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1. INTRODUCTION

On 12 and 13 September, just before the launch of IASC Guidelines on Mental Health and Psychosocial Support, WHO and InterAction organized the above meeting (hosted by UNHCR) in order to discuss future implementation of the Guidelines. 

The objectives of this meeting were to:

1. Review work to date 
2. Orient donors on the Guidelines

3. Consider whether to revise the Guidelines and, if not, how to archive suggested changes for future revisions. 

4. Plan how to continue work on implementing the Guidelines after the Task Force ends, Dec. 31 2007  

Participants (see Annex B) were from: Action Contre la Faim (ACF), InterAction, Christian Children Fund (CCF), International Medical Corps IMC, International Rescue Committee (IRC) Inter-Agency Standing Committee Secretariat (IASC Secretariat), Interagency Network for Education in Emergencies (INEE), International Council of Voluntary Agencies (ICVA), MSF-H, HealthNet-TPO Burundi , International Catholic Migration Commission (ICMC), Action by Churches Together (ACT)International, CARE Austria , Action Aid International, International Federation of Red Cross and Red Crescent Societies (IFRC), International Organization for Migration (IOM), United Nations Children’s Fund (UNICEF), United Nations High Commissioner for Refugees (UNHCR), United Nations Population Fund (UNFPA), World Health Organization (WHO).
DAY 1: Wednesday Sep 12
2. OPENING

2.1. Welcome, Mike Wessells, InterAction

Mike welcomed the participants and thanked them for being present. This is an indication of the collaborative spirit that has been present throughout the past years. The agenda was presented and endorsed without modification. 
2.2. Introduction, Terry Morel, UNHCR
On behalf of UNHCR, Terry thanked participants for being present. UNHCR is particularly happy to host this meeting since mental health and psychosocial care is one of the most significant gaps on the field. She highlighted the importance of looking beyond emergencies by also providing support in returnee situations and stable situations. Often there is a lack of psychosocial support once the emergency phase has come to an end. Terry congratulated the group on the short timeframe in which the Guidelines were produced, namely due to the collaborative work and strong steering from the management. On the 17th of September an IASC WG discussion will take place regarding the use of different IASC guidelines. Some of the challenges will include; the continuous proliferation of guidelines, not to overwhelm the field with guidelines, how to impact the field, making existing guidelines user-friendly and ensuring constant coordination at field level. Special thanks were directed toward Aminata (UNHCR) and her team for supporting this initiative.
2.3. Update on Task Force, Mark van Ommeren, WHO

· Based on this year’s work plan, five field tests were to be carried out. Following the Sri Lanka intervention a document was developed on lessons learned in that country. In Colombia people based in the country have requested to field test the Guidelines in November 2007. Finally, an inter-agency Training of Trainers (ToT) will be organized in East Africa in the fall of this year. 
· Based on the Sri Lanka experience, it was concluded that the task force cannot impose itself but must try to nurture existing local initiatives. 
· Another significant task of the TF has been to improve interface with other clusters, namely the protection and health clusters. While the protection, health and nutrition clusters seems to have been briefed on the document, only the Protection Cluster has managed to integrate the Guidelines into some of its documents. 

· A concrete activity with the clusters that is needed is to review every document and ensure that Mental Health and Psychosocial Support (MHPSS) is mainstreamed, consistent with the Guidelines. 
· An activity carried out, that was not on the work plan, was the translation (with support from expert committees to proofread translations) into three languages; French, Arabic, Spanish. 
· A number of Public Relation events will be held this week; a donor meeting, Friday launch of the guidelines, press release and throughout the next few months the document will be launched in Delhi, New York and Washington.  
· As the task force will be wrapping up at the end of 2007, the future needs to be well discussed in order to move forward in a sustainable manner. On Friday and Saturday a meeting will be held with the Psychosocial Working Group to discuss the possibility of setting up an inter-agency network, whose mandate would extend beyond emergencies and the Guidelines, yet implementation of the Guidelines would be one important part of the network.

2.4. Presentation new members
Two agencies that attended a Task Force Meeting for the first time gave brief presentations on their work:
i. HealthNet TPO, Peter Ventevoge and Herman Ndayisaba
HealthNet TPO is a medium sized NGO with headquarters in Amsterdam and offices in 15 countries. The organization has three areas of specialization; health systems, disease control (malaria) and MHPSS. In the field of MHPSS, HealthNet TPO focuses on community work in order to support governments and existing community mental health systems. The general psychosocial model is based on “community systems” which consist of community counsellors that raise awareness and ensure referral and care as well as “psychiatric systems” which are built with the governments. Since it is difficult to receive funding for this model, the organization has recently developed child thematic programs (e.g.  for child soldiers) which they then try to integrate with the psychosocial model. In Burundi the project was set up in 2000 when Burundi was in a state of emergency. Today the project is working on the transfer of services to sustainable government services; Ministry of Health and Ministry of National Solidarity. 

ii. Action by Churches Together (ACT) International, Laetitia van Haren
ACT (Action by Churches Together) works in the area of coordinated assistance in emergencies. Following an emergency, ACT International issue appeals for support to 130 member agencies. Half of the organizations are based in emergency communities. Short-term immediate support is provided within 48 hours after the emergency. ACT often issues appeals for MHPSS, the Church of Sweden acting as main focal point. The next task for ACT is to develop common principles, guidelines and trainings using the MHPSS guidelines. 

