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Background 
 
Political tensions in South Sudan escalated to the level of an armed civil conflict in December 2013. 
A cessation of hostilities’ agreement, signed on the 23rd. of January 2014, has yet to be implemented. 
While the conflict is being determined by several factors, including proxy influences, economic 
interests and political dynamics, the dominant narrative is the one of a tribal war between the Dinka 
and the Nuer. The number of casualties and wounded remains unclear on both sides, but at the end 
of February 2014 it was estimated that 803,200 people were still displaced in the Country as a 
result of the armed unrest, 68,000 of which still lived in United Nations Mission In South Sudan 
(UNMISS) Protection of Civilians (POC) areas. These are camp-like settlements established within 
the existing UNMISS military compounds, walled, gated and guarded by UN forces. 
 
The implementation of systematic humanitarian responses in the POC areas are made difficult by 
the volatility of the security situation, as well as the fact that the sites within the UNMISS compounds, 
established out of the humanitarian space and below humanitarian standards due to an immediate 
need to save lives, have turned into a mid-term solution. Camp Coordination and Camp 
Management (CCCM) actors have been reporting a need for psychosocial supports in the camps, 
since individual and collective uneasiness have been evident from the onset of the crisis. While the 
emotional and social tensions Internally Displaced Persons (IDP) are facing can be normal 
consequences of the paradoxes of the situation, IOM decided to conduct a small-scale rapid 
assessment that could inform the implementation of specific psychosocial support activities for the 
Camps populations and of specific psychosocial capacity building initiatives for CCCM actors. 
 
 
Profile of Bor  
 
The town of Bor is the state capital of Jonglei 
State and is positioned along the banks of the 
Nile. As the administrative center of the state 
government, Bor is a major trading and 
commerce point and a hub for humanitarian and 
development agencies working in and around 
Jonglei State. The population of Bor town before 
the conflict began in December 2013 was 
120,000 and composed of a diverse group of 
South Sudanese ethnicities, namely Nuer, 
Dinka, Anyuak, Murle, Kachipo and Jieh as 
well as foreign nationals. 
 
According to the South Sudan National DDR 
Commission, the major socio-economic 
livelihoods of the population include farming, 
fishing, cattle raising, hunting and trading among 
others. 
 
The conflict which started in December 2013 caused many individuals and families to flee their 
homes and seek protection inside the UNMISS POC site in Bor. Initial estimates after the crisis 
began estimated 15,000 people sought refuge. In the weeks following the composition of the camp 
shifted as certain communities moved out depending on their sense of security outside of the POC 
due to whether the pro or anti-government forces were in control. During that time, IOM’s 
Displacement Tracking Matrix Unit conducted a registration exercise, which identified 5,694 
individuals (48% female and 52% male) or 1,582 households living in the Bor POC site (data from 

Map of Bor (Fig. 4) 
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05 February 2014). The town has changed hands twice during the conflict, but currently remains in 
the control of the pro-government forces. 

 
 

Bor UNMISS POC Population Age Breakdown (Fig. 5 ) 
Age Range Percentage 

 
0-4 years old 39.8% 

 
5-17 years old 22.4% 

 
18-59 years old 35.6% 

 
60+ years old 2% 

 
 
Internally displaced persons living in the Bor POC were also asked questions about their access to 
basic services and whether or not they felt protected and safe. IDPs noted access to a health 
facility, but no access to a school. Women felt safe inside the POC, but also noted high levels of 
friction among the community. Alternatively, men did not feel safe in the POC due to “security 
issues in the area”, but noted less concern about any friction among the community. Families were 
relying on the UN and NGOs for food and very few families were participating in income generating 
activities. When asked where IDPs might go if they left the POC, the majority noted they 
would try to go outside of South Sudan. (IOM Data Tracking Matrix Site Profiles, UNMISS Bor 
POC, 05 February 2014). 
 
Assessment 
 
The rapid psychosocial assessment, conducted between the 20th and the 28th of February aimed at 
identifying a) psychosocial needs and resources in the camps population, in order to determine the 
gaps to be addressed; b) the existing technical resources on a national level that could be mobilized 
to respond to the identified needs; c) the coordination mechanisms available at a national level. 
 
The general objective was to inform IOM’s activities in the psychosocial domain in response to the 
crisis. 
 
The assessment consisted of: 
 
• Interviews with 13 national and international stakeholders in Juba, over a period of three 
days. 
 
• Participation at relevant country-level clusters, sub clusters and working groups (Health; 
Mental Health and Psychosocial Support (MHPSS)/Child protection; Gender Based Violence; Ministry 
of Health Psychosocial Support and Mental Health Platform; CCCM) and collection of secondary 
information presented in these fora. 
 
