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We describe an effort to develop a consensus-based research agenda for mental health and psychosocial support 
(MHPSS) interventions in humanitarian settings for 2021–30. By engaging a broad group of stakeholders, we 
generated research questions through a qualitative study (in Indonesia, Lebanon, and Uganda; n=101), consultations 
led by humanitarian agencies (n=259), and an expert panel (n=227; 51% female participants and 49% male 
participants; 84% of participants based in low-income and middle-income countries). The expert panel selected and 
rated a final list of 20 research questions. After rating, the MHPSS research agenda favoured applied research 
questions (eg, regarding workforce strengthening and monitoring and evaluation practices). Compared with research 
priorities for the previous decade, there is a shift towards systems-oriented implementation research (eg, multisectoral 
integration and ensuring sustainability) rather than efficacy research. Answering these research questions selected 
and rated by the expert panel will require improved partnerships between researchers, practitioners, policy makers, 
and communities affected by humanitarian crises, and improved equity in funding for MHPSS research in 
low-income and middle-income countries.

Introduction
Humanitarian crises, such as armed conflicts and 
disasters, have diverse effects on the mental health 
and psychosocial wellbeing of affected populations. To 
address these effects, mental health and psychosocial 
support (MHPSS) interventions have gained greater 
recognition throughout the past three decades.1 
Improved knowledge is essential to support appropriate 
MHPSS responses in humanitarian crises. However, as 
in other areas of humanitarian work, important gaps 
remain between the focus and outputs of researchers, 
and the knowledge priorities of MHPSS practitioners 
and policy makers. In 2011, a consensus-based process 
to set MHPSS research priorities involved a wider group 
of stakeholders, including MHPSS researchers and 
practitioners.2,3 In this Health Policy, we discuss the 
outcomes of a second, consensus-based, research 
prioritisation process, which sought to develop an 
updated MHPSS research agenda for the current 
decade, 2021–30.

Methods
Our research prioritisation process had two interlinked 
goals. First, we were interested in the development of a 
renewed research agenda with input from a broad 
composition of current MHPSS stakeholders, with the 
knowledge that the MHPSS field has rapidly evolved in 
the past decade. Second, we wanted to understand how 
MHPSS research priorities might have shifted over time. 
Thus, instead of conducting a follow-up study, we 
generated a renewed consensus on MHPSS research 
priorities from the bottom up. To create this renewed 
consensus, we followed methods applied in the earlier 
MHPSS research prioritisation initiative2 and built on 
the methods used in similar initiatives in related global 

health fields.4,5 In essence, these methods resemble 
adapted Delphi consensus-building techniques. Delphi 
processes usually engage experts in several rounds of 
structured consultation involving summary statements, 
ranking, and re-ranking to come to consensus.6 We 
engaged a larger group of people and a wider range of 
experts (including policy and practice experts) than in 
typical Delphi processes.
  A key consideration was to incorporate both the voices 
of people implementing MHPSS programmes (ie, 
humanitarian workers) and people with lived experiences 
(ie, individuals affected by mental health and psychosocial 
effects of humanitarian crises) through a qualitative 
approach. We were also committed to strengthening 
collective ownership of the final research agenda by 
practitioners, policy makers, and researchers. In 
designing our approach, we therefore emphasised 
feasibility. In addition, the current initiative was 
implemented under the auspices of the Inter-Agency 
Standing Committee Reference Group for MHPSS in 
Emergencies, and was governed by a Funding and Policy 
Council and a Scientific and Practice Advisory Board 
(appendix pp 1–2). The initiative was implemented in 
three phases (figure).

