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Executive Summary 

Africa Humanitarian Action (AHA), founded in 1994, is a Pan-African non-profit humanitarian 

organization with its head quarter in Addis Ababa, Ethiopia. AHA operates in partnership with 

UNHCR, BPRM and UNICEF since 2013 in Ajoung Thok, Jam Jang County, Ruweng State 

South Sudan. It intervenes in the provision of comprehensive primary health services, including 

reproductive health, HIV, community health services and nutritional wellbeing services. The 

services are provided through a Primary Health Care Unit (PHCU) and a Primary Health Care 

Centre (PHCC) for 40,000 refugees from the Sudan/Kordofan and an estimated 10,000 host 

community population.  

 

UNHCR public health strategy identified mental health as priority gap in Unity/Ruweng State as 

early as 2014. Though AHA also felt the need and endeavored to respond, it was enabled to 

establish a mental health care service only in September 2016, thanks to the support of BPRM. 

This assessment was carried out to appraise the local context in the effort of building up the 

mental health and psychosocial support unit. 

 

Qualitative method was applied to collect data.  The selection criteria of respondents and FGD 

participants were based on focused and targeted sampling to reach informants with good 

acquaintance of the refugee and host community conditions. The criteria included age > 18 years 

old) and representation by gender and social function. Collected qualitative information was 

grouped by category of key coded themes for manual analysis. 

The assessment findings showed that both refugees and host community described mental health 

as “being productively occupied, living in security and freedom, interacting positively in the 

family and community, participating in social events, feeling happy…” Further, exposure to 

traumatic events, loss of family members and separation, loss of means of livelihood, poverty 

and lack of social support were reported as the major causes of mental illness among both 

communities. The misconception that possession by evil spirit from a dead or alive person is 

cause of mental of illness widely prevailed especially in host community. The current conflict in 

South Sudan, poor economic situation and food insecurity were pointed out to as causes.  

 

Feeling of loneliness and sadness, self-isolation, immersion in ones thoughts and imaginations 

were generally mentioned as manifestation of depression. Straying in the market place and 

engaging in petty theft and school dropout were described as symptoms of behavioral problem. 

Fear, constant worry, shaking the body, increased heartbeat, crying and running away were also 

stated as symptoms. On the other hand, engagement in recreational activities (playing football, 

reading holy books, attending religious services, and storytelling) were the reported coping 

mechanisms to forget problems and stress. Both communities also mentioned participating in 

traditional dancing, talking to or sharing problems with family, friends, relatives and neighbors; 

and asking for support as coping strategies. Host community respondents mentioned frequently 

that consulting traditional healers, spiritual leaders or witch doctors could alleviate mental 
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illness. There is lack of awareness that mental illness is treatable; and of recognition that mental 

health could be treated at health facilities.  

 

Conclusion & Recommendation: A none vertical and integrated MHPSS program with 

coordination mechanism that includes UNHCR’ protection partners and operates in linkage with 

the national MHPSS coordination would contribute to strengthen the capacity of providers of 

mental health and psychosocial services, improve the management of mental health cases from 

PHCC to hospital in Jam Jang County. The assessment recommends improved and integrated 

mental health services, sequenced awareness raising activities on the causes of mental illness and 

on availability of services. Improving access to recreational/counseling services, collaboration 

with traditional/spiritual leaders, integration of MHPSS activities with protection partners as well 

as engaging communities and leaders at different levels to create conducive environment and 

addressing stigma against mental health are recommended.  
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1. Background 

 

South Sudan became the world’s youngest independent state in 2011 after decades of war (1955-

2011) against the Government of the Sudan. During the over 50 years of war, dubbed the longest 

civil war in Africa, almost 2 million people lost their lives. Four million people were displaced 

internally and another one million were forced to seek refuge in neighboring countries. Armed 

conflicts that broke out between the ruling factions on December 15, 2013 and again on July 8, 

2016 resulted yet again in displacement and flight of millions.  During the first months of the 

2013 up to 873,800 people had been displaced and thousands killed (WHO, 2014). The 2016 

confrontation, which continues at the time of the writing of this assessment, has also led to 

internal displacement of 2.5 million people and the flight of 1.78 million people (UNOCHA, 

UNHCR, March/April 2016).  According to a WHO 2016 report, an estimated 4.7 million people 

were in need of emergency health care in South Sudan. Jonglei, Unity and the Upper Nile States 

were among the most affected states.  