3. IASC CLUSTER APPROACH 
Annex 3 PPoint
A presentation was given by Ms Richards of OCHA's Humanitarian Reform Support Unit. The cluster approach is part of the humanitarian reform to pull organizations on the same page and raise the standard of humanitarian response. The cluster consists of 11 areas; protection, health, nutrition, water sanitation, early recovery, shelter, logistics, education, camp coordination, telecoms and agriculture. Every cluster is led by a specific agency with terms of references and clear accountability. In the field, any participating agency may take the lead, with final accountability to the cluster lead. Cross cutting issues such as MHPSS can be integrated within each cluster. The international humanitarian reform was described in terms of: aim, funding, approach on the field, activation and responsibilities. Responsibilities at the global level include: setting standards, building capacity and operational support. At field level, cluster leads are expected to carry out the following tasks: planning and strategy development, application of standards, monitoring and reporting, advocacy, training, inclusion of key partners, coordination, participation, attention to cross cutting issues and needs assessment.
The group discussed how to mainstream a cross cutting issue such as MHPSS throughout the clusters. To integrate MHPSS as a cross cutting issue, one needs to work through the IASC and ensure the Working Group endorsement of it. Flexibility will be important. In some countries MHPSS may be operationalized by means of a coordination group whereas in others it may be through one or two gatherings. 
In the field two problems are evident. Firstly the overwhelming number of meetings and secondly the fact that the Guidelines have knit Mental Health and Psychosocial Care together and the Health Cluster and Protection Cluster constantly pull them apart. In order to integrate them adequately a formal mechanism needs to exist in order to present to cluster leads.  Cluster leads need concrete tools, clear simple guidance, to be able to understand and implement MHPSS. For each Cluster, a document (e.g., maximum length five pages) needs to be written on MHPSS that may be used by Cluster leads to ensure that each Cluster implements relevant parts of the Guidelines.
4. LEARNING FROM INTER-AGENCY GROUPS
The session was devoted to lessons learned from previous dissemination/rollout of interagency humanitarian documents. Marilena Viviani, Chief of the IASC Secretariat, highlighted the importance of this panel discussion in order to improve the work of the IASC.  

4.1. Sphere Handbook (Unnikrishnan PV, Action Aid International)
www.sphereproject.org
An overview was given of Sphere, consisting both of a Charter and Minimum Standards. Sphere was launched in 1998 and was followed by two intermediate editions and a low cost version that will be released in 2008. Institutional indicators to date include the following; Sphere is endorsed by the board, Sphere is integrated into tools and procedures, Sphere is integrated into human resource management, Sphere is applied in assessments and agencies monitor organization wide application of Sphere. In the area of capacity building the model of Training of Trainers was mostly used. Sphere is available in 5 official language and 12 other languages. Clear guidance is provided on translation and copyright issues. With regard to management, the project to date consists of 16 members, a secretariat of 4 people and a large global network. 
Some lessons learned have been the following:
· country level leadership and networking are central in order to create ownership, influence governments, contextualize and adapt indicators and create training strategies. 

· tools need to be created to monitor implementation

· gap has to be addressed between awareness and application.
4.2.INEE Minimum Standards for Education (Jennifer Hofmann, INEE)

www.ineesite.org
The INEE network was created, involving 2,250 people, to share experiences in the field of education, improve coordination and ensure accountability. Today INEE is an open network including representation from UN, NGO, Governments, donors, experts and specialists. Dissemination was carried out through the distribution of 25,000 copies (English), a website, translation into 12 languages and other materials such as talking points, brochures etc. With regard to capacity building, nine out of ten planned ToT’s were held, dozens of follow-up training workshops and five regional capacity building workshops have occurred as well. Significant importance was given to the selection of participants in ToTs. Institutionalization was achieved by providing checklists and plans to incorporate INEE within their organization. Tools include linkages between INEE and Sphere, development of indicators and case studies. This has permitted in certain countries for example to develop a teacher code of conduct or develop proposals for donors. An evaluation of INEE is being carried out in three countries on the ground.  

