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A B S T R A C T

During humanitarian crises, under-resourced and overstretched health systems may not be able to fully meet 
mental health and psychosocial support (MHPSS) needs of affected populations, including refugees, internally 
displaced persons and host communities. Health system governance is vital to humanitarian health response, but 
there has been little research on this, particularly for MHPSS. We present a case study of a national MHPSS 
coordination mechanism (the MHPSS Taskforce) in Lebanon, a country which has experienced multiple crises 
and hosts over 2 million refugees. The aim was to explore the barriers and enablers facing the MHPSS Taskforce 
in responding to the needs of displaced and host populations in Lebanon. Interviews were conducted with 34 key 
stakeholders, including Taskforce members, representatives from non-governmental organisations, United Na
tions agencies, and government Ministries. Our findings show that the positioning of MHPSS within the hu
manitarian cluster system acts as a barrier to mounting an effective response, with the MHPSS Taskforce 
sometimes siloed rather than integrated across clusters. Coordination within the Taskforce was reported to be 
effective in some respects, but limited by a lack of clarity about its decision-making processes, affiliation, 
mandate, and inclusion of regional perspectives and key groups such as mental health services users in Lebanon. 
While the technical capacity of the Taskforce is strong, limited funding and staffing were seen to impact its 
capacity to effectively oversee the MHPSS response in Lebanon. Key recommendations include: the need for 
stronger mechanisms and operating procedures for interagency and inter-sectoral collaboration on MHPSS 
within the humanitarian cluster system; greater clarity on the role of the Taskforce and key Taskforce actors, 
streamlined reporting channels and greater inclusion of diverse perspectives, particularly mental health service 
users; and greater financial and human resources within coordination mechanisms to support the national 
MHPSS response in Lebanon.

1. Introduction

There are an estimated 35.3 million refugees globally (UNHCR, 
2023a). Many refugees experience significant mental health needs, 
reflecting exposure to traumatic events, poor living conditions, unem
ployment, limited economic opportunities, discrimination, social isola
tion and other daily stressors (Charlson et al., 2019; Mesa-Vieira et al., 

2022; Miller et al., 2021). Almost three-quarters of refugees live in low- 
and middle-income countries (LMICs), where under-resourced health 
systems may struggle to adequately meet their mental health needs 
(Martineau et al., 2017; UNHCR, 2022). Reasons include lack of 
financing for mental health services, limited investment in the mental 
health workforce, lack of an information system that can capture mental 
health needs, and failure to integrate mental health services within 
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primary care and with other sectors such as education and protection 
(Bruckner et al., 2011; Charlson et al., 2019; Rathod et al., 2017; World 
Health Organization, 2021). When faced with high levels of displace
ment, national and international actors often respond with short-term 
crisis support. While helping to address immediate needs, this 
commonly results in parallel systems, with policies, financing, and ser
vices dominated by international humanitarian actors. This risks unco
ordinated, inefficient, and fragmented responses that fail to adequately 
support health systems, diverting financing and expertise away from 
national strategies and impeding more sustainable responses (Lupieri, 
2020; Olu et al., 2015).

Effective health system governance is critical for an effective hu
manitarian response, helping to overcome the many challenges associ
ated with multiple actors and their competing mandates and different 
funding sources (Barnett, 2013; Lokot et al., 2022). Common elements of 
health system governance include participation, equity and inclusive
ness, responsiveness, capacity, transparency, accountability, effective
ness, efficiency, and strategic vision (Barbazza and Tello, 2014; Pyone 
et al., 2017; Siddiqi et al., 2019). However, research on health system 
governance in crisis-affected settings remains limited (Lokot et al., 
2022), particularly for mental health.

1.1. Global humanitarian architecture and mental health and 
psychosocial support

The humanitarian cluster approach is the core part of the humani
tarian response governance architecture. It was introduced by the 
United Nations (UN) and key partners in 2005 to improve the quality, 
coordination, and accountability of humanitarian response (IASC, 
2007). The 11 thematic clusters promote a common strategy to 
encourage good practices, avoid duplication, address gaps, and share 
information by building national capacity and advocating for more 
effective and accountable humanitarian action (Humphries, 2013). 
There are five technical clusters: health, nutrition, protection, educa
tion, and camp management. At the global level, each cluster is typically 
led by one or two UN organisations or international NGOs. At the 
country level, clusters are usually co-led by a UN organisation and an 
NGO, occasionally in partnership with the relevant host government 
Ministry (Humphries, 2013). Organisations who are part of clusters have 
potential access to funding, specifically pooled funds (UNHCR, 2023b).

Mental Health and Psychosocial Support (MHPSS) is defined as any 
support that people receive to protect or promote their mental health 
and psychosocial wellbeing. Current guidelines for humanitarian set
tings recommend a multi-level intersectoral MHPSS response to respond 
to mental health and wellbeing needs, including provision of basic and 
essential services (e.g., integrating key messages about mental health 
and wellbeing into food and shelter services), strengthening of com
munity and family supports (e.g. safe spaces, supporting community 
networks), and delivery of non-specialised mental health care (e.g., 
basic mental health care by generalist doctors and nurses, community 
workers and trained peers), and more specialised services (e.g., more 
intensive therapy or provision of medicines by a mental health specialist 
such as psychiatric nurses, psychologists, and psychiatrists) (IASC 
MHPSS Reference Group, 2022). This wide range of MHPSS activities 
extends beyond the health cluster and is recognised as intersectoral 
(IASC, 2007), requiring that coordination and accountability is shared 
across clusters. This cross-sectoral nature of MHPSS makes it challenging 
to ensure that it is prioritised within each cluster while being coordi
nated among clusters (O’ Connell et al., 2012). At the global level, the 
IASC MHPSS Reference Group is responsible for coordination, opera
tional support, policy advocacy within the humanitarian system, and 
development of global technical guidance. This Reference Group rec
ommends that national-level MHPSS technical working groups function 
as the bodies responsible for coordination of MHPSS programming 
across clusters, uniting approaches, avoiding duplication and gaps, and 
ensuring the most efficient use of scarce resources (Harrison et al., 2021; 