• A rapid assessment in the UNMISS POC area in Bor, consisting of 
 
o  Twelve interviews and focus groups with international humanitarian actors, and 
community leaders within the camp population, conducted by the assessment team in two days and 

o  Forty-eight individual and family interviews with 192 camp residents, conducted by 
a group of eight activists selected among the camp residents based on their previous experiences and 
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training in the psychosocial domain, and additionally trained for eight hours for the interviews. 
 
The UNMISS protected site in Bor was the only security-cleared site during the days of the 
assessment, out of a list of camps previously selected due to their decentralization and vulnerability, 
and the on-the-ground presence of IOM staff. 
 
The tools (Annex 1, 2 and 3) used a qualitative and nomothetic approach, in order to facilitate the 
grasp of those concerns and emotions that are cognitively most accessible in the respondents’ 
community, rather than adherence to assessors’ induced priorities. Finally, it was decided not to 
use symptoms or indicators-informed tools considered inappropriate due to the ongoing clashes 
and the shortcomings encountered by the provision of basic humanitarian supports. 
 
The rationale used was conceptually informed by a simplified version of Renos Papadopoulos’ grid 
of outcomes (Papadopoulos, 2004), which looks at the interrelation of negative outcomes, resilience 
factors and adversity-induced developments on the individual, family and societal levels after a 
disruptive event or a series of disruptive events. 
 
 

Grid of Outline of Consequences (Fig. 1) 
   

Wound Resilience 
Adversity-Activated 

Development 

Individual  
Family  
Community  
Society  

 
(from Papadopoulos, 2004) 
 
 
 
The grid was discussed with a group of community leaders and activists and simplified. A 
questionnaire with open-ended question was developed. The responses were analyzed qualitatively, 
and semantic groupings were computed in Excel, analyzed descriptively, and mapped through both 
the simplified version of Papadopulos’ Grid (Fig. 2) and the pyramid of MHPSS services, as identified 
in the relevant IASC Guidelines (Fig. 3). 
 
 
 

Simplified Grid Used for the Assessment (Fig. 2) 
  Suffering Resilience-Responses 

Individual Feelings/factors Activated 

Family Feelings/factors Activated 

Community Factors Activated/Potential 
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 Respondents 
 

 
Forty-eight interviews with 192 individuals were conducted in the POC in Bor. In each 
interview, the interviewees included mothers and their children (37.5%), males, usually fathers, 
without their family (25%), two or more members of an extended family (by instance two 
brothers in law - 20.8%), couples and other configurations. The interviewees were randomly 
selected but originally evenly distributed among the 10 blocks into which the camp is divided. 
However, due to the elimination of some duplicate protocols that were not considered for final 
analysis, blocks five and six are under-represented. 
 
Twelve interviews were conducted with humanitarian workers and camp activists stakeholders 
with a different protocol and two discussions were held with the camp leaders and eight 
activists with previous experiences in psychosocial support, as well as with two female leaders in 
the camp. 

 
Limitations 
 
Due to security and logistical shortcomings, the assessment of resources on a country level is 
limited in scope and relies mainly on secondary sources. As a result, the list may be incomplete and 
not fully reflective of the existing capacity. 
 
While the UNMISS POC in Bor was selected due to its particularly vulnerable conditions and 
geographical marginality, the result of the assessment in Bor cannot be applied by default to all 
camps in the Country.  
 
 
The pyramid of psychosocial interventions (Fig. 3) 
 

 
 
(IASC, 2007) 
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Results 
 
Psychosocial Needs and Resilience Factors on the Individual 
Level 
 

 
When people were asked to identify what was their main feeling at the time of the 
interview, 83.3% expressed negative feelings and only 16.7% reported positive-neutral feelings 
(protected, happy, fine). Therefore the most accessible emotions and feelings in the community 
are negative, and include fears and concerns, a general feeling of being emotionally unwell, 
uncertainty and confusions about the future, anxiety and frustrations (Figure 6). There is no 
significant correlation between different answers and the composition of the group of 
respondents in each interview. Feelings and emotions are usually directly associated to their 
perceived cause. For example respondents would say “I feel frustrated because I can’t cook the 
food that is distributed” or “I am anxious because I am not sure if and when I will be allowed to 
go back home”. Factors provoking negative emotions and feelings were identified in signs of 
ongoing conflict and or news and rumors about the conflict, separation from the family, lack of 
freedom to leave the POC, and an issue with food (Figure 6). 
 
