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Humanizing Work: Occupational
Mental Health of Humanitarian
Aid Workers
C h e r y l Y. S . F o o , H e l e n V e r d e l i , a n d
A l v i n K u o w e i Ta y

INTRODUCTION
Since the turn of the 21st century, the
increasingly frequent, complex, and protracted humanitarian emergencies have substantially increased both the demand for
humanitarian aid work and the emotional
burden on the workers who carry out the
operations on the ground. Between 2015 and
2018, the number of humanitarian aid workers (HAWs) in the field grew by 27% to an
estimated 569,700 personnel (ALNAP,
2018). Despite its significant expansion, in
2018, this workforce was still dismally deficient in adequately serving the estimated 206
million people in 81 countries who needed
humanitarian assistance (Development
Initiatives, 2019). HAWs consist of both
national and international personnel, and
volunteers of supranational agencies (e.g.,
United Nations (UN) humanitarian agencies,
International Red Cross and Red Crescent
Movement (ICRC) societies), and local and
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international non-governmental organizations (NGOs) that provide assistance to support the basic needs of the affected
populations in humanitarian crisis contexts
(see Figure 21.1 for humanitarian response
clusters). HAWs provide service under conditions of political insecurity, civil conflicts,
poverty, famine, infectious diseases, and/or
natural disasters. They are at an increased
risk of experiencing threats and incidents of
violence, as well as exposure to trauma and
chronic stress (Jachens, 2019). Facing these
extraordinary stressors, HAWs have been
found to be at a high risk of adverse mental
health outcomes, sometimes comparable to
or even more than that of the local population in the same humanitarian setting (Ager
et al., 2012; Lopes Cardozo et al., 2013;
Thormar et al., 2013), The poor mental
health of HAWs will have consequences on
the functioning and productivity of humanitarian aid organizations (UN, 2018; WeltonMitchell, 2013).
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Figure 21.1. Humanitarian response clusters and corresponding lead agencies. From
‘Reference Module for Cluster Coordination at Country Level’, by Inter-Agency Standing
Committee Sub-Working Group on the Cluster Approach and the Global Cluster Coordinators’
Group, © 2015 United Nations. Reprinted with the permission of the United Nations.