IASC MHPSS Reference Group, 2022). The Handbook for MHPSS coor
dination notes good coordination as activities that “bring together 
diverse actors, with local humanitarian leadership and knowledge at the 
centre”, and “ensure a coherent, principled, and sustainable response” 
(IASC MHPSS Reference Group, 2022). It emphasises accountability to 
affected populations and collaboration to meet their needs equitably and 
effectively. Other MHPSS guidelines emphasise the need for stronger 
engagement with, and support to, existing national systems, ensuring 
respect for governments playing a central role in providing humanitar
ian services, thereby avoiding creation of parallel humanitarian systems 
(IASC, 2007; Van Ommeren et al., 2015; World Health Organization, 
2013). However, to date, there is very little research to support effective 
governance of MHPSS responses, including optimal ways of working 
with national health and protection systems (de Jong et al., 2008; O’ 
Connell et al., 2012).  

1.2. MHPSS services in Lebanon

This study focuses on Lebanon, which has faced many internal and 
external crises in recent decades. Lebanon hosts one of the highest 
numbers of refugees per capita. The Syrian conflict, which erupted in 
2011, created an influx of around one and a half million Syrian refugees 
into Lebanon (UNHCR, 2024). Lebanon also hosts an estimated 487,000 
Palestinian refugees (UNHCR, 2023a). Since 2019, Lebanon has faced a 
political crisis and one of the most severe economic crises globally 
(World Bank, 2021). Humanitarian needs have been compounded by the 
COVID-19 pandemic and the Beirut port explosion on August 4th, 2020. 
These multiple challenges have exacerbated mental health needs among 
Lebanese and refugee populations. The Lebanon humanitarian response 
operates in a complex landscape of international actors with a signifi
cant risk of fragmentation, limited capacity, and scarce resources 
(Noubani et al., 2021).

The National Mental Health Programme (NMHP) was launched 
informally at the end of 2013 and was formally established in 2014. The 
NMHP is part of the Ministry of Public Health (MoPH), with a mandate 
to coordinate national and international MHPSS efforts in Lebanon, set 
annual action plans, and develop and implement guidelines to support 
the scale-up of mental health services (Karam et al., 2016; Kik & El 
Chammay, 2018). In 2015, the NMHP launched its strategy on Mental 
Health and Substance Use in Lebanon (Ministry of Public Health 
Lebanon, 2015). In 2017, the MOPH issued a circular to encourage the 
coordination of MHPSS actors in Lebanon with the NMHP (Ministry of 
Public Health Lebanon, 2017).

The MHPSS Taskforce in Lebanon was also formally established in 
2014, with the mission to ensure an effective, coordinated and focused 
inter-agency response to the MHPSS needs of persons living in Lebanon, 
and a special focus on persons affected by the Syrian crisis (Syrian and 
Palestinian refugees from Syria as well as the most vulnerable within 
existing Lebanese and Palestinian communities in Lebanon), in line with 
the national mental health strategy of Lebanon. The Taskforce is chaired 
by the NMHP and co-chaired by WHO and UNICEF. It is the only 
nationally-led coordination group within the humanitarian system in 
Lebanon, and is a good example of a MHPSS group co-led by a national 
ministry in humanitarian settings. Around 60 members including UN 
agencies, local and international organisations, and government minis
tries are part of the Taskforce (Karam et al., 2016). The Taskforce meets 
regularly to coordinate activities, develop guidelines, and develop and 
implement a yearly action plan (Ministry of Public Health Lebanon, 
2023). The MHPSS Taskforce is positioned within the existing humani
tarian structure in Lebanon, which also includes a Psychosocial Support 
(PSS) committee, which operates under the Child Protection Working 
Group, chaired by UNICEF. The Taskforce does not receive direct 
funding for its operational activities from donors or from the govern
ment. Funding for MHPSS activities in Lebanon also is not channeled 
through the Taskforce, but through clusters, usually Health, Protection 
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and Education clusters.
Since Lebanon represents a protracted and complex crisis with high 

MHPSS needs among refugee and host communities, it represents a 
useful case study to explore governance in MHPSS responses. The aim of 
this study is to explore the barriers and enablers facing the MHPSS 
Taskforce in responding to the needs of displaced and host populations 
in Lebanon and thus inform efforts to strengthen MHPSS responses in 
Lebanon and similar complex crises. This study was part of the GOAL 
project which brings together academic, government (NMHP) and civil 
society organisations in Lebanon and the UK to strengthen mental health 
systems’ response to the mental health needs of Syrian refugees and host 
communities in Lebanon (London School of Hygiene and Tropical 
Medicine, 2020).

2. Methods

2.1. Design

We conducted a qualitative study using semi-structured interviews, 
based on the research question: What are the barriers and facilitators to 
supporting MHPSS responses for displaced Syrians and host populations 
facing the MHPSS Taskforce in Lebanon?

2.1.1. Sampling and study participants
Interviewees were selected purposively, based on their familiarity 

with the Taskforce. They represented a range of stakeholders working in 
the MHPSS field in Lebanon, distributed among members of the Task
force (including Taskforce leadership), and others who are not members 
but have worked closely with the Taskforce. An invitation email about 
the study was sent to all the Taskforce members and others with the 
support of the Taskforce leadership (as the NMHP were also part of the 
study). In total, 34 individuals (28 women and 6 men) were interviewed: 
21 from NGOs, 8 from UN agencies, 4 from ministries, and 1 indepen
dent consultant.

