones, of 

support systems, livelihoods, and material belongings (Morina, 2018; UN High 

Commissioner for Refugees, 2013). People deal with such experiences in different ways. Both 

children and adults in and after crisis situations must cope with experiences that can have 

severe and lasting emotional, mental and social negative consequences. 

 The field of psychology has seen an increased emphasis on the context in which 

people live, when explaining the mental health and psychosocial condition of people. 

Psychology and psychological assistance can in many ways be said to have moved from an 

expert and even paternalistic position towards a more open approach, with an increased 

involvement of the client and caregivers (Schmolke, Amering, & Svettini, 2016). Involvement 

and participation as part of mental health and psychosocial wellbeing is gaining ground 

worldwide.  

Involvement may also be understood as a way to ensure democracy. The basic values 

in a democracy have been highlighted as human rights, empowerment and citizenship 

(Tambuyzer, Pieters, & Van Audenhove, 2011). Involvement and participation can be 

described as taking an active role as a user, rather than passively having something done to, 

for you, or about you (Ocloo & Matthews, 2016; Tambuyzer et al., 2011). Such an approach 

to psychosocial wellbeing and mental health may promote human rights, and at the same time 

be responsive to the needs of people (World Health Organization, 2017b). These are 

important factors in every context, although perhaps especially in the humanitarian setting 

where there are less resources and structures in place. Arguments in favour of participation of 

those who in different ways are the beneficiaries of services are that this will strengthen 

services that again may improve the mental health and psychosocial wellbeing of people 

affected by humanitarian emergencies. Several guidelines and manuals exist for psychosocial 

support in the humanitarian settings, and the two most prominent ones emphasise the 

involvement of affected people and their communities in the work. 
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Having a particular interest in global issues, as well as human rights and global mental 

health, I aimed to explore involvement and participation as central psychological terms in a 

humanitarian setting. I was particularly curious about the increasing focus on participation 

and involvement in mental health care, as has been seen over the last decades in Norway. I 

chose to explore this concept in the setting of the humanitarian assistance in Ethiopia, as it let 

me connect my areas of interest. 

 My objective is to explore participation and involvement of the people affected by 

humanitarian emergencies, by seeing how this is reflected upon and experienced by policy-

makers for the support programmes, as well as by the practitioners offering the support in the 

field. I wanted to do this through interviewing practitioners and policy-makers that mainly 

works with humanitarian assistance in Ethiopia.  

 In the following, I will give a short presentation of the field relevant for this study. 

The emphasis will be on the humanitarian setting, aiming to present the context of people 

affected by emergencies and crises, as well as of the people working to provide the mental 

health and psychosocial support in the context of humanitarian assistance. My interest is to 

explore in what ways the so-called user perspective, here discussed as participation and 

involvement is present in the work undertaken in such emergencies. Before embarking on 

this, the field of mental health and psychosocial support will be briefly presented, primarily as 

this is provided in settings where people are forcedly displaced.  

 

1.1 Presentation of the field 

1.1.1 Humanitarian settings 

By the end of 2018, there were over 70 million refugees and forcibly displaced people 

worldwide, as a result of conflict, disasters, violence, persecution, or human right violations 

(UN High Commissioner for Refugees, 2019b). The 1951 UN Refugee Convention define 

refugees as “someone who is unable or unwilling to return to their country of origin due to a 

well-founded fear of being persecuted for reasons of race, religion, nationality, membership 

of a particular social group, or political opinion” (UN General Assembly, 1951). 

‘Humanitarian settings’ describe places and populations affected by a wide range of 

disasters and armed conflicts (Tol, Purgato, Bass, Galappatti, & Eaton, 2015). Emergencies 

can generate extensive problems on different levels; the individual, family, community and 

society. At each level, emergencies tend to disintegrate normal protective support, increase 

risks of problems and also amplify those already existing (Inter-Agency Standing Committee, 
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2007). Conflicts, disasters and refugee crises especially affect low- and middle-income 

countries (LMIC) (Dybdahl, 2018; Themnér & Wallensteen, 2014). Conflict situations may 

further strain already scarce resources of health systems, undermining their ability to provide 

quality care to those who need it the most. Although reported prevalence of mental health 

disorders vary considerably, recent figures indicate a prevalence of 22.1% at any point in time 

in the conflict-affected populations assessed, estimating that approximately one in five is 

suffering from depressions, PTSD, anxiety disorders, bipolar disorders, or schizophrenia 

(Charlson et al., 2019).  

In addition to diagnosed mental health disorders, many refugees suffer from ongoing 

social and material conditions that impact on mental health and psychosocial wellbeing 

(Silove, Ventevogel, & Rees, 2017). The consequences of armed conflicts include increased 

mortality, systematic human rights violations, destruction of natural environments, and mass 

displacement. Furthermore, humanitarian crises may lead to increased poverty, violence and 

the disruption of health and educational systems (Weissbecker et al., 2019). The 

environmental conditions for mental health and wellbeing, such as social support networks, 

income opportunities, and respect for human rights, often deteriorate and therefore make it 

harder to cope (Miller & Rasmussen, 2010; Tol et al., 2011). 

Ethiopia is an example of a setting that can be described as a humanitarian context, 

even though it is not dominated by disasters and active conflict. Ethiopia is classified as a low 

income-country and is a recipient of international aid (World Health Organization, 2018a). In 

2019, 8.86 million people require humanitarian assistance in Ethiopia (UN Office for the 

Coordination of Humanitarian Affairs, 2019a). It is one of the world’s largest refugee asylum 

countries, and hosted over 900,000 refugees at the start of 2019, many of which comes from 

South-Sudan, Eritrea and Somalia (UN High Commissioner for Refugees, 2019a; UN Office 

for the Coordination of Humanitarian Affairs, 2019b). There are over 3 million internally 

displaced people (IDP), after a significant increase in 2018, because of several inter-

communal conflicts (UN Office for the Coordination of Humanitarian Affairs, 2019a). 

 

1.1.2 Mental health and psychosocial support 

The expression ‘there cannot be health without mental health’ is gaining grounds worldwide. 

The World Health Organization define mental health as a “state of well-being in which every 

individual realises his or her own potential, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to her or his community” 
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(World Health Organization, 2014). The positive dimension is further stressed in the 

definition of health, as a “state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity” (World Health Organization, 2014). These 

definitions illustrate the importance of taking the situation and context into account, while at 

the same time demonstrating the emphasis on the individual and the community linked to 

wellbeing. The positive dimensions of mental health and psychosocial wellbeing are most 

likely harder to achieve in a setting of humanitarian emergencies. This highlights the 

importance of providing an assistance that covers, and focuses on, mental health and 

psychosocial support. The global mental health definition includes “achieving equity in 

mental health for all people worldwide” (Eaton, 2019, p. 1), illustrating the broad view on 

mental health and psychosocial wellbeing.  

Psychosocial support in the humanitarian setting is an approach to victims of violence, 

wars and disasters that aims at fostering resilience of individuals as well as communities 

(Health and Human Rights Info, 2014). This is done by preventing pathological consequences 

of potentially traumatic situations, as well as providing activities that support both the 

psychological and social wellbeing (Inter-Agency Standing Committee, 2007; Weissbecker et 

al., 2019). Over the last decades, there has been increased attention to mental health and 

psychosocial wellbeing. From being overlooked or deemed less important (Ventevogel, 

2018), the need for psychosocial support is becoming widely recognised in the humanitarian 

relief community (Reyes, 2006). Despite the increased attention to mental health, there are 

major gaps in treatment around the world with around 80 percent of people not getting the 

appropriate services they need in low- and middle-income countries (Epping-Jordan et al., 

2015).  

The field has seen a change in recent years, entailing a shift from mostly focusing on 

psychological trauma and specialised clinical interventions from high-income countries, 

towards an approach that acknowledges the range of different types of mental health problems 

shaped by culture (Weissbecker et al., 2019). Ventevogel (2018) suggests that these different 

approaches in humanitarian settings can be divided into three: a ‘trauma approach’, a 

‘psychosocial approach’, and a ‘global mental health approach’. The first approach is based 

on a psychological trauma model and consequently gives most attention to PTSD and trauma-

focused interventions. The second approach is the psychosocial, which is more community-

based and emphasises the connection between emotional wellbeing for the individual with the 

social context, social ties between people, traditions, history and cultural values. The third 

paradigm presented by Ventevogel (2018) is strongly related to global mental health. This 
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approach promotes an overall thinking around interventions for mental health problems, not 

only including the ones typical for humanitarian emergencies (Ventevogel, 2018). There has 

been a debate between those identifying with the different paradigms present in the field, and 

the discussion between the “trauma camp” and the “psychosocial camp” has been particularly 

active (Tol et al., 2015). In brief, this means whether one should look at and deal with the 

emergency situations through a trauma lens or a more psychosocial one. Although attempts at 

reconciling these approaches have occurred, such as by Miller and Rasmussen (2010) with 

efforts to bridge the divide, there seems to be a gap between the two camps (Silove et al., 

2017). Guidelines and handbooks that nevertheless may seem to contribute to filling the 

divide, are emerging. The ‘Sphere Handbook’ and the ‘IASC Guidelines for Mental Health 

and Psychosocial Support on Emergency Settings’ are protocols that provide practical 

principles that the field has more or less agreed upon, thus contributing to consensus 

(Ventevogel, 2018).  

Keeping mental health and psychosocial wellbeing on the agenda has been 

strengthened through the Sustainability Development Goals: “Ensure healthy lives and 

wellbeing for all at all ages”. This third goal contains several targets, with target 3.4 being 

especially relevant here: “By 2030, reduce by one third premature mortality from non-

communicable diseases through prevention and treatment and promote mental health and 

well-being” (Sustainable Development Goals Knowledge Platform, 2019). 

Mental health and psychosocial support (MHPSS) is a composite term widely 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” (Inter-Agency Standing Committee, 2007, 

p. 1). The launch of MHPSS and the guidelines was an attempt to unite actors in the support, 

and the multi-layered support system is recommended by the guidelines to promote consensus 

(Tol et al., 2015). Furthermore, these standards and guidelines aim to be based on available 

evidence and humanitarian experience, and present best practice (Inter-Agency Standing 

Committee, 2007; Sphere Association, 2018).  

The MHPSS guidelines’ core principles include promotion and protection of human 

rights and equity; avoiding risk of harm and the “Do No Harm” principle; building on 

available resources and capacities; integration of support systems; the use of multi-layered 

support; and participation of affected populations (Inter-Agency Standing Committee, 2007). 

Especially the last principle is central for this study, as it concerns the involvement and 

participation of the people affected by humanitarian emergencies. 
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1.1.3 The importance of context and culture 

A lot of research in psychology is done based on the “WEIRD population”, that is people 

from Western, Educated, Industrialised, Rich, and Democratic societies (Henrich, Heine, & 

Norenzayan, 2010). The widespread and uncritical use of Western mental health models with 

their biomedical foundations is debated, perhaps especially in a postcolonial and critical view. 

According to Sue (2015), the emphasis on the biomedical model and individualism can make 

practitioners fail to view harm from a larger societal, systemic and cultural perspective. 

Critique has been made against ‘pathologizing’ implementations that fails to account for 

context and culture (Miller & Rasmussen, 2010; Pupavac, 2006; Summerfield, 1999). The 

way people make sense of mental distress can vary greatly, several languages do not have a 

word for e.g. depression, some will describe it in merely physical terms, and the attributed 

causes may differ (Ventevogel, Jordans, Reis, & de Jong, 2013). When working in diverse 

contexts in different parts of the world, culture plays an important role and needs profound 

attention. Recent definitions of culture depart from the idea of culture as a compilation of 

traits or a set of norms or beliefs, and instead defines culture “as patterns of representations, 

actions, and artifacts that are distributed or spread by social interaction” (Cohen & Kitayama, 

2019, p. 11). 

Counselling and psychotherapy have primarily developed within cultures that embrace 

an understanding of people as being autonomous and separate individuals, with an ‘inner’, 

private region of experience, and with strong boundaries (McLeod, In press). However, it can 

be argued that the core elements of psychological support (e.g. protection, concerned 

recovery, and respect for human dignity) are not fundamentally western in their values and 

that they provide a generally useful foundation for developing a more specific approach to fit 

a given set of circumstances (Reyes, 2006). A concern has been to which degree concepts are 

universally valid, and whether evidence that is based mostly on work in high income 

countries will lead or contribute to effective and appropriate interventions elsewhere (Eaton, 

2019). As a counteraction, it has been suggested that it is important to have mental health 

professionals that understand and respect local coping mechanisms for mental and 

psychosocial problems, and to strengthen initiatives that promote mutual social support and 

self-help within the community (Pérez-Sales, Férnandez-Liria, Baingana, & Ventevogel, 

2011).  
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1.2 Research questions and the structure of the study 

1.2.1 Objective and research questions 

User participation and involvement are concepts that have gained a prominent position in 

mental health care in Norway and other high-income countries. Despite the emphasis on user 

involvement in guidelines, participation has not been seen to have any clear role in global 

mental health and the humanitarian setting. The literature on participation in mental health 

and psychosocial support seems limited. Nevertheless, there has been an increase of such 

research in recent years, but the studies generally report little involvement of users and user 

participation in mental health policy or service provision in the humanitarian context (Ryan, 

Semrau, Nkurunungi, & Mpango, 2019). Taking note of such findings, together with the 

growing emphasis on participation in global mental health, I wanted to examine the concept 

of user participation and involvement in the broader context of humanitarian settings and 

psychosocial support. 

The objective in this study is to obtain an understanding of how professionals relate to 

the concept of participation, and how they reflect upon collaboration, contact and involvement 

with those who receive psychosocial help and support. The ambition is to provide increased 

insight into the meaning and use of participation in the intersection of mental health and 

psychosocial support in humanitarian crises. This project aims to explore the participation and 

involvement of people affected by humanitarian emergencies, by exploring the participation 

in relation to psychosocial activities in the humanitarian setting. This will be done by looking 

at how participation and involvement is viewed and understood by the people providing the 

support, as practitioners and policy-makers. My way of understanding more about this, has 

been through interviewing practitioners and policy-makers working with humanitarian 

assistance in Ethiopia. 

 

Research questions: 

How do policy-makers and practitioners describe user participation in their work? 

Furthermore, what are their reflections and understandings in relation to user participation and 

involvement, and what may be the implications of participation and for psychosocial support 

in humanitarian contexts? 
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1.2.2 Clarification of terms 

Humanitarian assistance refers to the assistance provided to people in need of help and 

support, such as refugees or internally displaced people (IDP). In this study, I will interview 

practitioners and policy-makers about their work with refugees and IDPs. This means that 

refugees and IDPs will constitute the main groups of concern in this study. They have in 

common that they live in refugee-like situations. Which legal term the affected people fit 

under, is not of major relevance to this study. They are all people who have experienced 

terrible hardship and need assistance and support. To avoid any confusion about the people in 

question, I will use the terms displaced people or displaced population, comprising both IDPs 

and people with refugee status. Additionally, the group will be addressed as users or as 

affected people. These terms will be used interchangeably. Furthermore, the terms 

involvement and participation are used interchangeably throughout this thesis. 