 

But South Sudan is also home to thousands of refugees from the neighbouring countries. 

According to the UNHCR statistical update of April 30, 2017, South Sudan hosted a total of 268, 

286 refugees from Sudan’s South Kordofan and Blue Nile States (247,111), DRC, (14,548), 

Ethiopia, (4,738), and Central African Republic (1,853). Refugees from the Sudan continue to 

arrive due to the on-going armed conflict in the Sudan. It is estimated that the total number of 

refugees in South Sudan will reach 302,809 by end-2017. 90% of the refugees reside in different 

camps located in Upper Nile (140,049) and Unity/Ruweng (101,302) States.  35,973 (38%) of 

the refugees in Unity/Ruweng State are housed in the Ajoung Thok refugee camp where AHA 

provides comprehensive health care since 2013.  

 

Although traumatic experiences and the loss of social support and protective mechanisms 

resulting from the protracted wars both in South Sudan and the Sudan have caused upsurge of 

mental illness, the South Sudanese health system is ill-equipped in both human and material 

resources to attend to mental health cases.  According to WHO, the South Sudan health system 

has broken down due to the prolonged conflict. As September 2015, 55% of the health facilities 

in Jonglei, Upper Nile Unity/Ruweng States were no longer functioning. Many areas remain thus 

prone to cholera, meningitis, measles, yellow fever epidemic due to the interruption of 

vaccinations; and preventable diseases such as malaria, diarrhea and acute respiratory infections 

linger unattended.  

 

The adversities the South Sudanese and the refugees in South Sudan are forced to surmount on 

their own are vast. One can but only acknowledge and appreciate their resilience. In this regard, 

the supportive role traditional healers and spiritual leaders played can hardly be understated.  The 

integration of a mental health unit in the AHA managed health facilities in Ajoung Thok fills a 

gap long overdue.  
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2. Objective 

The assessment objective was to identify gaps and draw recommendations for MHPSS 

intervention for refugees and host community population in Ajoung Thok and Jam Jang County. 

The specific objectives are: 

1. To determine the situation of mental disorders and psychological suffering among 

refugees and host community; 

2. To assess the coping strategies and resilience resources of the affected population 

regarding mental disorders and psychological suffering; 

3. To assess the gaps in the provision of mental health care and psychosocial 

intervention through the existing health service facilities in Ajuong Thok. 

3. Methodology 

 

Qualitative method was employed to collect data. The Ajuong Thok refugee camp, established in 

2013, hosts 35,973 refugees from South Kordofan in the Sudan. The camp is structured by Zone 

(9), each zone contains Blocs (8), compound (8) and Plot/house hold (12). The host community 

population in the vicinity of the camp is estimated at 10,000.  

Figure 3. Structure of Ajuong Thok refugee camp 

 

The MHPSS assessment was 

carried out in January 2017 in 

Ajoung Thok refugee camp and 

among the host community around 

the camp. The 5 tools of standard 

toolkit for humanitarian settings set 

by Inter Agency Standard 

Committee (IASC, 2013)1  were 

adapted to local context and 

translated into local languages 

(Dinka and Arabic) in 

collaboration with the UNHCR 

technical team. The WHO and 

UNHCR 2012 toolkit was applied 

for assessing MHPSS needs and 

resources” 2  

                                                           
1 IASC: Reference Group Mental Health and Psychosocial Support Assessment Guide, (2013). 

2 WHO & UNHCR: Assessing Mental Health Psychosocial Needs and Resources, toolkit for humanitarian settings 

(2012). 
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Table 1. WHO/UNHCR assessment standard tools 

Tools 
Number of 

participants 

Assessment 

objectives 

Tool 10. Participatory assessment perception by community 

members (in 9  FGD)  
54 1 & 2 

Tool 11. Participatory perceptions by community members with 

in-depth knowledge of the community. 
14 1 & 2 

Tool 5. Check list for integrating mental health in primary health 

care in Humanitarian settings 
7 3 

Tool 1. Who is doing What, Where, When, (4Ws) in Mental Health 

(Other agencies) 
4 3 

 

Qualitative information was collected through Focus Group Discussion (FGD) and semi 

structured interview with key informants with in-depth knowledge of the communities, following 

the training of 6 data collectors. 

