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Abstract

Populations affected by armed conflict and other humanitarian crises are at elevated risk for mental health prob-
lems. While the COVID-19 pandemic has had broadly deleterious effects on livelihoods, economic well-being, and
population health worldwide, vulnerable groups have been disproportionately impacted by the pandemic. Provid-
ing mental health and psychosocial support (MHPSS) services during these times to vulnerable groups, especially

in low- and middle-income countries and humanitarian settings, is essential. In an effort to comply with the public
health response to the pandemic and mitigate COVID-19 transmission, significant implementation adaptations were
made to service delivery during the pandemic. This short report describes several strategies to ensure that equity was
central to these adaptations and public health responses, and provides recommendations for ensuring continuity

of this progress post-pandemic. Examples and key lessons learned are given related to strategies to increase access
to MHPSS services, improve meaningful stakeholder engagement, develop and support community networks, and
implement community-based psychosocial support groups. They come from diverse settings of Bangladesh, Colom-
bia, Ecuador, and Lebanon. The COVID-19 pandemic has highlighted the importance of preventing and treating
MHPSS issues. It also has created opportunities for innovative programming to address overlooked problems, improve
the quality of services provided, and increase focus on equity. It is vital that we use the momentum and attention
generated around MHPSS services during the COVID-19 pandemic to continue to build and improve existing MHPSS
services in more equitable ways for vulnerable populations.
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Introduction

Populations affected by armed conflict and other
humanitarian crises are at elevated risk for mental
health problems [1]. While the COVID-19 pandemic
has had broadly deleterious effects on livelihoods,
economic well-being, and population health world-
wide [2], vulnerable groups have been disproportion-
ately impacted [3]. The disproportionate health and
economic impacts of COVID-19 and the associated
responses (e.g., lockdowns, physical distancing) inter-
act with pre-existing vulnerabilities to exacerbate
health disparities [4, 5], including access to mental
health and psychosocial services which are already
scarce in humanitarian contexts [6, 7]. Individu-
als affected by armed conflict and humanitarian cri-
ses therefore experience a triple vulnerability to poor
mental health: (i) experiencing a humanitarian crisis;
(ii) experiencing the worst impacts of the COVID-19
pandemic; and (iii) increased difficulty accessing rel-
evant and responsive health and mental health services
(8, 9]

One positive facet of the COVID-19 pandemic is that
the importance of mental health and wellbeing needs
have been increasingly recognized [10]. As others
have noted, it is essential that when seeking to address
COVID-19’s mental health impacts, disparities in men-
tal health are also recognized and equity and inclusion
are given top priority [11]. Otherwise, the adaptations
that are made to ensure continued and greater access
to mental health and psychosocial support (MHPSS)
services could actually exacerbate rather than alleviate
health disparities. Great opportunities exist at present
to use this momentum to strengthen mental health
systems globally and “Build Back Better” [2, 12], but it
is imperative that we also strive to “Build Back Fairer”
[13]. This paper will outline experiences of partners in
an MHPSS Implementation Science Learning Collabo-
rative conducting implementation research and pro-
viding MHPSS services during COVID-19, and offer
recommendations to achieve these aims and maintain
progress post-pandemic.

The MHPSS Implementation Science Learning Col-
laborative, started in July 2020 and was convened by
University Research Co. LLC and City University of
New York Graduate School of Public Health and Health
Policy. It consists of more than a dozen research and
implementation institutions and two donors (USAID
and GIZ), in six countries across four regions. The
Learning Collaborative focuses on facilitating collabo-
ration and cross-site learning amongst partners and
creates more effective dissemination and advocacy for
the uptake of evidence by strategically leveraging mem-
bers’ networks.
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MHPSS program and service adaptations

during COVID-19

In an effort to comply with the public health response to
the pandemic and mitigate COVID-19 transmission, sig-
nificant adaptations were made to MHPSS service delivery
in low- and middle-income countries and humanitarian
settings. In-person and place-based MHPSS services were
downscaled. Many safe spaces for women and children,
including schools and emergency shelters, were closed,
and many group programs were suspended or moved to
alternative platforms [2, 14]. Where programs continued,
they had to be adapted to ensure the physical health and
safety of participants [14, 15]. Examples of these adapta-
tions include the use of radio programs to disseminate
messages about mental health; audio recordings, mes-
sages, and chatbots on phones to deliver bibliotherapy and
information about COVID-19; establishing helplines for
mental health emergencies and interagency referrals; and
remote delivery of individual and group psychosocial sup-
port, specialized psychotherapy, and medication manage-
ment [2, 16—18]. Adaptations were also made to maintain
and enhance MHPSS capacity building [19, 20]. Increased
access to online training allowed additional volunteers and
community workers to be trained in Psychological First Aid
(PFA) around the world [21, 22]. Remote supervision also
proved an effective strategy for supporting providers in the
delivery of PFA and scalable psychological and psychoso-
cial interventions (e.g., Problem Management Plus (PM+),
interpersonal psychotherapy, etc.) [2, 23, 24].

These adaptations present opportunities for, and chal-
lenges to ensuring equity in MHPSS. According to the
Health Equity Implementation Framework [45], which was
designed to incorporate determinants of health equity into
implementation research, any clinical encounter comprises
an interaction between patient-level factors, provider-level
factors, and characteristics of an innovation. This in turn is
influenced by health-system and societal factors, to deter-
mine the success of implementation, and improvements
in health equity. Below we explore themes related to this
framework through a series of case examples that describe
adaptations made by local and international non-govern-
mental organizations and academic institutions to engage
stakeholders, ensure access, increase reach, and maintain
MHPSS services.