 

1.2.3 Structure 

I will present the theoretical and conceptual framework that this study draws upon, and its 

relevance for understanding the empirical material and results, together with the following 

discussion. I will also account for the research process, including obtaining and analysing the 

data material. Subsequently, the results from the analysis of the interviews will be presented, 

followed by the discussion of the findings, and finally some concluding remarks and 

suggestions for the future. 
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2 Conceptual and theoretical framework for 

participation 
	

2.1 The concept of participation 

Participation and user involvement in mental health have gained ground over the last decades, 

and is now a central component in policies and guidelines around the world, and a statutory 

right in countries such as Norway (Helsedirektoratet, 2017; Stomski & Morrison, 2017). The 

increase in participation is found in several parts of mental health, such as planning of 

individual care, provision of services, research, policy advice and development, and 

evaluation (Kemp, 2010).  

 There are several arguments in favour of user involvement, some being that 

involvement can lead to improved health services which again leads to improved clinical 

outcomes, it can reduce discrimination, and make a more effective use of available resources 

(Richter, Halliday, Grømer, & Dybdahl, 2009). Moreover, the therapeutic aspect of involving 

the client and being more responsive to the wishes and needs of the users may be of great 

value (Eliacin, Salyers, Kukla, & Matthias, 2015; Hickey & Kipping, 1998).  

Grass-root organisations and advocacy groups have been, and still are, central for 

participation. Such organisations and groups often work to enhance user involvement in a 

bottom-up manner, and requesting increased involvement in the design, delivery and 

evaluation of mental health care, as well as in research (Gask & Coventry, 2012; Kemp, 

2010). 

There has been a shift in the role of the professional, from a more paternalistic or 

expert position where one simply ‘treats’ the client and ‘make her or him better’, to an 

approach where the role is to provide the person with information options and choices 

enabling them to actively take control of their own condition, as well as dealing with 

employment, relationships, living conditions and leisure (Weinstein, 2010). This is a form of 

empowerment, and in that perspective it is crucial to turn the focus from developing 

interventions for clients, to an approach where one works with people to promote their self-

determination and control (Nelson & Prilleltensky, 2005). A holistic approach is part of this 

shift; taking the mental, social and physical factors into account, as well as seeing and 

understanding the client as a whole person (Mead & Bower, 2000; Morgan & Yoder, 2012).  
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Although the aspirations for involvement are growing in LMICs (Patel et al., 2018), 

user involvement is mostly found in studies from high-income countries. Nevertheless, this 

does not imply that the user perspective is not valued and sought after in LMICs, but there is a 

shortage of studies describing the extent and forms of such involvement (Gurung et al., 2017; 

Semrau et al., 2016). However, in recent years there has an increased focus on mental health 

and psychosocial wellbeing, together with the involvement of the affected people. Examples 

are the Lancet Commission on Mental Health from 2011 and 2018, and research programmes 

such as ‘Prime’ and ‘Emerald’, which focuses on improving mental health in LMICs (Lund et 

al., 2012; Semrau, Evans-Lacko, Alem, et al., 2015). Both of the research programmes 

include Ethiopia, and especially the literature from Emerald (Emerging mental health systems 

in LMICs) concerns the participation and involvement of users (Hanlon et al., 2017). The 

impression is that there is still a way to go before concepts like involvement and participation 

are fully included and implemented in the humanitarian assistance. Acknowledgement and 

understanding of context and culture is essential and important for providing the best support 

and help on both individual and community level, as well as for enabling participation.  

 

2.2 Participation from a rights-based perspective 

The human rights perspective is a vital pillar for health professions as well as for the 

humanitarian assistance. Human rights can be described as rights and liberties that aim to 

protect the inherent dignity of all people, and serve as a foundation for freedom, justice and 

world peace (Stang & Sveaass, 2016).  

Mental health often has been overlooked, and there has been, and still is, quite a lot of 

stigma connected to it. One of the consequences of negative attitudes and discrimination, is 

that many people avoid seeking help for issues related to mental health (Mehta & Thornicroft, 

2014). This reality, together with the awareness and knowledge that human rights violations 

are likely to worsen pre-existing mental health problems, makes it clear that more effort 

should be made to reach the third of the Sustainability Development Goals about mental 

health. When it comes to increasing mental health and psychosocial wellbeing, particular 

knowledge, understanding and respect for the human rights in practice are required (Stang & 

Sveaass, 2016). Such awareness is important because the health care setting presents a risk for 

human rights abuses, as people can be detained against their will and given coercive treatment 

(Lawn, 2015; Puras & Gooding, 2019; World Health Organization, 2017a). 
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The human rights perspective is not only important for mental health in general, but 

also in relation to acknowledging people and their involvement in a user-oriented way.  

Involvement and participation in various activities perceived as meaningful and constructive 

by those who are affected by conflict and emergencies, can be of great importance to 

counteract the negative impact on their mental health and wellbeing. It is important to focus 

not only on the limitations and sufferings of the affected people; psychosocial support also 

involve mapping and utilising existing resources, both within individuals and communities 

(Inter-Agency Standing Committee, 2007). User involvement and participation in 

humanitarian settings is promoted by the UN Torture Convention in General Comment 3 to 

Article 14, stating that a holistic approach to rehabilitation, which also takes into 

consideration the strength and resilience of the victim, and including them in the process or 

rehabilitation, is of utmost importance (UN Committee Against Torture, 2012).  

The expression “Nothing about us without us” has become popular among different 

groups and organisations. It was first coined as a rallying cry for disability rights movements, 

but is now, among others, used from a user/survivor perspective in mental health (Charlton, 

2006; Trivedi, 2014). The expression can be considered a demand for self-determination, and 

is also seen as a fundamental and rights-based component in the mental health and 

psychosocial support. “Nothing about us without us” is further highlighted by the Lancet 

Commission on Global Mental Health and Sustainable Development from 2018, as an 

example of a transformational shift in global mental health (Patel et al., 2018). Overall, many 

argue that involving users is a fundamental citizen right and the right thing to do, relating the 

reasoning to ideas of human rights, democracy and citizenship (Tambuyzer et al., 2011). 

The rights-based perspective is relevant for both the mental health support and for the 

participation by its users. In a classic article that has been influential for participation, 

Arnstein (1969) calls citizen participation for the backbone of a democracy, and promotes the 

redistribution of power to the citizens. Others claim that there are new forms of citizenships 

that are not located within the state of the nation, but rather connected with human rights and 

has increased as a response to social issues related to global change (Turner, 2001). There are 

still differing opinions when it comes to how participation is viewed, there is also a rise of 

consumer-oriented participation that is mostly seen in the commercialisation of mental health 

care in some high-income countries (Tritter, Koivusalo, Ollila, & Dorfman, 2009). 
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2.3 Models of participation 

Power is an important concept for participation, being a central aspect in theories about user 

involvement. It can be argued that power is apparent everywhere, as part of the opportunity 

and capacity to influence the course of events, linking it to agency and self-determination 

(Bandura, 2001). Power can also be structural and external. It can be distinguished by striving 

for wellbeing and liberation, or power to oppress (Nelson & Prilleltensky, 2010). In 

participation, the degree of decisional power plays a major role in regulating the amount of 

involvement possible, and the shifting of power from the system or the providers, to the users 

is central (Hickey & Kipping, 1998).  

Participation can occur on a continuum; a user might be informed or consulted without 

having influence, while involvement in other cases can lead to the redistribution of power, 

partnership and user control (Hickey & Kipping, 1998). Occasionally, the user is not included 

in the decision-making process even though information and consultations have taken place, 

resulting in tokenistic participation. This can be due to many factors, such as the importance 

of maintaining the appearance of facilitating participation; that the user’s desires clashes with 

the professional’s views; or what is possible to perform within the limits of the service 

(Semrau et al., 2018; Stomski & Morrison, 2017). 

In addition to viewing participation on a continuum, several theories include the use of 

a ladder for conceptualisation, inspired by Arnstein (1969). The eight rungs of the ladder start 

with manipulation as non-participation at the bottom, through different degrees of tokenism, 

to degrees of citizen power with citizen control at the top (Arnstein, 1969). Choguill (1996) 

developed an alternative ladder of community participation for LMICs, that moved from 

neglect at the bottom, through rungs of top-down participation, onto more bottom-up 

participation, ending with empowerment. However, the ladder-models have been criticised for 

lacking the complexity of participation and failing to address involvement as a 

multidimensional concept, as well as not considering participation as a process (Tambuyzer et 

al., 2011; Tritter & McCallum, 2006). A more recent outline of participation states that it may 

occur at micro-level (e.g. individual care planning, assessment and treatment choice), at 

meso-level (e.g. representation at boards, input into guidelines, advocacy planning and 

recruitment of staff, monitoring and evaluation, in local service planning), or at macro-level 

(e.g. policy-making, national level planning and advocacy) (Abayneh et al., 2017; Lempp et 

al., 2018; Tambuyzer et al., 2011; Tritter & McCallum, 2006). 
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2.4 Participation from a psychological perspective 

As part of participation and involvement, the concept of being an agent in one’s own life is 

paramount. Having agency means intentionally making things happen by your own actions. 

The core features of human agency enable people to play a part in their self-development, 

adaptation, and self-renewal through changing times (Bandura, 2001). Unless people believe 

they can produce desired outcomes and hinder unwanted ones by their own actions, they 

might see few incentives to act or to persevere in the face of difficulties, which in turn reduces 

peoples’ sense of self-efficacy (Bandura, 1989, 2001).  

Empowerment is another term that is central in the psychological view on 

participation. The concept of empowerment is rather broad and has several definitions 

(Nelson & Prilleltensky, 2010; Rappaport, 1987; Zimmerman, 2000), especially owing to 

whether it is a state or a process, or if the empowered are individuals, groups or a community. 

Nonetheless, gaining influence, power and control are all central in empowerment (Orford, 

2008). Zimmerman (2000) sums up essential aspects of empowerment as participation, 

critical awareness and control, aspects that works on the individual level, the organisational 

level and community level. At the individual level, there are psychological processes that 

involves becoming more aware of one’s recourses, increased coping and enhanced control 

over one’s life. The other levels include a relational aspect, about interaction and 

communication between for instance the service-providers and the users (Arnstein, 1969; 

Hickey & Kipping, 1998; Vågan & Olsson, 2013). Efforts to exert control constitute a central 

part of empowerment, implying that disempowered people are less likely to feel that they can 

be in control of their health, thus being less prone to engage in behaviours to enhance health 

(Antonovsky, 1979). Empowerment may therefore work as a health-enhancing strategy 

(Campbell & Jovchelovitch, 2000). 

One way that empowerment can be facilitated is through the use of language between 

providers and recipients. According to Rappaport (1987), the language used by helpers can 

play a major role regarding the degree of empowerment for the recipient. There can be much 

power in language. Depending on how language is used, it may uphold dependence on 

professionals and limit the discovery of innate resources, whereas an empower-oriented 

language can accommodate an active and involved approach from the participant 

(Zimmerman, 2000). Other ways of empowering people are through e.g. intervention design 

and implementation. Ways of accomplishing this can be through taking the context into 

account and adapting the methods to the particular place and people. This in turn may lead to 
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a setting where the help is not imposed on the community and instead is seen as a resource 

(Zimmerman, 2000).  

Perceived control as a result of user involvement, is associated with another 

psychological aspect of participation, namely locus of control. Participation can contribute to 

an increased internal locus of control, instead of an external locus (Richter et al., 2009). The 

concept was originally developed by Rotter (1966), but is now in addition used as ‘health 

locus of control’. The strong connection to health concerns to which extent individuals 

attribute the state of their health to their own actions, or to environmental circumstances and 

external agents (Brincks, Feaster, Burns, & Mitrani, 2010). 

Thus, participation occurs on multiple levels and in several forms. It is noted by Gask 

and Coventry (2012) that much of the research on person-centred mental health care has 

focused on the needs of a mostly white, middle-aged, of middle income, and literate 

population. Presented above are the most common psychological aspects of user involvement, 

stemming from mostly European and North American literature. 

 

2.5 Participation in guidelines 

The World Health Organization’s Action Plan on mental health is a vision for mental health, 

agreed upon by every nation (Saxena, Funk, & Chisholm, 2014). The action plan relies on the 

following principles and approaches; universal health coverage; evidence-based practice; life 

course approach; multisectoral approach; human rights; and empowerment. The last two are 

particularly relevant for this thesis, as they inhibit concepts that concerns participation, stating 

for instance that people should be empowered and involved in mental health planning, service 

provision, policy, and evaluation (World Health Organization, 2013b). The mental health Gap 

Action Programme (mhGAP), was initiated by WHO to meet the aims of the Action Plan, as 

well as bridging the gap in mental health services (World Health Organization, 2018b). The 

mhGAP is based on a people centred approach, and provides tools and resources for the 

integration of mental health into non-specialised health settings (World Health Organization, 

2018b). 

For this study, I am particularly interested in psychosocial support and mental health 

in emergencies. The main focus with concern to guidelines, will therefore be on those 

developed by Sphere and the Inter-Agency Standing Committee, as they are the most 

prominent ones in the field. Participation is one of the core principles in the IASC Mental 

Health Guidelines. In the principle, it is stated that the participation of local, affected 
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populations should be maximized in the humanitarian response (Inter-Agency Standing 

Committee, 2007). Another central policy-document is the Sphere Emergency Handbook 

from 2018, in which it is noted that the affected population is at the centre of the humanitarian 

action. Furthermore, active participation is highlighted as essential for helping in a way that 

best meets the needs of the people (Sphere Association, 2018). In the guidelines from both 

IASC and Sphere, involvement of people and their communities in phases such as assessment, 

design, self-help and support, implementation, feedback, monitoring and evaluation, is 

stressed. Moreover, participation as a way of building a sense of local ownership is 

emphasised in the core principle, together with enabling different groups of the populations to 

retain control of decisions that will affect their lives. This is presented as aspects important for 

achieving “programme quality, equity and sustainability” (Inter-Agency Standing Committee, 

2007, p. 10).  

Like IASC, Sphere stresses participation in every stage of the humanitarian action, 

stating that the balance between direct participation from the community and the indirect 

representation by elected representatives should be considered through the different phases of 

response. Moreover, the policies underline the importance of participation being voluntary, 

not adding to people’s burdens, being sensitive to the capacities and circumstances of the 

people, and making sure that the involvement is equal to avoid privileging of particular 

groups (Inter-Agency Standing Committee, 2007, 2017; Sphere Association, 2018). 

Succeeding in the latter point requires an understanding of the context, culture, and local 

power structure. There are several similarities in terms of participation in the guides from 

IASC and Sphere, as well as for instance the guidelines developed by ICRC and WHO’s 

mhGAP.  

Capacity building of the communities is a central aspect in the guidelines, together 

with the support and strengthening of already existing resources and structures for MHPSS. 