Most of the occupational stress research on
HAWs has primarily been conducted within
the traumatic stress response paradigm
(Connorton et al., 2012). Working in humanitarian aid exposes staff directly to potentially
traumatic events (PTEs) such as experiencing
or witnessing threats and incidents of violence (e.g., attacks, kidnappings, and accidents), which may even result in injury and
death (Stoddard et al., 2019). HAWs are also
at increased risk of indirect exposure to the
trauma of the communities they serve, resulting in secondary traumatic stress (Figley,
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2002). Post-traumatic stress disorder (PTSD),
and its common comorbid conditions (e.g.,
depression, anxiety, and hazardous alcohol
consumption) have been highly prevalent
among this occupation group (Strohmeier
and Scholte, 2015; United Nations High
Commissioner for Refugees (UNHCR),
2016). In a review of trauma-related mental
health problems in national staff from various disaster and conflict-affected countries,
Strohmeier and Scholte (2015) reported that
many studies found that national staff experienced a large number of traumatic events,
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with a study in Northern Uganda reporting that
more than 50% of national workers had experienced five or more PTEs (Ager et al., 2012).
International and Kosovar Albanian national
HAWs who were exposed to a higher number
of traumatic events were also more likely to
be at an increased risk of PTSD and depression at post-deployment (Lopes Cardozo et al.,
2005, 2012). However, these research findings
from the trauma exposure paradigm face critical methodological issues that limit our ability
to draw strong conclusions. In these studies,
prevalence rates were based on self-report
rather than structured clinical interviews;
assessment tools were also not specifically validated for the HAW population coming from
heterogeneous socio-cultural backgrounds.
Furthermore, studies also varied in timing of
assessment (i.e., different times during or after
deployment and trauma exposure), which may
lead to elevated rates of pathology.
Investigations on the mental health of
HAWs have now moved away from focusing
solely on trauma exposure and psychopathological outcomes, and are complemented
with a multi-dimensional and multi-level
occupational health approach (Jachens,
2019). This follows from a parallel line of
research on the psychosocial and organizational factors determining employee wellbeing, which started 15 years ago and recently
gained more visibility because of its empirical support (Schütte et al., 2014; Stansfeld
and Candy, 2006). Research has found that
organizational aspects of humanitarian aid
work, rather than incidence of trauma, are
perceived as the main sources of stress and
are more strongly associated with negative mental health outcomes among HAWs
(Jachens, 2019; Jachens et al., 2018, 2019).
From a psychosocial hazards perspective,
HAWs face not only emergency-related environmental stressors on the ground but also
chronic and unique work-related stressors that
may contribute to burnout, an occupational
syndrome recognized in the 11th Revision of
the International Classification of Diseases
(ICD-11) (World Health Organization
(WHO), 2019) Burnout, burnout dimensions
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of emotional exhaustion, depersonalization,
and diminished personal accomplishment
(Maslach et al., 1996) have been increasingly
assessed among HAWs. If unaddressed, burnout and common mental disorders among aid
workers can lead to higher accident and illness rates, absenteeism (UN, 2018: 7), loss
of efficiency and productivity, lower performance, lower work commitment and engagement, and leaving the field of humanitarian
work entirely (Curling and Simmons, 2010;
Welton-Mitchell, 2013).
Given the organizational implications of
provider mental health on the sustainability of
local and global humanitarian assistance, as
well as humanitarian aid organizations ethical and legal ‘duty of care’ towards employees (Jachens, 2019; Nobert and Williamson,
2017), the World Humanitarian Summit
(WHS) expressed their commitment to systematically address and invest in the physical, psychological, and psychosocial care of
humanitarian staff (WHS Secretariat, 2015).
While humanitarian aid organizations are
beginning to prioritize the mental health
and psychosocial needs of the aid workforce
in their staff welfare policies and guidelines (e.g., Antares Foundation, 2012; Core
Humanitarian Standard Alliance on Quality
and Accountability, 2014: 31; Inter-Agency
Standing Committee (IASC), 2007; Pitotti
and Clements, 2020; UN, 2018; UNHCR,
2016), the breadth of suggestions takes different approaches and is inconsistently implemented in practice (Welton-Mitchell, 2013).
As such, a comprehensive, multi-domain
(i.e., personal, interpersonal, psychosocial,
contextual), and multi-level (i.e., individual,
team, managerial, organizational) psychosocial risk research and assessment is necessary
to develop appropriate, evidence-based policies, and intervention strategies for the mental
health and psychosocial support of HAWs.
In line with this recommendation, this
chapter will provide a review and synthesis
of the contemporary scientific knowledge
on the organizational and psychosocial factors influencing mental health and wellbeing of national and international HAWs.
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The last section will summarize recommendations for intervention strategies for the
pre-, during, and post-deployment phases of
humanitarian operations, informed by existing guidelines and the current evidence base.
Throughout, there will be a distinction made
between national and international staff,
discussing how each group may have different risk and protective factors. National and
international staff’s different needs and priorities for organizational support will also be
considered.