Phase 1: generating and collating research options
We generated research questions through three sources: 
a panel of MHPSS experts, consultations led by 
humanitarian agencies, and a qualitative study. Expert 
panellists were consulted through emails and online 
surveys and included Scientific and Practice Advisory 
Board members and their nominations of other 
practitioners, researchers, and policy makers through 
several rounds of snowball sampling, including through 
Inter-Agency Standing Committee Technical Working 
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Groups. We asked experts to nominate other members 
and aimed to ensure a panel with diverse experience and 
background with respect to gender, geographical location, 
and perspectives (appendix p 3). The consultations led by 
humanitarian agencies (a new addition since the 2011 
priority-setting process) consisted of a resource package 
circulated through a social media campaign facilitated by 
MHPSS.net (by author AG), which was posted on their 
website, Facebook, Twitter, LinkedIn, and WhatsApp 
channels. The resource package consisted of a slide deck 
with instructions, a recorded instructional webinar 
(hosted on YouTube), and an online or email form to 
submit responses (appendix p 3). The qualitative study 
consisted of in-depth interviews and focus groups with 
people with lived experience, humanitarian workers, and 
policy makers in crisis-affected settings in Indonesia, 
Lebanon, and Uganda (appendix pp 4–5).

Participants across the three sources were asked to list 
their most important research questions in the field of 
mental health and psychosocial support in the next 
10 years. Each expert panellist could list up to five research 
options (in line with the 2011 MHPSS research priority 
initiative), consultation groups led by humanitarian 
agencies could list up to ten questions (estimated to be 
feasible to cover in an in-person group format), and the 
qualitative study participants could list as many as they 
wanted (to increase the potential for saturation in themes 
from qualitative interviews).

We subsequently collated research options using 
qualitative thematic data analysis techniques, building on 
participants’ words as much as possible. For feasibility 
reasons, our intention was to consolidate all generated 
options into a list of 100 maximum unique research 
options. We therefore grouped similar questions together 
and created subcategories (ie, dropdown options) under 
the more encompassing research question. In addition, 
we only included research questions that were mentioned 
by at least five participants. We grouped research options 
into overall themes and subthemes using top-down 
(with the five overall themes from 2011) and bottom-up 
in-vivo strategies (ie, creating new overall themes when 

necessary, and building subthemes with the terms and 
phrasing submitted by participants).

Phase 2: selection of top 20 research options
The second phase included the panel of MHPSS 
experts, comprising the Scientific and Practice Advisory 
Board members and individuals who spearheaded the 
consultations led by humanitarian agencies in the first 
phase. Participants were sent a password-protected 
Qualtrics survey in which they could select their top 20 
research questions. Options were presented by theme in 
random order. We analysed how often each research 
option was selected by participants to identify the 20 most 
prioritised research options. We asked MHPSS experts 
in the panel to self-identify if they were also people with 
lived experience (as defined in the previous section).

Phase 3: rating of top 20 research options
We asked the same participants from phase 2 to rate 
the top 20 research options using pre-set criteria. The 
Scientific and Practice Advisory Board, through internal 
consensus over email, selected three criteria from the five 
that were previously selected in 2011: significance (does 
the question need answering), answerability (is a study to 
answer this question feasible), and applicability (will an 
answer to this question help to influence humanitarian 
policy and practice). Participants rated each criterion as 
being either essential or unimportant, and we then 
averaged the ratings across all three criteria and from all 
participants to rank the top 20 research options.

We had delays with implementing the process and 
therefore finalised results in 2022. In 2020 and 2021, 
initial findings were presented at the annual meetings 
for the Inter-Agency Standing Committee Reference 
Group for MHPSS, to invite feedback and stimulate 
continued ownership. This Health Policy presents our 
findings to an external audience for the first time.

Upon completion of the analysis, we reflected on 
differences with the 2011 MHPSS research priorities in 
meetings with the Funding and Policy Council and the 
Scientific and Practice Advisory Board. Differences were 
also discussed by email among the author team, made up 
of the implementation team leaders, chairs of the 
Funding and Policy Council and the Scientific and 
Practice Advisory Board, and board members interested 
in coauthoring (all board members were invited). For 
ease of reference, the 2011 MHPSS research priorities 
are provided in the appendix (pp 6–8).