Being able to involve the population in question, is in large part dependent on the staff 

providing the support. It is pertinent that the service-providers have the skills to suit local 

conditions and the capacity to respect the local cultures and values (Inter-Agency Standing 

Committee, 2007). This is not only important when the staff are international, there may also 

be large socio-cultural differences for local staff and volunteers. In the policy-documents, the 

value of hiring people who have knowledge and insight of the local culture and the 

appropriate manners of behaviour, is emphasised. The expertise of local staff can be a major 

advantage for many reasons, for example they speak the local language and are familiar with 

the cultural and social responses to an emergency setting.  
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The guidelines provide a framework for multi-layered, integrated MHPSS 

interventions on each of the four levels, and all levels should ideally be implemented 

concurrently (Inter-Agency Standing Committee, 2007). The associated pyramid (fig. 1) 

illustrates the four levels, and is relevant for this study as it involves the psychosocial 

approach on every level. Psychosocial considerations are relevant at each level, because there 

is a psychosocial component in finding food and water, as well as in enabling self-help or 

partaking in group sessions, or individual therapy. 

 

	
Fig. 1: Pyramid of multi-layered MHPSS services and supports (Inter-Agency Standing Committee, 2007). 

 



	 17 

3 Method 

3.1 Background and perspectives 

Qualitative methods are research strategies for data collection, analysis, description and 

interpretation of the phenomenon of study (Malterud, 2017). In addition to trying to grasp 

people’s experiences and acts, context is central in the qualitative perspective. In qualitative 

research, a phenomenological approach is about understanding social phenomena from the 

perspectives of the actors and describing the world as perceived by the informants (Kvale & 

Brinkmann, 2015). I hold this actor-centred perspective in my research, as I am interested in 

the subjective experiences and reflections of the informants. I believe that knowledge is 

shaped by people meeting and exchanging ideas (Kvale & Brinkmann, 2015), also taking the 

context into account. My own role as a researcher should be noted here, as I believe that the 

researcher plays a part in moulding these meetings and the knowledge that comes out of them. 

Emphasising the context as important is in accordance with my postmodern constructivist 

view (Kvale & Brinkmann, 2015), which entails seeing specific social and cultural contexts as 

related to the terms in which the world is understood (Braun & Clarke, 2013).  

I went into this research project with an interpretative approach, which centres around 

understanding the world differently depending on one’s point of departure. It further involves 

subjectivity, and places emphasis on the researcher as influential tool (Malterud, 2017). An 

inductive approach, such as this, aims to generate an analysis from the bottom-up (Braun & 

Clarke, 2013). 

  

3.2 The informants and the context of Ethiopia 

I wanted to explore ideas and views of people working in humanitarian emergencies, based on 

the assumption that they have valuable information. According to Kvale (2007) interviews are 

suited for understanding the meaning of central themes from the informants’ world. 

Conducting interviews allowed for exploring the perspectives of people working directly with 

the affected population on the ground, as well as the policy-makers for the humanitarian 

assistance. The different versions of reality and knowledge are closely connected to the 

context in which they occur, and should therefore not be considered outside the context it was 

generated in (Braun & Clarke, 2013). As this study is about the humanitarian assistance, I 

travelled to Ethiopia and Addis Ababa to get an understanding of the context, as well as for 

interviewing the informants face-to-face. 
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As sampling strategies for recruitment, I used a mix between targeted nominations and 

snowballing, the first entailing locating respondents with the help from relevant people who 

proposed suitable participants (Magnusson & Marecek, 2015). These informants again 

suggested other possible people, which led to some being recruited by snowball sampling 

(Malterud, 2017).  

The total number of informants were six; three practitioners and three policy-makers. 

The respondents have varied backgrounds and experiences. Some have been at their current 

workplace for several years, whilst others were new in their position, however with years of 

experience from similar jobs. They represent different organisations, some of the 

organisations were Ethiopian and others were international. Four of the respondents were 

from Ethiopia, whilst the two others had many years of experience from working in the 

region.  

Marked by a change of leadership, the political landscape in Ethiopia has gone 

through major changes in the last year, which gives opportunities for expanding democracy 

and respect for human rights (Temin & Badwaza, 2019; UN Office for the Coordination of 

Humanitarian Affairs, 2019b). Revisions to the national refugee law made earlier this year, 

has made it one of the most progressive refugee policies in Africa (UN High Commissioner 

for Refugees, 2019a). Although there have been many positive political developments, old 

conflicts are still prevailing and new conflicts have escalated, leading to an increase in 

internally displaced people (Internal Displacement Monitoring Centre, 2019).  

Most people do not have access to mental health care in Ethiopia, especially those 

with moderate to severe mental disorders (Abayneh et al., 2017). The country has been a pilot 

site of WHO Mental Health Gap Action Programme (mhGAP), leading to the launch of a plan 

based on mhGAP to scale up mental health care integration into primary care (Hanlon et al., 

2019). Although commitment to the expansion of mental health care has been demonstrated, 

low financing has led to delays, and the service to people with mental disorders is limited 

(Hanlon et al., 2019).  

	

3.3 Interview guide and conducting interviews 

As my aim for the data collection was to explore the thoughts, understandings and reflections 

of the informants on the issue of participation and involvement, I decided to conduct semi-

structural interviews. Magnusson and Marecek (2015) state that good interview questions 

have two important characteristics, namely providing material directly related to the theme, 
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and elicit rich, full and personalised stories from the respondents, encouraging them to share 

their reflections on their experiences. Trying to achieve this, I followed strategies for 

developing interview guides (Blaikie, 2010; Braun & Clarke, 2013; Magnusson & Marecek, 

2015).  

I tried the questions out on others and subsequently revised them. I made one guide 

for policy-makers and one for practitioners, designing the questions to fit with their areas of 

work. Developing the interview guides, I leaned on knowledge acquired during my studies, as 

well as literature I had read on mental health and psychosocial support in humanitarian 

settings. The main themes were context and work, experiences from and with MHPSS, and 

participation and user involvement. I included more questions than I intended to ask, because 

I anticipated that the respondents might address some of my themes during the prior 

questions.  

Furthermore, I was careful not to imply too much in the questions as I wanted to hear 

the respondents’ reflections with as little influence from me as possible. However, it is not 

possible to completely avoid this, but I wished to encourage the respondents to speak as freely 

as possible (Magnusson & Marecek, 2015, p. 46). I therefore chose open and wide questions 

first, hoping that the respondents shared their immediate thoughts on the subject, before 

continuing with somewhat more structured questions. 

Five of the interviews were conducted in Addis Ababa, and one interview was held 

over Skype with a respondent who was located in another country in the region. I did all the 

interviews myself, without the use of a translator. The five interviews done in Addis Ababa 

were held in the respondents’ workplace, at different locations around in the city.  

Some of the respondents received the information letter and consent form prior to 

meeting me, whilst the rest read through it when we met before starting the interviews. The 

interviews lasted approximately one hour, some included a brief guided tour of the workplace. 

All the interviews were taped using an audio-recorder, and in addition I wrote down thoughts 

and reflections that might be useful in the process to come, or about small changes in the 

interview guide. The recorded interviews were kept on an encrypted memory devise without 

internet connection, and the consent forms were stored separately.  

 

3.4 Transcription 

I transcribed the interviews myself with the use of the text-programme f5, which simplified 

the process of starting and stopping the audio file. I did a verbatim transcription (Braun & 
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Clarke, 2013) that directly reflected the audio recordings in terms of transcribing spoken 

words and other sounds. Even though the interviews were conducted inside offices, there 

were quite a lot of noise disturbances from traffic, other people and animals. This did not 

seem to have a major impact during the interviews, but it became challenging when 

transcribing afterwards, making the transcription difficult in some passages of the interviews. 

I found it very helpful to do the transcribing myself, especially of those particular passages, as 

I could remember the situation and therefore possibly understand some of the words through 

the noise (Malterud, 2017). While transcribing, I removed any information that could make 

the respondents recognisable, as to ensure the anonymity of the informants. 

  

3.5 Thematic analysis 

I have analysed the data material with the use of thematic analysis as described by Braun and 

Clarke (2006, 2013). The method is used to identify patterns and themes within the data, to be 

analysed and reported (Braun & Clarke, 2006). It is a flexible and pragmatic approach that 

emphasises reflexivity as important for the situational part of the analysis (Malterud, 2017). I 

find that the method is compatible with my study, as it highlights reflexivity, and allows me 

to keep an open approach to the data material and the context. I followed the six phases of 

thematic analysis from Braun and Clarke (2006), and will use these to present what I did in 

the analysis. 

Being familiar with the data: It is important to immerse oneself in the data material 

from the beginning, and being an active reader that looks for meanings and patterns (Braun & 

Clarke, 2006). I conducted and transcribed the interviews myself, which helped me get 

familiarised with the data material. While transcribing, I jotted down ideas and reflections that 

could be relevant at a later stage.  

Generating initial codes: I used the text analysis software NVivo 12 to organize, code, 

visualise, and analyse the data. The transcribed interviews were imported into NVivo and I 

created the codes as I read through the different interviews. My attitude was to code 

everything in a data-driven approach, however, I excluded the few sequences that were person 

identifying and a few disturbances from people entering the room. The codes are for 

identifying interesting features of data, and for starting to notice possible clusters in the 

material (Braun & Clarke, 2006). With the use of NVivo, every code from all the interviews 

were shown together, grouping the quotes from each interview together under the code. Major 

parts of the interviews were coded under several codes, meaning that one excerpt could be 
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grouped under many different codes. Since I could see all the created codes while coding, it 

became important not to get limited and locked in by them. To avoid this, I recoded the 

interviews, trying to get the nuances and details, as well as making sure that I gave my full 

and equal attention to the data sets (Braun & Clarke, 2006). Below is an example of an extract 

connected to different codes, such as ‘community’, ‘system and services’, ‘refugees as 

resources’, ‘participation, and ‘training of volunteers’.  

“They are trained volunteers, and kind of the link to this office. They are 

refugees and they live with the refugees. Since they live with communities, 

they have the responsibility to deal with or to assess the community 

members; who is most vulnerable, who is at risk of different psychosocial 

problems.” 

Searching for themes: This phase involves taking a step back from the codes and 

finding broader patterns and connections between them, hence considering if and how some 

codes can be combined to form an overarching theme (Braun & Clarke, 2006). I looked at all 

the codes and read the extracts belonging to them from the different interviews. I then 

examined the other codes that each extract was coded together with, where I noticed some 

possible categories of interest. I printed some of the codes made in NVivo, which gave me the 

transcripts belonging to the codes, together with the coding stripes that showed what other 

codes the extract had been coded under. I added a few new codes and was also coding some 

of the excerpts onto other codes, which was a time-consuming process, where I found it hard 

to maintain the overarching view and not bury myself in details. Taking advice from Braun 

and Clarke (2013), I made concept maps in NVivo that showed the tentative themes, together 

with the most prominent codes belonging to each theme. With the use of colour coding for 

seeing potential connections, I got an overview of the patterns of codes belonging to each 

other. Fig. 2 shows a part of the map, for one possible theme.  

 
Fig 2: Concept map for developing themes from codes, made in NVivo. 
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Reviewing themes: As I now had a set of tentative themes, the visual maps were useful 

since they let me play around with the themes and subthemes, trying out new formations. I 

reviewed the coded data extracts, and found that some of the codes did not fit under the 

current theme or together with the other codes. I used the coding stripes from NVivo that 

showed all the codes for each extract, giving me an oversight of the work done. As data 

should have a meaningful binding, while having a clear distinction between the themes 

(Braun & Clarke, 2006), I ended up merging some themes, while deleting and adding others 

instead. I read through the extracts of the new tentative themes, to evaluate the patterns and 

categories. As I conducted the interviews myself, I found it challenging to move on and leave 

out passages that were not particularly relevant for the results. It was very helpful to discuss 

with my supervisor in this part, as she provided a much needed outside perspective and 

helped to refine the patterns that I had found. I found that my analysis had evolved from being 

somewhat near-sighted to finding the bigger lines in the respondents’ talk and meanings. 

Defining and naming themes: After recoding, mapping and rereading the interviews, I 

wrote down the essence of each theme. I further developed and altered the subthemes to make 

sure that they illustrated the ‘story’ of each theme, while fitting into the broader story in 

relation to the research themes (Braun & Clarke, 2006).  

Producing the text: I found the extracts from the interviews that belonged to the 

different themes and subthemes, and chose the passages best fitted for illustrating the analytic 

narrative. I did the analysis of the data material based on the verbatim transcriptions, but 

decided to make some changes to written excerpts in the presentations of the results. It is what 

Malterud (2017) describes as slightly modified verbatim mode, which is suitable as it presents 

the informants in a good way and is satisfactory as long as the meaning is kept. 

 

3.6 Quality 

I have aspired to follow the checklist from Braun and Clarke (2013, p. 287) of criteria for 

good thematic analysis. The checklist has 15 criteria for transcription, coding, analysis, 

overall process, and the written report. It can be argued that general criteria for research 

methods are not very fitting for qualitative research, as the context, the informants, and the 

researcher all influence the data collection and is therefore making it difficult to reproduce the 

study, as a way of checking the consistency and credibility (Braun & Clarke, 2013; Kvale & 

Brinkmann, 2015).  
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Qualitative studies and analyses are not possible to repeat with identical results, 

because the qualitative research process itself is closely linked to how the researcher influence 

it. However, concerning the reliability of my findings, I have strived to account for the 

research process in a transparent way, by describing everything thoroughly, from the data 

collection to going through the steps of analysis.  

Validity is broadly about research showing what it claims to show, and should be 

reflected upon during all stages of knowledge production (Braun & Clarke, 2013; Kvale & 

Brinkmann, 2015). The transparency and descriptions of the process contributes to making it 

possible to evaluate whether the different phases of the process are sensible and appropriate 

(Kvale & Brinkmann, 2015).  

The goal in qualitative research is to give “coherent and illuminating descriptions of a 

perspective on a situation that is based on and consistent with detailed study of that situation” 

(Blaikie, 2010, p. 217). This indicates that generalisability may be challenging in qualitative 

research, and is made even more so by reflexivity. According to Braun and Clarke (2013), one 

must regard generalisability differently in qualitative research than in quantitative and instead 

strive for transferability. The concept is about transferring parts of qualitative research to 

other contexts and groups. Malterud (2017) further adds that transferability sets conditions 

and parameters for how research findings may provide new insight useful in other settings 

than the original study. Describing the participants, the specific context, settings and 

circumstances, is the key to achieving transferability, according to Braun and Clarke (2013).  

	

3.7 Reflexivity  

By developing my own project, I have basically shaped the entire process of the study, by my 

interests, values and standpoints (Braun & Clarke, 2013). I am interested and engaged in 

questions related to international relations and human rights. My approach in psychology is 

social-minded, and I am interested in global mental health. Although I have travelled 

extensively and stayed in a country similar to Ethiopia for some time, I do not have direct 

experience from humanitarian work in a context such as in this study. I had not been to 

Ethiopia before, and I do not have extensive prior contextual knowledge nor a comprehensive 

knowledge of the culture.  