 

To assess and map psychosocial services provided in Ajuong Thok, structured interviews were 

conducted with 6 AHA staff (Medical Doctor, Clinical Officer, pharmacist, IPD nurse, HIS 

clerk, Finance & Admin Officer) and 5 other NGOs intervening in Jam Jang County (DRC, IRC, 

LWF ), 54 persons (36 from the refugee and 18 from the host community) organized in 9 FGDs 

(6 in the refugee camp and 3 in the host community) participated in the discussion sessions to 

assess beneficiaries’ perception of mental illness. Considering the structure of the refugee camp, 

a cluster sampling method was applied for the selection of refugee participants. To maximize 

interaction between the discussants and enable manageable moderation, 6 participants were 

invited to each discussion session. For semi structured interview, 14 key informants (9 from the 

refugee and 5 from host community) were selected through snowball sampling.  

 

The selection criteria of respondents and FGD participants were based on focused and targeted 

sampling to reach informants with good acquaintance of the refugee and host community 

population conditions. The criteria included age and representation by gender and social 

function. Demographic characteristic information were generated manually. Collected qualitative 

information was grouped by category of key coded themes for manual analysis. 

 

Table 2. FGD participants by age and gender 
 

 FGD’ participants Key informants 

Sites Refugee Camp Host Community Refugee Camp Host Community 

Participants 36 18 9 5 

Gender       Male 

Female 

16 

20 

9 

9 

6 

3 

3 

2 

Age             Min 

                  Max 

Mean 

18 

50 

30.2 

19 

70 

35.4 

25 

56 

42 

24 

72 

49.4 
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Notes taken in English were double checked against audio records to complete information and 

to verify possible losses in the translations of Arabic and Dinka languages into English. The 

coded information were grouped and weighted for priority matrix analysis. Creswell, J. W. 

theoretical analysis frame (Figure 2) was adopted to the context to analyze qualitative 

information (Creswell, J. W. 2007, p 150- 151). 

Figure 4.Theoretical analysis frame 

 

 

 

 

 

 

 

 

 

3.1. Ethical Considerations 

Internal ethical approval was obtained from South Sudan Ministry of Health and environment 

(MOH). To access the host community for selection of participants and data collection, the 

assessment plan was discussed with the local authority of Jam Jang County and approved.  The 

data collectors were also trained on principles of research ethic, data collection tools, and 

recording interviews. All participants joined the assessment voluntarily; and were also informed 

on their right to withdraw from the assessment at any time during the exercise. Focus Group 

Discussants were asked to give verbal consent prior to participation. 

  

3.2. Limitation 

As the mental health specialist did not speak the local languages, AHA staff members with good 

knowledge of Dinka and Arabic languages mediated as translators during group discussions and 

interview sessions. This limited direct interaction between the specialist and respondents and 

some pertinent views could have gone lost in the process. English mental health vocabulary 

might as well not have been fully conveyed in the local languages. Household survey to quantify 

extent of mental ailment was not carried out because it was thought that there could be mixing of 

symptoms. Due to time constraint, group discussions were held with elders, women and the 

young partaking jointly. It has, however, been observed that women and young participants were 

reserved from exposing their opinions. In consequence, effect of sensitive traumatic experiences 

particularly for women and girls as result of rape and sexual violence; and for children/orphans 

as result of ill-treatment could have been understated.  
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4. Respondents Perception  

4.1. Mental wellbeing  

Host community and refugee participants asked separately to portray mental wellness responded 

differently.  Refugee participants tended to list mental disorder symptoms (talking alone, crying, 

isolating oneself, alcohol abuse, and walking naked…) than describing mental wellness. Host 

community respondents indicated to recognize mental wellness by the way one lives, talks, has 

or not coherent thought and feeling, constructive interaction with other people, and by the 

positive emotional state the person exhibits. One participant said:  

“Mentally well person interact with people and feels happy despite poverty and 

other problems”.  