 
 

Psychosocial Needs and Resilience Factors on the Individual Level (Fig. 6) 

 Suffering  Resilience  

Individual 

 
 
Feelings: 
1. Concerned/fearful (21%) 
2. Feeling emotionally unwell (21%) 
3. Uncertain about the future (12.5%) 
4. Anxious (10.5%)  
5. Frustrated (8.3%) 
 
Factors 
1. Signs of Ongoing Conflict (33%) 
2. Separation from Family (17%) 
3. Lack of freedom to move outside of UNMISS POC 

(17%) 
4. Lack of grinding machine/ no “good”  

food (6.2%) 

 
 
1.  Pray or go to Church (33.3%) 
2.  Meet and talk with friends (16.7%) 
3.  Occupations/small-business/family  

care (14.6%) 
4.  Rely on UNMISS protection  (6.2%)  

 

Those respondents concerned primarily with the conflict were mothers with children. 
 
Family separation plays a substantial role in determining the negative feelings of people, irrespective 
of gender. It is a determining factor, but also an aggravation. In the words of a respondent “... 
because my children are not with me, this is provoking me even more distress”. The separation 
from family members was also highlighted as a main source of concern by leaders and stakeholders, 
who explained that family reunification is however not possible in most of the cases in the immediate 
future. Indeed separation from the male spouse can be related to their involvement in the actual 
combat. Moreover, some parents and spouses feel that their relatives are in a better place than 
the POC area, and yet cannot join them due to safety concerns. Ways to facilitate distant 
communication between camp residents and their separate close relatives should be envisaged. 
 
The respondents’ sense of the experience of the POC is ambivalent. They recognize the necessity 
to live in the POC for their own safety, ask UNMISS to keep on protecting them and do not 
foresee leaving the POC in the immediate future due to security reasons. By contrary, they lament 
a lack of freedom of movement, associate the POC with the idea of confinement and typically 
would define it semantically as a “jail” or a “prison”. Since the UNMISS POCs, due to their 
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peculiarity, cannot respect humanitarian standards and are limited in extension, they are extremely 
overcrowded. Often in the interviews the issue of the lack of freedom of movement was associated 
to the lack of space, in a sense that both contribute to a feeling of constrain and “lack of air”. While 
the issue of freedom of movement is strictly interrelated with the progression of the crisis in 
South Sudan, the issue of space seems to be easier to address, at least partially and comparatively. 
 
An issue with food identified in the survey highlights the suboptimal standards of humanitarian 
assistance that it has been possible to provide given the situation in the POCs. While the World 
Food Programme (WFP) had distributed sufficient bags of food in the POC in Bor, the food was 
provided in grains and a grinder was not available to the residents, who were therefore unable to 
cook the distributed food for a long time. This provoked malnutrition, frustrations and fears of 
future starvation, reported by the stakeholders and the interviewees alike. 
 
Medical officers running the camp clinic reported that at least 20% of their regular patients come 
with complaints of a psychosomatic nature. According to the clinicians, a few people with chronic 
conditions who had to discontinue their treatment are in a state of particular distress, including 
those who had to discontinue antiretroviral prophylaxis. 
 
According to the mental health team of the Juba Teaching Hospital, wounded and amputees and 
members of their families are particularly in need of psychological support. Such a need may exist, 
but has so far not been directly identified in the POC in Bor. 
 
While an assessment of the prevalence of mental disorders and cognitive impairments in the POC 
was not within the scope of this assessment, the personnel of the clinic reported that one severe 
psychiatric case had been referred to the clinic to give birth after being subject to SGBV. During 
the assessment three other serious cases were identified. The clinic pharmacy does not include 
psychotropic drugs, and medical officers do not have a specific training in mental health care. 
 
When asked how they cope with their negative feelings and what are their resilience factors or 
behaviors, 28% of the respondents state that they are not able to do anything, or to think about 
how they respond to it, while 72% have a clear response. Many, 33%, resort to religious practices 
in the form of individual prayers or participation to communal religious rituals. Others, 16.7%, find 
their response in socializing and talking with friends, while an additional 14.6% respond by keeping 
themselves busy with small family errands, jobs and activities (Figure 6). The importance to support 
existing religious practices is evident, as is the possible benefit to provide additional training to 
pastors who have already been trained in pastoral counseling in other forms of psychosocial support 
and messaging. The emotional benefit for the population in envisaging forms of peer support as 
well as food or cash for work programmes can also be perceived. 
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Psychosocial Needs and Resilience Factors at the Family Level 
 
The same negative emotions and feelings the respondents identified as prevalent for themselves, 
are also considered the most prevalent within their families, even if in different proportions 
(Figure 7). The variance in results is not correlated with the different composition of the 
respondents group in each interview, and feelings are usually associated with the determining 
factor spontaneously. 
 
The factors still include family separation and signs of ongoing conflicts, as well as the lack of edible 
food. However, two new elements emerged in determining suffering in the context of the family: 
the lack of schooling and the actual doubts about the possibility for the family to go back home in 
the long term (Figure 7). 
 