However, my experience from working with mental health and psychosocial support, 

together with my education in psychology, has given me some common ground with my 

respondents. My interests and experiences are a part of my prior understanding, and 
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something I brought with me into the research project that influenced the collection of data 

and how they were interpreted (Malterud, 2017). Among other things, this impacted the 

questions I asked the informants. At the same time, the fact that I am not very familiar with 

the context made me ask more background questions and I therefore spent more time before 

getting to the ones most related to the research questions.  

I find the debate about the western influx on mental health and psychosocial support 

onto the rest of the world and across cultures, very interesting. The fact that I was nuancing 

these views as I delved into the literature for this study, has been influencing me as a 

researcher. It has further helped me to embrace being an active researcher, taking stock of my 

role, my attitudes and believes, and trying to understand the ways this affected the study 

(Mason, 2018). I am aware that my background and the literature I have read has an impact, 

and that it will be a part of me, regardless of trying to be a clean slate research-wise. Being an 

active researcher is an ongoing process, and my theoretical reference frame has been evolving 

during this study as I have gained a broader understanding and knowledge of the field 

(Malterud, 2017). 

	

3.8 Ethics 

Contemplating the ethical aspects is a pertinent part of doing research, and this includes 

following codes of ethics. Ethical reflections are vital during the entire course of the research 

process (Kvale & Brinkmann, 2015). This study has been approved by the Norwegian centre 

for research data (NSD), with the project proposal, interview guide, information letter and 

consent form as part of the approved application. Because of the change of location of the 

interviews, my supervisor contacted NSD to consult, and the project was given the acceptance 

to change the location because of the circumstances. In the early stages of the study, I 

contacted REC (Regional Committee for Medical and Health Research Ethics) to get their 

view on the need of seeking approval, which was deemed unnecessary since the informants 

are not patients and the project therefore does not fall under the Health Research Act. 

 The information letter contained information about the study, what participation 

entailed, storage and use of data, anonymity, the rights of the participants and how to 

withdraw their participation. It also had the contact details for myself and my main 

supervisor, should the informants have any questions or wish to withdraw. In addition, I was 

in contact with them on my Ethiopian telephone number, in case they wanted to reach me 

while I was in Addis Ababa. All the interviews were initiated with the wish that the 
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participants should have a positive experience and that they could choose to withdraw, or not 

respond if there were questions that he or she did not want to answer for various reasons. I 

hope that this study will be of some use to the respondents and their work, and have an 

agreement with the participants to send them the finished product. I have strived to be honest 

and accurate in reporting the research results (Braun & Clarke, 2013), while protecting the 

anonymity of the respondents.  
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4 Results 
This chapter describes how practitioners and policy-makers describe, understand and reflect 

upon the involvement and participation of the displaced population. The respondents were 

asked about their views on participation, its effects, preconditions and barriers. They also 

spoke about the context that they work in, and its challenges and opportunities.  

Using the interviews as a starting point, I identified four main themes with associated 

subthemes, by using thematic analysis as described in the methods chapter above. In the 

following, I will present the results and the analysis, connected to the research questions: 

How do policy-makers and practitioners describe user participation in their work? 

What are their reflections and understandings in relation to user participation and 

involvement, and what may be the implications of participation and for psychosocial support 

in humanitarian contexts? 

	
Different forms of participation 

- Participation by being asked ‘for their view’ 
- Participation through collaboration with the community 
- Participation through formal channels 
- Understanding participation in light of guidelines for psychosocial support 
- Tokenistic involvement 
- Autonomy 

Barriers to participation 

- Unmet basic needs 
- Scarcity of resources  
- Lack of stability 
- Stigma 

Opportunities and possibilities 

- Involvement on grass-root level 
- Evolving traditions and structural change 
- Openings for participation 

Reasons for participation 

- Understanding the culture and context 
- Sustainability 
- Life challenges 

Table 1. Main themes with subthemes. 
 

4.1 Different forms of participation 

There are several forms and levels of participation and involvement described by the 

respondents in the interviews. The descriptions presented by the policy-makers and those by 

the practitioners are somewhat different regarding the levels they address. In general, 

participation is emphasised by practitioners on the micro-level and to some extent on meso-
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level with the involvement of the community and training of volunteers, whereas the policy-

makers mostly describe it on the macro-level, and on meso-level to a certain degree. This is 

presented below with the use of subthemes, exploring what is understood by participation and 

involvement and in what forms it takes place. 

	
4.1.1 Participation by being asked ‘for their view’ 

According to the respondents, user involvement occurs through dialogue and consultations 

with individuals or groups. This is a direct form of involvement; simply asking them for their 

view. The respondents describe that they include the affected population by asking them 

about their situation and what they see as their problems. Talking to the users about this, gives 

insight into what they need and what they see as solutions.  

 “Maybe to give them opportunity to speak their problems, how to identify 

their problems, just to give them the chance for them to speak. We consult 

them, how can we reach their problems. A bit like that” (Practitioner 2). 

This quote illustrates a form of involvement that may occur by giving the users a platform for 

expressing their needs. It can lead to involvement in various phases and parts of the 

psychosocial support, such as assessment, design, support and implementation. One 

respondent said: “We will try to give the service based on their interest and their cases” 

(Practitioner 3). This type of involvement is mostly described by the practitioners. This last 

quote was uttered by the respondent without being asked directly about involvement, and can 

be interpreted as an inclusive attitude towards the people in need. This subtheme illustrates a 

direct approach to working with the displaced population, placing them at the centre of the 

help and support, and consulting them as a start of the involvement process.  

	
4.1.2 Participation through collaboration with the community 

The respondents address participation both on an individual level and a community level, 

often shifting between the two. When it comes to the community level, the respondents talk 

about the affected people as a vital part of involvement. Staff and volunteers are recruited 

amongst the people in refuge-like situations, and these volunteers may play a major role in 

reaching the user population overall, possibly because of their unique insider position. 

“The outreach staff are kind of social workers for the organisation, even 

though they are refugees themselves. They identify challenges and work 

together with refugees on how to cope with the life challenges” (Policy-

maker 2). 
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The importance of a contextual understanding is highlight by another policy-maker. The 

informant argues that involving people from the displaced communities, contributes to an 

increased understanding of their context. It may further foster participation of additional users 

from the same communities, because of the contextual insight that can make the support more 

accustomed to their norms and needs, as illustrated by one respondent: 

 “We have to work with them because in most cases, they are the ones who 

understand the local context, often they are coming from the same 

communities. When it comes to provision of services, certainly, it has to be 

the local community who have to lead. Similarly, when it comes to setting 

up community sort of centres for example, again it is either the community 

leaders, the people who have been affected, or they have family members 

who are taking the lead in those things. So yes, that’s a given” (Policy-

maker 1).  

All the respondents describe that they work with trained outreach workers, that are people 

from the displaced population. Recruiting staff from the affected population may enable 

various forms of participation. The outreach workers function as a bridge between the 

individuals, the communities, and the system providing the support. 

“They are trained volunteers, and kind of the link to this office. They are 

refugees and they live with the refugees. Since they live with communities, 

they have the responsibility to deal with or to assess the community 

members; who is most vulnerable, who is at risk of different psychosocial 

problems. They do home visits, collect information and they come back to 

the officers here. This is a kind of network that we have” (Policy-maker 2).  

Outreach workers may have a clearer opening for conducting assessments in the communities 

of people in refugee-like situations. Using personnel from the same community as the affected 

people may increase participation in general, since the outreach workers are often better 

placed in relation to the group, for example by understanding the language, the culture and the 

context. The excerpts above show the different practices experienced by the respondents, with 

the communities and the displaced people as resources for support and for participation. 

	
4.1.3 Participation through formal channels  

The respondents emphasise the existence of more formal channels for involvement at the 

strategic level. This type of participation centres around the displaced peoples’ opportunity to 

give feedback and to complain, and the possible consequences of the assiciated evaluations. 

Most of the respondents also mentions the Refugee Central Committee (RCC) in regards to 

participation, which suggests that this is seen as an important channel. One respondent noted: 
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“The highest organ is the RCC, it is democratically elected by all the 

refugee communities. Whenever we have any plan of function, we discuss 

with them, and we also receive their feedback. This is how we do it, not only 

just in this organisation, even UNHCR and the government. It is not only 

that, each nationality has their own democratically elected representative. 

These representatives are also actively involved in the project design, 

planning, even in implementations, and in the evaluations. They are actively 

participating in the effort that is deciding their lives” (Policy-maker 2).  

The RCC is a link between the affected communities, government organisations, UNHCR and 

other implementing partners. The use of elected representatives provides an opportunity for 

participation from the displaced communities, as noted by another respondent: 

“We have different mechanisms of interacting with the population. 

Involving them in detailing the programme involves meetings, focus group 

discussion and in-depth interviews. They participate in the discussion and 

raise their concern about all programming including health, mental health 

and psychosocial support, protection, any other activities. We hear the 

views of everybody from the society. Not everybody, but from every group of 

the society, so that everyone’s views are heard and documented” (Policy-

maker 3).  

All the respondents talk about these forms of involvement by representatives. Participation at 

this level and by the use of representatives is taken seriously by the respondents, as illustrated 

by a policy-maker:   

“What I am trying to say is that the refugee participation is very, 

(heightened voice) very serious. Very, very, very serious. In all our support, 

in all our interventions, we work with the refugees. The RCC, that part of 

nationalities representatives, they are very much active. There is nothing 

that you can do without involving the refugees” (Policy-maker 2). 

This type of indirect participation provides the population in question with opportunities for 

influencing the support they receive, as well as giving feedback and being part of the 

evaluation of the provision of care. 

 

4.1.4 Understanding participation in light of guidelines for psychosocial 

support 

Guidelines and procedures are mentioned by several of the respondents, it is stated most 

explicitly by the policy-makers. MHPSS guidelines like Sphere, IASC and the mhGAP, 

emphasise the participation and involvement of the population in question, in addition to 

providing a framework for the psychosocial support. The guidelines are overarching 

documents that are not specifically tailored to a certain type of humanitarian context. A 
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policy-maker touches upon this generalness of the guidelines, as they are not detailed enough 

and therefore needs supplements. 

“In psychosocial support, the backbone document is mhGAP in 

humanitarian settings, it’s our main guide document. There is some 

extension from it, when mhGAP is not detailed enough. When we develop 

the interventions, we’ll need much more detailed guidelines and protocols. 

That is how it altogether feeds into one system. We adapt it to try using the 

expertise of the partners to cover the global psychosocial needs of the 

population” (Policy-maker 3).  

The Mental Health Gap Action Programme (mhGAP) is emphasised as a significant 

document by this respondent, others also emphasise the guidelines by the Inter-Agency 

Standing Committee (IASC). The need for adaptations of these policies are highlighted, since 

they are not comprehensive enough to be adequate guidelines for implementation. It is also 

about the need to suit the support to fit with the different needs of the people at the receiving 

end, as well as utilising the expertise of the partners. Another respondent connects the policy-

documents and the accompanying intervention pyramid with the work done in the field. The 

involvement of the displaced population in the provision of the support, taps into multiple 

parts and levels of the psychosocial work.  

“In the urban programme, the office works as a parent to these refugees, so 

our support is kind of comprehensive psychosocial support that focuses on 

addressing their basic needs and securities, which is the most important 

part. It is basically at the lower level of the intervention triangle. That 

means support to the affected communities, by the resource and the 

capacity of the communities themselves” (Policy-maker 2).  

These extracts illustrate the complexity in working with psychosocial support, from on one 

side – the level of policies – to the concrete challenges on the ground. It illustrates the need 

for adjusting the overarching guidelines, an adjustment which might again be a constructive 

factor in the field. The development of these adaptations may provide openings for 

participation by the affected community, for instance by using outreach workers from the 

communities. 

	
4.1.5 Tokenistic involvement 

Asking the users or persons in need of or receiving assistance, for their input on such 

assistance, may, as stated above, lead to participation on several levels and stages. However, 

involvement by consultation and information might not always result in continued 

involvement as it sometimes ends as tokenistic participation, perhaps owing to budgets and 

plans from above or outside donors. One respondent said: 
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“A feel that, yes whatever they [the refugees] say would be listened to, 

rather than just, I mean, a thing which we are doing. That I just want to 

have a few focal points to use with them and then I don’t bother what they 

say (laughing), and then going around doing whatever my planning is or 

what my donor is saying” (Policy-maker 1).  

Tokenistic involvement is described by the informant as something unwanted, but it is 

nevertheless lifted as a possible scenario. Although none of the respondents spoke about 

participation as a process of listening to the users just to say that they have done so, it is of 

interest to accentuate this aspect as it was a spontaneous account from the respondent, making 

it probable as a very real scenario. It is important to note that although none of the 

respondents spoke about doing this form for ‘pretend participation’, some of them described 

limits and barriers that could come in the way for them to facilitate involvement as more than 

just the most basic participation at one side of the continuum. 

“Most of the time the refugees expect things. When they come to our office, 

maybe it is limited services, and maybe it just does not fit with their needs. 

So, there are different gaps because of the budget” (Practitioner 2). 

There seems to be a potential mismatch between what the users request and what the 

practitioners are able to offer them. This shows that the structural context can be a hinder to 

participation. Structural limitations may stop the participatory process from increasing. A 

possible development of involvement may be ended at the stage of consultation, meaning that, 

for whatever reason, it is symbolic involvement. 

	
4.1.6 Autonomy 

Several respondents touch upon the options of the affected people when it comes to partaking 

in different aspects of the support. One respondent implicitly addresses the autonomy of the 

population receiving help: 

“They are in charge, they decide whether they want to come to the 

compound in the first place, and what type of activities they want to engage 

in» (Practitioner 1).   

Another respondent talks about the involvement of the users in deciding the support given to 

them. It entails consulting them about their needs and getting their thoughts about what they 

need, making them the “expert” of their own situation and thus giving some power to the 

displaced people in an often chaotic setting.  

“These refugees, they participate. They will tell us if you do these things, 

maybe their problems will go away. Because they come with their problem, 

and they also suggest how to solve that exact problem. Because they 
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participate in that way. They know how to deal with their problem” 

(Practitioner 3).  

These passages show a way of working and a view on participation that seems to be bottom-

up and with little distance between the ones providing the support and the ones receiving it.   

	

4.2 Barriers to participation  

A recurrent topic in the interviews is the gravity of the situation that the respondents work in, 

dealing with people who have gone through a lot of hardship and still struggle to cope. It is 

apparent that there are different factors that get in the way of participation, and for that 

matter; getting in the way for psychosocial support as well.  

 

4.2.1 Unmet basic needs 

All the respondents emphasise the challenges of unmet basic needs for the affected 

population. For the people both in camps and in out-of-camp-settings, the basic needs are 

seldom sufficiently covered. The struggle originating from these daily stressors, hinders the 

participation of the people in question, since they strive to fill their basic needs. Covering 

basic needs seems therefore to be prioritised over participation and psychosocial support.  