Living in freedom or absence of distress or negative encounter were identified as contributing 

factors to mental wellness. In the words of one key informant, mental wellness is: 

“When your mind, body and social wellbeing are not affected negatively”.  

Respondents considered in general “attending school, participating actively in religious 

activities, participating in traditional events and joining in traditional dances and attending burial 

ceremonies” as indicators of mental wellbeing. 

4.2. Causes of mental illness 

Many singled out flash back of traumatic experiences (mass killings, rape, torture, abduction) as 

principal causes of mental health problems.  Adults noted loss of family members, parents, 

beloved ones, and means of livelihood, economic uncertainties and lack of support as major 

causes. With respect to children and the young, loss of parents and lack parental affection and 

care were pointed out as main reasons. Host community discussants cited possession by evil 

spirit as cause for mental disorder. In some instances rape and physical violence were mentioned 

as causes of mental illness. 

4.3. Mental illness symptoms 

Asked to explain most common mental health problem symptoms, most identified fear, self-

isolation and immersion in ones thoughts and imaginations as manifestation of mental health 

problem. Children’s fear to be alone and of airplane sound were frequently cited as examples by 

the refugee participants; the latter as consequence of aerial bombardment they experienced in 

their home of origin, South Kordofan. According to one refugee participant  

 

“…a mentally ill person is one who is disoriented, talks alone and does not participate in 

social activities”.  

 

Host community respondents cited suicide out of desperation as most frequent symptom of 

mental illness. In summary, misconducted behavior, anxiety and depression were the frequently 

cited symptoms. Table 3 below summarizes beneficiaries’ perception of symptoms. √ stands for 

very few; √√ for few and √√√ for many.  
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Table 3. Mental illness symptoms  

MH Problems 
Refugee Camp Host Community 

Children Teenagers Adults Elders Children Teenagers Adults Elders 

Emotional/behavioral 

problems 
√√ √√√ √  √ √√   

Depression  √ √ √  √√ √√√ √√√ 

Anxiety √√ √√√ √√√ √√√  √ √ √ 

Psychotic symptom   √    √√  

Substance abuse  √ √√   √√ √√√  

Sleeping problem   √ √√   √ √√ 

 

Behavioral Problems 

Children manifest their frustration through unruliness and unwarranted misbehavior. As one 

respondents explained, children who have lost their parents live either with relatives or under 

foster care arrangement. They are, more often than not, exposed to abuse, maltreatment and lack 

of comforting support. They are in a state of persistent sadness and cry easily for any reason. 

They refuse to play with other children of their age, as well as to go to school and/or to partake 

in other social events.  A young FGD participant recounted:  

 

"I know of 9 children in my block that have been relocated from Yei.  They stay all 

the time alone in their homes preoccupied with their thoughts, sad and crying all 

times”.  

Others informed that affected children and youngsters often run away from their adopted family, 

leave school and end up straying in the market place; usually engaging themselves in petty theft 

and casual “jobs”.  

 

These children outpour their frustration by misbehaving towards their elders and authorities and 

by interacting aggressively and violently between themselves. Others suffer from poverty and 

loneliness in their homes. A participant remarked that girls drifting in the market place run even 

greater risk as they are time and again exposed to abuse:  

“Women and girls affected by poverty and loneliness were inclined to dispose 

themselves for trivial food and money”.  

Many participants indicated that men with mental health problems isolate themselves, turn to 

alcohol abuse, get easily irritated and exhibit aggressive behavior in their interaction with others; 

and embroil groundlessly in domestic violence against their wives and children and in the 

community.  
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Anxiety Problems 

Asked to describe signs and symptoms of anxiety problems, refugee participants cited body 

shaking, increased heartbeat, crying and running away as symptoms.  One refugee participant 

sketched:  

 

“….someone gripped with anxiety will not be stable. He will be shacking and the 

body will be covered with excessive sweat”.  

 

Recalling the effect of traumatic experience, one participant reported that:  

 

“Some people in the camp run to hide when they hear the sound of an airplane”.  

 

Another recounted that:  

 

“Children who lost their parents, men who lost their wives, and women their 

husbands and children suffer from mental and psychological problems”. 