Some  lessons learned have been the following:

· training is key for awareness and use
· impact of training rests on the careful selection of trainees who are well positioned to continue the ToT process
· tools and concrete case studies are needed to support implementation

· institutional adoption supports training and implementation

· INEE secretariat is important for facilitation
· Experience must be documented and feedback archived carefully 

· inter-agency initiatives contribute to further development on the field.

4.3. ARC Action for the Rights of the Child (Sabine Rakotomalala, Tdh)
www.savethechildren.net/arc/
In early 1997, ARC was developed by UNHCR and Save the Children Alliance as a child protection training initiative for UNHCR staff and partners. In 1999, UNHCR/Save the Children Sweden’s ARC initiative began discussions with UNICEF and OHCHR to give the right to put their logos on it [ARC]. Here we can underline that early on, there was insufficient clarity on the nature of the ‘partnership’ that was being formed, and what would be expected of the different agencies, apart from formal endorsement. In August 2001 the first ARC Resource Pack on CD-Rom was published. From 1999 to 2002 approximately 20 Regional Training of Trainers (TOTs) and “Child Protection Experts Workshops” were held around the world. Regional Inter-Agency Steering Committees, comprising UNHCR, UNICEF and SC were established in both West Africa and East Africa. ARC quickly became quite decentralized. From 2002-2005, ARC training has been increasingly used at the national and field levels, involving a wide range of local stakeholders, including military and police, local government officials, refugees and IDPs, as well as in some cases, children themselves. UNHCR stated that 2004 would be its last year of funding for the ARC Coordinator, as it was anticipated that this function would be ‘mainstreamed’. 

Some lessons learned have been the following:

· high-level discussions are necessary on inter-agency collaboration and common trainings
· key partners should agree to identify 1. lead agency 2. common operational strategy and 3. financial plan to ensure the contribution of all key partners.

· a permanent home for maintenance and revision 
· the product must remain visible via the internet and other interactive technologies
· expert trainers maintain quality-control 

4.4. IASC Guidelines HIV/AIDS Interventions in Emergency Settings (Marian Schilperoord, UNHCR )
www.humanitarianinfo.org/iasc/content/documents/
After the publication of the Guidelines, few funds were available for further roll-out. The guidelines were sent to the field, training courses were organized and ToTs were organized starting in 2005. Unfortunately trainings were often not attended by the right people. It seems that target groups had different expectations of the manual; is it a guidance or technical tool? Also, high levels of staff turnover limited capacities for follow-up trainings. As this is an intersectoral-document it was not always clear who was primarily responsible for coordination, Recently the HIV task force has been revived in order to update the guidelines. 

4.5. IASC Guidelines GBV Interventions in Humanitarian Settings (Wilma Doedens, UNFPA)
www.humanitarianinfo.org/iasc/content/documents/
The speaker described the process from writing and re-writing through to field testing, evaluation and finalization. Initially 15,000 copies were printed in 5 languages. The document was made available on a website and CD Rom. In order to encourage roll-out, a letter was sent out to each agency at field and HQ level, workshops were organized and training materials were developed. The guidelines were officially to be “rolled-out” in 6 countries with funding to send a facilitator for workshops, translation of materials, printing and “seed funding” for on-going coordination. However, this has proven difficult, and rollout has occurred in two countries. A significant problem has been the low level of initiative at country level, where the attitude has been “we’re waiting for you to come to launch the process.” The tools developed alongside the guidelines were tools for coordination as opposed to operational implementation. 

Some lessons learned have been the following:

· top down approach is less effective. 

· implementation is time consuming

· implementation requires commitment both at HQ and at country level

· implementation requires human resources—having a person dedicated to the orientation and trainings is essential
· funding is important but local champions are essential

4.6. IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings (Mike Wessells)

www.humanitarianinfo.org/iasc/content/documents/ 
The methodology used to date was to collect data from three local sites - Colombo, Trincomalee, and Jaffna. Mark van Ommeren and Mike Wessells visited in late February and early March to conduct participatory, 2-3 day orientations in each site, working through the Coordination of Humanitarian Affairs. Two significant challenges were the lack of time needed to prepare (for example, for adequate translations) and the inclusion in the workshops of participants having little commonality in their level of understanding of MHPSS work. Also, some participants said they could do little without buy-in from their country directors. The main challenge was there was no local actor willing to move the process forward on a sustained basis. An external consultant participated in the orientations and returned two months later to collect information (i.e. discussions, workshops and questionnaires etc.) on whether and how the Guidelines were being used, what the strengths and weaknesses were, etc. 
Some lessons learned have been the following:

· useful to have three levels of orientation:  
a/ orientation to agency decision-makers at national level and government decisions-makers

b/ ToT for MHPSS specialists 
c/ orientation to subnational and field staff facilitated by those who participated in level b.
· important to have commitment of high level decision-makers
· important to be clear on the purpose of the workshops
· careful attention and time needs to be paid to technical translation 
· organize planning and implementation by a local “champion” that knows the local context
· tailor the guidelines, which are quite overwhelming, to the local context. 
· develop tools such as brochures, light versions etc. 