“Mental health and psychosocial support, mental health especially, is not 

immediately life threatening. In time of difficulties, people will tend to 

prioritise what is immediately threatening to them, like food, building a 

shelter, seeking health care for the children, or help with malnutrition. I 

think at that stage, it is more difficult to engage communities then, you 

know, with time there is a possibility for involvement when we have ensured 

that people also feel physically secure” (Policy-maker 3).  

It is emphasised that the coverage of basic needs and a sense of security, is prioritised over 

mental health and psychosocial support, as well as involvement. The prioritisation of peoples’ 

basic needs, consequently becomes a barrier for participation and psychosocial support.  

“That’s one of those you can see from the IASC guidelines, that we are 

repeatedly saying that basic needs are important. Before we start moving 

up the pyramid” (Policy-maker 1).  

This respondent refers to the intervention pyramid from the guidelines by the Inter-Agency 

Standing Committee (2007), which has ‘basic services and security’ as the first step of 

interventions for MHPSS. Although all respondents seem to agree upon providing security 

and covering basic needs as goals, many of them speak about the challenges in doing so. 

Especially the practitioners talk about trying to cover the most pressing needs of the displaced 

people, and the challenges that stems from the lack of resources:  
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“Sometimes, the refugees come from the camps without anything, some of 

them don’t even have clothes. At least, we try to address that need as much 

as possible, even if there is not any budget left, we try to give one-time 

assistance to purchase clothes and household materials” (Practitioner 3). 

 This illustrates the severity of unmet needs as a barrier to participation, and more general; to 

the work they are trying to accomplish. Even though the displaced people are not directly 

fleeing anymore, many of them are still living in insecurity for themselves and their families. 

These challenges of covering basic services may again lead to further difficulties for the 

displaced population: 

“So (sighs), as long as we are unable to address the root problems, the 

context continues to generate factors that deteriorate, and add to the 

worsening mental health condition of the people” (Policy-maker 3). 

Uncovered basic needs will uphold the hardship for the displaced people. Meeting the basic 

needs is emphasised by the respondents as important before one can expect the affected 

people to prioritise much else. 

	
4.2.2 Scarcity of resources  

Every respondent talks about the lack of resources as a challenge that has many consequences 

for their work. Resources tap into practically every part of the humanitarian assistance 

system, and the financial budget plays a major role in deciding where, what and who the 

support goes to. Scarcity of resources occur in different aspects of the respondents work 

context, and has diverse implications for them and for the people they are working to support.  

“Availability of resources, whether there are infrastructure resources or 

financial resources, whatever kind of resources - I think that is one of the 

main barriers we are having” (Policy-maker 1).  

The lack of resources can partly explain the shortage of suitable offers and opportunities for 

the people in need, since it may lead to limited supply of qualified personnel and suitable 

infrastructure for administrating the support. Nevertheless, the staff in the field are trying to 

do their best with what they have, and the interviews contain several examples of practitioners 

exceeding the limits of resources for the support. 

“The financial assistance [the refugees receive] is not enough. Most of 

them they start counselling and then they soon stop. So, to avoid that gap, 

we pay for transportation, and then they come and they finish their 

counselling” (Practitioner 2).  

When they are able to cover some of the users’ basic necessities, it leaves room for the users 

to attend activities such as counselling on a regular basis. However, the scarcity of resources 
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and low financial assistance is challenging. Several of the ‘urban refugees’ in Addis Ababa 

live on the edges of the city, as the rent costs are slightly lower there. This may again make it 

difficult to access the support offered, because of the costs of transportation and the time it 

takes to get there.  

“Currently, the most challenging one is the house rent, you may see that the 

refugees live at the outskirts of Addis Ababa. It is like 20-25 kilometres 

away from this office. It is so challenging for them. If someone is sick, they 

may travel very far to get health assistance. It is very, very challenging. The 

resources are challenging” (Policy-maker 2).  

The lack of resources is explicitly addressed by both practitioners and policy-makers in the 

interviews, strongly emphasised as barriers for the psychosocial support they are trying to 

give and for user participation. It seems to be a continuous challenge, considering the 

humanitarian situation worldwide with new emergencies that require funding. Besides, it may 

be a tiresome work situation, having to find money to cover the basics such as a meal and a 

bus ticket, thus laying the grounds for the work they are actually supposed to be doing.  

“All the support has to link with the recourses that you have. Even UNHCR 

decline from to time to time because of different incidents in the world, for 

example the Syrian crises or the Libya case. It is quite difficult to provide at 

least the minimal support for these refugees. That is a major, major 

challenge that we are currently facing (sighs)” (Policy-maker 2).  

The practitioners and policy-makers highlight resources as a major challenge in their work. 

The lack of resources affects many different areas in the humanitarian assistance, which again 

hinders participation and psychosocial support. 

	
4.2.3 Lack of stability 
Although the users may have the opportunity to at least some degree of involvement in the 

support they receive, not everyone uses that option. One reason that is highlighted is that 

other concerns are more pressing, and that the displaced people therefore prioritise other 

issues. Another was that some of them may not regard involvement as useful. These kinds of 

barriers for involvement can stem from a lack of stability for the displaced people. Some of 

them have a wish to move on from Ethiopia, and views the stay there as a stop-over. One 

respondent speaks about the challenges with involving the affected people who are in 

Ethiopia as part of a transition to another country.  

“There are especially many young people who would come to Ethiopia, but 

they would look to move on to Europe. Those people are more difficult to 

engage in getting their participation, because they would not be motivated, 
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they would say “we are not staying here anyway so why would we get 

involved?”. It is not just in psychosocial support, but even when talking 

about engaging in other livelihood improvement activities, they would have 

the same attitude” (Policy-maker 3).  

As this extract illustrates, having other priorities and a lack of motivation, may challenge the 

engagement in participation.  

	
4.2.4 Stigma 

Stigma is presented as a barrier to participation by several of the respondents. Stigmatisation 

is seen as something that stops individuals and communities from seeking help and support. 

“Involving the community might be hard, because in certain areas, 

especially at certain parts of time, they will not be open to it because of 

stigma. The refugees are still not confident to open up and engage in 

certain activities that they either personally or as a group feel is not 

appropriate” (Policy-maker 3). 

Although stigma and discrimination connected to mental health is a very real challenge, 

several of the respondents describe an ongoing change for the better. 

“What is getting very clear is that mental health is getting more attention, it 

is getting less stigmatised. I mean the stigma is still there, but I think people 

are a bit more open. Even people who traditionally were not interested and 

did not want to be involved, at least acknowledge now that this is an issue 

and should be addressed” (Policy-maker 1). 

Attention to mental health and psychosocial wellbeing is growing, but there is still stigma 

connected to it. Although it is getting better, stigma hinders people from seeking and 

accepting help and is furthermore a hinder for participation in mental health related activities.  

	

4.3 Opportunities and possibilities  

Some of the opportunities that arise from the context of emergencies and humanitarian 

settings, make room for participation to happen. In this setting, the humanitarian assistance 

can lead to an increase in health services and to a more decentralised care, compared to what 

existed before. Furthermore, involving the population in need of assistance does also open for 

possibilities, such as collaborating in the development of the services. 

 

4.3.1 Involvement on grass-root level 

Grass-root involvement may facilitate user involvement, be a part of the participation, and 

provide opportunities for both individuals and the communities. Change and development is 
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occurring in, and as a consequence of, grass-root involvement. According to one respondent, 

there is a change from low-key involvement with brochures and flyers, to being part of 

shaping the services and furthermore being involved in the actual delivery of the support.  

“In some countries it is providing an impetus for patient and family 

associations, which are starting to sort of spring up, this was traditionally 

not the case. I think that is another way which you can say that “yes they 

are participating”, and we are trying to encourage and support that. As 

things grow and things mature, you are seeing that their involvement is not 

just on the level where they are doing some walks, some posters or 

brochures. They are no longer being invited as an afterthought, but getting 

more substantive, not only determining what kind of services, but often 

getting involved in provision of those services” (Policy-maker 1).  

Participation is growing from the “simple” form of grass-root involvement, to a level where 

the user organisations are getting a louder voice, in terms that they are being listened to and 

taken more seriously. This is described as a change on several levels, from evolving traditions 

in the communities to incorporation upwards in the system, all coming from the displaced 

people themselves as a user-initiated motion.  

	
4.3.2 Evolving traditions and structural change 

User participation may be difficult to achieve due to structural challenges, but emergencies 

can sometimes be a source to structural change. This may be due to the resources coming as 

part of the humanitarian assistance and the change in infrastructure that follows. Furthermore, 

these often major alterations can lead to new norms and change in traditions, as illustrated: 

 “In a number of countries, the environment may not actually welcome too 

much user participation. One of the things that happens in emergencies 

obviously is that these social structures tend to get shaken and sometimes 

the advantage is that it provides a bit more space for people to start 

thinking or doing things differently. And that’s, I think, one opportunity 

which we have, I think that’s what’s being capitalised on quite a lot. That 

people realise that there is space, and there is now opportunity to have their 

voices heard and, you know, be engaged in whatever is being done” 

(Policy-maker 1).  

Evolving traditions and norms may contribute to new opportunities, as is being described by 

this respondent who puts emergency forward as a catalyst. Likewise, it may lead to change on 

a structural level by rebuilding or transforming what already existed.  

“In the majority of the countries, mental health services were not optimal in 

the first place anyway, and whatever little was there has been sort of 

downgraded or destroyed. It provided us with an opportunity; we were able 

to argue for setting up more community based, more decentralised systems 
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of care. Build up the capacity of the primary health care staff and the 

community workers, start involving other stakeholders, including within the 

government sector as well as the civil society” (Policy-maker 1).  

This illustrates a possible increase in participation, as it entails getting the services out to the 

people, instead of the institutionalised premises. Another policy-maker describe what they 

hope will happen as part of structural change: 

“In Ethiopia particularly, with the new initiative of the government; better 

integration of the people, better livelihood over time, access to education, 

access to business and other opportunities” (Policy-maker 3). 

Making use of the resources in the communities and including various stakeholders, may 

further make way for participation and hopefully lead to a sustainable support system for 

people in need of it. 

	
4.3.3 Openings for participation 

Providing support that is customised to the various struggles and barriers that the displaced 

people experience, may turn an initial barrier into a facilitator for participation. 

Communication is one tangible example of a challenge. It can be quite easily handled with the 

use of a translator, which again may provide an opening for community involvement. This 

shows that interventions done at one area, may have big impacts for many areas. 

 “There may be communication barriers if they don’t speak the local 

language, so that is why the offices use the communities themselves in the 

support process” (Policy-maker 2).  

Some of the factors that hinder involvement, can also work as openings for increased 

participation, according to the respondents. The challenges with languages may lead to 

increased involvement since volunteers from the community often are the ones that work as 

translators. This may lead to recruitment of new volunteers, as well as opening for more 

participation when the people in question are familiarised with the programme and the 

services. 

Having one user partake in the services and being participatory, may lead to others doing the 

same. Seeing others participate can give an impression of the usefulness, security and 

outcome, as well as easing possible stigma connected to it.  

“Another strong thing that I noticed in the camps are the group activities, 

which has a multiplayer benefit. This happens a lot in the camps, with many 

different group activities which kind of motivate people to open up, they are 

together, they facilitate participation. I think that is also a way of 

alleviating stigma, because when they feel good talking to a small group, 
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then it becomes easier for them to talk in the community when they are 

back, if they wish. I think there are a lot of opportunities in these kinds of 

facilitated group discussions in the camps” (Policy-maker 3). 

 This demonstrates how psychosocial support may lead to changes on several levels, as the 

participants take their experiences with them from the interventions and out to the 

communities. 

	

4.4 Reasons for participation 

In addition to policies and guidelines as a backdrop for user involvement, participation may 

also be linked to other objectives. A possible rationale is that involving the users may be 

helpful for the support, and that participation contributes to sustainability. 

	
4.4.1 Understanding the culture and context 

Involving people from the displaced community in the provision of services can contribute to 

a deeper understanding of the context. Moreover, it may make the work easier as possible 

cultural barriers can be understood and overcome. Respondents point to differences in 

perspectives, values and beliefs, that seems to play an important role for understanding the 

needs of the people. 

 “When you are talking about what kind of support they want, that is again 

something which you have to listen to what they are saying. Because often, 

when you come from outside, you might see something which might sound 

and look strange to you - but it might be perfectly normal for the 

community. And trying to tell them to do something, which sounds to you 

very logical, might actually be quite foolish for them” (Policy-maker 1). 

 This addresses the possible differences that may arise when dissimilar cultures, traditions and 

customs are mixed together. The respondents describe equal cooperation, and highlights the 

need for taking the recipients perspectives into account and involving them in the support. 

One respondent addresses the practice of using foreign personnel in humanitarian assistance:  

“I had international colleagues who were directly conducting services, 

which I always found less efficient than involving local communities, like 

people from the Ethiopian community here. This because they come from a 

similar socio-economic and cultural background, compared to somebody 

coming from a completely different culture. Even, these perceived norms 

have a serious impact on psychosocial wellbeing, and they are not... What 

you and me would be finding as norms, could be completely different in 

another society” (Policy-maker 3). 
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 These passages illustrate the importance of having knowledge of the culture and context. 

This type of knowledge can be gained by involving the community, contributing to making 

the service more efficient and shaped for the population it is meant to reach.  

	
4.4.2 Sustainability 

A respondent adds sustainability to the rationales for user involvement. Participation is 

needed for making the interventions and the projects solid, lasting and sustainable. 

“Once these conditions are being met, the basic needs are there, people 

have a sense of, you know, involvement. […] That’s where it is important 

that when donors are investing in programmes, they should take time, 

rather than imposing their own conditions and terms which, I understand, 

sometimes are politically driven. My feeling is that if you want to really get 

long term returns and have sustainable models in place, then this is 

important, that you listen to what they are saying” (Policy-maker 1). 

A major factor for all humanitarian assistance is funding and resources. Several of the 

respondents talk about the role of the donors, and the implications they may have for the 

projects, highlighting what can come out of linking the donors with the involvement of the 

displaced.  

“Developing models means that you would have to have policies in place so 

that they are sustainable, also to start looking at sustainable financing 

streams because most of the work is coming because of the humanitarian 

assistance which is coming in. But obviously that’s not a sustainable model 

of providing services” (Policy-maker 1). 

Donors and politics are factors that can have an impact of the space available for 

participation, as resources and funding are closely linked to the scope of the projects and 

assistance, and what is available of staff and training.  

“For us, the basic problem is not the psychosocial support and mental 

health element, but the generator of and the everyday stressors that we are 

failing to address. For example, the lack of adequate food is a daily stressor 

that whatever we do at a bit higher level, if it continues, it generates endless 

amounts of stress. That is not easy to address because it regards lot of 

resources, and there is fatigue among the donors who are feeding 

population for years after years” (Policy-maker 3). 