2.2. Data collection

We developed topic guides in consultation with the NMHP and other 
GOAL partners and focused on the following themes: strengths and 
weaknesses of the MHPSS Taskforce, coordination with other coordi
nation bodies and the humanitarian system, its influence on coordina
tion of MHPSS in Lebanon, and trust in the Taskforce. The topic guides 
were piloted to ensure that the questions were appropriate and 
meaningful.

Interviews were conducted with key stakeholders over Zoom from 
February to November 2021 in English or Arabic according to the 
preference of the participant. Interviews were audio recorded, and then 
transcribed and translated verbatim directly into English by either the 
research team or external translators. Transcriptions were quality 
checked and uploaded into Dedoose for analysis, with 10% of transcripts 
back-translated to ensure accuracy of Arabic-English translations.

The interviews were conducted by a team who were trained in 
qualitative research and also received training on mental health policies 
in Lebanon. This data collection team consisted of a female research 
coordinator (RE), a female consultant (TZ), a female research officer 
(RE) and two male research officers (JE and BM).

2.3. Data analysis

As described and reflected upon elsewhere (Zreik et al., 2022), the 
interviews were analysed collaboratively by the analysis team, after 
training in qualitative data analysis. We used ‘Dedoose’ software for 
coding. The development of the codebook was both deductive (using the 
topic guides for main themes) and inductive (for newly emergent 
themes). Six team members were involved in coding, meeting monthly 
to discuss codes. This step was followed by an analysis of codes by 

several authors (RE, ML, TZ, SC) who arranged them into relevant 
themes and collated coded content within themes, followed by further 
refinement. After the initial analysis, we conducted seven feedback 
sessions in August–September 2022 with small groups of research par
ticipants (n = 16), including two sessions with Taskforce leadership. Key 
findings were presented, and participants were given an opportunity to 
reflect, clarify, and add further information. These responses were 
incorporated into the analysis and write-up.

2.3.1. Ethics
Ethical approval was obtained from Université Saint-Joseph de 

Beyrouth (Saint Joseph University of Beirut) (ref: USJ-2020-255, 21/01/ 
2021) and the London School of Hygiene and Tropical Medicine in 
London (ref: 22793, 13/01/2021). An Information Sheet was shared 
with participants, and written informed consent was obtained prior to 
data collection. Confidentiality was ensured by storing data in a secure 
site accessible only to the research team. To ensure anonymity, partic
ipant names, genders, titles, and organisations are not reported.

3. Results

We present our findings as a case study of the MHPSS Taskforce, 
according to three identified themes relating to barriers and enablers for 
its work: (i) coordination of the Taskforce; (ii) affiliation and role of the 
Taskforce; and (iii) capacity and resources of the Taskforce. Each con
tains sub-themes that act as enablers and/or barriers. An additional 
overarching theme is the global structure of the humanitarian system, 
which impacts each theme, discussed first below. As depicted in Fig. 1, 
the three themes and the overarching theme of the global humanitarian 
system are interlinked.

3.1. Global positioning of MHPSS coordinating structures within the 
humanitarian cluster system

Participants identified the global MHPSS structure as a barrier to the 
ability of the Taskforce to coordinate MHPSS responses. Participants 
discussed how the status of MHPSS as a cross-sectoral issue, combined 
with the problems of siloed working within the cluster system, creates 
challenges for how MHPSS is positioned and integrated into the cluster 
system. One participant reflected: “MHPSS is always looking for a home” 
(NGO actor). Another participant reflected on how MHPSS “doesn’t 
have a fixed place in the humanitarian UN coordination structure … 
[and it] needs to be given a more defined and systematic place” (Gov
ernment actor). However, participants highlighted the global nature of 
this problem, with one participant observing that “it is the same 
everywhere in all countries in all humanitarian system. It is not a 
question specific to Lebanon” (Government actor).

Participants, including the Taskforce leadership, described how the 
cluster system resulted in siloed ways of working, creating “limits” for 
how effectively cross-sectoral issues can be tackled and requiring addi
tional effort to be integrated. One participant observed, “[T]he fact that 
these sectors sometimes function very independently is unfortunate 
because it takes away opportunities to mainstream and properly inte
grate mental health” (NGO actor).

3.2. Coordination

3.2.1. Effectiveness and process of coordination within the Taskforce
Participants consistently emphasised the importance of robust co

ordination as a potential enabler for strengthening the MHPSS Task
force’s response. Some participants pointed to examples of good 
coordination by the Taskforce, praising the Taskforce’s ability to adapt 
to emergency situations and successfully convene different actors and 
highlighting its strong inter-sectoral presence. The response to the Beirut 
port explosion was cited as an example of efficient coordination. Par
ticipants described the Taskforce leadership as having a clear 
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understanding of what coordination entails within the humanitarian 
sector, emphasising the importance of actively reaching out to partners 
and colleagues to ensure alignment. Most participants said that the 
Taskforce leadership fostered coordination by bringing together diverse 
actors, including medical professionals who weren’t directly working in 
the humanitarian sector.

Participants also described the MHPSS Taskforce’s attempts to 
expand and enhance its coordination efforts among partners by having a 
clear annual action plan shared regularly with partners, maintaining an 
online portal for MHPSS inter-agency mapping related to the Cluster’s 
4Ws (who, what, where, and when), sending routine guidance and 
emails to all partners, and having shared-decision making (i.e. decisions 
taken by the majority) on the Taskforce’s decisions and processes.