Equity in consultation and co-design processes

for MHPSS services: inclusion and meaningful
participation of hard-to-reach stakeholders using
technology

Remote activities, necessitated by the COVID-19 pan-
demic, presented excellent opportunities for increased
inclusion and participation of colleagues and stakehold-
ers across the globe in the consultation and design of
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MHPSS programs. Project and team meetings that were
previously attended in person with only team members
from a particular location often shifted to an online
modality, and were made accessible to others in various
locations. If this opportunity is appropriately harnessed
and sustained, even after face-to-face activities resume,
it has the potential to enhance cross-site learning, move
towards equitable access to knowledge and dialogue,
and promote deeper contextual understanding of work
across settings [25, 26]. All of these can enhance inno-
vation and system level relevance, quality, and equity in
participation and decision-making for MHPSS research
and programming. As increased access to vaccines allows
for individuals to gather in person, this advantage may be
lost either due to a failure to prioritize continued inclu-
sion of people from other locations or ineffective hybrid
meeting strategies that create two classes of participa-
tion. Care must also be taken to ensure costs and burdens
associated with inclusion—for example, connectivity
costs and convenience of meeting schedules—are appro-
priately and fairly allocated.

As an example of increasing participation through
online activities, UNICEF and WHO involved young
people from over 15 countries and multiple regions in
joint online sessions to support the co-development of
COVID-19 related MHPSS messaging. Through a series
of consultations, young people from around the world
worked together to identify how best to design and pre-
sent key messages. Staff from organizations working with
hard-to-reach young people helped identify who could
participate, and tried to ensure they had access to the
necessary digital technology to connect to sessions, for
example by supporting them to set up and learn to use
video conferencing software [27].

While technology can expand access and facilitate
cross-country engagement, it can also present signifi-
cant barriers to participation compared to face-to-face
consultation for those who may not have access due to
limited digital connectivity, language barriers, and tech-
nological literacy. An approach to engage stakeholders
with limited connectivity in the design of services was
piloted by War Child Holland and American University
of Beirut in Lebanon. The project team gathered input
from a community advisory board (CAB) made up of
families from low-resource communities in Lebanon to
inform the development of a new family-focused MHPSS
intervention. Initially the team met with families in per-
son to explain the project and gather early input for the
design of the intervention. Soon after, in-person meet-
ings were prohibited due to COVID-19 and securing
data and appropriate devices for these families to join
online group meetings proved challenging and costly,
especially during periods of full lockdown. However,

Page 3 of 9

families indicated high levels of comfort with voice notes
(on WhatsApp) to communicate, including about sensi-
tive topics. The team sent CAB members questions about
the intervention materials and study design via voice note
(to overcome literacy issues), they were able to listen at
a time that suited them and reply at their convenience.
Garnering input from adolescents remained a challenge
as respondents and owners of mobile devices were typi-
cally parents. It is important to develop short- and long-
term solutions to ensure that the voices of the whole
family, including those holding less access to resources,
can be included confidentially and safely.

These examples provide guidance as to feasible and
generally acceptable methods to enable service user par-
ticipation during crisis contexts such as the COVID-19
pandemic; however, further research is needed to deter-
mine optimal platforms for high quality, long term sus-
tainment of inclusive consultations that ensure adequate
access, while reducing the burden and ensuring trust,
privacy, and confidentiality.

Equity in access to MHPSS services: leveraging
community networks and flexible implementation
in Ecuador

Although remote-delivered MHPSS and related activi-
ties have the potential to increase access—as was seen
in the examples above—there are also populations who
may experience reduced access due to limited techno-
logical literacy, capacity, or availability of internet and
equipment. These populations may also be those for
whom MHPSS access is already most limited. To avoid
exacerbating potential inequities, flexible implementa-
tion of remote-delivered strategies and other modalities
is needed. HIAS has provided community-based MHPSS
services together with gender-based violence preven-
tion and response programs, economic inclusion, and
legal protection for refugees and asylum seekers from
Venezuela, Colombia, and other countries in Ecuador
since 2003. The initial COVID-19 state of emergency
was declared in Ecuador in March 2020, which instituted
restrictions on in-person programming and mobility
until September 2020 and required HIAS to adjust their
community-based MHPSS service delivery model.

To adapt to the evolving COVID-19 situation and poli-
cies, HIAS Ecuador developed flexible MHPSS imple-
mentation plans to enable remote, in-person, and hybrid
program delivery. This included establishing new strat-
egies to increase the reach of HIAS MHPSS program-
ming: a call center that could be accessed across Ecuador
for referral to all services; hotlines for psychosocial care
and social network platforms for dissemination of infor-
mation about mental health and COVID-19. Quickly, it
became apparent that a significant proportion of refugee,
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migrant, and host community members were unable
to access remote-delivered MHPSS due to lack of con-
nectivity, sharing of mobile phones, or having had to
sell their phone to meet basic needs. In response, HIAS
engaged in participatory approaches (e.g., individual and
group interviews, community planning and consulta-
tion meetings held virtually and in-person, depending
on local policies, socialization of practices and sugges-
tions for outreach through community leaders) to under-
stand individual needs and develop viable strategies
to deliver MHPSS to individuals with the most limited
access. Based on their findings, HIAS developed and har-
nessed a network of community promoters- community
members who received training in community manage-
ment, empowerment, COVID-19, and the promotion
of healthy behaviors- to disseminate information within
their communities in person or through existing remote
means of communication, identify and make proactive
MHPSS referrals, and continue to advise HIAS on safe
in-person delivery spaces and accessible remote delivery
strategies. Working with the community enabled HIAS
staff to identify individuals they were unable to reach
through technology and who required in-person services
implemented in safe community spaces or in offices with
appropriate COVID-19 precautions.

An example of the delivery strategies that HIAS devel-
oped is ‘forum chats; scheduled group conversations held
using WhatsApp. Prior to the scheduled time, HIAS sent
a short video explaining the topic of focus and activi-
ties to group members to work through asynchronously.
Then, group members used the scheduled chat time to
synchronously share their experiences via text, voice
notes, and photos. This approach required less band-
width than a group video or audio call, increasing acces-
sibility. In another example HIAS arranged for kits with
intervention materials to be delivered to individuals’
homes who could not reach MHPSS services via phone
or mobile conferencing/chatting options. With an ori-
entation from a psychologist, the participants were then
able to progress through the intervention materials inde-
pendently, meeting with MHPSS groups and/or the psy-
chologist at least once a month (in person or remotely)
to share their progress, challenges they had encountered
with the material, and to reinforce the skills and concepts
presented in the intervention materials. These flexible
strategies enabled HIAS to downscale in-person activi-
ties and personalize service delivery strategies to reach
populations in need of MHPSS.