 

 Refugee participants were however unanimous in identifying absence of job and economic 

problems as source of anxiety. As one key informant noted:  

 

“…we refugees from Kordofan are known for farming and herding. We miss our 

cattle and land…”  

 

Refugee community participants listed insecurity, fear of conflict and war, sounds of bomb, 

traumatic experience such as witnessing a close person’s death, burning of dwellings, family 

separation and lack of family support as most common causes of anxiety. Respondents from host 

and refugee community indicated on the other hand poverty, lack of job, lack of food, family 

separation and lack of support from family were reposted as sources of fear. 

 

Depressive Problems 
 

In describing signs and symptoms of depression, refugee participants cited mostly changes in 

personal feelings, in sleeping patterns and reduced interaction with others. “…A depressed 

person stays alone, can sometimes refuse to eat and respond” remarked one participant. Another 

discussant identified “…bending head downwards, not dressing well, talking alone, crying and 

staying alone” as signs of depression. Response from the host community participants was quite 

different. In all discussions, they related depression with suicidal tendency or suicide. In the 

three host community FGDs, each participant said that he could name at least two persons he 

personally knew that have committed suicide. A discussant related that: “He knew a man that has 

hanged himself on learning that the rebels were coming.”  

5. Coping strategies  

Refugees and host community FGD participants responded also differently to the question 

regarding coping with anxiety and depression. The refugees itemized frequently engagement in 

economic (income generation) and social activities (playing football, reading holy books, 



14 
 

attending religious services, storytelling), sharing ones problem with the family, trusted friends 

and neighbors as helpful to “forget ones problems” and cope against anxiety. Others asserted the 

breakdown of family, social fabrics and values as main cause and insisted on the need to restore 

and reinforce social relations as was it in their homes of origin.   

 

While the refugee’s response point to positive coping strategies, host community respondents, 

besides stating the need to share with friends and attending religious services, mentioned also 

consulting traditional healer or spiritual leader as supportive coping strategy. One discussant 

conveyed: 

 

“We encourage children to go to school, and young people to participate in 

Sunday traditional dancing activities. We advise adults to help one another, to 

forget the past, to focus on livelihood activities and to read holy books”.  

 

Sharing food, giving cows and goats to those in need and organizing community counseling were 

also cited as copping traditions: “People of same religion, friends and neighbors join to help a 

distressed member”, remarked another. Fail these however, committing suicide was also 

frequently mentioned as an option. 4 out of 6 participants (66.6%) in each of the 3 host 

community discussion groups mentioned suicide as a ‘solution’. As one host community 

discussant put it: 

 

“… Yes! If there is no any other solution after having tried everything than killing oneself 

to terminate ones problems…” 

6. MHPSS service provision in Ajuong Thok (Who does what?) 

To the question where and how mentally unwell people seek treatment, almost all discussants 

and informants disclosed that they were unaware about help that could be provided through 

clinical treatment and psychosocial support. Host community indicated that mental health 

problems were better attended by traditional healers. A traditional healer respondent said: 

“Mental disorders can be managed traditionally by somebody like me. Madness is also managed 

by spiritual leaders”. 

Others indicated that even if mentally ill people were aware of the availability of treatment, most 

will refrain from visiting the facilities out of fear of stigma. Relief is hence sought from friends, 

family members, traditional healers and spiritual leaders; as well as from sorceress through the 

exercise of witch craft. Still others hold the belief that, because mental disorder is untreatable or 

because there is no other option, mentally unwell people had to be kept at home and even out of 

sight out of shame; and/or had to be kept in chains, as they could harm themselves or others.  

Agencies (AHA, DRC, IRC, LWF and UNHCR) operating in Ajuong Thok provide limited 

psychological support through education and protection services. Table 4 summarizes who does 

what and when in mental health care and psychosocial support in Jam Jang County. Support is 

provided through a multi-layered model and referral pathways (Figure 3). 
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Table 4.  Who, What, Where and When? 

Who What 

 

When & Where 

 

Target  

UNHCR 

 Provision of basic support to cases of trauma and 

GBV through protection. 

 Coordinate and provide support and guidance to 

partner agencies. 