COMPOSITION OF HUMANITARIAN
AID ORGANIZATIONS
The landscape of humanitarian organizations is varied. There are thousands of aid
organizations that differ in size; geographic
scope of work (local, national, regional, or
international); scope of practice (single
sector or multi-sectoral); service focus;
mission (secular, interventionist, or faithbased); target beneficiaries (entire population, vulnerable populations, ages and/or
genders); and timing of activities (acute,
recovery, rehabilitation, and/or development phase) (Shahpar and Kirsch, 2018).
The UN is recognized as the lead coordinating body for humanitarian strategy and
response through the Inter-Agency Standing
Committee (IASC) and the Office for the
Coordination of Humanitarian Affairs
(OCHA). To improve coordination among
the humanitarian sector, the UN implemented the Cluster Approach in 2005
(WHO, 2007), where each of the 11 service
clusters is assigned a UN agency as a cluster lead. The lead agency partners with the
host government and other national and
international organizations to build
response capacity. The clusters and their
corresponding lead agencies are shown in
Figure 21.1.
The humanitarian aid sector is oligopolistic in structure, where a small number
of the largest international organizations
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command the majority of staff, funding, and
expenditure (ALNAP, 2018: 103–104).
Due to the uncertain renewal of short-term
contracts that are determined by external
funding, and the short duration of projects
granted by larger agencies (ALNAP, 2018:
106), staff from smaller NGOs often experience long-term employment insecurity
(Young et al., 2018). Two studies independently showed that working for an international NGO compared to a UN-related
agency was associated with higher levels of
depression symptoms (Lopes Cardozo et al.,
2013), and co-morbid anxiety symptoms
(Ager et al., 2012). Ager et al. (2012) suggested that the institutionalized structures of
UN and partner organizations may be better
able to provide and implement formal and
in-house staff support strategies and services, which may protect employees from
mental health problems. Given the pyramid
structure of the humanitarian sector and the
disparities between organizations, organization type may therefore be an important
determinant of aid workers’ psychosocial
wellbeing.
Humanitarian personnel comprise professional national staff (employees from the
local population), international staff (expatriates), and volunteers. While the vast majority
of the humanitarian workforce are volunteers,
there is a scarce amount of literature on this
group. This chapter will therefore focus on
research with national and international staff.
National staff make up over 90% of the total
field personnel and have increased over the
last years (ALNAP, 2018) due to the localization agenda set during the 2016 World
Humanitarian Summit (Barbelet, 2018),
which called for for humanitarian action to
shift to local actors. Consequently, more risk
is transferred to national staff as international
aid groups limit their operational presence
in more politically unstable and dangerous
conflict-affected zones (Stoddard, 2020). The
following section will describe the risks and
stressors associated with humanitarian work,
and how it differs between national and international staff.
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PSYCHOSOCIAL STRESSORS IN
HUMANITARIAN AID
Humanitarian aid work is intrinsically
demanding, as HAWs operate in high-risk
humanitarian settings, with a poverty of
resources, while usually being away from
family and friends for extended periods of
time (Welton-Mitchell, 2013; UN, 2018).
Although the bulk of research has focused on
environmental stressors and critical incidents
of trauma inherent in the nature of humanitarian work, organizations guided by recent
research have also been paying more attention to the chronic work-related psychosocial
hazards. Psychosocial hazards can be understood as the interactions between job content,
work organization and management, and
other environmental organizational contexts
(Cox and Griffiths, 2005). In cross-sectional
studies with local HAWs from Sri Lanka and
Northern Uganda, chronic stressors cited
such as financial pressures, lack of recognition for work by management, difficult relationship with management and colleagues,
and tensions in the disparity of treatment
between international and national staff,
were related to higher levels of anxiety
symptoms (Lopes Cardozo et al., 2013), and
higher levels of emotional exhaustion (Ager
et al., 2012). Similarly, the most frequently
endorsed stressors by UNHCR staff (WeltonMitchell, 2013) and UNICEF staff (Curling
& Simmons, 2010; MacDonald & Curling,
2004) were also work-related stressors,
including: high workload, inability to achieve
work goals and objectives, status of employment contract, and feeling undervalued or
unable to contribute to decision making.
Psychosocial hazards can be categorized
into six psychosocial domains and their relevant dimensions as listed in Table 21.1,
following the typology of the Copenhagen
Psychosocial Questionnaire (COPSOQ)
(Burr et al., 2019). The COPSOQ is a widely
applied, internationally validated, and comprehensive occupational risk assessment and
research tool (Nolle, 2018) which was also
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used to inform the UN Risk Assessment
Framework for the psychosocial wellbeing
of all security personnel around the world.
Assessment Framework (Tay, 2020, personal
communication). Table 21.1 summarizes
the contextual, traumatic, and psychosocial
stressors commonly reported by HAWs, and
how they may be experienced differently
among national and international staff.