The successful implementation of these strategies to
increase access to MHPSS services during the COVID-
19 state of emergency provide evidence of feasibil-
ity. However, future efforts are needed to evaluate the
intended and unintended impacts of these strategies on
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the implementation and effectiveness of MHPSS services
in these contexts, including in the post-pandemic phase,
and may be guided by implementation science frame-
works that incorporate considerations for promoting
health equity [45].

Equity in implementation of MHPSS: challenges
and strategies for a community-based psychosocial
support group for victims of the armed conflict

in Colombia

Flexibility in the design of implementation strategies for
MHPSS may also require dynamic changes throughout
the course of implementation to respond to changes in
the context and to maintain participant safety. In late
2020, as part of a larger research study, Heartland Alli-
ance International (HAI) and Universidad de los Andes
piloted an adapted community-based psychosocial sup-
port group model for conflict survivors in Quibdo,
Colombia using in-person, remote, and hybrid modali-
ties. Originally developed in 2010 as part of the Alianza
Con Organizaciones Por lo Emocional (ACOPLE) project
by HAI, Johns Hopkins University (JHU), the National
Association of Displaced Afro-Colombians (AFRODES),
and CISALVA Institute of Universidad del Valle [28,
29], this model evolved over time to remain responsive
to participant needs, ultimately incorporating enhanced
collective problem-solving components and culturally-
specific expressive elements such as dance and artwork.
The program is facilitated by non-specialist community
members (Community Psychosocial Agents, CPAs) who
are trained and supervised by mental health profes-
sionals. When the pandemic began, raising concerns
that in-person services would be unsafe or prevented
by lock down, the research team worked with the CPAs
to adapt the group protocol to remote and hybrid (four
problem-solving sessions held remotely and four expres-
sive sessions held in person) modalities, and in so doing,
encountered a range of challenges in ensuring equitable
access and safe participation in services.

Like HIAS, the project faced connectivity difficulties,
including participants lacking phones and credit, frequent
change in phone numbers due to insufficient funds and
security concerns (e.g., tracking by armed groups), and
spotty or non-existent phone or internet service in rural
areas. While students and younger people were generally
technology-savvy, older and less educated groups, includ-
ing both participants and CPAs, were not familiar with
smartphones and platforms such as Zoom. Furthermore,
applying technology and digital tools specifically created
concerns and challenges around maintaining privacy
and confidentiality. Despite training, some CPAs tended
toward non-confidential use of remote modalities (e.g.,
personal Facebook and WhatsApp accounts) in an effort
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to be as accommodating as possible to participants. Most
participants joined remote sessions from their homes,
allowing for little privacy during discussion of sensitive
topics. Calls could have been overheard by family mem-
bers and neighbors, engendering stigma and creating
safety risks. Some families use shared phones, which may
be held by male family members, introducing particular
risk for participants who live with perpetrators of domes-
tic violence. The use of remote modalities also made it
harder to manage certain emergency/high risk situa-
tions (e.g., suicidality, domestic violence). Whereas CPAs
were trained to assess risk and create related safety plans,
this process had historically entailed keeping those who
expressed active suicidality or faced immediate threats at
home from leaving the session until a safety plan was in
place—a critical step that could not be easily maintained
during remote service delivery. In addition, many refer-
ral agencies, including emergency services, were not fully
active, limiting accessibility in critical cases.

In response, the team developed a number of tools and
protocols to ensure flexibility, equity, and participant and
staff safety. Most importantly, the team determined that
participants should be clearly provided with information
on available options and associated risks and benefits and
then given the choice of whether to participate in person
(in small groups with physical distancing precautions) or
remotely (with an option to borrow a device from HAI’s
smartphone lending library if needed), rather than being
offered just one option, which inevitably disadvantaged
certain individuals. For example, requiring certain indi-
viduals to participate remotely (e.g., rural participants
lacking reliable phone service or those who were not
technologically-savvy) had potential to prevent or dis-
courage their attendance, while others (e.g., those with
health conditions creating vulnerability to COVID-19
or those dependent on crowded public transport) were
unlikely to join if only in-person options were available.
Prioritizing participant choice and autonomy allowed
participants to choose a modality that best suited their
particular needs, resources, and comfort level. Given
the inherent uncertainty of the situation and the impos-
sibility of fully understanding each individual’s unique
combination of risks and needs, it was critical that par-
ticipants, not service providers, make this decision.
CPA facilitators were also able to choose their preferred
modality(ies), therefore allowing some CPAs who had to
leave the community for security reasons to continue to
participate in the project.

Another important adaptation was the development
of a tailored safety planning protocol and checklist for
remote service delivery [30], including components
such as: ensuring CPAs use only work phones and social
media accounts and do not save full participant names
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in phone logs; working with participants to develop the
best schedule for private calling; developing code words
to assess whether the participant (and not other fam-
ily members) answer the phone, to signal emergencies,
or to signal when someone else is able to overhear; and
teaching participants how to erase call histories and
save service provider contact info in a non-identifying
way. HATI’s existing suicide and self-harm and gender-
based violence exposure risk assessments and safety
planning protocols were also adapted to the remote
context, for instance by instructing service providers
to stay on the line with participants while contacting
emergency services through a separate line.

A final set of challenges concerned the wellbeing of
service providers. HAIs service providers shared that
working remotely was more stressful and less satisfy-
ing than working in person. Frequent follow-up with
participants to “check in” and encourage group attend-
ance proved exhausting in some cases. A lack of in-
person support from colleagues impeded ability to
debrief about difficult sessions. To fill these gaps, the
team emphasized the importance of ensuring remote
access to regular group supervision and to staff support
programming for service providers, including through
WhatsApp groups and video sessions.