 
 
 
 
 
 

 

 

In summary, negative feelings and emotions are most accessible within the group of 
respondents. Finding solutions to the issue of overcrowding and providing a system to grind 
the food, as well as wood or other safe combustibles for cooking are priorities, as without 
the satisfaction of basic needs there cannot be psychosocial wellness. However, responding 
to an open-ended question, and within a humanitarian system characterized by a strong aid 
culture, most interviewees still did not relate their suffering to the lack of basic provisions but 
to different and more structural causes, which may hint to the necessity for provision of 
dedicated psychosocial supports, especially if the crisis is protracted. This is further 
emphasized by the fact that 1/3 of the respondents were not able to spontaneously refer to 
or identify suitable coping mechanisms for their uneasiness. 

 
Since family separation is a factor provoking suffering, but family reunification is unlikely for 
all under the circumstances, ways of facilitating communication and information between 
separated families should be envisaged. For the emotional distress related with the protracted 
nature of the crisis, dedicated responses should be found. One response could be to consolidate 
existing response mechanisms, such as creating spaces for prayers, supporting communal 
religious rituals and training pastors in psychosocial support in crisis situations. Another 
could be to build upon existing forms of informal peer-support and to create an organized 
peer-support system. Cash and food for work programmes may also have an immediate impact. 

 
As for people with severe disorders, while psychiatric and psychological therapy and referral 
does not seem to be possible at the moment, it is necessary to create basic protective 
conditions. These could include a system of foster care, associated with food or cash for work 
for the caretaker, and basic psycho-education on the daily management of these cases to be 
provided to the caretakers as well as training on identification and stabilization to be provided 

to the clinic personnel. 
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Psychosocial Needs and Resilience Factors at the Family Level (Fig. 7 ) 
  

Suffering 
 
Resilience/Response  

 
 
 
 
 
 
 

 
 
 

Family 

 
 

 
Feelings: 
 
1. Concerns/fear (37.5%) 
2. Anxiety (16.7%) 
3. Uncertainty (14.6%) 
4. Frustration (8.3%) 
 
Factors: 
 
1. Signs of ongoing conflict (25%) 
2. Family separation (16.7%) 
3. Lack of schooling (10.4%) 
4. Doubts about the likability and feasibility  

of return (8.3%) 
5. Lack of grinding machine/ no “good”    

food (8.3%) 

 
 

 
 
1.  Pray or go to Church (23%) 
2.  Comforting one another (23%) 
3.  Storytelling and group 

discussions (14.6%) 
4.  Work/occupation (8.3%) 

 
 

In focus groups and interviews with stakeholders the doubts about the possibility to return 
home take the form of three macro-narratives. The first series of narratives is related to the 
fact that return is not a family dec i s ion  but rather a group one, and therefore a political 
matter. The second refers to the concept of polarization. While many neighborhoods in Bor were 
ethnically mixed, and the camp residents did not have any direct clashes with their neighbors 
from other ethnic groups, they are afraid that the war has created an ethnic divide that will 
alter those interpersonal relations, making future cohabitation impossible. This uncertainty 
about how South Sudanese will be able to rebuild interpersonal relations and ethnically diverse 
communities is an important factor that will impact future reconciliation and peace building 
efforts. Finally, a series of narratives, link the return not with Bor or the last place of 
residence, but rather with the ancestors' place of origin. In fact and in addition, many people 
would introduce themselves with their name, their tribe and the original place of origin as in 
“ I am XY, from the Nuer of YZ”, making evident that the tribal divides have been interiorized 
and extended to subgroups or families within the same tribe. This emerging complexity should be 
accounted for when surveying intentions of return in the camps. 
 
In interviews and focus groups with stakeholders the lack of schooling was also highlighted as 
an issue of major concern and its consequences were two-fold. From one side, the parents 
feared that the protracted permanence in the POC, even if necessary, could jeopardize the future 
prospects of their children from an academic and professional point of view, since school is not 
currently offered, and even if offered, would not be on the same level as the national schools. 
Alternatively, the lack of schooling, that is the lack of occupation of any sort for youngsters in 
the POC, together with the stress, the overcrowding and the exposure to many peers, is for 
parents a risk, with increasing reports of gang-like groupings and behaviors, improper sexual 
exposure and behaviors, and of an increase in alcohol consumption. This was a particularly 
distressing for some mothers, who are currently acting as head of the household. Their 
concern is aggravated by the fact that due to the overcrowding, lack of privacy and the cultural 
concept of what is not appropriate to discuss in front of the neighbors, the mothers feel they do 
not have a possibility to openly discuss these risks and issues with their children. Therefore, an 
academic offer alone may not be a solution if not accompanied by an offer of socializing and 
recreational activities for adolescents and young adults in the POC, including sport, music, informal 
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education, guided discussion groups and similar activities. Moreover a dedicated tent in the 
outskirts of the POC could be offered for more private family discussions. 