National and International Aid
Workers
National staff face the dual challenge of
working to support their communities while
also being subjected to the same extreme
stressors and traumatic experiences related to
the humanitarian emergencies in their countries (Eriksson et al., 2013; Lopes Cardozo
et al., 2005). Especially in post-conflict settings and diverse international organizations,
national staff survivors may work alongside
colleagues whose nationality, ethnicity, tribe,
or religion is that of the perpetrator group,
thus putting national staff at risk for PTSD
symptoms and distress (Strohmeier et al.,
2018; Tay, 2020, personal communication).
National staff also face more security risks
due to the increasing localization of aid
(Stoddard, 2020). It has been consistently
found that national staff are around five times
more likely than international workers to be
victims of violence, with sometimes fatal
consequences (Stoddard et al., 2011, 2019).
In multiple studies, national staff also
reported financial concerns as the top priority
chronic stressor (Ager et al., 2012; Eriksson
et al., 2013: 669). This is unsurprising given
that national staff are often paid less than
their expatriate counterparts (Ajieth Bunny,
2017), which can contribute to feelings of
injustice and demotivation (McWhaHermann and Mullins, 2018). Indeed, Ager
et al. (2012) reported that 59% of the national
staff in Uganda endorsed ‘tensions in disparity of treatment between national and international staff’ as the most frequent stressor.
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Table 21.1 Stressors experienced by humanitarian aid workers, and differences between
national and international staff.
Domains and dimensions

Stressors

Differences between national and
international staff

CONTEXTUAL

• Uncertainty about political
stability
• Hardship conditions related to
food, housing, transportation,
healthcare, and finances
• Inadequate safety and
protection equipment
• Inadequate amenities
• Isolation or inadequate
communication with family and
friends

CRITICAL INCIDENTS AND POTENTIALLY
TRAUMATIC EVENTS

•
•
•
•

• National staff may not
be provided with paid
accommodation
• International staff may
struggle more with adjusting
to new living and working
environments, and experience
cultural and language barriers
• International staff may be
separated from family and
may not have their usual social
support network
• National staff may have more
available social support as a
protective factor
• National staff may face more
security risks due to increasing
localization of aid
• National staff may be less
protected by limited evacuation
plans, health insurance,
training, and adequate
psychological support

PSYCHOSOCIAL
Demands at work

Work organization
and job
contents

Interpersonal
relations and
leadership

Direct threats to life
Moral injury
Lack of emergency planning
Sexual harassment and genderbased violence

Workload and work
pace

• Work overload
• High pace and high levels of
time pressure
Emotional demands
• Secondary exposure to traumatic
experiences of aid recipients
• Criticism of work by media or
beneficiary community
Influence at work
• Low participation in decisionmaking
• Lack of control over workload
and pacing
Control over working • ‘Emergency culture’ where there
time
may be pressure to respond
immediately to crises and tasks
• Inflexible work schedules
• Unpredictable and/or long hours
Role in organization • Role ambiguity and role conflict • More national staff may be in
due to multiple and competing
lower-grade service provision
responsibilities that may be out
jobs, while more international
of job scope
staff may be in management
and leadership positions
Quality of leadership • Lack of recognition for work
accomplishment
• Poor and inconsistent quality of
supervision and management
(Continued)
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Table 21.1 Stressors experienced by humanitarian aid workers, and differences between
national and international staff. (Continued)
Domains and dimensions