Results
A total of 588 participants generated 1503 research 
questions: 227 expert panellists generated 1046 questions, 
259 participants from 21 consultation groups led by 
humanitarian agencies generated 179 questions, and 
102 participants from 33 in-depth interviews and eight 
focus group discussions generated 278 questions 
(table 1). We consolidated the 1503 research questions 

Figure: Overview of mental health and psychosocial support in humanitarian crises: setting consensus-based 
research priorities for 2021–30 (MHPSS-SET 2) study design

227 expert panellists 231 panel experts, including 
leaders of agency-led 
consultations

230 panel experts, including 
leaders of agency-led 
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humanitarian agencies

Phase 1: generating and collating 
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applicability

https://www.mhpss.net/
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into a list of 61 research questions, grouped into 
six themes: problem assessment and analysis (nine 
questions), intervention benefits (16 questions), research 
and information management (six questions), context 
(seven questions), implementation and organisation of 
MHPSS interventions (15 questions), and special topics 
(questions regarding COVID-19, pandemics, and digital 
technology; eight questions).

Subsequently, 231 participants (panel experts and 
leaders of agency-led consultations) selected the 20 most 
important research options from the consolidated list. 
The five most frequently selected questions were chosen 
by 50% or more of the participants. From the consolidated 
list of questions, participants most commonly selected 
questions from the themes of problem assessment and 
analysis (6/9), intervention benefits (8/16), and research 
and information management (3/6).

As the final step, 230 panellists scored the top 20 
research questions (table 2). Overall, research options 
related to potential intervention benefits were ranked of 
high importance: eight of the 20 research questions 
pertained to this theme (questions 4, 7, 10, 11, 13–15, 
and 20). Options related to the theme of problem 
assessment and analysis were ranked less prominently 
(questions 8, 12, and 16–19).

Most questions scored lower on answerability than 
on applicability and significance. A few questions scored 
higher on significance but lower on answerability, 
such as questions 10 (sustainability), 13 (development 
of multisectoral, multilayered programmes), and 
19 (intergenerational transmission of adversity across 
generations). Agreement was broad in the rankings 
of professional participant subgroups, with some 
minor differences. For example, policy makers scored 
questions focused on digital interventions, resilience, 
and comparative cost-effectiveness higher than did 
implementers and researchers. However, we did not 
identify major differences in rankings among the 
22% of participants who self-identified as having lived 
experience.

Changes since the 2011 priority-setting exercise
We compared the top 20 MHPSS research priorities for 
2021–30 with those previously identified for 2011–20 
(appendix p 6). Although comparison is limited by 
variations in methods, we note three key differences. 
First, there is an indication that research priorities are 
different now: four of the five top research priorities in 
2011 (ie, stressors faced in humanitarian crises [priority 1], 
how to assess needs [priority 2], local perceptions on the 
effects of MHPSS [priority 3], and adaptations to MHPSS 
interventions [priority 5]) no longer feature in the current 
top 20.

Second, although research priorities have changed, the 
overall emphasis remains analogous: the current research 
agenda still favours applied research questions over more 
fundamental, basic questions. For example, the top three 

research questions in the current agenda focus on how to 
strengthen the MHPSS workforce and how to improve 
programmatic monitoring and evaluation practices. In 
2011, examples of practice-focused research questions 
included appropriate indicators for monitoring and 
evaluation, and the extent to which MHPSS programming 
covered locally perceived needs.

Finally, we note a difference in focus in the 
intervention-based research priorities: namely, a shift 
from prioritising basic questions on the effectiveness 
of interventions (such as the effectiveness of preventive, 
family-based and school-based MHPSS interven
tions) to prioritising systems-related questions and 
implementation research. Evaluating the effect of 
interventions still ranks seventh, but new research 
priorities are focused on the integration of MHPSS 
with different humanitarian sectors (priority 4), the 
minimum required set of MHPSS interventions 
(priority 11), and developing multilayered systems of 
care (priority 13).

Discussion
We developed a new consensus-based agenda for 
MHPSS research for the current decade (2021–30). In 
formulating this forward-looking agenda, we engaged 
with diverse stakeholders (researchers, practitioners, 

Participants, 
n

Research 
questions 
generated, 
n

Expert panel* 227 1046

Researchers in LMICs 51 ··

Researchers in HICs 29 ··

Practitioners in LMICs 89 ··

Practitioners in HICs 8 ··

Policy makers in LMICs 21 ··

Policy makers in HICs 4 ··

Unknown 25 ··

Consultations led by humanitarian agencies 259 179

Community-based and non-governmental 
organisations, social enterprises, and 
online networks

216 ··

National MHPSS coordination groups 34 ··

National research and scientific 
organisations

9 ··

Qualitative study 102 278

People with lived experience 34 ··

Humanitarian practitioners 64 ··

Policy makers 4 ··

Total 588 1503

HICs=high-income countries. LMICs=low-income and middle-income countries. 
MHPSS=mental health and psychosocial support. *22% of expert panellists self-
identified as having lived experience of mental health concerns and psychosocial 
impacts of humanitarian crises. 