However, other participants identified a lack of clarity on the coor
dination process by the Taskforce, including the role of Taskforce 
meetings. Some perceived that the purpose of meetings was to share 
updates and promote networking but felt this was different to coordi
nation: "[Y]ou spend most of the time listening to updates, but in fact, 
where is the coordination?. [C]oordination is not just taking updates" 
(NGO actor). Participants suggested addressing this problem by holding 
more in-depth Taskforce meetings with clearer objectives. However, 
during feedback sessions, other participants argued that coordination of 
activities between humanitarian actors does not typically occur in such 
meetings, but happens bilaterally and that the Taskforce meetings 
involve sharing information and updates.

3.2.2. Inter-sectoral coordination within the cluster system
Participants discussed inter-sectoral coordination on MHPSS, noting 

both exemplary instances and areas for improvement. Factors that 
facilitated effective intersectoral coordination included: focal points and 
representatives from different sectors attending Taskforce meetings; 

collaboration with different sectors to develop the MHPSS annual action 
plan; and holding joint activities across different sectors. One participant 
explained how MHPSS is usually listed as an agenda item in the Health 
Working Group meetings, supporting mainstreaming of MHPSS in the 
Health sector. The involvement of the Taskforce leadership in, for 
example, the Health Working Group, was also cited as a positive 
example. Participants also highlighted the strong ties between the Child 
Protection Working Group and the MHPSS Taskforce.

There was, however, a general sense that the Taskforce’s coordina
tion role was challenging and that coordination was not being fully 
achieved, due to the reliance of the Taskforce on the other clusters’ 
continued collaboration efforts and the extent of their prioritisation of 
MHPSS within their respective clusters. Participants reflected on the 
need for a structured approach to managing coordination among the 
diverse actors involved in MHPSS, to not rely solely on individual cluster 
leads having an interest in MHPSS or MHPSS Taskforce members being 
present in every sector meeting as the only means to put MHPSS on the 
agenda. In one feedback session, participants recommended the need for 
clear Standard Operating Procedures (SOPs) outlining how the different 
clusters should interact with the Taskforce. In another session, partici
pants suggested SOPs could detail which decisions and processes related 
to MHPSS service planning and delivery should be coordinated or 
approved by the Taskforce. The presence of separate structures with 
overlapping technical capacity and service delivery related to MHPSS, 
such as the National PSS Committee, and the Sexual and Gender Based 
Violence and Child Protection sub-cluster working groups, was 
mentioned frequently as requiring significant resources from the Task
force leadership and other agencies to ensure effective coordination. For 
instance, one participant said, "to try to reinforce the importance of 
coordinating with the MHPSS Taskforce […] establishing channels so 
that different sectors can re-emphasise the importance of coordination 

Fig. 1. Barriers and Enablers for the MHPSS Taskforce to support the MHPSS response in Lebanon.
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… this is being done but it takes a lot of effort and time as well" (Gov
ernment actor). These various coordination structures relating to 
MHPSS can cause confusion for partners, with many actors reportedly 
not sufficiently aware of how the MHPSS Taskforce is positioned and its 
activities. One participant suggested: “I would always recommend 
having the Taskforce as a big umbrella, with all the organisations rep
resenting MHPSS and having the other Taskforces or groups as sub- 
groups under this Taskforce” (Independent). Other participants noted 
that the MHPSS Taskforce is not always visible to other humanitarian 
actors. One participant suggested, "more work should be done to ensure 
that the LCRP [Lebanon Crisis Response Plan], as structured, is sup
porting the Taskforce to achieve its goals while ensuring that this 
important issue [MHPSS] is being mainstreamed … within different 
LCRP sectors" (Government actor). They added, "I think we need to have 
more visibility for all issues surrounding MHPSS.”

3.2.3. Participation
Some participants described the Taskforce as a democratic environ

ment that fosters better coordination. One commented that "decision- 
making is made by the majority" (NGO actor). Others shared examples of 
the collaborative development of an annual action plan, and instances 
where they were consulted and asked for feedback. They reported that 
the Taskforce chairs and co-chairs were “open to communication” and 
“always open to receiving ideas and the thoughts of all the organisa
tions” (NGO actor). Participants also cited an example of partnership via 
the establishment of technical committees led by different partners 
working on various objectives of the action plan.

However, several participants also expressed the need to include 
more diverse voices in the Taskforce activities, such as service users and 
field-level staff. Participants noted that although organisations do 
regularly present on their activities, this could be strengthened to give 
greater visibility for the organisations and staff involved. Another 
participant suggested that more members might participate in technical 
committees if there were greater incentives such as access to projects 
grants, noting how this was the case with some other working groups 
supporting with funds that members can use for implementation. To 
improve mental health service user involvement, participants in a 
feedback session recommended giving service users a regular slot in 
Taskforce meetings to talk about their needs, preferences, and experi
ences. During feedback sessions, the Taskforce leadership emphasised 
how the Taskforce meetings are open to anyone to attend, and stated 
that they are exploring ways to formally engage the newly-established 
Service User Association in Taskforce coordination efforts. The NMHP 
has already identified service user participation in mental health policy 
development as an important gap to address in Lebanon.