 
According to the female leaders, the vulnerable situation of those women whose husband is missing 
after the conflict is also of particular concern. Some of them, without knowing the fate of their 
husbands, re-married out of necessity or because they feel a need for protection. This may 
result in serious inter- and intra-familiar tensions in the future. 
 
When asked to identify what the family does to overcome the distress and the various distressing 
factors, 23% of respondents say that they do nothing or they cannot think about a suitable coping 
mechanism. The others use some of the same behaviors identified at the individual level, making 
even more obvious the importance of supporting religious rituals and the organized engagement in 
some form of occupation (i.e. cash and food for work). They reiterated the importance of mutual 
support also in the context of the family, reinforcing the suitability of the creation of a peer- 
support mechanism. However they also introduced two new activities: storytelling and group 
discussions, highlighting how facilitating thematic discussion groups and traditional forms of sharing 
could be an important response (Figure 7). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Factors Provoking Psychosocial Uneasiness, and Proposed Actions for 
Promoting Resilience at a Community Level 
 

When asked to identify factors provoking psychosocial distress in the community as well as existing and 
potential resilience factors, the respondents gave more composite and fragmented responses than in 
the other sections, making their semantic clustering more difficult. Most of the concerns however, 
were related to the protracted nature of the conflict and its possible long-term consequences on the 
community life. In particular, respondents were concerned with ethnic divides, the consolidation of a bi-
polar society and the possible long-term effects of these polarizations, further exacerbated by the 
general level of grief and anger provoked by conflict- related losses (Figure 8). 
 
Another cluster of concerns regarded the lack of proper shelter and the perceived inadequacy of 
the shelters in the camp for the forthcoming raining season (Figure 8). 
 

To summarize, the most diffused negative feelings at a family level are similar to the negative 
feelings at an individual level, including fears, anxieties and frustrations. Doubts about the 
possibility for the family to ever be able to return home concern the respondents and show a 
level of complexity regarding the issue of return that should be accounted for in surveys about 
IDP intentions, and in future relocation plans. Moreover, lack of schooling and socialization 
activities for adolescents and young men and women is considered a major stressor for the 
families. Therefore school, but also sport, recreation, informal education and structured 
activities should be offered in the POCs, and a safe space could be created to allow private 
discussions between parents and children. Finally the responses reiterate the importance of 
prayers and religious rituals, of forms of professional or semiprofessional engagement and of 
peer-support, and stress the suitability of discussion groups and traditional forms for sharing 

experiences, like storytelling, among the most effective responses. 
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An additional concern regarded the presence of Ugandan Army helicopters in the area (Figure 8). The 
Government of Uganda is considered close to the Government of South Sudan, and as the majority of 
the POC residents are from the tribe associated with rebel forces, the visible presence of the 
Ugandan Army provokes fears in the camp population, and reinforces their sense of being under 
siege in the camp. 
 

 
Factors Provoking Psychosocial Uneasiness, and Proposed Actions for Promoting 

Resilience at a Community Level (Fig. 8) 
   

Suffering Resilience/response 

 
 
 
 
 
 
Community 
 
 

 
 
1. Various related with war (39.6%) 
2. Various related with displacement and 
shelter (14.6%) 
3. Presence of Ugandan  
Army (10.4%) 
4. Generalized fear (10.4%) 

Activated: 
1. Go to church (33.3%) 
2. Storytelling and group discussions (12.5%) 
3. Advising others/conflict mediation (14.6%) 
 
Potential: 
1. Various (29%) 
2. Counseling-guidance services (23%) 
3. Improve sanitation (14.6%) 

 
 

Respondents are able to acknowledge their individual and family suffering, and seem equally able to 
contextualize it within the framework of the wider consequences that the conflict is creating on 
the community and societal levels. When asked what community actions are able to protect the 
wellbeing of people, respondents highlighted the Church service on Sunday (Figure 8). Every Sunday 
morning in the camp, a group of different pastors from different denominations celebrate a very well 
attended religious ritual that serves as a moment of community relief and reflection. The service is 
also used to convey important messages and information about the life of the camp. Moreover, the 
service is a catalyzer of other activities. For example, the choir, the musicians and the facilitators 
practice and prepare during the week with rehearsals that become important occasions for socialization 
and recreation. Storytelling and discussion groups are again highlighted as important response factors, 
and again people value peer-support and peer conflict mediation as important actions promoting 
resilience on both an individual and community level (Figure 8). 
 
 
 
When asked to identify what could be done that has not yet been done, respondents gave a variety of 
answers, most of which could not be clustered (Figure 8). These include but are not limited to: 
 
·  Provision of sewing machines 
 
·  Organized visits to town 
 
·  Provision of drugs 
 
·  Sugar for tea 
Women, in particular, requested activities specifically for them, including sewing and discussion 
groups. 