Stressors

Differences between national and
international staff

Social support from
colleagues and
supervisors
Sense of community
at work

Work-individual
interface

Social capital

Conflicts and
offensive
behaviour

• Poor relationship with superiors • International staff had cited
• Interpersonal conflict with
more conflicts with team
colleagues and supervisors
members and management
• Weaker organizational identity
and cohesion among smaller
NGOs, compared to lead UN
agencies and large international
NGOs
Job insecurity
• Job insecurity due to short-term • National staff may be paid less
and insecurity
contracts
compared to international staff
over working
• National staff had cited more
conditions
job insecurity worries
• National staff had perceived
fewer career progression
opportunities
Work–life conflict
• Difficult maintaining work–life
• International staff had
balance
perceived more difficulties with
• Conflicts between work and
work–life balance
home demands
Horizontal, vertical,
• Lack of trust in leadership
• National staff had cited
and organizational • Lack of accountability, justice,
inequality in treatment
trust
and fairness in organization in
between international and
handling of critical incidents,
national staff
conflicts, and feedback from
employees
Workplace violence
• Real and perceived gossip and
slander, bullying, cyber bullying,
threats of violence, and sexual
harassment

Even though national staff far outnumber
international staff in many humanitarian aid
organizations, national staff are often provided with less comprehensive entitlements
of benefits and services (e.g., paid accommodation, health insurance, training, psychological support, and evacuation plans), compared
to international staff (Ehrenreich and Elliot,
2004; Eriksson et al., 2013). Finally, national
staff also reported more job insecurity due to
their short-term contracts and the difficulty of
renewing contracts (Strohmeier et al., 2019).
A related concern among national staff is
also the lack of career progression from
lower grade service provisions, and the difficulty they face in proving their professionalism in the absence of additional training and
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certification, compared to international staff
(Stoddard et al., 2011).
On the other hand, international staff may
struggle more with living away from their
usual social support network of family and
friends. They therefore reported more concerns with maladjustment, and reported more
difficulties coping with cultural and language
barriers (Antares Foundation, 2012). Without
a strong social support network to balance out
intensive work demands, international staff
reported poorer work–life balance and more
conflicts with team members and management (Antares Foundation, 2012; Strohmeier
et al., 2019).
Taken together, the different priority psychosocial stressors experienced
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by national and international staff point to
different and multiple pathways of risk and
resilience, as well as the need for appropriate
interventions specific to each group’s needs.

PREVALENCE AND DEMOGRAPHICS
OF BURNOUT IN HUMANITARIAN AID
WORKERS
Burnout has been identified as a significant
consequence of psychosocial stress and predictor of other common mental disorders and
job satisfaction among HAWs (UNHCR,
2016). As defined in the ICD-11, burnout is
a ‘syndrome resulting from chronic workplace stress that has not been successfully
managed’ (WHO, 2019: QD85) and is characterized by three dimensions: emotional
exhaustion (EE), depersonalization (DP),
and reduced personal accomplishment (PA)
(Maslach et al., 1996, 2001). EE refers to
feelings of being emotionally and physically
depleted. DP touches upon the interpersonal
context of burnout and is characterized by
excessively distant and cynical attitudes
towards recipients of service. Reduced PA is
described by feelings of inefficacy and lack
of achievement in one’s work. In all the studies with HAWs reviewed in this section, selfreported burnout is assessed by the Maslach
Burnout Inventory for Human Social
Services (MBI-HSS) (Maslach et al., 1996).
Burnout is measured both as a continuous
variable on each dimension, as well as a
dichotomous variable based on the cut-offs
proposed by Maslach et al. (1996: 6) (i.e., 27
or more for EE, 13 or more for DP, and 31 or
less for PA). These cut-offs indicate the
upper-third percentile of the normative population used to develop the scale (Maslach
et al., 1996) and are acknowledged by the
authors as non-diagnostic guidelines
(Maslach et al., 2018).
Overall, the prevalence of burnout among
HAWs is high, with approximately 40% of
HAWs experiencing high risk of burnout in
at least one dimension (Eriksson et al., 2009).
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This rate is comparable to that reported by
US physicians (Medscape, 2020), including
emergency medicine physicians (Stehman
et al., 2019). Altogether, cross-sectional
studies found point prevalence rates of
24–45% for EE, 9–24% for DP, and 10–43%
for PA (Ager et al., 2012; Eriksson et al.,
2009; Jachens et al., 2019; Strohmeier et al.,
2018; UNHCR, 2001 (unpublished study
cited in Welton-Mitchell, 2013: 31), 2016).
In the only longitudinal study so far, international staff from NGOs were found to have
a higher prevalence of depression and emotional exhaustion at post-deployment compared to pre-deployment, with symptoms
persisting at three to six months follow-up
(Lopes Cardozo et al., 2012). HAWs also
had an increased prevalence rate of anxiety and DP at post-deployment compared to
pre-deployment, but no longer at follow-up
(Lopes Cardozo et al., 2012). Consistently
across all studies, the number of cases of
burnout (i.e., caseness defined as the score
above cut-offs on all three subscales) is
surprisingly low, with rates of 1–5% (Ager
et al., 2012; Eriksson et al., 2009; Lopes
Cardozo et al., 2013; UNHCR, 2016). This
suggests that despite the unique challenges
of humanitarian work and the work environment, the majority of aid workers can still
mobilize protective factors and utilize coping
resources to stay resilient (Eriksson et al.,
2009; McKay, 2011).