Participants emphasised that representation from across all of Leb
anon’s regions is crucial to achieving effective coordination as it pro
vides a better opportunity to identify and address the diverse MHPSS 
needs throughout the country. However, participants noted how this did 
not happen because at the time of data collection, meetings were held 
only online at the national level, a departure from the regional-face-to- 
face meetings prior to the COVID-19 pandemic. Despite the Taskforce 
discussing data from the field through the 4Ws reporting, participants 
noted how most organisations are managed from Beirut so regional 
perspectives in Lebanon were poorly represented: “[S]ometimes we 
notice that there are some things that happen at the regional level that 
the MHPSS coordination [Taskforce] is not aware of” (UN actor). 
Finally, participants observed that people participating in the Taskforce 
meetings are commonly mid-level staff involved in decision-making and 
coordination, so the views of those directly involved in service delivery 
may not always be fully reflected. One participant argued that field-level 
perspectives enable improved engagement with user experiences. 
However, during other feedback sessions, participants felt that field- 
level data collected through the 4Ws helped ensure the Taskforce was 
informed by field perspectives. In addition, it was noted that national 
Taskforce meetings were open to actors from all regions and the online 

nature of the meetings helped ensure greater regional participation.

3.3. Affiliation and role of the taskforce

3.3.1. Affiliation of the Taskforce
Many participants from international and local organisations 

expressed confusion about the relationship between the MHPSS Task
force, the MoPH, and the NMHP, and raised questions about whether 
their roles were clearly distinct. During a feedback session, one partic
ipant discussed uncertainty about the roles of WHO and UNICEF (who 
are co-chairs of the Taskforce), observing that the relationship between 
the Taskforce, the MoPH, the WHO, and UNICEF "is not apparent to the 
public (…) whether they [the Taskforce] are considered as the Ministry 
or WHO or a separate program". While the Taskforce is an independent 
body, it was noted that some confusion may lie in the fact that "the 
[MHPSS] Taskforce and the program [NMHP] were established at the 
same time almost. So, the Ministry launched the program and at the 
same time the Taskforce. And also, the program is the one doing the 
secretarial work … [doing] the minutes … " In one feedback session, 
participants felt the differentiation between the Taskforce and NMHP 
was clear, but acknowledged that newer members of the Taskforce 
might not fully understand this role. In general, participants suggested it 
should be clearer to all actors about the exact role of the Taskforce as 
distinct from the NMHP/MoPH, as this could potentially allow better 
engagement and support for the Taskforce, clarifying its strategic vision 
and giving more legitimacy to its work given its affiliation with the 
MoPH.

3.4. Clarity on role and mandate

The Taskforce’s Terms of Reference outlines its mandate to ensure an 
effective and focused inter-agency response to the MHPSS needs by 
identifying and addressing gaps and promoting the importance of 
MHPSS at all levels. However, during interviews and feedback sessions, 
it was clear that there was a lack of clarity around the Taskforce’s 
mandate. At times, some participants indicated a desire for it to adopt 
other roles, such as monitoring and quality assurance, outreach, 
training, and fundraising. One participant commented, "There is a great 
sense of ambiguity on what the Taskforce does, or did in the past" (NGO 
actor). In addition, while the Taskforce’s Terms of Reference states its 
focus on the MHPSS needs of persons affected by the Syria Crisis and the 
host population, participants observed a lack of clarity in practice to
wards the different groups present in Lebanon (including Palestinians, 
Syrians, and Lebanese). In a feedback session, one participant said that 
discussions were mostly centred around specialist services, rather than 
community-level prevention and promotion activities.

However, action plans from the Taskforce and feedback from its 
leadership demonstrate that, in addition to coordinating around the 
specialised services, the Taskforce’s plans and coordination address a 
variety of needs including community-level prevention. Similarly, other 
participants mentioned that "[T]he focus is also a lot on policies, 
decision-making, laws, all of these things that go beyond, they’re not 
only focused on interventions, but rather things on a national level."

During interviews and feedback sessions, some participants dis
cussed how high staff turnover in the humanitarian sector meant it took 
time for new Taskforce members to understand the scope and approach 
of the Taskforce and to participate: "Sometimes even if there is a proper 
handover, you feel that it would take time for people to interact … " 
(NGO actor). Multiple participants in the feedback sessions highlighted 
the need to have a shared understanding and vision of the Taskforce 
Terms of Reference. They recommended producing shareable commu
nication material clarifying the Taskforce structure, Terms of Reference, 
role of chair and co-chair, decision-making related to Taskforce de
cisions, and achievements.
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3.4.1. Enforcement power
The topic of Taskforce authority was a key theme that reflected 

participants’ uncertainty about its role in enforcing MHPSS practice and 
guidelines. For one participant, the uncertainty arose because "it is 
related to a governmental entity, but you do not get a sense that they 
have this power to actually take the lead in things" (NGO actor). Another 
participant explained, "part of this is maybe linked to the fact that [there 
are] no membership requirements to be in the Taskforce (…) There is 
nothing binding actors or obliging them to do any of the coordination 
activities or responsibilities" (Government actor). Participants observed 
that the Taskforce lacks "authority to take matters into their own hands" 
because "every organisation in the Taskforce already has their own 
procedures and ways of functioning" (NGO actor), and that "actors on 
the ground are often very independent and not very keen to adhere to 
instructions that are coming from central sources" (UN actor). One 
participant emphasised that the Taskforce cannot "ensure" the quality of 
MHPSS: "when you say ‘ensure’, it means that they have a certain au
thority, so far the MHPSS Taskforce can only have recommendations" 
(NGO actor). They gave the example of the Taskforce’s efforts to stan
dardise national salary scales, which ended up being reduced to 
"guidelines" because the Taskforce could not enforce that organisations 
standardise salaries.

During the feedback session with Taskforce leadership, the structure 
of the humanitarian cluster system was identified as affecting the au
thority of the Taskforce in decision-making related to MHPSS funding. It 
was noted, "It’s really based on different actors’ interests in contributing, 
there is nothing that obliges them to do anything. And in terms of in
centives, because it’s not fully integrated [as a separate cluster], it’s not 
within the humanitarian cluster system, the financial incentives that 
actors may have, in other sectors, coordination mechanisms are not 
available here."