Fifteen percent of respondents asked for a better location/organization of latrines (Figure 8). The 
current latrines are indeed considered insufficient, and their organization is not seen as protecting 
women and children. Many complained about the proximity of the latrines to their tents, with 
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consequent difficulties for those whose tents are in the proximity of the facilities. There were 
reports of conflicts emerging between respondents who live along the path to the latrines and 
those who intrude their space or property on their way to the facilities. 
 
Twenty-three percent of respondents suggested the establishment of guidance and counseling services 
(Figure 8). Moreover, when specifically asked if they felt there may be a need to have the possibility 
to talk to someone about these feelings, 93.8% responded positively. When asked if they thought 
there might be a need for a space where they can share these feelings, 68.7% responded positively. 
However, among the 25% who responded negatively, some noted there was no need for space 
because they believe sharing feelings within the community outside of a designated space would be 
more beneficial to a larger group of people. Others cited that there was no need for a specific 
space as ‘under trees is fine’ or even that a mobile counselor would be better as there may be a 
number of individuals unable to move around. 
 
The fact that dedicated guidance-counseling services did not emerge as a necessity at the individual or 
family level but did so at the level of recommended actions for the community, hints that for the 
respondents counseling is more a valid service for the community than a personal need of theirs. 
As such this result may be a derivation of a pleasing effect, since respondents were made aware 
that the assessment referred to the area of psychosocial support, which, in South Sudan is usually 
associated with different forms of counseling. The recommendation is however consistent with the 
emphasis on sharing experiences, peer support, storytelling, and discussion groups as effective forms 
of psychosocial resilience that have been consistently reported throughout the interviews. 
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To summarize, on a community level, the concerns of the respondents are threefold. Many 
respondents saw ethnic divides, the consolidation of a bi-polar society and the possible long-
term effects of these polarizations as leading concerns, further exacerbated by the general level 
of grief and anger provoked by conflict-related losses. Others noted the lack of proper shelter 
and the perceived inadequacy of the current conditions in the POC, particularly in view of the 
forthcoming raining season. Additional concerns regarded the presence of Ugandan Army 
helicopters in the area, which provokes fears in the camp population and reinforces their 
sense of being under siege in the POC. Respondents are able to acknowledge their individual 
and family suffering, and seem equally able to contextualize it within the framework of the wider 
consequences that the war is creating at the community and societal levels. 
 
In terms of existing actions to potentiate, once more the respondents refer to religious 
practices and especially the Sunday church service. When asked what community actions are 
able to protect the wellbeing of people, respondents highlighted the Sunday church service, 
storytelling and discussion groups and the emotional value that helping peers has on both 
the helped and the helper and therefore on the community at large. They additionally 
suggest a different location and organization of sanitation facilities; and specific activities for 
women, which could be organized around sewing sessions or facilities and counselling services. 
While the emphasis on counselling expressed as a community rather than an individual or 
family need may be in part the result of a pleasing effect, it is also consistent with the 

rationale of the responses to the entire survey. 



14  

  
Direct Intervention 

 
Capacity Building 

 
 
 
 
 
    

Specialized services 

 
1.  Foster care for people with pre- 

existing disorders 
 

2.  Daily management and stabilization by 
medical officers 

 
1. Induction in day to day 

case management for 
caretakers 

 
2. Training in identification 

and stabilization for 
medical officers 

 
 
 
 
 
 

Focused, non-specialized 
supports 

 
1.  Discussion groups for women 

(linked with sewing sessions) 
 

2.  Discussion groups for women of 
missing men 

 
3.  Mother-daughter workshops 

 
4.  Peer-to-peer humanistic counseling 

provided by a mobile team 

 
1. Identification of social 

workers and people with 
PSS background in the camp 

 
2. Three month in service training 

and follow up for the peer 
support teams 

 
3. Peer support teams train 

community members in PFA 
and supportive communication 

 
 
 
 
 
 
 

 

Community and*Family 
supports* 

 

 

 

 

 

 

 
1.  Provide schooling 

 
2.  Organize recreational and sport 

activities for adolescents and youth 
 

3.  Offer a tent out of the camp for 
family meetings 

 
4.  Support Sunday Church services and 

related activities 
 

5.  Organize storytelling and discussion 
groups 

 
6.  Cash and food for work 

programs 
 

7.  Cash and food for work 
programs extended to caretakers of 
people with severe mental disorders 

  8.    Facilitate communication with  
separated relatives 

 
 
 
 
 
1.  Training in community 

messaging and PSS support in 
emergencies for pastors. 

 
2.  Train a group of 

residents as supportive 
sport coaches. 

 
3.  Train a group of residents in 

creative storytelling methods 
for collective response. 