· funding is needed for 6 months to facilitate follow up after orientations .

4.7. Summary & Panel discussion

Marilena Viviani summarized the main issues of concern for dissemination:

· Institutional commitment, through field and global governance is key to adequate roll-out.
· Avoid using a top down approach but monitor implementation in order to ensure quality.

· In order to ensure sustainability, commit funds in terms of human resources and time.

· Inter-agency coordination is significant for proper implementation.

It is important to have country-based dedicated people, otherwise known as local champions. These people use the guidelines to improve quality of work and should highlight that the guidelines are not an extra task on agencies’ plates but simply a tool for quality control. 
5. ADVOCACY AND INTEGRATION

A plenary discussion was held on how to include the MHPSS guidelines in IASC clusters and how to improve advocacy in the field with UN authorities, local partners, and governments. 

In order to ensure cluster inclusion trainings would have to be carried out for Donors, Head of Agency and Cluster leads. A discussion was held on the fact that MHPSS is a cross-cutting issue. It cannot rest fully in either the Protection or Health Cluster. We have to come to terms with the fact that MHPSS is nested in both clusters as well as other clusters. 
Formal mechanisms are important for leadership. A secretariat would be helpful and could exist to support a Task Force or Reference Group. The secretariat would need clear Terms of References, act as a facilitator, follow up implementation at global level, ensure quality control, make links with research agencies and implementing agencies and collaborate with a group that follows technical evolution for academics and partners. So as to ensure advocacy with Governments, UN agencies and NGOs tools need to be developed such as brochures, Power Point presentations and talking points. It was emphasized that Clusters need to have a clear, brief set of key points regarding their expected action in regard to MHPSS.
6. HUMANITARIAN DONOR MEETING WITH TASK FORCE

Annex 4 PPoint

The meeting was organized by the Permanent Mission of France, which chairs the Humanitarian Liaison Working Group (HLWG) of donors. The purpose of the meeting was to present the guidelines and initiate a dialogue between HLWG members and the IASC taskforce in order to improve MHPSS on the field with the overall aim to facilitate that donors fund helpful rather than harmful programmes. Caroline Grandjean from the Permanent Mission of France welcomed the participants and made introductions of Mark van Ommeren (WHO) and Mike Wessells (InterAction). She briefly introduced the IASC guidelines and highlighted ways in which the guidelines can enhance donor involvement. 
Participants included: Representatives from (a) European Commission, France, Denmark, Finland, Estonia, Sweden, Luxembourg, Canada, Japan and Switzerland, (b) non-Task Force members from UNRWA , UNFPA, WHO, FAO, UNICEF, ICRC, and ICVA as well as (c) the Task Force Members.

Mark van Ommeren (WHO) opened the discussion by requesting the HLWF to consider sending the Guidelines to their governments’ aid experts 1) to use the Guidelines when providing bilateral supports, 2) to use the Guidelines as a key resource for evaluating proposals and 3) to use them to support the mental health and well-being of staff working in emergencies. He gave an overview of needs in the midst of emergencies and different controversies that exist around MHPSS. Based on this he described the rational for developing IASC guidelines.  Mike Wessells (Interaction) went on to describe how the guidelines were developed, the content of the guidelines as a multi sectoral document (incl. health, education, etc) and the importance of having a holistic approach which combines mental health and psychosocial support. He also described how the guidelines can be used in coordination, improving practice and advocacy. Lynne Jones (IMC) presented case examples from the Balkans, Sri lanka, Pakistan and Iraq to highlight the development that has taken place within the field of MHPSS throughout the past years. Assumptions in earlier programs were that the majority of populations are traumatized and required only psychological therapy. Activities were undertaken such as individual counselling, screening and psychological debriefing that have now been proven to be in inefficient and potentially counter-productive. Insufficient attention was given to those with pre-existing mental disorders. The strength today lies with the fact that MHPSS is being seen as a cross-cutting issue and that agencies are increasingly working together. Amanda Melville (UNICEF) presented key messages to donors. MHPSS is a core element of the humanitarian response. Principles central to the guidelines are: promotion of human rights and equity, ensuring participation, doing no harm, building on available resources and capacities and integrated support systems. She ended by describing the pyramid which shows the different levels of intervention. 
Following the presentation a discussion was held with donors. 
· Q: Is the product a reorganization of existing activities or a new product for new money? A: The task force is not asking for new money but attempting to educate donors on how to better spend the money. 
· Q: Many organizational activities such as OCHA’s UNDAC are present in humanitarian situations, how does this work fit it in? A: The Task Force plays currently a role of making sure that, for example, the guidelines are reflected in all assessment tools. 
· The European Union (EU) welcomes adoption of the guidelines. The EU is developing guidance (including indicators) on this topic on how to make funding decisions with regard to MHPSS. 
The Task Force guarantees that further dissemination will be carried out within the different clusters and possibly through a secretariat. 