Gender and Age
Female HAWs showed higher risk for EE
(Ager et al., 2012) and diminished PA
(Jachens et al., 2019; UNHCR, 2016) compared to their male colleagues. In addition to
their multiple roles and greater involvement
in care-related activities in the household,
female HAWs also experience a high incidence of gender-based violence in the workplace (Stoddard et al., 2019). In 64% of the
reported cases of sexual violence in an aid
worker sample, the perpetrator was a colleague of the survivor (Nobert and

05/03/21 4:03 PM

326

The SAGE Handbook of Organizational Wellbeing

Williamson, 2017). These factors may contribute to more burnout and psychological
distress among female HAWs.
Younger HAWs were also found to be at
a higher risk of experiencing EE (Eriksson
et al., 2009) and DP (Jachens et al., 2019)
compared to their older colleagues. Relatedly,
Lopes Cardozo’s team (2012) found that aid
workers who were on their first assignment
were at a higher risk for developing mental health problems compared to those who
had already been deployed several times. As
Eriksson et al. (2009: 681) suggested, older
workers may exhibit more job engagement
as they represent those who have committed
to aid work as a career, and may also have
developed more successful coping skills for
the stressors experienced at work over time.

Region of Work
Unique to this occupation group, predictors
of burnout include the region of work, contract type (national or international staff), and
direct work with beneficiaries. In an organization-wide survey with UNHCR staff working in all regions, it was found that employees
in the Europe region and Middle East and
North Africa (MENA) region were more
likely to be classified as at risk for EE and
DP respectively, while employees at
Headquarters (HQ, Switzerland) were most
likely to be at risk for both these burnout
dimensions (UNHCR, 2016). Among
HQ-based employees, high pressure, limited
resources, low control over work, and decision-making were among reasons cited for
psychological distress (UNHCR, 2015).
Thus, while it has been suggested that institutionalized structures of UN and related
organizations may have more resources and
formalized staff support services that serve a
protective function for staff (Ager et al.,
2012: 719), there may also be within-organization differences based on the specific
region’s organizational culture that contribute as stressors. As such, socio-cultural
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understandings of work culture must also be
taken into account as they may influence
bureaucratic processes, as well as norms of
working hours, pace, and work–life balance.