 
 
 

 
 

    Basic services and security 
 
 

 
1.  Provision of a system to grind and 

cook food 
 
2.  Participatory site planning to limit the 

effect of overcrowding 
 
3.  Reallocation-reorganization of latrines 

 
1.  Bor CCCM actors receive 

training in essential MHPSS 
knowledge, based 
on the relevant CCCM-MHPSS 
IASC 
Guidelines 

 

Recommended Actions in Bor’s POC 
Based on the results of the assessments a series of actions promoting wellbeing on an individual, 
family and community level can be envisaged. Those include support to existing resilience mechanisms 
and activities promoting resilience, building on existing informal systems to develop formalized 
assistance models, and activities of capacity building that could make this possible. A comprehensive 
approach to psychosocial wellbeing in the camp will therefore encompass a combination of these 
actions, and IOM and partners can develop a proposal to cover the existing gaps. The actions are 
presented here below, mapped in the pyramid of psychosocial interventions in emergency, as 
identified in the relevant IASC guidelines. 

Outline of Recommended Actions in Bor’s POCs (Fig. 9)
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MHPSS Capacity in the Country, Coordination and Referral 
 
Suggestions for IOM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Integration of psychosocial considerations at the basic services and security level is quite weak 
within the current humanitarian framework. The CCCM, Health, NFI, Nutrition and Protection 
clusters do not encompass a resident PSS expert, able to advise on psychosocial provisions at the 
first level of intervention. No induction on the IASC MHPSS guidelines has been conducted yet 
with humanitarian actors in the country under the current emergency framework, and no training 
on Psychological First Aid (PFA) has been conducted for general humanitarian workers in the POC 
areas visited. 
 

It is suggested that a resident MHPSS expert be attached to the CCCM Cluster, who could a) 
organize trainings for camp managers, based on the IASC MHPSS/CCCM booklet Mental Health 
and Psychosocial Support in Emergency Settings, What Camp Coordination and Camp Management 
Actors Should Know b) advise the clusters and the various camp managers on mainstreaming of 
psychosocial activities and Do Not Harm rules c) organize a system of mutual referral of needs 
between the CCCM Cluster actors and the various MHPSS actors/coordination groups d) organize 
PFA trainings for CCCM actors. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A handful of organizations are active in community and family support in the POC sites in the 
Country. These organizations are mainly tasked with the development of Child Friendly Spaces 
(UNICEF, Word Vision, InterSOS, Save the Children) or women’s activities (IRC, DRC). These are 
coordinated by a subgroup of the Child Protection Sub-Cluster. At the time of the assessment only 
one MHPSS junior expert from World Vision, temporarily based in Juba, was participating in the 
group, while all other actors were protection experts. 
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As for general capacity in the country prior to the emergency, in 2011 the Lutheran World 
Federation conducted a basic mapping exercise of who is doing what in psychosocial support in the 
South Sudan. IMC also conducted a mapping of mental health and psychosocial provisions in health 
care, which included relevant information on the provision of psychosocial services. More recently, a 
mapping of existing PSS services has been part of an interagency MHPSS assessment led by 
UNICEF. The latter, however, has not been completed due to the eruption of violence in 2013. 
The existing information is therefore in certain cases dated and in some cases non relevant to 
the current emergency situation, since movements of people and professionals as well as ethnic 
divisions have reshaped the needs and the configuration of provisions. Most trainings organized in 
the past at this level of intervention seem to have been project-based and most organizations did 
not retain a matrix of trainees to mobilize. Most trainings and activities focused on support to 
children and youth or on GBV. 
 
In Bor town by instance, two organizations have been particularly involved in this level of intervention: 
“Hold the Child” (trained through the LWF/ACT network) and InterSOS, the latter mainly 
involved in capacity building within the education sector and with social workers. However, at the 
time of the assessment neither organization was present in Bor. InterSOS had temporarily closed 
its office in town, and most activists of Hold the Child are currently displaced. Even upon return, 
issues of tribal divides may make it impossible for most of the activists of the organization to 
access the POC area. Outside the humanitarian system, the University of Juba hosts a course in 
social work, under community studies, whose students should have capacities to work at this level. 
However, the faculty was closed during the assessment period and further information could not 
be gathered. 
 
It is recommended that before starting psychosocial support activities in POC and other displacement 
sites, IOM’s mission in South Sudan should coordinate with the IOM MHPSS Global Section, in 
order to identify which organizations have been active in the PSS domain in the last years in the 
specific region, thus promoting synergies and avoiding duplications. For the POC in Bor, it is 
recommended that IOM liaise with InterSOS and Hold the Child to the extent possible for the 
provision of psychosocial support. More generally, it is recommended to liaise with the relevant 
course instructors of the University of Juba, and make sure that academic experts are included to 
the extent possible in IOM’s eventual capacity building initiatives as trainees or trainers. Finally it is 
recommended that IOM actively participate in the psychosocial working group under child protection.
 