Other participants provided examples related to the perceived au
thority of the Taskforce. Speaking on the topic of funding calls, a 
participant explained how some donors require organisations to 
demonstrate that they are coordinating within relevant clusters as a 
condition to receiving funds. The participant explained that even if 
mental health is the topic being funded, there is no requirement for 
coordinating with the MHPSS Taskforce when applying for funding, 
emphasising how it was “easier to incentivise people" via clusters, but is 
challenging to encourage participation in this cross-cluster working 
group (Government actor). They recommended encouraging donors to 
require coordination with the Taskforce. Multiple participants con
trasted the lack of authority that the Taskforce has over funding allo
cations with other working groups such as the Child Protection Working 
Group and PSS Committee, noting that in those groups members would 
not miss meetings because they are financially motivated to engage 
(Government actor). One participant suggested the need to involve the 
Taskforce in decisions about MHPSS funding allocation “to create a 
mechanism by which the MHPSS Taskforce and the chairs of the Task
force are part of how the MHPSS funding is allocated to which activities 
and on which basis, as we know there is very little money allocated to 
MHPSS and in most cases not necessarily to the priority because in every 
cluster there are bits and pieces" (Government actor). This suggests 
confusion, as in the feedback sessions, the Taskforce leadership clarified 
the MHPSS Taskforce does not and should not have this authority at the 
national level. Such enforcements come directly from the MOPH directly 
or via the NMHP when they are done (e.g. issuing guidelines or circulars 
or decisions).

3.4.2. Sustainability
There was a consensus among participants that the Taskforce’s 

affiliation with the MoPH through the NMHP is positive and crucial for 
the sustainability of their role in strengthening the MHPSS response in 
Lebanon. The Taskforce’s link to the government was perceived as an 
opportunity to bridge the gap between the government-led health sector 
and other MHPSS actors, thus preventing the creation of a parallel 

system. When the government issues guidelines, participants felt this 
supported long-term sustainability: “[J]ust by the fact that the Taskforce 
is advocating … and working toward integrating mental health services 
in PHCCs, this is, in itself, something crucial for the sustainability of 
services” (NGO actor).

Participants from the feedback sessions also confirmed the impor
tance of the Taskforce’s link to the government for sustainability: 

“[C]ertainly when we look to sustainability and the ability of coun
tries to sort of come through a humanitarian crisis and transverse 
into recovery and development, having the Ministry and or national 
entity having such a strong leadership role is really relevant.”

Many participants felt that the link to the government lends more 
authority to the Taskforce and enables the strengthening of the National 
Mental Health System: “[B]ecause it’s the Ministry taking the lead on 
coordination, taking a lead on decision making, and making sure that all 
the activities are aligned with the Ministry’s strategy for mental health, 
and also aligned with other programs that are part of the Ministry” (UN 
actor).

It was also observed that the humanitarian system is largely based on 
short-term, annual plans rather than longer-term strategic planning, 
which “deprives at times the opportunity to pull up and take on a longer 
view that expands beyond an annual perspective (…) it doesn’t afford 
you all that often moments to really stop, look at the evidence and then 
have a sort of thoughtful, extended discussion on what have we learned 
from this? And what do we need to do better?” (UN actor).

3.5. Capacity and resources of the Taskforce

3.5.1. Technical capacity
Participants reflected on the high technical capacity of the Taskforce 

as facilitating its role in supporting the MHPSS response. The Taskforce 
co-chairs were described as being “very qualified, well-founded tech
nically, part of a highly functional team, a team of experts, high calibre 
staff, and professional staff specialised in different areas, knowledgeable 
and competent” (NGO actor). Participants mentioned that the Taskforce 
leadership has established itself as a reference point for consultation on 
technical aspects of MHPSS, resource development, and training. One 
participant described how the Taskforce is perceived by actors in the 
field “as one strong standalone Taskforce that has some proactivity and 
that’s following up on the mental health strategy in the country”, 
observing that the Taskforce is “well-positioned and well-perceived” 
(UN actor). However, participants also discussed how limited human 
and financial resources, alongside contextual and time constraints, 
influenced the responsiveness of the Taskforce leadership.

During feedback sessions, participants suggested the Taskforce could 
demonstrate its alignment with the action plan by releasing a report at 
the end of each year to update members (and other sectors) on key ac
tivities and achievements, and potentially uploading the action plan on 
the website. Regular and accessible communication to update members 
about ongoing guideline/tool development was also suggested, 
including sharing final Taskforce outputs on the Taskforce website. 
However, it was recognised by participants during feedback sessions 
that accomplishing this would require additional resources and staff 
capacity.

3.5.2. Human and financial resources
Despite the existing technical expertise, participants expressed that 

the Taskforce’s efforts are hindered by the lack of financial resources 
and subsequently a lack of human resources. Participants attributed 
limited funding to the fact that the Taskforce does not directly receive 
routine funding for its operational costs. The NMHP obtains funding 
through advocacy and fundraising, some of which is used for the staffing 
and other costs required for coordination of the Taskforce. As a result, as 
discussed in one feedback session, the continuity of the Taskforce is 
linked to the sustainability of the NMHP and the capacity of the co- 
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chairs to mobilise human and financial resources as needed. Due to the 
structure of the humanitarian system, the Taskforce as a coordination 
body does not receive direct funding from donors nor from the gov
ernment to operate, and is dependent on external funding which was 
reported to be increasingly challenging due to donor fatigue in Lebanon.