2012 in Yida 

and 2013 to present 

in Ajuong Thok & 

Pamir  

Survivors 

of trauma 

and GBV 

AHA 

 Provision of comprehensive primary health & 

reproductive health care; 

 Clinical treatment of GBV victims and referral; 

 Nutrition services; 

 Provision MHPSS service 

 

Ajuong Thok 2013 

to present 

 

September 2016 

All patients 

IRC 

 Provision of psychosocial care (individual, group 

counselling and follow up of GBV victims). 

 Women Protection and Empowerment (WPE). 

 Strengthening staff’ capacity through training on 

GBV and case management.  

 Referral and linkage of beneficiaries to other 

agencies for support. 

Ajoung Thok & 

Pamir 2013 to 

present 

Children, 

men and 

women 

victims of 

GBV 

LWF 

 Psychosocial support through education and 

protection 

 Provision of basic counselling (child help desk in 

schools). 

Ajoung Thok & 

Pamir 2013 to 

present 

Children 

victims of 

GBV 

    

Figure 5. Overview of MHPSS Pyramid in Ajuong Thok 
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The linkage and referral pathway for beneficiaries seeking clinical mental health services 

partners was found weak or non-existent in some cases. Within the existing referral pathway IRC 

refers GBV cases only for medical service and endeavor psychosocial care support. In LWF, 

teachers were not trained on mental illnesses and referral criteria. Partners indicated community 

workers at protection or community based services require training to identify, early detect and 

appropriately refer mental health cases. 

 

AHA recruited a mental health specialist and established a separate MHPSS Unit in its Hakima 

Yakoub PHCC since September 2016 through funds secured from BPRM. The specialist 

manages the unit and attends to clinical care of patients and capacity building of AHA staff. The 

Hakima Yakoub PHCC provides primary health care, reproductive health, including minor 

surgery and dental care, laboratory services, nutrition, and community health promotion services.  

During the three weeks of the assessment period, average number of patients seen by a Clinical 

Officer in the AHA managed Hakim Yacob PHCC was 7 per hour, and by a physician 5 per 

hour. The PHCC operates 24/7. 70 CHPs enlisted from the refugee and host communities carry 

out treatment of common illnesses (malaria, fever and diarrhea) and refer patients to the health 

facility. The health facility collects data on weekly basis through Health Information System 

(HIS). Seven psychotropic drugs were available in the PHCC drug store and dispensary 

pharmacy at the time of the assessment.  

 

Table 5. List of psychotropic drugs in Hakima PHCC 

 
Medicine categories Specific psychotropic Availability 

Generic antidepressant Amitriptyline 

Fluoxetine 

Always 

Sometime 

Generic anxiolytic medication Diazepam Always 

Generic antipsychotic medication Haloperidol (Tab & Inj.) Always 

 Chroplomazine (Tab & Inj.) Always 

Generic anti- epileptic medication Phenobarbital (Tab) Always 

 Carbamazepine (Tab) Always 

 Diazepam (Tab & Inj.) Always 

Generic anti parkinsonian medicine Biperden (Tab) Always 

 

7. Discussion  

WHO defines mental health as “a state of wellbeing in which an individual realizes his or her 

own abilities, can cope with the normal stresses of life, can work productively and is able to 

make a contribution to his or her community. In this positive sense, mental health is the 

foundation for individual wellbeing and the effective functioning of a community.” 3  Discussants 

description of mental wellness was not far from the WHO definition, though the refugees and 

host communities described it in different ways: “having productive occupation, living in 

                                                           
3 UNHCR & UNHCR: Mental health and psychosocial support for person of concern, (Geneva, 2013). 
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security and freedom, interacting positively in the family and community, participating in social 

events, feeling happy…” was how they described mental wellbeing in general.  