7. EXPERIENCES FROM TASK FORCE AGENCIES

After the meeting with HLWG, the meeting continued without the donors present. Small group discussions were held on ways in which respective agencies are using the Guidelines and whether the agency is planning to actively support the use of the Guidelines by its staff and partner organizations. 

Methods to disseminate the guidelines include:

· Putting it on the website

· Electronic distribution (regional, country, local)

· Distribution of hard copies (regional, country, local)

· Sending introductory letters
· Contacting the media

· Making DVDs

· Mainstreaming through guidelines and trainings 

· Developing statements

· Presentations (senior and medium management / HQ and field / Clusters)

· Trainings on local, national and regional level 

· Possibility of theme in the Journal “Intervention”

Organizations have used them, or are planning to use them, to:

· Set standards

· Make proposals

· Set up programs

· Educate staff

· Develop courses

· Prepare for disasters

Obstacles to institutionalizing the Guidelines include: 

· Low capacity of national staff

· Internal and external resistance 

· Colleagues need guidance/orientation on the Guidelines
· Organizations don’t know about it
· Staff feel overwhelmed by too many Guidelines
· Limited funds to support the field. Needs to be included in country operation plans
Thoughts about how to implement guidelines within agencies include:
· Including in job descriptions 

· Training managers

· Share dissemination tools
· Create common trainings or workshops
· When an initiative is taken at field level, all organizations should be involved
DAY 2: Thursday Sep 13

8. LAUNCH 14 SEPTEMBER

Mark van Ommeren gave an update on the launch of the MHPSS guidelines on the 14th of September. The launch is an opportunity to publish a press release, to have senior staff endorsing the guidelines and to have an open discussion on ways forward. He presented some of the speakers and the reasons why they were chosen. 100 people are expected to attend the launch. Following the global launch, regional launches are expected in New York, Washington, and Delhi. The WHO mental health advisor working in the Middle East highlighted that for his region a launch event would not be a very worthwhile investment. It would be more interesting to invest in the roll-out of the guidelines in a specific country.
9. INTERAGENCY-IMPLEMENTATION

A plenary discussion was held on ways in which the guidelines can be implemented in a collaborative manner. The discussion was rich and extensive and therefore carried on to an extra afternoon session. The ideas were organized in the table below. 

	Inter-Agency Priorities (groups’ perceived priorities in red)

	Aim
	Objective
	Task
	Target

	 1. Field Support
	1.1. Monitor country initiatives 
	Consultancy in countries
	

	 
	1.2. Provide resources
	Find a home for the guidelines
	

	 
	
	Archive existing tools
	

	 
	
	Identify champions
	

	 
	
	Organize workshops
	

	 
	
	Organize regional orientations
	

	 
	1.3. Develop new tools
	
	

	 
	1.4. Coordinate roll-out
	 
	 

	 2. Advocacy
	2.1. Influence external agencies 
	Organize launches
	governments

	 
	
	Develop comm. materials
	clusters

	 
	
	
	un agencies

	 
	2.2. Develop curricula in academic fora
	
	specialists

	 
	2.3. Influence the media 
	
	professional communities

	 
	2.4. Mainstream in existing settings
	Review docs to include MHPSS
	auditing bodies

	 
	
	
	donors

	 3. Capacity Building
	3.1. Set up a roster
	
	partners in Mo Health, Social affairs etc

	 
	3.2. Organize orientations (global & field)
	Global and field level
	OCHA

	 
	3.3. Interagency trainings (global & field)
	a/ formal b/informal
	Cluster leads and field

	 4. Inter-Agency Sharing
	4.1. Share materials and experiences
	
	

	 
	4.2. Set up a website
	IASC? Reliefweb?
	 

	 5. Review Guidelines
	5.1. Create a repository for feedback
	
	

	 
	5.2. Create review group
	
	

	 
	5.3. Meet again
	 
	 


10. TECHNICAL WORK

Group discussions were held on changes to the Guidelines. Participants agreed that there must be a forum for: a/ systematic feedback (i.e. website with evaluation form.) b/ spontaneous feedback on the guidelines and field version. The guidelines require revision on a regular basis, though it was agreed unanimously that it is too soon to revise the Guidelines now. Instead, suggestions should be archived and used to guide revisions by appropriate groups in the future. Specific suggestions include the following:
· psychological interventions are only covered in a limited way  in the guidelines 

· give more detailed outline of psychological first aid

· importance of economic aspects and livelihoods

· include how we can hold people accountable 

· design lead people/agencies within task force for specific topic or sectors
· develop more practical examples
· absence of attention to older children
· absence of attention to institutionalized children

· sheet 7.1 strengthen access to safe and supportive education should say ensure safe access.
 Also, make immediate access to nonformal education a more urgent, high priority.
· sheet 5.4 Preventing separations should be in title.