Several consequences of the limited resources and limited capacity to 
mobilise resources were reported by participants as impacting the 
Taskforce’s effectiveness. Firstly, challenges were reported around 
communication and responsiveness. One participant shared: “They 
really, really need more resources, human resources to answer to email 
requests because for example when I send feedback on the action plan I 
never get a reply” (NGO actor). Secondly, the lack of resources also 
impacts the timeliness of the publication of guidelines and tools, with 
many participants describing long delays at times, for example, 
“guidelines come after one year and a half” (NGO actor). To overcome 
these challenges, participants expressed that strong coordination of the 
MHPSS Taskforce requires funding for a dedicated focal point to coor
dinate, ask for, and share regular updates with members of the Taskforce 
on plans, projects, and to capture and visualise the updates and share 
them with all members, which would make accessing updates easier for 
the Taskforce. One participant explained, “coordination is really a full- 
time job and requires a lot, especially if you’re doing coordination on 
MHPSS as the NMHP across different areas, right?” (UN actor).

3.6. Contextual challenges and time constraints

Taskforce members reported workload challenges, which are exac
erbated by the cross-sectoral nature of MHPSS, and have the potential to 
limit member participation in the Taskforce. These challenges include 
multiple reporting platforms to manage, and numerous coordination 
meetings to attend: “I think maybe each NGO is struggling with a lot of 
workload within the NGO itself of reporting and documenting” (NGO 
actor). For instance, participants expressed frustration at being required 
to report 4Ws data on multiple cluster/sector-specific platforms for 
humanitarian coordination. One participant suggested, “why not have 
them in place all with one access [referring to reporting platforms] and 
then make the lives of everyone easier” (NGO actor). This idea of 
streamlining with other platforms was echoed in feedback sessions. 
Participants suggested that actors could be encouraged through 
providing feedback on how data is used, as well as incentives for coor
dination and reporting. Additionally, participants suggested a unifying 
platform with all tools and references created by all MHPSS actors.

4. Discussion

We have identified barriers and enablers in MHPSS responses to the 
needs of displaced and host populations in protracted crisis settings, 
using a case study of the MHPSS Taskforce in Lebanon. Governance of 
humanitarian response is characterised by a diverse landscape of in
ternational and national actors often driven by different agendas and 
priorities (Pyone et al., 2017). Despite MHPSS guidelines emphasising 
the importance of establishing cross-sectoral coordination mechanisms 
and working with national governments (IASC, 2007), there appears 
limited research on this topic. Our study is among the first empirical 
explorations of country-level experiences and it contributes to work on 
health system governance in humanitarian crises (Barbazza and Tello, 
2014; Lokot et al., 2022; Siddiqi et al., 2019). It also draws attention to 
the need for critical reflection on key governance principles in MHPSS 
responses. We identified four key themes, which are now discussed in 
turn below.

First, was the positioning of MHPSS within the humanitarian cluster 
system. Our findings are consistent with other literature on how the 
siloed nature of the cluster system risks MHPSS becoming marginalised 
if mitigation measures are not taken (Tol et al., 2011; Ventevogel et al., 
2015). Connections between the relevant clusters and the MHPSS 
Taskforce should be clearly defined and strengthened. One 

recommended mechanism to achieve this is by establishing Taskforce 
focal points for each cluster, which may reduce burden on co-chairs and 
promote collaborative leadership (IASC MHPSS Reference Group, 
2022). The Taskforce could also benefit from developing an intentional, 
harmonised strategy for engaging and embedding MHPSS across and 
within different clusters. This might include MHPSS orientation ses
sions, shared advocacy messages, joint briefs on referral pathways and 
procedures, clear interagency and intersectoral monitoring, and evalu
ation strategies with a common set of indicators and means of verifi
cation, while promoting a central information management platform for 
the 4Ws. Creating a shared strategic vision among members of the 
Taskforce could also strengthen the MHPSS Taskforce’s governance 
capacity (Siddiqi et al., 2019). Finding ways to strengthen the power of 
enforcement by the Taskforce may also enhance its positioning and 
coordination. Evidence from elsewhere shows that a lack of enforcement 
can impede implementation of plans and limit the ability to convene 
organisations in crises (Fortnam et al., 2021). Our findings point to the 
potential benefit of a mechanism through which agencies receiving 
funding for MHPSS are systematically required to coordinate with the 
MHPSS Taskforce, to ensure the optimal use of scarce and scattered 
resources for MHPSS nationally, rather than fragmented approaches 
within each cluster and for the MHPSS action plan to be formally 
endorsed by the Humanitarian System. Additionally, while active 
participation in other Technical Working Groups within the cluster 
system is encouraged through perceived financial incentives (such as 
competitiveness for funds distributed through the cluster), no such in
centives are available for the MHPSS Taskforce members. The creation 
and enforcement of clear SOPs to formalise the importance of engaging 
the MHPSS Taskforce in all issues related to MHPSS in the humanitarian 
cluster system is vital for effective response and MHPSS coordination. 
Our study highlights that future research should be conducted to explore 
the positioning of MHPSS coordinating structures within the global 
humanitarian cluster system.

Second, the importance of having the government involved in co- 
leading MHPSS responses where this is possible. The MHPSS Taskforce 
in Lebanon is co-led by a government-affiliated actor which supported 
coordination and strengthening the agency of local actors in humani
tarian responses. This helps to address key recommendations in MHPSS 
responses of preventing duplication, supporting existing structures, and 
utilising existing resources and expertise (IASC MHPSS Reference 
Group, 2022; World Health Organization, 2013). However, a challenge 
was the lack of understanding among some agencies on how the Task
force is affiliated to the MoPH and its role and mandate. Our findings 
highlight the need for a strong communication plan, including MHPSS 
orientation sessions and terms of references to help promote a better 
understanding of the strategic and technical mandate of the Taskforce, 
prevent unmet expectations, and promote transparency.