This is illustrative for the consequences stemming from the issue of funding and recourses. It 

is challenging to break away from the repeating struggles that hinders, among several things, 

user involvement and a sustainable delivery of services.  
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4.4.3 Life challenges 

Psychosocial support comes in many forms, and may be closely connected to the daily lives 

of the displaced population. This means that work to enhance user involvement may occur in 

several different ways and forms, often connected to life challenges. 

“One thing that I would like to say is that even if my organisation and other 

partners are trying to provide humanitarian support and psychosocial 

support to the refugees, it is still below the standards. Life is very, very 

challenging. So many, so many challenges, so many, so many gaps (sighs)” 

(Policy-maker 2). 

This passage provides a window into a complicated reality with long-lasting challenges that 

shows some of the complexity for both the providers and users. It is further illustrated by 

another policy-maker; 

“Given the fact that these are chronic conditions, I mean, given the fact that 

these people are facing these kind of difficult situations for years and years, 

you cannot simply say that this is just a stress reaction anymore, or just a 

grief thing that is going on. These are chronic problems, so how do we 

ensure continuity of care across the spectrum of care, as well as across the 

lifespan?” (Policy-maker 1). 

Getting an idea of the struggles that come with the situation and the setting is important for 

understanding where participatory work can happen. Involving the displaced people in where 

to place new shelters or how to distribute food, are also central parts of user involved 

psychosocial support, and a major part of the humanitarian assistance. 
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5 Discussion 
The objective of this study was to explore the participation and involvement of the affected 

population in activities related to psychosocial support in the humanitarian setting. This has 

been done by looking at how participation and involvement was viewed, understood and put 

into practice by the people providing the support, as practitioners and policy-makers. 

My main findings are that user participation does occur to some extent in this setting, 

but there is still a gap between the reality and the ideals. I have found several potential 

explanations for this gap. Obstacles for participation such as limited resources and stigma, are 

possible explanations, and will be addressed below. Working with the empirical data, made it 

clear to me that looking into possible understandings of participation as well as how 

psychosocial support is understood, became relevant. This will be discussed in the following, 

and may shed light on how participation was understood and practiced. A brief discussion 

about culture is also deemed relevant. These aspects will contribute to the exploration of 

participation, in light of the framework consisting of guidelines for psychosocial support in 

the humanitarian assistance, a right-based perspective, and a psychological perspective. 

 

5.1 Participation – when, how and why? 

The results indicate that participation and involvement of the affected people occur in 

different forms of work such as in consultations, in work aiming at evaluating the services, by 

engaging user organisations, and as ways of establishing peer-to-peer involvement. 

Participation is not always apparent in every aspect of the psychosocial support, nonetheless 

both direct and indirect participation was emphasised by the informants. 

 
5.1.1 Consultations  

One of the most direct forms of participation was practiced through consultations, that is 

situations where a person is asked about needs and requirements, as well as thoughts on how 

to solve the problems. Talking directly to and with people about their struggles and their 

needs, is an evident approach to facilitate involvement by those you are in contact with as a 

helper (Sphere Association, 2018). Consultation as a form of direct involvement can generally 

happen in every phase of the psychosocial support, that is – at all the different levels of 

psychosocial assistance. But not all consultations represent situations where participation is 

ensured. There may be situations where the information from the user about needs and 

urgencies is not followed up effectively and therefore not enabled (Ocloo & Matthews, 2016). 
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Participation may be symbolic or tokenistic when the outcomes of consultations are minor or 

lacking, and the user ends with having no influence on the support received. When nothing, 

for whatever reason, comes out of the consultations, the participation is viewed as tokenistic 

by the models presented in chapter 2. Considering these theoretical models in these situations, 

it is apparent that consultations not necessarily leads to a shift in power, as was the aim for 

having genuine participation (Arnstein, 1969; Hickey & Kipping, 1998). A study by Lempp et 

al. (2018) noted similar findings on participation. When participation did occur, the users 

described mostly modest experiences that included limited tokenistic engagement (Lempp et 

al., 2018). 

There are several possible reasons for consultations not being effective. A lack of 

resources and a limited infrastructure are probable explanations, and will be addressed as 

possible obstacles below. Other explanations concern the planner’s and helper’s knowledge 

and understanding of the process of participation. Having an inclusive approach to the support 

provided to the people in need, is important (Ocloo & Matthews, 2016). My study does not 

suggest that consultations always results in tokenistic participation, but the structural context 

makes it difficult to make individual alterations to the established frames for support. One 

reason for this is the demanding nature of the emergency setting, and the peoples’ need for 

support is large. 

 

5.1.2 User representatives 

A more indirect form of participation may be seen on the meso- and macro-level, with the use 

of elected user representatives for feedback and evaluations, such as the Refugee Central 

Committee. If such indirect involvement is the only type of participation taking place, it may 

turn out to be a distant and restricted form of participation, and will most likely not lead to a 

sense of involvement for most individuals (Hickey & Kipping, 1998). On the other hand, 

representative involvement may have a big impact for the communities and the system, as it 

can provide channels and openings for people to have a say in monitoring and evaluating 

major initiatives that take place in the communities. This form of participation can further 

contribute to a sense of ownership for the members of the community, as they can be drivers 

of their own support (Inter-Agency Standing Committee, 2019). 

Another type of indirect involvement is when grass-root organisations become the 

voice for users, and in fact involve themselves as user organisations. This may especially be 

seen in the field of mental health care. My findings show that user organisations are gaining 
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ground in the humanitarian settings. Their presence contributes to the strengthening of the 

users’ knowledge about their rights, as well as informing them about the possibility of making 

demands or complaints regarding the services (Semrau et al., 2016).  

 

5.1.3 Peer-to-peer support as involvement 

Another main finding in my study is that volunteers from the communities are engaged as 

peer-to-peer support, which the respondents viewed as a type of participation. The use of 

volunteers and staff recruited from the communities also correspond well to the guidelines for 

MHPSS as a community-based approach (Inter-Agency Standing Committee, 2019). The 

guidelines state that the “spirit of community self-help” should be activated and strengthened, 

together with making use of the resources that are already there (Inter-Agency Standing 

Committee, 2007, p. 100). Based on this, an important form in which the communities can 

engage is to have members recruited as active helpers in the projects, as outreach workers.  

One can also ask - is this genuine participation? It is obvious that not everyone can, or 

will, volunteer and train to be support workers. Yet, having people from the affected 

population as outreach workers, enables participation at the community level. It can foster a 

sense of control and ownership of the situation and activities happening, for the community. 

Taking the context into account, it is clear that community participation can be genuine 

participation, as explored in the following. The gravity of the humanitarian setting makes it 

necessary to work and intervene at the community level rather than only at the individual 

level. The users, both as individuals and as a community, have a variety of needs and 

objectives. Feeling empowered and having the opportunity to influence decisions that affect 

them, as well as contributing to covering the material needs by providing shelter and services, 

are of importance. To be part of this work, spending time and engaging in labour to fill these 

needs may clearly be regarded as a form of participation (Choguill, 1996). This may be 

particularly so when the users see the benefit in doing so for themselves or the community. 

Mobilising people from the affected population as volunteer workers, further facilitates 

communities to care for and support others in ways that encourage recovery and strengthens 

collective structures that are important for daily functioning and wellbeing (Inter-Agency 

Standing Committee, 2019). 

Training volunteers to be a part of the psychosocial support is emphasised by the 

respondents and at the same time, corresponds to the guidelines found in the manuals for 

MHPSS. Such training involves providing tools for assessments, of being understanding, and 
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functioning as a bridge between the population and the professional services. This may also 

be a way of facilitating participation of individuals in the communities (Inter-Agency 

Standing Committee, 2007; International Committee of the Red Cross, 2018; Sphere 

Association, 2018). Making use of the volunteers’ various experiences with being displaced 

themselves, and their experiences with coping with different basic, physical, psychological 

struggles and needs, give valuable insight (World Health Organization, 2018b). The 

volunteers can provide hope for others in the communities and show that it is possible to 

come to grips with the most pressing needs that arise in a humanitarian setting.  

However, there are challenges connected to the training of volunteers, such as 

‘professionalising’ the peer workforce and making a divide between the peer staff and the rest 

of the community (Lawn, 2015). This could represent a threat to volunteers’ involvement as a 

way of ensuring participation. A recent study also questions the effectiveness of short training 

programs, and raises uncertainty about the quality of support that stems from such trainings 

(Horn et al., 2019). It may therefore be of importance to discuss both forms of training and 

who to train, to ensure that such training does not create distance between helpers and 

community, in the efforts to secure participation. 

Nevertheless, peer-to-peer and peer group support is considered as an effective way of 

connecting with people from similar backgrounds and circumstances, as well as functioning 

as a link between the people in question and the professionalised help force. The peer support 

may enable social cohesion and contribute to a decreasing powerlessness and withdrawal 

from social and community life (Bangpan, Dickson, Felix, & Chiumento, 2017; Dickson & 

Bangpan, 2018; Zimmerman, 2000). This agrees with the benefits of group activities 

highlighted by one policy-maker in my study; building trust and facilitating participation, in 

addition to alleviating stigma. 

 

5.1.4 What does participation mean?  

Looking at participation as described in the interviews, what does it mean and why is it of 

importance? The opportunity to negotiate and change the conditions of your own life, and 

thus having the chance to form your own situation, is essential from a psychological point of 

view (Toverud, 2002). As presented in chapter 2, there are several psychological concepts that 

stand out as particularly relevant in relation to participation and involvement. Getting a sense 

of control from participating will make it easier to deal with life challenges, and this control 

often eases the process of coping with stress (Hobfoll & De Vries, 1995). On the contrary, not 
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believing that your actions matter, and lacking a sense of control of oneself and the situation, 

will have a negative impact on the motivation for coping and surviving (Bandura, 1989). Not 

having a lead part in your own life, may lead to passivity and learned helplessness, which 

makes it even harder to survive in an already challenging environment (Peterson, Maier, & 

Seligman, 1993). Being participatory in different activities and aspects of the psychosocial 

support will contribute to counteract that. Participation is therefore an important aspect of the 

humanitarian assistance provided to the affected population, as it contributes to an increased 

effect of the relief effort.  

 Participating in decisions regarding what happens with you, and playing an active role 

in the support or assistance that is provided to you, is also of essence from a rights-based 

approach, as presented in chapter two. Being consulted and having a say in matters of 

importance in one’s life, fosters dignity and shows that people, in this case the affected 

people, are taken seriously (Patel et al., 2018). It contributes to a sense of power, and it is a 

way of showing that people’s knowledge, norms and culture, are important (Kothari, 2001). 

Involving the users and the communities in a collaborative manner, promotes autonomy and 

encourages voluntary consent (Borchgrevink, Christie, & Dybdahl, 2019). A human rights 

based-approach implies facilitating the recipients as active rights-holders (Broberg & Sano, 

2018). This is in line with the guidelines on MHPSS, where the affected people are seen as 

“active participants in improving individual and collective wellbeing” (Inter-Agency Standing 

Committee, 2019, p. 2). 

 

5.1.5 Rationales for participation 

One of the findings in this study is that involving the people who are affected by emergencies 

is necessary because of their contextual knowledge. Understanding the norms and cultures of 

the relevant population, will help to customise and optimise the support (Hobfoll et al., 2007). 

Adapting the assistance to suit the communities is in line with the MHPSS guidelines (Inter-

Agency Standing Committee, 2007). Leadership that takes into account contextual knowledge 

and cultural understandings is central for restoring communities efficiently after emergencies 

(Netherlands Ministry of Foreign Affairs, 2019).  

The contextual understanding obtained from user participation can be used for further 

implementation of the support, which hopefully will lead to more participation because of the 

tailored assistance. This finding suggests that one rationale for participation is obtaining a 

sustainable improvement of the assistance. Emergencies may present opportunities for 
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developing a better care for people with mental health and psychosocial needs (World Health 

Organization, 2013a). Sustainable system strengthening is more likely with greater levels of 

user involvement (Samudre et al., 2016). 

In this study, the policy-makers spoke most explicitly about MHPSS guidelines as a 

rationale for user participation. This may not be surprising as they work the closest with 

implementing programmes and interventions from policies. It does however, raise questions 

regarding the extent to which this aspect of the guidelines is known and used in practice, and 

it would have been interesting to explore this further with practitioners. As shown in chapter 1 

and 2, the guidelines emphasise the involvement of the people in question in every phase, at 

the greatest level possible (Inter-Agency Standing Committee, 2007). 

 

5.2 Obstacles  

Participation as an important concept with positive effects, seems to be well reflected and 

agreed upon within psychology, within a rights-based thinking and approach, and in the 

ambitions formulated in guidelines on MHPSS. So, what are the barriers that hinder 

participation from taking place and actively occurring in every part of the support organised 

and provided? 

 

5.2.1 Stigma 

My results reveal that because of stigma, some people will not be open to psychosocial and 

mental health support at all. Stigma therefore hinders participation. People find the activities 

inappropriate, there are stigmatization between members of communities, or even self-stigma, 

all of which hinders participation. This is in line with Abayneh et al. (2017) and Lempp et al. 

(2018), who found that stigmatization in these forms provide a major obstacle to participation 

in psychosocial support. In my material, stigma is considered a barrier, although it is 

becoming somewhat less salient. The community is an influential force and is important for 

further alleviating stigma (Rai et al., 2018). The respondents in my study described working 

to inform the communities, breaking down barriers and changing attitudes, which can have 

major results when it comes to alleviating stigma. The use of local staff can further lessen 

stigma and enhance knowledge about rights to attitudes but also rights such as related to 

involvement and informed consent. 
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5.2.2 Lack of resources 

Lacking a sense of security, unmet basic needs, and poverty, are difficulties that the affected 

people continuously face, together with physical and psychological problems and stressors. 

One of my main finding is that these struggles and challenges create barriers to the affected 

people’s participation. People prioritise what is immediately threatening to them, and will 

therefore await participation until they have a somewhat secure and stable environment. 

Persons who perhaps used to take an active role in their communities are now preoccupied 

with collecting firewood as a means of livelihood, and will not necessarily prioritise group 

sessions or have time to speak with social workers (Schininá, Nunes, Birot, Giardinelli, & 

Kios, 2016). It is understandable that survival and security take precedence over participatory 

activities such as focus-groups and volunteering. These findings correspond with several 

other studies, where poverty and lack of resources were presented as major barriers to 

involvement of users and to treatment (Gurung et al., 2017; Kleintjes, Lund, & Swartz, 2013; 

Samudre et al., 2016). 

  Scarce economic resources are as shown earlier, a barrier to participation. Covering 

the costs of e.g. transportation for people living in the outskirts of Addis Ababa is 

challenging, both for the users and for the practitioners trying to help and facilitate. 

Experiencing this as a barrier is in accordance with the study of Lempp et al. (2018), where 

limited finances and unaffordable transport hindered user involvement. 