 

Refugees and host community participants were aware of the presence of many people with 

mental health and psychosocial problems.  Their observation that the number of people affected 

by mental disorder and psychosocial problem significantly increases in post-war times was also 

in line with WHO/ UNHCR finding. WHO/ UNHCR finding states that the prevalence of mental 

disorder before the emergence and after emergence was quite different. Mild or moderate forms 

of mental disorder including depression, anxiety and post-traumatic stress disorder varies from 

10 percent before the emergency up to 15 and 20 percent after emergency, while severe mental 

disorder varies from 2 up to 3 or 4 percent.4 

 

Consecutive violence, hardship and displacement are risk factors of emotional distress.5 Both 

refugee and host community participants associated also loss of beloved ones, separation from 

family, incapacity to respond to family needs and restriction of movements due to war as 

contributing factors to psychological vulnerability. As one discussant had it put succinctly: 

“psychological suffering affects negatively daily functioning at individual level, disrupts 

household harmony and leads to separation at family levels and upsets social bonds and 

functions at community level”.   

 

On the whole, exposure to traumatic events in the past, and conflict situation as well as economic 

problems were major factors associated to the origin of mental illness and psychological 

suffering. However, there are wide misconception about the causes of mental illness in host 

community in general and also in the refugee’s community. Host community respondents tended 

to consider bad supplications by an alive or dead as cause of mental illness.  

With respect to symptoms of mental illness, refugee discussants cited frequently misconducted 

social behavior, anxiety, fear, constant worry, sleeping problem; and somatic manifestation like 

shaking of the body and increased heartbeat, dropping out from school, straying in the market 

place and involving in theft. Host community participants mentioned thinking too much, talking 

alone, isolating oneself, refusing to talk or play with others, sleeping long hours and crying as 

symptoms. Notably, Coker also considers “thinking too much” as sign of mental distress in his 

study of mental disorder among Southern Sudanese refugees in Cairo.6  

 

According to UNCHR “coping is a process of adapting to a new life situation, managing 

difficult life circumstances, making an effort to solve problems, and or trying to minimize, reduce 

                                                           
4 WHO & UNHCR: Assessing mental health and psychosocial needs and resources: Toolkit for major humanitarian 

Settings (Geneva, WHO 2012). 

5Maithri A. & David Henderson, Post conflict mental health in South Sudan: Overview of common psychiatric 

disorders. Part 1: Depression and Post traumatic Stress disorder (SSMJ Vol5. No 1, 2012) 
6 Coker E.M, Traveling pains: Embodied metaphors of suffering among Southern Sudanese refugees in Cairo. 

(Culture, Medicine and Psychiatry, 2004). 



18 
 

or put up with stress or conflict”. The result of positive coping strategy is to be able to spring 

back emotionally after suffering through difficult and stressful time. Resilience is defined as 

“ability of individuals and community to anticipate, withstand and recover from adversity, 

including natural or manmade disasters and social crisis.”7 

 

Refugees frequently specified playing football or traditional games, participating in traditional 

dancing and religious services, talking to or sharing problems with family, friends, relatives and 

neighbors; and asking for support as coping strategies to minimize stress and forget problems. 

Both host community and refugee community hold strongly the belief that consulting traditional 

healers, spiritual leaders or witch doctors could alleviate mental illness. Abuse of alcohol to 

forget problems, committing suicide as an alternative solution to problems, were often mentioned 

as negative coping mechanisms. 

 

 Agencies operating in Jam Jang County provide MHPSS services through education and 

protection (DRC, LWF) and through clinical management (AHA), but the referral linkage needs 

to be strengthened and capacity building of community workers and protection staff need more 

effort. 

 

8. Conclusion  
 

The main goal of this assessment was to appraise the situation of mental health among Sudanese 

refugees in Ajoung Thok refugee camp and the host community in the vicinity of the camp in 

order to develop appropriate and successfully integration of mental health care in the Hakima 

Yokob PHCC.  The assessment showed that community members were well cognizant of the 

symptoms of mental wellness. But misconception about the causes of mental illness and lack of 

awareness about clinical mental health services are major issues to address. 

 

They also employ different positive coping strategies to minimize stress and to help the mentally 

distressed members of their societies to spring back. Community members also relied on 

traditional healers and spiritual leaders for response to mental illness. There is however the need 

to build up the existing traditional means by encouraging and formalizing families and 

communities self-help mechanisms.  