 

 

 

 

 

 

Healthnet TPO implemented in the past a psychosocial support programme in Yei, focusing on 
MHPSS integration in primary health care, which included a two-month training for problem-based 
counsellors. While the programme ended in 2010, the trained counselors have now formed a local 
NGO called South Sudan Psychosocial Programme and are a valid resource for Training of Trainers 
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(ToT) at a national level. TPO is currently active in mainstreaming mental health in health care WBelG 
and NBelG Counties and piloting Mental Health Integration in three Primary Health Care Centers in Jur 
River County. It is recommended that IOM liaise with TPO in the above mentioned locations and the 
South Sudan Psychosocial Programme in relation to ToT in peer-supports in different regions of South 
Sudan. 

 
MSF Switzerland is working in Maban and Mingkaman, where two psychologists are training a group 
of counsellors in identification and case management of people with disorders. It is recommended 
to establish synergies with the MSF project, especially in relation to training in case management of 
people with pre-existing disorders in various camps. 
 
The University of Juba has a course in Psychology, under the Faculty of Art and a specialization in 
Counseling within the B.A. in Social Work in the Community Studies department. A further analysis of 
the capacity of these courses is recommended as a necessity exists to involve national academic 
experts and senior students in order to build sustainable and nationally-certified capacity in the 
country. 
 
In Bor, social workers have been trained in counselling for different target populations. A social 
worker resident in the POC was working as an SGBV counselor at the hospital in Bor, and ran a 
counselling service for women. It is recommended such resources are further mapped and identified in 
the POCs and in town. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The South Sudanese Health Strategy (2007) includes specific reference to mental health care. A 
draft mental health strategy was developed in 2011 by WHO, but it is still pending governmental 
endorsement. In 2012 a Psychosocial Support and Mental Health Platform was established under 
the Ministry of Health, and Healthnet TPO was coordinating the implementation of the strategy. 
While limited progress has been achieved in mainstreaming mental health care in primary health 
care, thanks mainly to the regional programmes of IMC and Healthnet-TPO, the offer of 
specialized mental health services is very limited in the country. A psychiatric department is 
available at the Juba Teaching Hospital. It encompasses an outpatient service and an inpatient ward, 
with an optimal capacity of 10 beds and a maximum capacity of 25 beds. The psychiatric department is 
comprised of a psychiatrist that is also teaching undergraduate courses at the university; a clinical 
psychologist trained in Khartoum; two medical assistants, one of which received specialized training in 
Khartoum; two nurses with several decades of job experience; and two counsellors. The availability of 
psychotropic drugs is very limited, and cases that are considered violent and/or more serious are 
referred to the prison, where a dedicated room is assigned to psychiatric cases. 
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Patients then remain up to two months and receive a weekly visit by the psychiatrist and a medical 
officer. Psychotropic drugs are not available in prison. Even in the inpatient ward at the hospital the 
capacity is limited. Outside of Juba, a psychiatrist in training was active in Malakal. 
 
After the crisis, there seem not to be an established coordination between the Mental Health and 
Psychosocial Support Working Group under Child Protection Sub-cluster and the Psychosocial 
Support and Mental Health Platform or between the latter and the Health Cluster. A first meeting 
of the Psychosocial Support and Mental Health Platform was called after the crisis at the end of 
February and registered a very low attendance and governmental endorsement, while the group 
could be the proper venue for coordination of emergency humanitarian activities in the mental 
health domain. 
 
In terms of services, after the crisis, the psychiatrist in Malakal left the country and the psychiatric 
team of the Juba Teaching Hospital is overstretched due to an increase in referrals. In the days of 
the assessment, an adolescent hospitalized in the ward for stabilization, went missing. Moreover, 
due to ethnic divides, it is impossible to envisage outreach services, provided by the existing 
professionals in the camps. Referral to the hospital may be problematic for the same reason. 
 
Since the referral system in Juba includes incarceration, raising basic human rights issues and lack of 
adherence to a Do Not Harm approach, it is recommended that IOM and CCCM actors limit to 
the maximum extent possible referral to existing mental health services and try to establish 
mechanisms of protection within the POC areas. This is with the exception of the locations 
mentioned in the previous section. In emergency cases it is recommended to refer the cases to the 
hosp i ta l  in  Juba in an outpatient fashion, granting transportation between the hospital and the 
camps on a daily basis. Over the long term, it is recommended that IOM actively participate in 
the mental health strategy group, making sure that instances of migrants’ access to mental health 
services and inter-culturality and trans-culturality of services provided are mainstreamed in the 
future national strategy. 
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