 The lack of resources is also a challenge for the people working to provide the 

support, and is voiced as a barrier by all informants in this study. The budgets are limited, 

making it hard to meet the needs of the affected people, as well as giving support that meets 

the standards. In addition to the challenge of facilitating participation, the policy-makers 

strive to assist in a sustainable manner that overcomes the stressors at every level of the 

support. The humanitarian context often lacks the infrastructure for providing sufficient care 

and support. Fatigue among the financial donors is a continuous threat to the humanitarian 

assistance. Limited resources have consequences for practically every aspect of global mental 

health (Cohen, Minas, & Patel, 2014), meaning that participation not necessarily will be the 

top priority by the practitioners and planners. A recent review article by Ryan et al. (2019) 

emphasises the challenges of resource limitations to meaningful participation, and connects it 

with the low mental health expenditure in LMICs, which is $0.02 USD per person per year 

(World Health Organization, 2018a). 
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5.2.3 Knowledge and understanding 

The number of helpers, and their understanding and knowledge about involvement, may 

affect the participation. Limited funding has an impact on the number of staff available, and 

the training given to them, and can in that way provide a hinder for participation. Having an 

understanding and knowledge about the concept of participation, is important for those who 

work with the affected population, both as practitioners and volunteer workers. Possessing the 

necessary resources to implement the guidelines and advice the helpers, is crucial for giving 

appropriate support and enabling participation. The insufficient number of people who are 

trained to provide support, is an established barrier to mental health services in LMIC, and in 

extension a barrier to participation (Saraceno et al., 2007).  

Meeting, assessing and consulting people where they are, can lead to an understanding 

of the local concepts that, together with cultural identity, matter in how people define 

problems and solutions (McLeod, In press; Weissbecker et al., 2019). This type of knowledge 

is important for providing the support satisfactorily, and for implementing user participation. 

Gaining such understanding and skill requires training and guidance. Failing to provide this 

type of knowledge to the helpers, will likely lead a shortage in participation. The study by 

Abayneh et al. (2017) supports this assumption, as involvement was presented as an alien 

concept in their material. The reason given was a lack of culture for involvement, which again 

led to the absence of a structure or model for participation in practice. 

The understanding and view that the users have about their own situation, may also 

have a major impact for their participation. I found that some of the people affected by 

emergencies plan to leave Ethiopia and move on to another country. While in this transitional 

mode, some of them do not necessarily wish to engage in participating in the psychosocial 

support, according to a respondent. Motivation is an important factor for engaging people in 

activities, and the lack of motivation can act as a barrier (Bandura, 1989). The users are in 

their full right to decline taking part in activities (Inter-Agency Standing Committee, 2007), 

as emphasised by several of the respondents.  

To sum up, the scarcity of resources for aiding and supporting the affected people, 

concerning the life challenges such as their daily stressors and basic needs, and the 

psychosocial support and mental health, are major and persistent challenges for practitioners 

and policy-makers. In addition to hindering participation and involvement, it may lead to poor 

access to mental care for the displaced people and difficulties for getting help and treatment 
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(Gurung et al., 2017; Petersen et al., 2017; Semrau, Evans-Lacko, Koschorke, Ashenafi, & 

Thornicroft, 2015).  

 

5.3 Understanding psychosocial support and participation 

The involvement of the people in question in every phase and level of the support, is anchored 

in the overarching guidelines, and emphasised by the associated pyramid for psychosocial 

support as well (Inter-Agency Standing Committee, 2007). One of my main findings is that 

the understanding of psychosocial support, together with the interpretation of the MHPSS 

pyramid, are important for what kind and how the support is provided. It is also imperative 

for the planning and implementation of the users’ participation in the psychosocial support.  

For the affected people that my informants work with, everyday life is filled with 

hardship, and prioritising to cover the most pressing needs is understandable. The salient 

question then is whether it is done in a participatory approach? Involving the population while 

covering their basic needs and simultaneously providing psychosocial support is in line with 

the guidelines, and contributes to psychosocial wellbeing and empowerment. But this is not 

entirely in line with my findings, as the main priority is dealing with covering the basic needs 

of the people, before expecting them to participate and engage in the psychosocial support. 

Having a safe place to live and a sense of security, are important parts of psychosocial 

support. It is therefore a conundrum that this seems to be separated in my material. 

Nevertheless, similar findings come from a systematic review by Bangpan et al. (2017), as 

contextual factors such as a scarcity of resources for covering basic needs and security, were 

found to inhibit the implementation of MHPSS in emergency settings. 

 

5.3.1 How is psychosocial support and participation understood? 

There seems to be a discrepancy between the form of participation described explicitly, and 

the account of the overall description of psychosocial support. This difference can be due to 

an understanding of psychosocial support that is not entirely in line with the MHPSS pyramid 

and guidelines. The support based on the MHPSS framework is not supposed to be divided 

into working on covering the basic needs before doing psychosocial work. This is what is 

ground-breaking about the MHPSS pyramid, that it is about psychosocial wellbeing at every 

level. Psychosocial support is not only at the top of the pyramid, in the traditional outlets of 

psychological support and mental health care. Having somewhere to play, and being able to 

use the toilet without worrying about being abused, are important for people’s mental health 
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as well. It is possible that this division found in my results is because of the informants’ 

understanding of psychosocial support and the associated framework. My impression is that 

the first level of the pyramid, ‘basic services and security’, is not necessarily seen as part of 

the psychosocial support. There are many possible explanations as to why there seems to be a 

divide in the understanding and experiences found in my results, some of which will be 

discussed below. 

One possible reason is the fragmentation of services and responsibilities in the field of 

MHPSS, and the humanitarian assistance in general. There are different actors and 

organisations working in different fields of the support. This may lead to a divided 

understanding, and even a misunderstanding, of what MHPSS really entails.  

Community-based support was emphasised in my empirical material, as a rather large 

part of the assistance. The descriptions of the community-based psychosocial support indicate 

a division of the task responsibilities, with the communities having a lead role in the bottom 

two levels of the pyramid (‘basic services and security’ and ‘strengthening community 

support’). This sort of “outsourcing” may explain why there seems to be a lack in the 

psychosocial understanding and actual support. It is possible that the support on these two 

levels indeed is provided in a psychosocial supportive manner. It might not be explicitly 

reported by my informants because they regard it as being outside of their work area, or that it 

is self-evident that the support is provided in a certain way since it is community-based. An 

article by Horn, Waade, and Kalisky (2016) touches upon something similar in viewing the 

community-based psychosocial support at the two bottom levels, describing the psychosocial 

aspect as involving an element of invisibility. It means that successful psychosocial 

considerations at these levels should be implemented into already existing services, merging 

the core principles of MHPSS into e.g. the covering of basic needs (Horn et al., 2016). It is 

possible to understand my findings in light of this explanation, it would accordingly mean that 

the psychosocial support spans wider and is more integrated than first assumed. 

Going back to the argumentation of what is, and what could be, reported explicitly by 

my informants, in terms of how they understand psychosocial support, there is another 

potential explanation of the findings. It is possible that several of the informants view 

psychosocial support as counselling, focusing on the two upper levels of the pyramid. That 

could be because that is how they interpret psychosocial support, or it can be because 

counselling is the main part of the work that they do. They are perhaps not concerned with the 

other levels of the pyramid, as the bottom levels will not necessarily have any stand-alone 

psychosocial activities, as it is more integrated.  
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It is possible that I would have got different findings had I interviewed volunteers and 

workers recruited from the affected population. Focusing explicitly on community-based 

psychosocial support would perhaps have provided information like the findings of Horn et 

al. (2016). Another methodical consideration is that several of my informants mainly work 

with people based in an out-of-camp-setting. The users do not live in camps, meaning that the 

basic support is provided differently from camp-settings, where it is simpler to have more of a 

hands-on approach. This may have an impact on the type of support they provide and their 

understanding of the field. 

While discussing the understanding of psychosocial support, another question comes 

forth; was there more participation than what was explicitly reported? It is possible that user 

participation is happening at every level of the MHPSS pyramid. The reason for not finding it 

to a larger degree could be that the practitioners and policy-makers only described the 

participation that was strictly connected to their understanding of psychosocial support. The 

two upper levels of the MHPSS pyramid are ‘clinical services’ and ‘focused psychosocial 

support’. For these levels, it is not difficult to envision how this is psychosocial support, or 

how participation may be facilitated. Perhaps less obvious, since it is not as clearly connected 

to counselling and a clinical setting, there are several opportunities for involvement at the 

lower levels of the pyramid as well. At these levels, ‘basic services and security’ and 

‘strengthening community support’, the people and the community can be involved in tasks 

connected to the delivery of food and other basic services. Getting food is not only a question 

about food, but also about engagement and responsibility for one’s own situation, which can 

be activated by involvement of the users. Depending on the understanding of psychosocial 

support, it is entirely possible that additional user participation would have been discovered if 

the value of level one and two of the MHPSS pyramid had been recognised further.  

 

5.3.2 The matter of the origin of concepts 

Whether participation is seen as something with important psychological effects, or as a shift 

in power, may influence the interpretation of the findings. Seeing participation as something 

that strengthens people psychologically will probably lead to more reported participation than 

understanding participation as a shift in power. It will most likely also influence the work to 

facilitate participation, and how the different psychological concepts are weighed and 

understood. As this thesis has explored concepts such as participation and psychosocial 
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support in a humanitarian setting from a psychological perspective, it is pertinent to take a 

step back and discuss the relevance of such concepts outside their western origin.  

Psychology as a field has been criticised for having a narrow cultural understanding, 

possibly maintaining colonial patterns of social and psychological practice (Hook, 2012). The 

critique further entails assuming that “western psychology” is world psychology, and that the 

clinical categories and treatments can be used everywhere without modifications (Hussein, 

2015; Teo, 2015). As a reaction, postcolonial psychology has had an upswing, and a more 

bottom-up approach is gaining ground, taking social conditions and context into account 

(Hussein, 2015). Encouraging social justice, self-determination and participation by engaging 

the communities and societies is emphasised, as well (Nelson & Prilleltensky, 2005; Ratele et 

al., 2018). The MHPSS guidelines are relevant in this respect, as the multi-layered pyramid 

can be viewed as an attempt at a bottom-up approach which involves communities, and takes 

local traditions and contexts into account.  

Involvement and participation that consider the communities and happen on their 

terms, are hopefully contributing to decolonising psychology and the means of support. 

Implementing assistance that concentrates on improving living conditions while being owned 

and controlled as much as possible by the affected population, is essential for this work (Inter-

Agency Standing Committee, 2007). A different approach is the more solitary focus on 

pathology and mental disorders (Miller & Rasmussen, 2010; Neuner, 2010), which is covered 

in the ‘trauma approach’-paradigm by Ventevogel (2018) presented in chapter 1. Not to say 

that the ‘trauma approach’ is a lesser paradigm, but the context of this study shows the value 

of including both a psychosocial approach and a global mental health approach as well. By 

extension, the impression is that at its best use and implementation, the multi-layered MHPSS 

framework comprises all three paradigms and enhances the finest aspects of each of them. 

The tendency to deviate from the stringent top-down approach in psychology overall, 

is in accordance with the changes seen in user involvement with the paternalistic line giving 

way for enhanced participation (Weinstein, 2010). Understanding and respecting local coping 

mechanisms are a part of facilitating the participation of the affected people, as well further 

involving the population. This approach can lead to reinforcing support structures and self-

help, and hinder that the traditional systems are undermined by the idea of empowering the 

community as a part of participatory support (Pérez-Sales et al., 2011). This is in accordance 

with the respondents’ emphasis on cultural and contextual considerations, and is a sign that 

the MHPSS has moved towards a cultural-appropriate model within the humanitarian 

assistance (Meyer, Loughry, & Inter-Agency Standing Committee, 2014; Rehberg, 2015).  
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5.4 Possible limitations of the study 

The ways the concepts of participation and psychosocial support were understood by the 

respondents is relevant for this discussion. It is therefore useful to consider the possible 

impact of the methodological choices for the findings. It is, for example, possible that the 

views on participation would have been different if the respondents had worked for other 

types of organisations, had I phrased the questions differently, or interviewed practitioners 

and policy-makers located in a rural camp-setting.  

The interviews were done in English, and it is possible that this had some implications 

as neither I, nor the informants, had English as our first language. The informants asked me to 

rephrase if there were any uncertainty and I did the same. However, conducting the interviews 

in English may have led to thinner descriptions, less flow of speech, or misunderstandings. 

My original plan was to do the interviews in Khartoum, Sudan, where I had contact 

with a trauma centre and had interviews scheduled with informants from different 

organisations. A few days prior to departure for Khartoum, a military coup took place 

following civil demonstrations and unrest. The coup led to uncertainty about the security 

situation in Khartoum, and the Norwegian government issued advice against travelling. I 

decided to travel to Addis Ababa in Ethiopia instead, because of a somewhat similar context 

with refugees coming from neighbouring countries. Owing to the sudden change of location 

from Khartoum in Sudan to Addis Ababa in Ethiopia, it is possible that the subsequent brief 

preparations had effects. Without a focal person in Ethiopia, it was somewhat difficult to get 

on the inside of the humanitarian assistance and perhaps the psychosocial support especially. 

Having an opening similar to the trauma centre in Khartoum would have been a possible 

solution. With more advance planning, I would have wished to visit a refugee camp outside 

the capital. This might have provided me with a better understanding of the broader context I 

was exploring, as well as a deeper knowledge of the informants’ work.  

I stayed in Addis Ababa for only two weeks, so this limited my possibility to get the 

oversight I could have wished to have. With more time and resources, I would have wanted to 

spend more time in Ethiopia as part of my fieldwork. Furthermore, I would have wished to 

spend more time observing the work, carry out follow-up interviews and possibly also focus-

group interviews, which would have been useful for discussing the findings with informants 

after analysing the initial results. A second fieldwork would have allowed me to implement a 

more participatory research design, which would have been a very desired approach for the 

execution of this project. 
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5.5 Concluding remarks and way forward 

In this thesis, I have explored how practitioners and policy-makers reflect on participation and 

involvement of people affected by humanitarian emergencies, by exploring their ideas about 

participation in relation to psychosocial activities in a humanitarian setting.  

I have found that the informants say that participation of the affected people occurs in 

different forms and to various degrees. The participation is, however, not without limitations, 

and several barriers are identified. Stigma, structural challenges such as unmet basic needs 

and lack of a sense of security, seem to be the most serious obstacles. Problems in relation to 

unmet basic needs are closely related to the scarcity of resources that makes it challenging to 

properly facilitate participation of the people in need of support. Furthermore, these factors 

represent an overall challenge to the psychosocial support in the humanitarian context, as the 

resources for mental health and psychosocial support are inadequate. 

One of the interesting findings in this study was that psychosocial support seemed to 

be associated with the more targeted and specialised activities, i.e. the approaches at the top of 

the pyramid. Nevertheless, using a human rights and psychological approach, it is imperative 

to also recognise the value of level one and two of the pyramid, i.e. basic services and 

security, and strengthening community and family support, as prominent parts of the MHPSS 

assistance that ought to be provided with a participatory approach. 