Third, there were positive examples of intersectoral coordination, 
but at times individual agency agendas took priority over the shared 
response. In addition, the roles and responsibilities within the Taskforce, 
and its mechanisms of accountability, were not always clear. Expecta
tions among members about what the Taskforce should do (e.g. enforce 
quality of MHPSS) were not always realistic for a coordination group. 
Finding ways to strengthen group cohesiveness, clarify roles and re
sponsibilities, and create shared, transparent accountability may 
enhance the quality of coordination. This reflects findings from studies 
elsewhere where MHPSS coordination in the field has been important in 
strengthening communication and cooperation (Bou-Orm et al., 2023; 
Elshazly et al., 2019; Gooding et al., 2022). Additionally, the charac
teristics of staff attending coordination meetings are important, and 
participants highlighted the need for inclusion of frontline perspectives, 
and regional perspectives. The Taskforce leadership provided feedback 
that information from field and program activities is typically channeled 
to central program and technical personnel within each organisation, 
who are usually the ones attending coordination meetings. We recognise 
that in 2023, Taskforce meetings have been reintroduced at the regional 

R. El Masri et al.                                                                                                                                                                                                                                SSM - Mental Health 6 (2024) 100354 

7 



level and anticipate this will improve coordination and promote equity, 
inclusiveness, and participation. Mental health service user perspectives 
appeared lacking, despite attempts to incorporate their perspectives in 
the Taskforce’s work. This reflects a wider need for greater involvement 
of mental health service users in decision making in protracted crises 
(Douedari and Howard, 2019; Semrau et al., 2016). The recently 
established Service User Association in Lebanon offers a mechanism for 
greater mental service user involvement in the Taskforce, and this is a 
priority of the NMHP.

Fourth, while it was highlighted that the Taskforce had strong 
technical capacity, which is essential for coordination bodies (IASC 
MHPSS Reference Group, 2022), a key barrier was insufficient human 
and financial resources to support the technical capacity and coordi
nation tasks of the MHPSS Taskforce and participating agencies. This 
underpinned many of the challenges to the MHPSS response. Despite 
guidelines emphasising the importance of supporting existing structures 
(IASC MHPSS Reference Group, 2022), no direct funding support is 
available to MHPSS coordination structures. The lack of sufficient 
financial human resources may hinder the effectiveness of the coordi
nation efforts, as shown in other studies in different humanitarian set
tings (Gooding et al., 2022). Guidance recommends that co-chair roles of 
MHPSS technical working groups are full-time roles (IASC MHPSS 
Reference Group, 2022), and the reliance on NMHP resources for co
ordination and support means there needs to be a commitments from 
other MHPSS actors, including, having other actors equally involved and 
committed to support the costs associated with coordinating MHPSS 
activities. The scarcity of resources available to local actors, relative to 
UN and international agencies, and the resulting power imbalances, 
should also be recognised (Martins, 2020; Roepstorff, 2020). Limited, 
short-term, and project-based donor funding for local actors further 
constrains active participation in MHPSS coordination as local actors 
prioritise project implementation over coordination and information 
sharing, despite open information sharing and reporting being key to 
coordination (Gooding et al., 2022). A unified and coordinated reporting 
system between clusters on MHPSS indicators through a central plat
form would also help reduce reporting burden for actors (IASC MHPSS 
Reference Group, 2022). Finally, a streamlined processes for contrib
uting to the MHPSS Action Plan and an easily accessible resource centre 
may also reduce perceived burden.

4.1. Limitations

First, given our co-production approach, staff from the NMHP, who 
co-chair the Taskforce, participated in various aspects of the study (e.g., 
reviewing interview topic guides, being interview participants, 
providing inputs during feedback sessions, providing commentary on 
findings during feedback sessions and co-authoring this article). This 
could have influenced the findings. However, these staff members did 
not conduct the interviews or feedback sessions and they were not 
involved in the data analysis. Their participation is concurrently viewed 
as a strength as it ensured that the findings account for the complexities 
of the context in Lebanon. Second, we encountered challenges recruiting 
interviewees due to the severe economic and political crises in Lebanon, 
the COVID-19 pandemic, the Beirut Blast, and significant electricity 
shortages. This might have omitted the voices of participants who were 
more severely impacted by these crises. Third, not all interview partic
ipants were able to attend the feedback sessions due to staff turnover and 
the contextual challenges mentioned in the second limitation.

5. Conclusion

This study is among the first empirical exploration of the enablers 
and barriers to supporting MHPSS responses through a coordination 
body in a humanitarian setting. We provide insights to help improve the 
MHPSS response in Lebanon, with implications for other protracted 
crises. Our findings highlight challenges for MHPSS responses linked to 

the inter-sectoral positioning of MHPSS within the humanitarian system. 
While technical capacity of the MHPSS Taskforce leadership was high, 
the Taskforce was weakened by limited resources, particularly financial 
resources. The co-leadership from the MoPH was considered valuable, 
providing legitimacy and supporting the sustainability of the response. 
However, greater clarity was needed on the positioning of the Taskforce. 
Greater inclusion of diverse groups, particularly service users, would 
further strengthen the Taskforce. Our findings suggest that the Taskforce 
could begin by developing a strategy to clarify mechanisms for engaging 
with the different clusters and identifying key actions for communi
cating its scope and role to both members and those outside the Task
force to help strengthen an effective and equitable MHPSS response in 
Lebanon.
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