Table 1: Participants in phase 1
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policy makers, and people with lived experience) in a 
multistep process of generating, consolidating, and 
rating prioritised research questions.

We highlight four main conclusions and associated 
recommendations. First, the current MHPSS research 
prioritisation exercise—like that reported in the 2011 
consensus2—provides a practice-oriented research 
agenda, rather than one focused on more fundamental 

questions about how mental health and psychosocial 
wellbeing manifest and what predicts them in 
humanitarian settings. For example, highly prioritised 
research questions concern strengthening and supervising 
the MHPSS workforce, identifying and implementing 
culturally relevant monitoring and evaluation practices, 
identifying intervention benefits (including those of 
digital interventions), and the application of MHPSS 

Theme Significance Answerability Applicability Average  

(1) How can we strengthen the MHPSS workforce in 
humanitarian settings? 

Implementation and 
organisation

94% 87% 91% 91%

(2) What are the appropriate methods to assess the outcomes 
and effects (ie, short-term and long-term benefits) of MHPSS 
interventions and approaches? 

Research and information 
management

90% 84% 82% 85%

(3) How can we effectively develop MHPSS monitoring, 
evaluation, and research systems in humanitarian settings?* 

Research and information 
management

89% 80% 86% 85%

(4) What is the added value of integrating or mainstreaming 
MHPSS services into other sectors (eg, education, WASH, social 
protection) in humanitarian settings? 

Benefits or the effectiveness 
of interventions

89% 78% 86% 84%

(5) How can we better develop supervision models and 
strategies to address MHPSS needs in humanitarian settings? 

Implementation and 
organisation

85% 82% 84% 84%

(6) What are the effectiveness and best practices of remote or 
digital MHPSS interventions? 

Special topics (ie, digital 
technology, COVID-19, and 
pandemics)

87% 82% 82% 83%

(7) What is the impact of MHPSS interventions in humanitarian 
settings?* 

Benefits or the effectiveness 
of interventions

89% 76% 85% 83%

(8) How do mental health and psychosocial concerns influence 
social and economic functioning (eg, economic outcomes, 
family functioning, social relations)?

Problem analysis 89% 78% 82% 83%

(9) How can we develop and adapt tools that are culturally and 
cross-culturally valid? 

Research and information 
management

90% 78% 81% 83%

(10) How can we ensure the sustainability of MHPSS services in 
various settings and sectors?

Benefits or the effectiveness 
of interventions

93% 71% 83% 82%

(11) What should be the minimum or essential set of MHPSS 
services in humanitarian settings?

Benefits or the effectiveness 
of interventions

82% 73% 85% 80%

(12) What are the major risk factors and protective factors of 
MHPSS issues in humanitarian settings?* 

Problem analysis 81% 80% 77% 79%

(13) How can we develop effective, multisectoral, multilayered 
interventions in humanitarian settings? 

Benefits or the effectiveness 
of interventions

87% 71% 79% 79%

(14) What are the comparatively most optimal (eg, effective, 
efficient, cost-effective, safe) MHPSS interventions or responses 
to address issues in humanitarian settings?* 

Benefits or the effectiveness 
of interventions

86% 67% 83% 79%

(15) How can we ensure effective participation of key 
stakeholders in MHPSS programmes?* 

Benefits or the effectiveness 
of interventions

81% 74% 78% 78%

(16) What is the current understanding and what are the gaps 
in knowledge about MHPSS issues in humanitarian settings? 

Problem analysis 75% 79% 73% 76%

(17) What are the most important MHPSS problems in 
humanitarian settings?* 

Problem analysis 76% 76% 72% 75%

(18) What are the correlates of resilience in humanitarian 
settings? 