Following a pilot study [31], participants and staff
reported feeling generally safe and comfortable in all
modalities, and while some lamented connectivity chal-
lenges in remote modalities, others shared that these
modalities created new opportunities. Some remote
participants reported that scheduling flexibility facili-
tated access, such that participants could join from their
workplaces and while staying home with children. Oth-
ers shared that remote participation was safer in areas
with significant community violence, as participants did
not have to meet in public places or take public trans-
port. Overall, the team concluded that the addition of
a remote option promoted equitable access, but only
with extensive training and support and when in-person
options were also made available. Additional testing is
in process to help determine if these service adaptations
are effective in achieving desired participant outcomes,
and if they can and should be sustainably implemented
as part of regular service delivery post-pandemic.

Equity in maintenance of MHPSS programming:
challenges and adaptations made to ensure
continuity in MHPSS services for Rohingya mothers
and children in refugee camps in Cox’s Bazar,
Bangladesh

Unlike the examples described above in Colombia, Ecua-
dor, and Lebanon, transitioning to remote service deliv-
ery may not be possible for some MHPSS interventions
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and in some contexts, particularly those considered as
life saving in humanitarian settings. In-person services,
even if more costly or requiring major adaptations, are
often favored especially in settings where services are
provided only by non-governmental organizations and
other resources are scarce. Remote interventions are a
last option for consideration. For example, in refugee
camps in Cox’s Bazar, Bangladesh, humanitarian donors
have supported both in-situ and remote adaptations, with
both presenting some logistic and administrative chal-
lenges and constraints for service users and personnel.

Since 2017, following the influx of Rohingya refugees
in Bangladesh, Action contre la Faim (ACF) has imple-
mented Baby Friendly Space (BFS) programs [32] in
refugee camps, which provide comprehensive MHPSS
services to lactating and pregnant women and their infants
under two to improve maternal mental health and child-
care practices, as well as to malnourished children under
5 years old. Children are referred from Integrated Nutri-
tion Centers where they receive nutrition treatment to BES
services. BFS services include provision of information on
topics such as breastfeeding, child stimulation, and psy-
chological support in individual and group sessions. Draw-
ing on ACF’s expertise adapting to emergency contexts, it
was quickly decided to balance remote counseling services
with an in-person field response following the onset of
the COVID-19 pandemic to minimize infection as much
as possible while still ensuring basic needs were met. As
nutrition and health services were considered essential for
Rohingya refugees, under the rules imposed by the Min-
istry of Health and Family Welfare of Bangladesh, BES
services remained operational, but adaptations had to be
made to ensure safe in-person services for the mothers and
children who were the most in need of MHPSS. Whenever
possible, ACF aimed at maintaining partial in-person pres-
ence of psychosocial workers and community volunteers
who were already trained in Psychological First Aid [33],
case management, and psychosocial support activities.

After this first adaptation phase, ACF began to resume
operation under pre-pandemic work modalities in order
to restore fuller access to BFS. New standard operating
procedures, such as for Personal Protective Equipment,
were given to staff and service users regarding their
health and protection. ACF facility-based workers com-
plied with arrangements and protocols recommended by
the Government of Bangladesh and WHO in the refugee
camps at all times for the project staff and beneficiar-
ies accessing services, which led to an increase amount
of time spent during and between consultations. As a
consequence, a smaller number of participants attended
group activities, individual counseling was promoted,
and referral pathways between the different activities
were reorganized.
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Discussion

The adaptations discussed above have important action-
able implications for equity. In some cases such as the
UNICEF and WHO COVID-19 MHPSS online consul-
tations, transitions to remote delivery platforms and
heightened focus on mental health have increased the
availability of information, accessibility of MHPSS ser-
vices, and opportunities to participate in service design.
However, as was observed in Ecuador, these changes may
exacerbate existing inequities in access to care, access
to knowledge, and inclusion in co-design and consulta-
tion processes that can impact the care received. These
opposing outcomes highlight the importance of engaging
communities when designing programs and implementa-
tion strategies to understand potential unintended conse-
quences while also systematically monitoring the impact
of these adaptations on health equity.

While great efforts have been made to adapt mental
health promotion, prevention, and treatment programs
through innovative methods, there are often barriers to
the accessibility of such approaches for the most margin-
alized populations (e.g., migrants in transit, women in
contexts in which phones are shared or held by male fam-
ily members, youth, elderly people, people living with dis-
abilities, those from minority language groups, or those
without access to internet, network coverage, devices,
or technology skills) [34, 35]. Providing resources (e.g.
phone lending libraries, credit/internet top-ups) and
training in technological literacy and reducing reliance
on literacy for remote modalities can enhance accessi-
bility of remote options. Safeguards to ensure safety and
confidentiality during use of remote modalities must be
considered in context with input from communities and
prioritized in the design or redesign of services.

Perhaps most importantly, rather than a one-size fits
all approach to adapting MHPSS programs during the
pandemic and beyond, locally developed and contextual-
ized solutions, including flexible, multi-option solutions
in which participants are empowered to choose based on
their situation and needs are necessary to ensure relevant
and effective programs are delivered equitably. When
possible, programming should incorporate innovations
that participants already utilize and are comfortable with
(e.g., Whatsapp voice notes). To ensure accountability to
participants and equitable access, some programs may
decide to implement remote solutions while also main-
taining in-person or hybrid services (with safeguards). In
these cases, programs should educate participants about
options, risks, and benefits and then let them decide
which modalities work best for them, as suggested in
the Colombia case study. Pro-equity investments that
help overcome the digital divide are needed given the
increased reliance on remote delivery of MHPSS.
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As our understanding of the pandemic, the response,
and its effect grow and change, researchers and practi-
tioners must measure and document adaptations and
the impact that adaptations to MHPSS implementa-
tion have on equity and MHPSS outcomes, expected
and unexpected. Many of these strategies may also be
applied to address inequities in participation, access,
and implementation of MHPSS outside of the COVID-
19 pandemic context. For instance, some strategies,
such as the strictly remote service delivery and frequent
remote follow-up with participants described in Colom-
bia, that were designed to promote increased access to
services for vulnerable populations can simultaneously
perpetuate fatigue or burnout amongst providers. On
the contrary, as experienced in Rohingya refugee camps
in Bangladesh, some strategies may be employed to
increase feasibility of maintaining services during periods
of challenging circumstances (e.g., restrictions imposed
on in-person services during peaks of the COVID-19
pandemic). They may simultaneously impose barriers to
vulnerable populations, such as those lacking access to
and/or comfort with technology or create opportunities
to empower them. Meanwhile, some adaptations, such
as use of diverse, participant-preferred communication
tools (e.g., Whatsapp voice notes) and allowing partici-
pants to choose their intervention modality (e.g., remote,
in-person, or hybrid), made specifically to accommodate
pandemic-related restrictions may unexpectedly prove
beneficial to equitable access even in post-pandemic
contexts. Implementation strategies should account for
potentially differential impacts on all actors, including
program participants, implementation staff, policymak-
ers, and funders.