 

Likewise, in consideration of the place and role traditional healers and religion leaders occupy in 

the communities, sustained effort should be made to raise their awareness and build up their 

capacities. In the complete absence of clinical care, traditional attendance has its merits to help 

combat mental health issues before they reach extreme levels. As pointed out by the 

recommendation of a DCR study among South Sudanese IDPs in Wau, bearing in mind the 

“existing power relations within the communities (and integrating) people who are ‘naturally’ 

                                                           
7 UNHCR: Operational Guidance Mental Health and Psychosocial Support Programming for refugee Operations. 

(Geneva, 2012). 
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trusted and respected, rather than limiting mental health care to the formal health system” is 

critical. 8  

 

At the same time, efforts to sensitize the communities on the availability of mental health clinical 

service in the PHCC should be redoubled. AHA CHPs, refugee and community leaders are 

instrumental in this regard. As indicated above, capacity building of the general health staff 

through on job training and supervision and raising CHPs and communities awareness is of high 

importance to address existing gaps. UNHCR and implementing partners should also reinforce 

the PHCCs and interagency referral pathway in line with the 2013 UNHCR recommendation: 

“Involve a mental health specialist not only in treating complex cases, also in developing 

treatment plans with the primary health care staff and community protection officers to ensure 

that the person with severe mental disorder can remain treated at PHC level without having to 

be referred to in-patient psychiatric institutions.” 9 

 

In the six months since the AHA mental health unit has been functioning, only 30 patients are 

under consultation and follow up for mental illness. This low figure is primarily due to the belief 

by some that mental illness is untreatable; and by others due to lack of awareness about 

availability of services. As highlighted by various studies, South Sudan gravely lacks trained 

personnel in mental health diagnosis and provision of psychosocial support. Referral pathways 

are also unavailable due to absence of specialized mental health referral services in States and 

County hospitals. South Sudan doesn’t yet have mental health national policy. A mental health 

strategy drafted by WHO in 2011 is still under review. On the other hand however, sustained 

awareness raising against stigma should be carried out to embolden patients visit health facilities. 

 

In consideration of this, the need to build the capacity of the PHCC Clinical Officers and nurses 

in particular, and of the CHPs in general cannot be understated. At the same time, continued 

community awareness raising activities should be carried out to reduce the effects of fear of 

stigma. AHA CHPs that live and work in the communities repeatedly inform that families and 

patients refrain from visiting the PHCC out of fear of social stigma though several mental health 

cases were known to them. 

 

9.  Key Recommendations 

 Revise and adapt to local context the UNHCR guidelines and protocols and WHO’s 

Mental Health Gap Action Program;  

 Integrate MHPSS service into the existing health services and avoid vertical 

programming; 

                                                           
8 Integrating mental health services into primary health care in South Sudan: a case study, (DCR, 2015). 

 
9 Operational Guidance Mental Health & Psychosocial Support Programming for Refugee Operations, (Geneva. 

(UNHCR, 2013) 
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 Initiate and establish MHPSS working group at Jam Jang level consisting of relevant 

agencies and strengthen MHPSS coordination system between agencies and referral 

mechanism; 

 Establish a linkage with the national MHPSS coordination mechanism; 

 Advocate to local authorities and community level the need to combat GBV, alcohol 

and drug abuse; 

 Strengthen linkage with protection actors, particularly with partners working with 

people with specific needs and also livelihood; 

 Train UNHCR partners’ health workers and protection actors to screen, and 

appropriately refer mental health cases. Train also health partners to diagnose and 

manage common mental disorders , as well as  on referral standard operating 

procedures for mental illnesses; 

 Raise awareness among teachers, protection officers, local authorities, religious 

leaders, traditional healers and refugees leaders on mental illness and the need to 

combat social stigma,  through community structures and the  use of radio program 

(community talks, radio listening groups and messages via, live testimonies, success 

stories, and public announcements); 

 Revisit the contents of community outreach activities to ensure that it also addresses 

mental illness; and create more free spaces for community recreation activities for 

people of different age groups and ease access to counselling services; 

 Support mentally ill people with livelihood projects; 

 Involve CHPs and community leaders to combat social stigma and to encourage and 

reassure people with mental health problem to access services in health facilities, 

and on follow-up of selected cases;  

 Train CHPs and other volunteers in the application of Psychological First Aid (PFA) 

principles.  
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