Problem analysis 80% 69% 73% 74%

(19) How are the consequences of traumatic experiences and 
adversity, including childhood adversity, transmitted across 
generations? 

Problem analysis 81% 61% 67% 70%

(20) What is the relationship between MHPSS programmes and 
peacebuilding, and how can peacebuilding be effectively 
promoted in MHPSS programmes?

Benefits or the effectiveness 
of interventions

73% 60% 67% 67%

MHPSS=mental health and psychosocial support. WASH=water, sanitation, and hygiene. *Scores indicate percentages of respondents endorsing the stated criteria 
(significance, answerability, and applicability). 

Table 2: Top 20 prioritised research questions and scores for 2021–30



Health Policy

www.thelancet.com/lancetgh   Vol 11   June 2023	 e973

interventions in sustainable, integrated, multisectoral, 
and multilayered systems. With this overall focus, we 
believe a key recommendation remains that collaboration 
between MHPSS researchers, practitioners, and policy 
makers needs to be strengthened. This recommendation 
requires stronger input from practitioners in research 
efforts than is currently provided, more frequent and 
meaningful dialogue between stakeholders, and the 
application of research approaches to improve 
humanitarian practice (eg, building on a researcher’s 
experience to strengthen programme monitoring and 
evaluation practices). Such a process was applied in 
developing interagency guidance on monitoring and 
evaluation,7,8 and could also be applied in other areas.

Second, within the overall emphasis on practice-
oriented questions, there has been a shift in research 
priorities compared with those of 10 years ago. 
Specifically, research on mapping MHPSS problems is 
ceding ground to a stronger focus on implementation 
research. This shift in focus could reflect a maturation 
of the MHPSS research field, as indicated by a larger 
body of epidemiological research9 and an increase in 
published studies evaluating MHPSS interventions.10–12 
Epidemiological questions that remain consensus-based 
research priorities concern risk factors and protective 
factors, correlates of resilience, and intergenerational 
transmission of adversity, rather than merely identifying 
prevalence rates of depression and post-traumatic stress 
disorder. We believe these reorganised research priorities 
indicate a need for interdisciplinary, transdisciplinary, 
and systems-oriented approaches to implementation 
science, which focus on how evidence-based MHPSS 
practices can be scaled and sustained with the integration 
of robust quality-improvement systems into routine 
delivery settings (ie, outside of controlled research 
settings). Advances in epidemiological research to better 
understand wellbeing and mental health in a socio
ecological context are also required.

Third, we highlight a potential mismatch between the 
rich evidence base in scholarly literature and the 
emphasis of the MHPSS research priorities in the 2021 
agenda-setting exercise. Despite a decade of work to 
generate a more rigorous evidence base for MHPSS 
interventions, the seventh most highly prioritised 
question of the 2021 agenda concerns the effect of these 
interventions. Similarly, research focused on problem 
analysis remains a priority, despite being the focus of 
several peer-reviewed publications.13,14 These topics could 
have been included in the current research agenda to 
raise complementary questions. For example, queries 
regarding the effect of MHPSS interventions might be 
referring to the understanding of their benefits beyond 
those found in controlled trials and beyond the reduction 
in psychological symptoms. Research questions in the 
current research agenda might pertain to the wider effect 
of MHPSS interventions or the effect of less-researched 
interventions.10 In addition to the possibilities of 

mismatches between the existing scholarly literature and 
the 2021 priorities, scholarly research is unlikely to reach 
many practitioners and policy makers.15 To resolve this 
issue, scholars should work with their Communications 
and Policy colleagues, and other strategists, to translate 
their scientific findings in ways that are compelling to 
decision makers. Research that occurs in partnership 
between scholars and practitioners is also important, 
such that practitioners can discuss and influence 
research objectives and partnerships between local 
communities, researchers, and practitioners to increase 
the relevance of study objectives.16