This manuscript has outlined several adaptations
that have been implemented, but to advance equity we
need to better understand how effective, efficient, fea-
sible, and acceptable adaptations are in short-term and
long-term. Future research should seek to explore this.
An implementation science approach can help gener-
ate an understanding of conflicting priorities of differ-
ent stakeholders (for individual, within communities,
among stakeholders) and from an equity perspective,
can help sensitize stakeholders to the range of priorities
amongst different stakeholders. Processes that examine
stakeholder priorities and the implications of address-
ing them or not are needed to ensure equitable access
to services and outcomes. Within the processes, an
emphasis towards implementation strategies that aim
to overcome barriers and address priorities of those
who are underserved can help ensure that populations
are not further marginalized by compounded effects of
the pandemic and a potentially inequitable response.
Integrating both co-creation and participatory
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monitoring and evaluation processes are key to ensur-
ing ongoing input and feedback about adaptations and
their outcomes from all stakeholders—participants,
service providers, community leaders, and other actors.

Systematic documentation of the implementation
process, including adaptations and their outcomes,
not only provides data to inform active learning and
adaptation for an immediate response, but, when dis-
seminated, also facilitates more rapid learning in future
scenarios that require adaptation and informs future
“routine” implementation and possible scale-up and
scale-out. Documentation and dissemination of inclu-
sion considerations that lead to adaptations or selection
of implementation processes, and the impacts of those
resulting processes, may more effectively inform and
ensure inclusive development and implementation of
services, programs, and policies.

The COVID-19 pandemic has highlighted the impor-
tance of preventing and treating MHPSS-related issues
and has created opportunities for innovative program-
ming approaches and new research that addresses com-
monly overlooked problems and has the potential to
improve the quality of services provided even beyond
the COVID-19 emergency context [36-39]. Access to
knowledge and the necessity to provide MHPSS ser-
vices has heightened alongside growing global inter-
est from communities of practice within health and
other sectors. The case studies presented in this paper
provide examples of such opportunities. Donors’
awareness of the importance of funding MHPSS pro-
gramming, which is increasingly supported by Minis-
tries of Health worldwide [40—42], has also grown. In
this time of increased needs, awareness, and opportu-
nities, it is essential that we consider equity issues in all
stages of program design, implementation, and evalu-
ation of MHPSS services. Existing equity frameworks
[43-45] could serve as tools to operationalize equity
considerations, as we consider adopting innovations
into routine practice in order for MHPSS to truly build
back better and fairer.

Conclusion

The COVID-19 pandemic has had devastating conse-
quences on economies, health, and wellbeing globally.
The negative impacts have not been equitably distrib-
uted, with evidence that existing disparities have been
exacerbated, disproportionately impacting the most vul-
nerable, including those living in humanitarian contexts.
One positive consequence of the pandemic is that public,
policy, and donor attention towards mental health and
the importance of MHPSS services has increased signifi-
cantly. It is vital that we use the momentum and attention
generated around MHPSS services during the COVID-19
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pandemic to continue to build and improve existing ser-
vices for vulnerable populations. Increased awareness
will be limited in its impact if it is not accompanied by
increased accessibility and availability, quality assurance,
and fostering of equity. We should use this moment to
expand MHPSS services and better integrate MHPSS into
other health and social services to reach more people, but
in so doing must engage vulnerable and marginalized
affected communities in decision making, planning, and
implementation to ensure their access to participation
and benefits and remain accountable to their needs. As a
field, a critical first step to the process of “Building Back
Fairer” is to document and share lessons learned on the
rapid adaptations required for MHPSS services in order
to identify best practices for rapid adaptation of imple-
mentation strategies while ensuring equity and account-
ability, particularly strategies that can be maintained to
continue to increase equity as the pandemic changes and
recedes. We should also actively seek to move beyond
documenting and sharing to actual learning and adapt-
ing our process and systems for longer-term gains. The
creativity and adaptability that have been a hallmark of
successful humanitarian action, have been further dem-
onstrated in the recent years. This creativity and inter-
sectoral learning can serve as a launching point to build
greater resiliency within programs, organizations, and,
most importantly, communities.

Abbreviations
ACF Action contre la Faim

ACOPLE  Alianza Con Organizaciones Por lo Emocional
AFRODES  National Association of Displaced Afro-Colombians
BFS Baby Friendly Spaces

CAB Community advisory board

CPA Community Psychosocial Agents

Glz Deutsche Gesellschaft fur Internationale Zusammenarbeit
HAI Heartland Alliance International

HEARD Health Evaluation and Applied Research Development
IS Implementation science

JHU Johns Hopkins University

MHPSS Mental health and psychosocial support

PFA Psychological First Aid

PM+ Problem Management Plus

UNICEF United Nations Children’s Fund

USAID United States Agency for International Development
WHO World Health Organization

Acknowledgements

The authors would like to thank the members of the MHPSS Implementation
Science (IS) Learning Collaborative for ongoing collaboration and engage-
ment in critical discussions. We would like to thank Samantha Ski, Weanne
Estrada, and Victoria Ngo for their leadership and management of the MHPSS
IS Learning Collaborative. We additionally thank USAID for supporting the
MHPSS IS Learning Collaborative and fostering collaborative implementation
learning.