Further research on the participation of people affected by humanitarian emergencies 

in relation to psychosocial support, should include the people affected by emergencies, both 

in planning and implementation. Furthermore, including the community outreach workers is 

also of interest. Having a larger and broader sample of respondents will provide better 

knowledge of when and how participation occurs, and of what the psychosocial support 

entails in practice, as well as how these are connected. 

 My study has shown that both humanitarian workers, psychological knowledge and 

human rights support the importance of user participation in humanitarian situations. More 

knowledge on how best to promote participation is important for humanitarian assistance to 

affected populations, since it can contribute to a sense of control, ownership and agency, and 

at the same time be a road to dignity. In this way, participation may contribute to an increased 

effect of the psychosocial support provided as a part of the humanitarian assistance. 
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Appendix 

Appendix 1: Information letter and consent form 

 

Request regarding consent to participate in the research project:  

”Participation and user involvement in psychosocial support in 
humanitarian settings”  

This is an inquiry about your participation in a research project where the main purpose is to 
study how people working with humanitarian emergencies reflect upon collaboration and 
contact with those who receive psychosocial help and support. In this letter we will give you 
information about the purpose of the project and what your participation will involve, if you 
wish to take part.  

Purpose of the project  

This project aims to examine participation in psychosocial support in humanitarian settings. 
This by looking at how user involvement is put into practice and how the affected people are 
involved, as well as exploring the reflections connected to it. The objective of the study is to 
provide increased insight into participation and user involvement in the intersection of mental 
health and psychosocial support in humanitarian settings.  

Research formulation: Examine and explore participation in psychosocial support and 
interventions in humanitarian emergencies. How is the concept and context understood, how 
is it implemented, is it useful, and if so, in what way, and what is the role of participation for 
best practice in this type of contexts?  

Who is responsible for the research project?  

The University of Oslo (UiO) is the institution responsible for the project. The study is for the 
master’s thesis as a part of the clinical programme in psychology at the University of Oslo, 
Norway. Psychology student Henriette Risvoll will carry out the study, with Professor Nora 
Sveaass (UiO) and Associate Professor Ragnhild Dybdahl (OsloMet) as supervisors.  

Why are you asked to participate and what does participation involve for you?  

You are receiving this request because of your profession related to work in humanitarian 
settings. Participation in this study is voluntary, if you choose to take part, this will involve a 
personal interview conducted by psychology student Henriette Risvoll. The interview will 
take approximately 1 hour. Questions will address your experiences with working with 
psychosocial support and interventions in humanitarian settings, with the focus being on 
participation and user involvement. With your consent, the interview will be recorded using 
an audio-recorder.  
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Participation is voluntary  

Your participation is voluntary and even if you choose to participate, you can withdraw your 
consent at any time without giving any reason. If you should choose to do so, all information 
about you will be deleted. There will be no negative consequences for you if you chose not to 
participate or later decide to withdraw.  

Your personal privacy – how we will store and use your personal data  

The personal data that we will collect in this study is your work position, type of workplace 
and tasks, education/experience, and your gender. Your name and contact details (e-mail and 
telephone) will be known to the researcher, as part of the initial contact to recruit informants. 
We will process your personal data confidentially and in accordance with data protection 
legislation (the General Data Protection Regulation and Personal Data Act). All personal 
information will be treated confidentially.  

The main researcher (student) and the supervisors will have access to the data. In order to 
secure anonymity, your name and contact details will be replaced with a code. The list of 
names, contact details and respective codes will be stored separately from the rest of the 
collected data. The data will be stored on a research server, and an encrypted storage device 
will be used during the fieldwork. The participants will not be recognisable in the finished 
publication.  

What will happen to your personal data at the end of the research project?  

The project is scheduled to be completed at the end of 2019. The digital recordings will then 
be deleted, as well as the scrambling key.  

Your rights  

So long as you can be identified in the collected data, you have the right to:  

• -  access the personal data that is being processed about you  
• -  request that your personal data is deleted  
• -  request that incorrect personal data about you is corrected/rectified  
• -  receive a copy of your personal data (data portability), and send a complaint to the 

Data  

Protection Officer or The Norwegian Data Protection Authority regarding the processing of 
your personal data  

What gives us the right to process your personal data?  

We will process your personal data based on your consent. 
Based on an agreement with the University of Oslo, NSD – The Norwegian Centre for 
Research Data AS has assessed that the processing of personal data in this project is in 
accordance with data protection legislation.  

Where can I find out more?  
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If you have questions about the project, or want to exercise your rights, contact: 
Student Henriette Risvoll, xxxxxxx@student.sv.uio.no, Tel: +47 xxxxxxxx, or supervisor 
Nora Sveaass, xxxxxxx@psykologi.uio.no. Tel: +47 xxxxxxxx. It is also possible to contact 
the University of Oslo’s Data Protection Officer on personvernombudet@uio.no.  

Yours sincerely,  

Henriette Risvoll (Student)  

Nora Sveaass (Supervisor) 

 

 

Consent form  

I have received and understood information about the project ”Participation and the user 
involvement in psychosocial support in humanitarian settings” and have been given the 
opportunity to ask questions.  

I give consent to participate in the study  

 

---------------------------------------------------------------------------------------------------------------- 
(Signed by participant, date)  

 

Audio-recording  

I give consent to the use of auto-recording of my interview  

 

---------------------------------------------------------------------------------------------------------------- 
(Signed by participant, date)  
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Appendix 2: Approval from Norwegian Centre for Research Data 

Meldeskjema for behandling av personopplysninger        13.02.2019, 13 23  

 

NSD's assessment  

Project title  

The impact of the user-perspective in psychosocial support in humanitarian settings  

Reference number  

427664  

Registered  

11.02.2019 av Henriette Pauline Risvoll - xxxxx@student.sv.uio.no  

Data controller/institution responsible for the project  

Universitetet i Oslo / Det samfunnsvitenskapelige fakultet / Psykologisk institutt  

Project leader (academic employee/supervisor or PhD candidate)  

Nora Sveaass, xxxxx@psykologi.uio.no, tlf: xxxxxxxx  

Type of project  

Student project, Master’s thesis  

Contact information, student  

Henriette Risvoll, xxxxx@gmail.com, tlf: xxxxxxxx  

Project period  

01.03.2019 - 31.12.2019  

Status  

13.02.2019 - Assessed  



	 69 

Assessment (1)  

13.02.2019 - Assessed  

Det er vår vurdering at behandlingen av personopplysninger i prosjektet vil være i 
samsvar med personvernlovgivningen så fremt den gjennomføres i tråd med det som 
er dokumentert i meldeskjemaet med vedlegg den 13.02.2019. Behandlingen kan 
starte.  

MELD ENDRINGER 
Dersom behandlingen av personopplysninger endrer seg, kan det være nødvendig å 
melde dette til NSD ved å oppdatere meldeskjemaet. På våre nettsider informerer vi 
om hvilke endringer som må meldes. Vent på svar før endringer gjennomføres.  

TYPE OPPLYSNINGER OG VARIGHET 
Prosjektet vil behandle alminnelige kategorier av personopplysninger frem til 
31.12.2019.  

INFORMASJONSSKRIV 
Informasjonsskrivet du har utformet er i hovedsak godt laget, men det må oppdateres 
slik at prosjektet ditt er i tråd med personvernregelverket. Vi ber om at følgende 
opplysninger legges til:  

- deltakernes rettigheter: retten til å be om innsyn, retting, sletting, begrensning, 
dataportabilitet og retten til å klage til Datatilsynet 
- kontaktopplysningene til UiO sitt personvernombud  

Ta gjerne en titt på vår mal for informasjonsskriv for hjelp til formuleringer: 
http://www.nsd.uib.no/personvernombud/hjelp/informasjon_samtykke/  

LOVLIG GRUNNLAG 
Prosjektet vil innhente samtykke fra de registrerte til behandlingen av personopplysninger. 
Vår vurdering er at prosjektet legger opp til et samtykke i samsvar med kravene i art. 4 og 7, 
ved at det er en frivillig, spesifikk, informert og utvetydig bekreftelse som kan dokumenteres, 
og som den registrerte kan trekke tilbake. Lovlig grunnlag for behandlingen vil dermed være 
den registrertes samtykke, jf. personvernforordningen art. 6 nr. 1 bokstav a.  

PERSONVERNPRINSIPPER 
NSD vurderer at den planlagte behandlingen av personopplysninger vil følge 
prinsippene i personvernforordningen om:  

- lovlighet, rettferdighet og åpenhet (art. 5.1 a), ved at de registrerte får tilfredsstillende 
informasjon om og samtykker til behandlingen 
- formålsbegrensning (art. 5.1 b), ved at personopplysninger samles inn for spesifikke, 
uttrykkelig angitte og berettigede formål, og ikke behandles til nye, uforenlige formål  

- dataminimering (art. 5.1 c), ved at det kun behandles opplysninger som er adekvate, 
relevante og nødvendige for formålet med prosjektet 
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- lagringsbegrensning (art. 5.1 e), ved at personopplysningene ikke lagres lengre enn 
nødvendig for å oppfylle formålet  

DE REGISTRERTES RETTIGHETER 
Så lenge de registrerte kan identifiseres i datamaterialet vil de ha følgende rettigheter: åpenhet 
(art. 12), informasjon (art. 13), innsyn (art. 15), retting (art. 16), sletting (art. 17), begrensning 
(art. 18), underretning (art. 19), dataportabilitet (art. 20).  

NSD vurderer at informasjonen om behandlingen som de registrerte vil motta 
oppfyller lovens krav til form og innhold, jf. art. 12.1 og art. 13.  

Vi minner om at hvis en registrert tar kontakt om sine rettigheter, har 
behandlingsansvarlig institusjon plikt til å svare innen en måned.  

FØLG DIN INSTITUSJONS RETNINGSLINJER 
NSD legger til grunn at behandlingen oppfyller kravene i personvernforordningen om 
riktighet (art. 5.1 d), integritet og konfidensialitet (art. 5.1. f) og sikkerhet (art. 32).  

Dersom du benytter en databehandler i prosjektet må behandlingen oppfylle kravene 
til bruk av databehandler, jf. art 28 og 29.  

For å forsikre dere om at kravene oppfylles, må dere følge interne retningslinjer 
og/eller rådføre dere med behandlingsansvarlig institusjon.  

OPPFØLGING AV PROSJEKTET 
NSD vil følge opp ved planlagt avslutning for å avklare om behandlingen av 
personopplysningene er avsluttet.  

Lykke til med prosjektet! 
Tlf. Personverntjenester: 55 58 21 17 (tast 1)  
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Appendix 3: Interview guide practitioners 

Introduction  
- Start by introducing myself and give necessary information about the research 

project.  

- Information letter and consent form. 

- Thank for participation and open for questions 

 
Background for questions 

 
1. Intro questions (short) - Personal information: 
 

a. Can you start by telling a bit about your work? 
i. Where do you work? (Policy-maker or practitioner?) 

ii. What is your position?  
iii. What are your tasks and responsibilities? 

b. Can you tell me about the conditions you work in?  
 
2. Context and work 
(If not answered previously) 
 

a. How do you work and what do you do? 
b. Describe the context? 
c. Can you describe the contact with those that receive support? 
d. Is this contact given a lot of focus in your workplace? 
e. Can you say something about how the psychosocial support is developed? How is it 

decided what is should involve? Who is involved in making these decisions?   
f. Do you have any thoughts on how you in your work relate to the community you work 

with? 
 
3. Experiences from and with MHPSS 
The term mental health and psychosocial support (MHPSS) is widely used to describe any 

type of local or outside support that aims to protect or promote psychosocial wellbeing 

and/or prevent or treat mental disorder. 

(Guidelines such as IASC’s and mhGAP, state that help and interventions shall be founded on 

participation). 

 
a. Can you say something about what this term means to you and your work? 
b. Is the work you are doing based on any guidelines or manuals? If so, can you tell me 

some about it? 
c. Can you tell me about your contact with the people in such settings? 
d. What are your thoughts and reflections about the work with people that receive the 

psychosocial support? 
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4. Participation and involvement 
 

a. Is participation and involvement of the affected people in humanitarian emergencies a 
theme where you work? If so, in what way? 

b. Can you tell me about the involvement of these people in the psychosocial help and 
support? 

c. What are common ways for you to enable and integrate involvement? 
d. What are your thoughts about participation and involvement? 

i. How do you think it works? 
ii. What are your experiences with it? 

iii. What is the most positive? 
iv. Any difficulties? 

e. Which preconditions must be in place for user participation to occur? 
f. Can you say something about the effects of user-involvement in this setting? 
g. A core principle in humanitarian response is that humanitarian action should maximise 

the participation of local affected populations (IASC, 2007) – what are your thought 
on this? 

h. Can you think of any possible barriers you have met or see in terms of user-
involvement in this context? 

i. Any thoughts on the way forward? 
j. Is there anything you would like to add?  
k. Anything you think is important that I haven’t asked about?  
l. Any questions? 
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Appendix 4: Interview guide policy-makers 

Introduction  
- Start by introducing myself and give necessary information about the research 

project.  

- Information letter and consent form. 

- Thank for participation and open for questions 

 
 
Background for questions 

 
1. Intro questions (short) - Personal information: 
 

c. Can you start by telling a bit about your work? 
i. Where do you work? (Policy-maker or practitioner?) 

ii. What is your position?  
iii. What are your tasks and responsibilities? 

d. Can you tell me about the conditions you work in?  
 
2. Context and work 
(If not answered previously) 
 

g. How are your work/tasks related to the field of humanitarian emergencies and / or 
psychosocial support? 

h. Have you worked with developing policies for this field? Can you say something 
about it?  

a. Can you say something about how the psychosocial support is developed? 
How is it decided what it should involve? Who is involved in making these 
decisions?   

 
3. Experiences from and with MHPSS 
The term mental health and psychosocial support (MHPSS) is widely used to describe any 

type of local or outside support that aims to protect or promote psychosocial wellbeing 

and/or prevent or treat mental disorder. 

Guidelines such as IASC and mhGAP, state that help and interventions shall be founded on 

participation. 

 
e. What do you think of this term? Can you say something about what it means to you 

and your work? 
f. What are your thoughts and reflections about the work with people that receive the 

psychosocial support? 
g. When developing policies and programs, what are your views on the “clients”? Their 

involvement? 
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4. Participation / user involvement 
 

m. Is participation and involvement of the affected people in humanitarian emergencies a 
theme where you work? If so, in what way? 

n. What are your thoughts about participation and involvement? 
i. How do you think it works? 

ii. What are your experiences with it? 
iii. What is the most positive? 
iv. Any difficulties? 

o. A core principle in humanitarian response is that humanitarian action should maximise 
the participation of local affected populations (IASC, 2007) – what are your thought 
on this? 

p. Which preconditions must be in place for user participation to occur? 
q. Can you say something about the effects of user-involvement in this setting? 
r. Can you think of any possible barriers you have met or see in terms of user-

involvement in this context? 
s. Any thoughts on the way forward? 
t. Is there anything you would like to add?  
u. Anything you think is important that I haven’t asked about?  
v. Any questions? 

 
 
 

 

 
 

  

 

 