Finally, there are few questions related to prominent 
themes in current humanitarian discourse, such as 
MHPSS research questions linked to the COVID-19 
pandemic or the climate emergency. Although options 
pertaining to these topics were generated during the 
initial phases of the process, they were not frequently 
selected for the top 20. However, the prioritised question 
on digital tools to support MHPSS interventions is 
likely to have been preferentially selected considering 
operational challenges resulting from the COVID-19 
pandemic. We anticipate that questions related to climate 
change will probably be prioritised more highly in future 
priority-setting exercises for MHPSS research.17

We highlight three main study limitations. First, our 
methods might have favoured the formulation of generic 
and interpretable research questions, rather than novel 
and complex ones. We sought to make the process of 
formulating and ranking research options as efficient as 
possible, to help engage busy humanitarian practitioners. 
This approach led to several pragmatic choices, such as 
limiting scoring criteria to three, confining options to a 
shortlist of the top 20 questions, and using super-
ordinate questions with options for further specificity 
of lower-level topics. Although we hope these choices 
increased a willingness to respond, we possibly chose 
breadth of participants coverage over depth of questions.

Second, only the expert panel was consulted for 
all three surveys. However, the size and composition 
of the expert panel differed between the surveys, due 
to the progressive snowball sampling methods used 
and the availability of the panel members during each 
survey period. Across the project’s duration, a total of 
304 panel members participated in at least one survey, and 
144 people participated in all three surveys. Additionally, 
the panel’s expertise might have been heavily drawn from 
their experience in countries affected by humanitarian 
crises arising from political conflicts (appendix p 9), and 
panellists had to have a working knowledge of the English 
language. Finally, we found that the online format was 
difficult to implement with policy makers, limiting their 
inclusion in the sample of respondents to 6·5%. A face-to-
face approach, such as the one we adopted with the 
qualitative study component (ie, direct interviews or focus 
group discussions) might have been more successful for 
this type of respondent.
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In addition to discussing limitations inherent to the 
applied methods in this initiative, reflecting more broadly 
on the implementation and potential effect of setting 
consensus-based research priorities for the MHPSS field 
is important. For the current consensus-based research 
priorities to affect (and ultimately improve) MHPSS 
research practice, we believe two main challenges exist. 
First, answering the prioritised research questions will 
require funding. Exact figures are challenging to obtain, 
but a larger share of funding for humanitarian health 
research is from research donors who do not consider 
themselves to be part of the humanitarian system (eg, 
substantial funding from programmes such as Horizon 
2020). Such funders might not be closely familiar with 
these research priorities, or be responsive to research, 
practitioner, and affected community priorities without 
targeted efforts. In addition, a notable but smaller 
proportion of humanitarian health research comes from 
humanitarian donors who are largely from Germany, the 
USA, and the UK.18 This funding situation requires 
crucial reflection, given that the largest populations 
affected by humanitarian crises live in low-income 
and middle-income countries (LMICs), and there are 
systematic inequities in global health research funding 
between high-income countries and LMICs. In line 
with recommendations concerning localisation in the 
humanitarian field19 and decolonisation in global health 
research,20 MHPSS research funding would benefit 
from: more direct funding for researchers from LMICs, 
so as to build knowledge infrastructures; an equitable 
voice for these researchers in LMICs in funding priorities 
and decisions from donors based in high-income 
countries; and—where possible—increased funding 
from LMICs.21–23

The second issue is that the research agenda will require 
uptake by diverse stakeholders in the MHPSS field. 
Unfortunately, research might not always reach policy and 
practice stakeholders.24 This situation could be resolved by 
strengthening research–practitioner partnerships (across 
all stages of research projects, and beyond completion), 
understanding how humanitarian policy makers and 
practitioners prefer research dissemination to be 
formatted and timed (and recognising the gap between 
researchers and decision makers as a complex system),25 
and by improving researchers’ dissemination skills.24,26 In 
addition, stronger engagement of communities affected 
by humanitarian crises in MHPSS research would 
enhance the effect of the prioritised research questions.27