Author contributions

FLB, DC, FC, MCG, SH, LEJ, and KLR contributed to the conceptualization of
the manuscript. FC reviewed the literature for published MHPSS program
and service adaptations during COVID-19. FLB wrote the examples of equity

Page 8 of 9

in consultation and co-design processes. AA, AGB, and MCG wrote the
examples from Ecuador. LEJ wrote the examples from Colombia. KLR wrote
the examples from Bangladesh. FLB, DC, MCG, SH, LEJ wrote the introduction
and discussion, and incorporated input from all authors. All authors read and
approved the final manuscript.

Funding

This study was funded by the United States Agency for International Develop-
ment (USAID) under the Health Evaluation and Applied Research Develop-
ment (HEARD), Cooperative Agreement No. AID-OAA-A-17-00002. This study
is made possible by the support of the American People through the United
States Agency for International Development (USAID). The findings of this
study are the sole responsibility of the contributing authors and do not neces-
sarily reflect the views of USAID or the United States Government.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 27 September 2022 Accepted: 16 January 2023
Published onling: 19 Febryary 2023

References

1. Charlson F, van Ommeren M, Flaxman A, Cornett J, Whiteford H, Saxena S.
New WHO prevalence estimates of mental disorders in conflict settings:
a systematic review and meta-analysis. Lancet. 2019;394(10194):240-8.
https://doi.org/10.1016/50140-6736(19)30934-1.

2. KolaL, Kohrt BA, Hanlon C, et al. COVID-19 mental health impact and
responses in low-income and middle-income countries: reimagining
global mental health. Lancet Psychiatry. 2021,8(6):535-50. https://doi.
0rg/10.1016/52215-0366(21)00025-0.

3. Purtle J. Racial and ethnic disparities in post-disaster mental health:
examining the evidence through a lens of social justice. Wash Lee J Civil
Rights Soc Justice. 2012;19(1):31.

4. Blundell R, Costa Dias M, Joyce R, Xu X. COVID-19 and Inequalities*. Fisc
Stud. 2020;41(2):291-319. https://doi.org/10.1111/1475-5890.12232.

5. McCartan C, Adell T, Cameron J, et al. A scoping review of international
policy responses to mental health recovery during the COVID-19
pandemic. Health Res Policy Syst. 2021;19(1):58. https://doi.org/10.1186/
$12961-020-00652-3.

6. Antiporta DA, Bruni A. Emerging mental health challenges, strategies,
and opportunities in the context of the COVID-19 pandemic: perspec-
tives from South American decision-makers. Rev Panam Salud Publica.
2020;44:e154-e154. https://doi.org/10.26633/RPSP.2020.154.

7. Brickhill-Atkinson M, Hauck FR. Impact of COVID-19 on resettled refugees.
Prim care. 2021;48(1):57-66. https://doi.org/10.1016/j.pop.2020.10.001.

8. Fouad FM, Barkil-Oteo A, Diab JL. Mental health in Lebanon's triple-fold
crisis: the case of refugees and vulnerable groups in times of COVID-19.
policy and practice reviews. Front Public Health. 2021;8:1049. https://doi.
0rg/10.3389/fpubh.2020.589264.

9. Munajed DA, Ekren E. Exploring the impact of multidimensional refugee
vulnerability on distancing as a protective measure against COVID-19: the
case of Syrian refugees in Lebanon and Turkey. J Migr Health. 2020;1-
2:100023. https://doi.org/10.1016/j,jmh.2020.100023.

10. Ahmad A, Mueller C, Tsamakis K. Covid-19 pandemic: a public and
global mental health opportunity for social transformation? Bmj.
2020;369:m1383. https://doi.org/10.1136/bmj.m1383.


https://doi.org/10.1016/S0140-6736(19)30934-1
https://doi.org/10.1016/S2215-0366(21)00025-0
https://doi.org/10.1016/S2215-0366(21)00025-0
https://doi.org/10.1111/1475-5890.12232
https://doi.org/10.1186/s12961-020-00652-3
https://doi.org/10.1186/s12961-020-00652-3
https://doi.org/10.26633/RPSP.2020.154
https://doi.org/10.1016/j.pop.2020.10.001
https://doi.org/10.3389/fpubh.2020.589264
https://doi.org/10.3389/fpubh.2020.589264
https://doi.org/10.1016/j.jmh.2020.100023
https://doi.org/10.1136/bmj.m1383

Armijos et al. Conflict and Health

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

(2023) 17:7

. Holmes EA, O'Connor RC, Perry VH, et al. Multidisciplinary research

priorities for the COVID-19 pandemic: a call for action for mental health
science. Lancet Psychiatry. 2020;7(6):547-60. https://doi.org/10.1016/
$2215-0366(20)30168-1.

World Health Organization. Building back better: sustainable mental
health care after emergencies. 2013.

Marmot M, Al-Mandhari A, Ghaffar A, et al. Build back fairer: achieving
health equity in the Eastern Mediterranean region of WHO. Lancet.
2021;397(10284):1527-8. https://doi.org/10.1016/50140-6736(21)
00710-8.

Moreno C, Wykes T, Galderisi S, et al. How mental health care should
change as a consequence of the COVID-19 pandemic. Lancet Psychiatry.
2020;7(9):813-24. https://doi.org/10.1016/52215-0366(20)30307-2.
Semo BW, Frissa SM. The mental health impact of the COVID-19 pan-
demic: implications for sub-Saharan Africa. Psychol Res Behav Manag.
2020;13:713-20. https://doi.org/10.2147/prbm.S264286.

McEwen FS, Bosqui T, Chehade N, et al. Delivering psychological treat-
ment to children via phone: a set of guiding principles based on recent
research with Syrian refugee children. 2020. https://www.gmul.ac.uk/
sbcs/media/sbcs/documents/QMUL_Guidance-for-Delivering-Psychologi
cal-Treatment-to-Children-via-Pho....pdf

UNHCR. Emerging practices: mental health and psychosocial support in
refugee operations during the COVID-19 pandemic. 2020. https://www.
unhcr.org/5ee2409b4.pdf.