The group next considered changes to the field version of the Guidelines, which was discussed in the Task Force for the first time. Suggestions for improving the field friendly version include a/ adding page number to cross reference with the Guidelines b/ format chapter three as a checklist c/ include field examples d/make hyperlinks to action sheets and e/ adapt the format to make easy to read and photocopy. The primary concern was that action sheet authors have not paid sufficient attention to the task of summarizing their action sheet and therefore the essence of the action sheet is not conveyed. The following is a list of the action sheets that could be improved:

1.1 - 2.1 - 2.2 (for example include reference to ethical guidelines) - 3.2 (illogical order) - 3.3 - 4.1 (not specific enough for flagging dangers of rapid recruitment e.g.  recruit  staff who work in accordance with IASC guidelines) - 4.3 (too vague) 5.1 first (sentence not clear and obscure) - 5.4 (need prevent family separation in the title and facilitate alternative care only when separation has occurred) - 6.2 (Change those to people and create to facilitate so should now read identify people in need and create sustainable services) - 6.5 - 7.1 (emphasis at the earliest stages of an emergency) - 8.1 - 9.1 (needs clarification) - 11.1 
Decisions were made NOT to revise the Guidelines but to archive suggestions. Mark van Ommeren, WHO will keep the archive of suggestions for future possible revisions. With regard to the Field Version, authors will be asked to go back and revisit the action sheets for content through one additional round of revision and complete work on the field version by end of the year.
During the technical working session there was also a review of existing and possible tools to support the Guidelines:
· IMC has produced an introduction letter and staff training pack 

· WHO has a general PPoint presentation on the guidelines

Other possible tools that can be developed range from awareness ranging tools to implementation: 

Awareness raising/dissemination tools

· Generic PPoint presentation + adaptations (governments, donors, cluster leads etc) 

· Presentation for cross sectors 
· Talking points, Q&A, Fact sheets, Brochure and posters
· Scientific articles

· Website (IASC/Reliefweb)


· Inclusion in professional forums (psychiatrists and psychologists) 
· Document for managers and planners

· Checklists for each level of worker that outline their tasks relevant to position.

· Training materials 
· Training guide
· Participants workbook 
· E-learning tool with certification

· Include in different courses: Cluster Sector Lead Training, Public health in complex emergencies training, Health coord, GBV coord, Sphere, INEE,, Humanitarian Coordinators, Residence Coordinators, Universities

Implementation tools
11 FUTURE OF THE TASK FORCE
A plenary discussion was held regarding future inter-agency collaboration after the Task Force (TF) completes it work December 31, 2007. There is a clear consensus on the fact that there are many tasks which need to be carried forward. 

Pros for continuing as an IASC group (i.e. reference group) include:



· Enables institutional buy-in

· Potentially easier mechanism through which to apply for funding

· Enables building links with Health and Protection Clusters

· Heightens accountability
· Encourage inter-agency collaboration
· Continuity

Cons for continuing as an IASC group include:
· Not inclusive of governments 

· Not coming from the field

· Does not make link between development and humanitarian 

· Annual funding as opposed to longer term funding
The ideal structure would be two-tier:

1. A loose network including different initiatives (research, training, MHPSS guidelines etc)

2. MHPSS secretariat with decision making power. 

a. continue as a IASC reference group

b. continue as a IASC task force

c. non-IASC structure 

An open discussion was held on whether agencies would be willing to take the lead of a reference group. Some organizations would consider it under certain conditions: 1/ if field focused 2/ if membership is opened to all agencies and networks and 3 /if it is co-chaired. UNICEF may be able provide support for one year to a secretariat. Mark Wessells and Mike van Ommeren both stated their support for a rotating chair model and said they would like to be involved in the next phase of work but would be ending their work as co-chairs end of December 2007.
No decisions were made about how to move forward, other than to consider these ideas for the meeting with PWG on the 14th and 15th.
12. CLOSING REMARKS

Mike van Ommeren and Mark Wessells thanked the Task Force for their work, energy, teamwork and collaboration. The work has been interesting and tremendously productive. They mentioned the added value of other guests that are not normally part of task force. This is the last face to face meeting as a task force but the work will certainly continue. 
ANNEX A: Meeting Agenda 

DAY 1: Wednesday 12 September 2007

	8:45
	REGISTRATION 



	9:00-10:00


	OPENING

Welcome word by Terry Morel, Chief of the Women, Children and Community Development Section; UNHCR. 