In conclusion, we see clear research priorities for a 
practice-based 2021–30 MHPSS agenda, which calls for a 
shift towards interdisciplinary and transdisciplinary 
implementation research to strengthen the integration 
of MHPSS interventions into scalable and sustainable 
delivery platforms. This target can be met through 
research on how to develop and support capacity and 
supervision in the global MHPSS workforce across 
sectors, how to ensure appropriate monitoring and 

evaluation of MHPSS interventions within programme 
implementation, and how to effectively scale and sustain 
the quality of evidence-based MHPSS interventions across 
diverse humanitarian sectors. Answers to the research 
questions prioritised in this consensus-based agenda 
require stronger linkages between MHPSS researchers, 
practitioners, and policy makers than is currently the case, 
in partnership with crisis-affected communities.
Contributors
WAT, PTDL, SLH, AG, AA, and MvO designed the study with input 
from JA, FKB, TSB, CB, JE, ME, ZH, RRH, MJDJ, BAK, CP-B, MP, AR, 
DS, MT, JMU-R, PV, PK, and IW. WAT and PTDL wrote a first draft of 
the manuscript, which was reviewed and edited by all authors. At least 
two named authors (WAT and PTDL) accessed and verified the data. All 
authors had full access to all the data in the study and had final 
responsibility for the decision to submit for publication.

Declaration of interests
We declare no competing interests.

Acknowledgments
This project was funded by Elrha’s Research for Health in 
Humanitarian Crises (R2HC) Programme, which aims to improve 
health outcomes by strengthening the evidence base for public health 
interventions in humanitarian crises. The authors alone are responsible 
for the views expressed in this Health Policy and they do not necessarily 
represent the views, decisions, or policies of the institutions with which 
they are affiliated.

References
1	 IASC. IASC Guidelines on Mental Health and Psychosocial Support 

in Emergency Settings. Geneva: Inter-Agency Standing Committee, 
2007.

2	 Tol WA, Patel V, Tomlinson M, et al. Research priorities for mental 
health and psychosocial support in humanitarian settings. 
PLoS Med 2011; 8: e1001096.

3	 Tol WA, Barbui C, Galappatti A, et al. Mental health and 
psychosocial support in humanitarian settings: linking practice and 
research. Lancet 2011; 378: 1581–91.

4	 Tomlinson M, Rudan I, Saxena S, Swartz L, Tsai AC, Patel V. 
Setting investment priorities for research in global mental health. 
Bull World Health Organ 2009; 87: 438–46.

5	 Collins PY, Patel V, Joestl SS, et al. Grand challenges in global 
mental health. Nature 2011; 475: 27–30.

6	 Jones J, Hunter D. Consensus methods for medical and health 
services research. BMJ 1995; 311: 376–80.

7	 IASC. IASC Common Monitoring and evaluation framework for 
mental health and psychosocial support in emergency settings: with 
means of verification (version 2.0). Geneva: Inter-Agency Standing 
Committee, 2021.

8	 Augustinavicius JL, Greene MC, Lakin DP, Tol WA. Monitoring and 
evaluation of mental health and psychosocial support programs in 
humanitarian settings: a scoping review of terminology and focus. 
Confl Health 2018; 12: 9.

9	 Charlson F, van Ommeren M, Flaxman A, Cornett J, Whiteford H, 
Saxena S. New WHO prevalence estimates of mental disorders in 
conflict settings: a systematic review and meta-analysis. Lancet 2019; 
394: 240–48.

10	 Haroz EE, Nguyen AJ, Lee CI, Tol WA, Fine SL, Bolton P. 
What works in psychosocial programming in humanitarian 
contexts in low- and middle-income countries: a systematic review 
of the evidence. Intervention (Amstelveen) 2020; 18: 3–17.

11	 Papola D, Purgato M, Gastaldon C, et al. Psychological and 
social interventions for the prevention of mental disorders in 
people living in low- and middle-income countries affected by 
humanitarian crises. Cochrane Database Syst Rev 2020; 
9: CD012417.

12	 Purgato M, Gastaldon C, Papola D, van Ommeren M, Barbui C, 
Tol WA. Psychological therapies for the treatment of mental 
disorders in low- and middle-income countries affected by 
humanitarian crises. Cochrane Database Syst Rev 2018; 
7: CD011849.



Health Policy

www.thelancet.com/lancetgh   Vol 11   June 2023	 e975

13	 Panter-Brick C. Resilience humanitarianism and peacebuilding. 
In: Ungar M, ed. Multisystemic resilience: adaptation and 
transformation in contexts of change. Oxford: Oxford University 
Press, 2021: 361–74.