Igbal Y, Jahan R, Yesmin S, Selim A, Siddique SN. COVID-19-related

issues on tele-counseling helpline in Bangladesh. Asia Pac Psychiatry.
2021;13(2):12407. https://doi.org/10.1111/appy.12407.

Tay AK, Balasundaram S. Mental health services for refugees in Malaysia
during the COVID-19 pandemic. Lancet Psychiatry. 2021;8(2):e7. https://
doi.org/10.1016/52215-0366(20)30525-3.

Wickramasinghe E, Ratnayake R, Ellawala Y. Mental health and psycho-
social support response in Sri Lanka during pandemic COVID-19. J Coll
Commun Phys Sri Lanka. 2020. https://doi.org/10.4038/jccpsl.v26i5.8320.
Sulaiman AH, Ahmad Sabki Z, Jaafa MJ, et al. Development of a remote
Psychological First Aid protocol for healthcare workers following the
COVID-19 pandemic in a university teaching hospital, Malaysia. Health-
care. 2020;8(3):228.

Francis B, Juares Rizal A, Ahmad Sabki Z, Sulaiman AH. Remote Psycho-
logical First Aid (rPFA) in the time of Covid-19: a preliminary report of the
Malaysian experience. Asian J Psychiatr. 2020;54:102240-102240. https://
doi.org/10.1016/j.ajp.2020.102240.

Nemiro A, Hof E, Constant S. After the randomised controlled trial: imple-
menting Problem Management Plus through humanitarian agencies:
three case studies from Ethiopia, Syria and Honduras. Fam Pract Interv.
2021;19(1):84-90. https://doi.org/10.4103/intv.Intv_34_20.

McBride K, Harrison S, Mahata S, et al. Building mental health and psy-
chosocial support capacity during a pandemic: the process of adapting
Problem Management Plus for remote training and implementation
during COVID-19 in New York City, Europe and East Africa. Intervention.
2021;19(1):37-47. https://doi.org/10.4103/intv.Intv_30_20.

Rajasekaran RB, Whitwell D, Cosker TDA, Gibbons CLMH, Carr A. Will
virtual multidisciplinary team meetings become the norm for musculo-
skeletal oncology care following the COVID-19 pandemic?: Experience
from a tertiary sarcoma centre. BMC Musculoskelet Disord. 2021;22(1):18.
https://doi.org/10.1186/512891-020-03925-8.

Naslund JA, Aschbrenner KA, Araya R, et al. Digital technology for
treating and preventing mental disorders in low-income and middle-
income countries: a narrative review of the literature. Lancet Psychiatry.
2017;4(6):486-500. https://doi.org/10.1016/52215-0366(17)30096-2.
Voices of Youth. How to take care of yourself during stressful times.
UNICEF. https://www.voicesofyouth.org/campaign/mental-health-wellb
eing-guide-how-take-care-yourself-during-stressful-times
Osorio-Cuellar GV, Pacichana-Quinaydaz SG, Bonilla-Escobar FJ, Fandifio-
Losada A, Gutiérrez-Martinez MI. Perceptions about implementation of a
narrative community-based group therapy for afro-colombians victims of
violence. Cien Saude Colet. 2017;22(9):3045-52. https://doi.org/10.1590/
1413-81232017229.00402016.

Bonila-Escobar FJ, Fandifio-Losada FA, Martinez-Bultrago D, Santaella-Ten-
orio J, Escobar-Roldan I, Mufioz-Morales EJ. Narrative community-based
group therapy in violence-displaced afro Colombians. A randomized
controlled trial. 2015.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Page 9 of 9

Heartland Alliance International. HAI Colombia remote service delivery
safety planning checklist for service providers. Heartland Alliance Inter-
national. https://mhpssknowledgehub.org/resourcehub/hai-colombia-
remote-service-delivery-safety-planning-checklist-for-service-providers/
Rattner M, James LE, Chiari H, et al. Piloting a group community-based
psychosocial intervention for conflict survivors in Colombia: use of
remote, hybrid, and in-person modalities during the COVID-19 pandemic
[Manuscript submitted for publication]. 2021.

Action contre la Faim International. (2014). Baby Friendly Spaces: holistic
approach for pregnant, lactating women and their very young children
in emergency. In. Paris: Action contre la Faim-France. https://www.actio
ncontrelafaim.org/publication/baby-friendly-spaces-holistic-approach-
for-pregnant-lactating-women-and-their-very-young-children-in-emerg
ency/

World Health Organization, War Trauma Foundation and World Vision
International. Psychological first aid: guide for field workers. Geneva:
WHO; 2011.

Glover RE, van Schalkwyk MCI, Akl EA, et al. A framework for identifying
and mitigating the equity harms of COVID-19 policy interventions. J Clin
Epidemiol. 2020;128:35-48. https://doi.org/10.1016/j,jclinepi.2020.06.004.
Beaunoyer E, Dupéré S, Guitton MJ. COVID-19 and digital inequalities:
reciprocal impacts and mitigation strategies. Comput Human Behav.
2020;111:106424. https://doi.org/10.1016/j.chb.2020.106424.

Ransing R, Adiukwu F, Pereira-Sanchez V, et al. Mental health interven-
tions during the COVID-19 pandemic: a conceptual framework by early
career psychiatrists. Asian J Psychiatr. 2020;51:102085. https://doi.org/10.
1016/j.2jp.2020.102085.

Marshall JM, Dunstan DA, Bartik W. The role of digital mental health
resources to treat trauma symptoms in Australia during COVID-19. Psy-
chol Trauma. 2020;12(S1):5269-5271. https://doi.org/10.1037/tra0000627.
Jaworski BK, Taylor K, Ramsey KM, et al. Exploring usage of COVID coach,
a public mental health app designed for the COVID-19 pandemic: evalu-
ation of analytics data. J Med Internet Res. 2021,23(3):e26559-e26559.
https://doi.org/10.2196/26559.

Maulik PK, Thornicroft G, Saxena S. Roadmap to strengthen global
mental health systems to tackle the impact of the COVID-19 pan-
demic. Int J Ment Health Syst. 2020;14(1):57. https://doi.org/10.1186/
$13033-020-00393-4.