Participant introductions 

Update on the Task Force 

Objectives of the meeting and agenda review 

Very brief presentations by new Task Force members

(max. 5 minutes, informal, [no PowerPoint] by new participating groups (Healthnet-TPO and ACT-International) on their mental health and psychosocial support work in emergencies)



	10:00-10:30
	IASC CLUSTER APPROACH

Update on the IASC Cluster Approach and intersectoral issues in IASC Clusters (Humanitarian Reform Support Unit, OCHA)

(15 minutes, followed by 15 minutes discussion)



	10:30-11:00
	Coffee break



	11:00-12:30
	LEARNING FROM INTER-AGENCY GROUPS

Panel discussion:  Lessons learned from previous dissemination/rollout/ institutionalization of interagency humanitarian documents

i. Sphere Handbook: summary of external review, institutionalization efforts, and ToTs (Unnikrishnan PV, Action Aid International)
ii. INEE Minimum Standards for Education in Emergencies, Chronic Crises and Early Reconstruction: summary of ToTs institutionalization efforts and case studies  (Jennifer Hofmann, INEE)
iii. Action for the Rights of the Child: summary of external review (Sabine Rakotomala, TdH) 
iv. IASC Guidelines for HIV/AIDS Interventions in Emergency Settings: lessons learned in implementation (Marian Schilperoord, UNHCR)
v. IASC Guidelines for GBV Interventions in Humanitarian Settings: summary of field-testing/role out (Wilma Doedens, UNFPA)

vi. IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings: summary of Sri Lanka field testing (Mike Wessells, InterAction)

(6 ten-minutes presentations, followed by discussion; and synthesis by chair)

Chair: Marilena Viviani (Chief, IASC Secretariat) (TBC)



	12:30-13:30
	Lunch at UNHCR



	13:30-14:45


	ADVOCACY AND INTEGRATION

3 small group meetings: 6 agencies per group. Small group discussion  on:

· How to facilitate  that IASC Clusters consider MHPSS

· How to improve advocacy in the field with UN authorities, local partners, and governments 

(all groups cover both topics) Followed by presentations to plenum, discussion within plenum, including reflections on donor briefing




	15:00-16:20
	HUMANITARIAN DONORS MEETING WITH TASK FORCE

The meeting is organized by the Permanent Mission of France, which chairs the Humanitarian Liaison Working Group (HLWG) of donors.  The Task Force has been asked to brief the donor community on the Guidelines. The Task Force will ask HLWG members to consider the Guidelines as key resource for proposal evaluation. 

Chair: Caroline Grandjean (Permanent Mission of France)



	16:20-16:45
	Coffee break (together with HLWG members)



	16:45-18:15
	EXPERIENCES FROM TASK FORCE AGENCIES

Two small group meetings: 9 agencies per group. Small group discussion  on:

· How the Guidelines have been disseminated (if at all), 

· How our respective agencies are using the Guidelines or how having the Guidelines has affected the agencies' work (if at all), 

· Whether (and, if applicable, how) the agency is planning to actively support the use of the Guidelines by its staff and partner organizations 

· Obstacles to institutionalizing and potential solutions

· Any further thoughts and comments on the issue of roll out and institutionalization within one's own agency.

(all groups cover all topics)

Followed by presentations to plenum 



	
	


DAY 2: Thursday 13 September 2007

	9:00-9:15


	Summary of previous day 

Planning for the day



	9:15-9:30
	Short discussion on the launch on 14 September



	9:30-10:45
	INTERAGENCY-IMPLEMENTATION

Plenum discussion on the way forward on collaborative efforts by Task Force members to implement the IASC Guidelines in emergencies ("field testing"/ "roll-out",/"early implementation", inter-agency ToTs, etc.)



	10:45-11:15
	Coffee break



	11:15-13:15
	TECHNICAL WORK

3 small group meetings: 6 agencies per group. Small group discussion  on:

· Review of need for changes to the Guidelines 

· Review of tools to support the Guidelines (field version, relevant Power Points.) (agencies are encouraged to bring copies of any training materials or presentations to the meeting)
· Identification of new tools to be produced by agencies (in future after the Task Force ends)

(all groups cover all topics)

Followed by presentations to plenum, and discussion within plenum



	13:15-14:15
	Lunch at UNHCR



	14:15-15:15
	Plenum discussion on concrete plans as to how different new tools may be produced (in future after the Task Force completes it work in Dec)



	15:15-17:15

(Coffee break from 15:45-16:00)


	FUTURE

Plenum (or small group discussions followed by plenum)

:

· Discussion on future inter-agency collaboration after the TF completes it work in Dec