14	 Tol WA, Song S, Jordans MJD. Annual research review: resilience 
and mental health in children and adolescents living in areas of 
armed conflict—a systematic review of findings in low- and middle-
income countries. J Child Psychol Psychiatry 2013; 54: 445–60.

15	 Paterson A, Carden F, Hanley T. From knowing to doing: evidence 
use in the humanitarian sector. https://www.elrha.org/
researchdatabase/from-knowing-to-doing-evidence-use-in-the-
humanitarian-sector/ (accessed April 11, 2023).

16	 Erismann S, Pesantes MA, Beran D, et al. How to bring research 
evidence into policy? Synthesizing strategies of five research 
projects in low- and middle-income countries. Health Res Policy Syst 
2021; 19: 29.

17	 Charlson F, Ali S, Augustinavicius J, et al. Global priorities for 
climate change and mental health research. Environ Int 2022; 
158: 106984.

18	 Issa Z, Camburn J, Schenck C, Almalla M, Jabbour S. Who funds 
what? Humanitarian research and innovation funding flows 
analysis. Nov 28, 2011. https://www.elrha.org/researchdatabase/
who-funds-what-humanitarian-research-and-innovation-funding-
flows-analysis/#:~:text=Humanitarian%20research%20and%20
innovation%20funding%20flows%20analysis’%20is%20the%20
first,tracking%20of %20HRI%20funding%20flows (accessed 
April 11, 2023).

19	 IASC. IASC Task Force 5 on localisation. https://interagency 
standingcommittee.org/iasc-task-force-5-localisation (accessed 
April 11, 2023).

20	 Olufadewa I, Adesina M, Ayorinde T. Global health in low-income 
and middle-income countries: a framework for action. 
Lancet Glob Health 2021; 9: e899–900.

21	 Charani E, Abibombola S, Pai M, et al. Funders: the missing link in 
equitable global health research. PLoS Glob Public Health 2022; 
2: e0000583.

22	 Maher D, Aseffa A, Kay S, Tufet Bayona M. External funding to 
strengthen capacity for research in low-income and middle-income 
countries: exigence, excellence and equity. BMJ Glob Health 2020; 
5: e002212.

23	 Abouzeid M, Muthanna A, Nuwayhid I, et al. Barriers to sustainable 
health research leadership in the Global South: time for a grand 
bargain on localization of research leadership? Health Res Policy Syst 
2022; 20: 136.

24	 R2HC Elrha. Review and assessment of mental health and 
psychosocial support intervention research in humanitarian settings. 
Nov 17, 2020. https://www.elrha.org/researchdatabase/review-and-
assessment-of-mental-health-and-psychosocial-support-intervention-
research-in-humanitarian-settings/ (accessed April 11, 2023).

25	 Rutter H, Savona N, Glonti K, et al. The need for a complex systems 
model of evidence for public health. Lancet 2017; 390: 2602–04.

26	 Tol WA, Ager A, Bizouerne C, et al. Improving mental health and 
psychosocial wellbeing in humanitarian settings: reflections on 
research funded through R2HC. Confl Health 2020; 14: 71.

27	 Adhikari B, Pell C, Cheah PY. Community engagement and ethical 
global health research. Glob Bioet 2019; 31: 1–12.

Copyright © 2023 World Health Organization. Published by Elsevier 
Ltd. All rights reserved. This is an Open Access article published under 
the CC BY 3.0 IGO license which permits unrestricted use, distribution, 
and reproduction in any medium, provided the original work is properly 
cited. In any use of this article, there should be no suggestion that WHO 
endorses any specific organisation, products, or services. The use of the 
WHO logo is not permitted. This notice should be preserved along with 
the article’s original URL.


	Mental health and psychosocial support in humanitarian settings: research priorities for 2021–30
	Introduction
	Methods
	Phase 1: generating and collating research options
	Phase 2: selection of top 20 research options
	Phase 3: rating of top 20 research options

	Results
	Changes since the 2011 priority-setting exercise

	Discussion
	Acknowledgments
	References