Akhter-Khan SC, Wai KM. Can COVID-19 move Myanmar in the right
direction? Perspectives on older people, mental health, and local organi-
zations. Am J Geriatr Psychiatry. 2020,28(9):921-3. https://doi.org/10.
1016/jjagp.2020.06.004.

Kola L. Global mental health and COVID-19. Lancet Psychiatry.
2020;7(8):655-7. https://doi.org/10.1016/52215-0366(20)30235-2.

Hook K, Carroll HA, Louis EF, et al. Global mental health: the role of
collaboration during the COVID-19 pandemic. Glob Ment Health.
2021;8(e20):e20. https://doi.org/10.1017/gmh.2021.20.

Peterson A, CharlesV, Yeung D, Coyle K. The health equity framework:

a science- and justice-based model for public health researchers and
practitioners. Health Promot Pract. 2020. https://doi.org/10.1177/15248
39920950730.

Dover DC, Belon AP. The health equity measurement framework: a
comprehensive model to measure social inequities in health. Int J Equity
Health. 2019;18(1):36. https://doi.org/10.1186/512939-019-0935-0.
Woodward EN, Matthieu MM, Uchendu US, Rogal S, Kirchner JE. The
health equity implementation framework: proposal and preliminary
study of hepatitis C virus treatment. Implement Sci. 2019;14(1):26. https://
doi.org/10.1186/513012-019-0861-y.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://doi.org/10.1016/S2215-0366(20)30168-1
https://doi.org/10.1016/S2215-0366(20)30168-1
https://doi.org/10.1016/S0140-6736(21)00710-8
https://doi.org/10.1016/S0140-6736(21)00710-8
https://doi.org/10.1016/S2215-0366(20)30307-2
https://doi.org/10.2147/prbm.S264286
https://www.qmul.ac.uk/sbcs/media/sbcs/documents/QMUL_Guidance-for-Delivering-Psychological-Treatment-to-Children-via-Pho....pdf
https://www.qmul.ac.uk/sbcs/media/sbcs/documents/QMUL_Guidance-for-Delivering-Psychological-Treatment-to-Children-via-Pho....pdf
https://www.qmul.ac.uk/sbcs/media/sbcs/documents/QMUL_Guidance-for-Delivering-Psychological-Treatment-to-Children-via-Pho....pdf
https://www.unhcr.org/5ee2409b4.pdf
https://www.unhcr.org/5ee2409b4.pdf
https://doi.org/10.1111/appy.12407
https://doi.org/10.1016/S2215-0366(20)30525-3
https://doi.org/10.1016/S2215-0366(20)30525-3
https://doi.org/10.4038/jccpsl.v26i5.8320
https://doi.org/10.1016/j.ajp.2020.102240
https://doi.org/10.1016/j.ajp.2020.102240
https://doi.org/10.4103/intv.Intv_34_20
https://doi.org/10.4103/intv.Intv_30_20
https://doi.org/10.1186/s12891-020-03925-8
https://doi.org/10.1016/s2215-0366(17)30096-2
https://www.voicesofyouth.org/campaign/mental-health-wellbeing-guide-how-take-care-yourself-during-stressful-times
https://www.voicesofyouth.org/campaign/mental-health-wellbeing-guide-how-take-care-yourself-during-stressful-times
https://doi.org/10.1590/1413-81232017229.00402016
https://doi.org/10.1590/1413-81232017229.00402016
https://mhpssknowledgehub.org/resourcehub/hai-colombia-remote-service-delivery-safety-planning-checklist-for-service-providers/
https://mhpssknowledgehub.org/resourcehub/hai-colombia-remote-service-delivery-safety-planning-checklist-for-service-providers/
https://www.actioncontrelafaim.org/publication/baby-friendly-spaces-holistic-approach-for-pregnant-lactating-women-and-their-very-young-children-in-emergency/
https://www.actioncontrelafaim.org/publication/baby-friendly-spaces-holistic-approach-for-pregnant-lactating-women-and-their-very-young-children-in-emergency/
https://www.actioncontrelafaim.org/publication/baby-friendly-spaces-holistic-approach-for-pregnant-lactating-women-and-their-very-young-children-in-emergency/
https://www.actioncontrelafaim.org/publication/baby-friendly-spaces-holistic-approach-for-pregnant-lactating-women-and-their-very-young-children-in-emergency/
https://doi.org/10.1016/j.jclinepi.2020.06.004
https://doi.org/10.1016/j.chb.2020.106424
https://doi.org/10.1016/j.ajp.2020.102085
https://doi.org/10.1016/j.ajp.2020.102085
https://doi.org/10.1037/tra0000627
https://doi.org/10.2196/26559
https://doi.org/10.1186/s13033-020-00393-4
https://doi.org/10.1186/s13033-020-00393-4
https://doi.org/10.1016/j.jagp.2020.06.004
https://doi.org/10.1016/j.jagp.2020.06.004
https://doi.org/10.1016/S2215-0366(20)30235-2
https://doi.org/10.1017/gmh.2021.20
https://doi.org/10.1177/1524839920950730
https://doi.org/10.1177/1524839920950730
https://doi.org/10.1186/s12939-019-0935-0
https://doi.org/10.1186/s13012-019-0861-y
https://doi.org/10.1186/s13012-019-0861-y

	Ensuring equity in mental health and psychosocial support during the COVID-19 pandemic and beyond
	Abstract 
	Introduction
	MHPSS program and service adaptations during COVID-19
	Equity in consultation and co-design processes for MHPSS services: inclusion and meaningful participation of hard-to-reach stakeholders using technology
	Equity in access to MHPSS services: leveraging community networks and flexible implementation in Ecuador
	Equity in implementation of MHPSS: challenges and strategies for a community-based psychosocial support group for victims of the armed conflict in Colombia
	Equity in maintenance of MHPSS programming: challenges and adaptations made to ensure continuity in MHPSS services for Rohingya mothers and children in refugee camps in Cox’s Bazar, Bangladesh
	Discussion
	Conclusion
	Acknowledgements
	References