· Reflections on potential inter-agency website and how this may organized

· Ideas regarding meeting with Psychosocial Working Group (14-15 September)



	17:15-17:30
	AOB and CLOSURE

	
	


	18:00-19:00
	Post meeting session: COLOMBIA teleconference

(for interested participants) 

Teleconference - through 'Elluminate computer connection' - with colleagues in Colombia on the planned case study of introducing IASC Guidelines in Colombia

Language of meeting: Spanish (with translation in English)

Chair: Jorge Castilla (PAHO Colombia)


ANNEX B: List of Participants
Action Contre la Faim

Laetitia Clouin, psychologist adviser, ACF, Paris, France (lclouin@actioncontrelafaim.org)

InterAction
Lynne Jones, Mental Health Advisor, IMC (ljones@imcworldwide.org)

Marie de la Soudière, representing Child and Youth Protection and Development Unit, IRC,

NY (Marie.delasoudiere@gmail.com)

Mike Wessells, CCF and InterAction, USA (mwessell@rmc.edu)

Inter-Agency Standing Committee Secretariat (IASC Secretariat)

Marilena Viviviani, Chief, IASC Secretariat, Geneva (viviani@un.org)

Guido Ambroso, IASC Secretariat, Geneva (ambroso@un.org) 

Interagency Network for Education in Emergencies (INEE)

Jennifer Hofmann, INEE, Paris (jenniferho@theirc.org)

International Council of Voluntary Agencies (ICVA)

Kaz de Jong, Mental Health Adviser, MSF-H, Amsterdam (kaz.de.jong@amsterdam.msf.org)

Herman Ndayisaba, Country Director, HealthNet-TPO Burundi (her_ndayisaba@yahoo.fr)

Bhava Poudyal, International Catholic Migration Commission (ICMC), Indonesia
(poudyal@icmc.net)

Laetitia van Haren, Humanitarian Policy Officer, Action by Churches Together-International,

Geneva (Laetitia.van_Haren@act-intl.org)

Martha Bragin, CARE Austria (marthabragin@att.net)

Matthias Themel, CARE Austria  

Unnikrishnan PV, ActionAid International (unni@actionaid.org)

Peter Ventevogel, Mental Health Adviser, HealthNet-TPO Burundi (peterventevogel@gmail.com)

International Federation of Red Cross and Red Crescent Societies (IFRC)

Lene Christensen, Advisor for technical support, IFRC Reference Centre for Psychosocial

Support, Denmark, IFRC  (lec@drk.dk)

International Organization for Migration (IOM)

Jacqueline Weekers, Senior Migration Health Advisor, Migration Health Department, IOM,

Geneva (jweekers@iom.int)

Sajith Gunaratne, Migration Health Operations Coordinator, Migration Health Department, 
IOM Geneva (SGUNARATNE@iom.int) 

United Nations Children’s Fund (UNICEF)

Amanda Melville, UNICEF (amelville@unicef.org)

United Nations High Commissioner for Refugees (UNHCR)

Aminata Gueye, Women, Children and Community Development Section; UNHCR Geneva
(gueye@unhcr.org) 

Atle Solberg, Protection Cluster Working Group secretariat, UNHCR Geneva

(Solberg@unhcr.org)

United Nations Population Fund (UNFPA)

Henia Dakkak, Technical Specialist, UNFPA NY, (dakkak@unfpa.org)

World Health Organization (WHO)

Tony Laurance, Health Action in Crises, WHO, Geneva (laurancet@who.int)

Sabine Rakotamala, consultant, Department of Mental Health and Substance Abuse, WHO,

Geneva (sabine.rakotomalala@tdh.ch)

Mark van Ommeren, Department of Mental Health and Substance Abuse, WHO, Geneva
(vanommerenm@who.int)

M. Taghi Yasamy, Office of the Eastern Mediterranean Region, WHO, Cairo
(yasamym@emro.who.int)
� INEE communicated in an email after the meeting that it feels strongly that safe access is not enough and that the emphasis should also be on safe education itself, because the learning environment needs to be secure and promote the protection and well-being of learners, by being free from corporal punishment, free from (gender-based) violence and (sexual) abuse, providing safe facilities, etc.   INEE therefore suggests that the title be changed to "ensure access to safe and supportive education" or, to keep both emphases, "ensure safe access to protective and supportive education".


� Martha Bragin sent an email after the meeting on behalf of herself and Marie de la Soudiere that they propose the title to be PREVENT SEPARATION AND facilitate support for young children (0-8 years) and their caregivers. Moreover they propose in the first bullet point 


"and facilitate alternative care arrangements ONLY IF NECESSARY." These points were inadvertantly buried. In the midst of emergency, staff need to know what to do first, which is to prevent 


separation. One page field guides on the basics of how to accomplish this in emergencies are available from Martha and Marie.
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