Contract Type
Contract type had a weaker relationship with
the burnout dimensions: international staff
working in UNHCR were slightly more
likely to be classified as at risk for diminished PA and EE than national staff (UNHCR,
2016). Similarly, in organizations in South
Sudan, a higher although not statistically
significant proportion of international staff
compared to national staff reported EE (29%
vs. 19%) and DP (23% vs. 18) (Strohmeier
et al., 2018). These findings together point to
the possibility that despite the higher number
of psychosocial stressors faced (Table 21.1),
national staff may be better able to mitigate
these risks with more available social support, which has been consistently found to be
a strong protective factor against burnout and
other mental health outcomes in this group
(Ager et al., 2012; Eriksson et al., 2009;
Lopes Cardozo et al., 2005).

Direct Work with Beneficiaries
Working as a predictor of burnout directly
with people of concern has inconsistent findings in the UNHCR (2016) study, 23 out of
26 of the respondents who were at risk for
burnout on all dimensions worked directly
with people of concern. However, when
burnout dimensions were assessed separately, UNHCR staff who worked with people
of concern were, in fact, less likely to be at
risk for DP and diminished PA compared to
staff who did not work directly with beneficiaries (UNHCR, 2016). It was also found
among aid workers in South Sudan that
working with beneficiaries was associated
with lower, not higher, levels of EE
(Strohmeier et al., 2018). As observational
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data from Staff Counselling in the HQ
revealed, working far away from people of
concern was in fact a reason cited for psychological distress among HQ-based employees (UNHCR, 2015).

Summary and Limitations
In sum, HAWs experience higher rates of EE
and DP, similar to rates found among emergency personnel and first responders
(UNHCR, 2016). Staff who are female,
younger, working at the UN HQ, or international have been found to be more vulnerable
to burnout. Targeted strategies and interventions can be tailored to these specific groups.
Working directly with beneficiaries, contrary
to expectations, did not conclusively influence higher risk of burnout among HAWs. In
fact, as several qualitative studies have
shown, working with beneficiaries can provide HAWs a sense of reward and reinforce a
strong sense of altruistic purpose and ‘giving
back’ (Brooks et al., 2015). This may improve
HAWs self-esteem and protect them from
being disengaged with their work (Jachens
et al., 2018; McCormack and Bamforth,
2019). These findings together may indicate
the greater importance of alleviating organizational stressors associated with managerial
and coordination functions, over an emphasis
on the emotional demands of working with
vulnerable and distressed populations
(Strohmeier et al., 2018: 14).
These figures should be interpreted with
caution. Due to the low response rates (10–
35%) typically received by these online
surveys, these results may not adequately
represent the scope of the problem. It may
be that individuals with burnout would have
already left the organization, or chose not to
complete the survey. These studies also did
not control for self-selection bias for the
point of their career HAWs might decide to
work at HQ, or for individual differences that
may lead to the choice of working directly
with beneficiaries. In addition, some groups

BK-SAGE-WALL_ET_AL-200581-Chp21.indd 327

of HAWs may also not have been represented. For example, field-based staff with
limited internet access and staff who do
not read English may not have participated
in these online English-language surveys.
Finally, further research is required to confirm inconsistent and discrepant findings, and
will benefit from being supplemented with
more in-depth qualitative understandings to
better explain risk and protective factors.

UTILITY OF OCCUPATIONAL HEALTH
MODELS: ORGANIZATIONAL RISK
AND PROTECTIVE FACTORS
Occupational health models can help conceptualize the relationship between organizational stressors and mental health and
psychosocial outcomes, in order to identify
appropriate risk-targeted interventions for
stress-related working conditions. To understand risk and protective factors, the Effort–
Reward Imbalance (ERI) model (Siegrist,
1996) and Organizational Support Theory
(OST) (Eisenberger et al., 1986) are the most
commonly tested occupational health models
among HAWs.

Effort–Reward Imbalance Model
The ERI model has been tested with national
and international HAWs in an international
organization based in Geneva (Jachens et al.,
2016, 2019) and with UNHCR staff
(UNHCR, 2016). The ERI model posits that
a lack of reciprocity between effort (i.e.,
working under pressure, heavy workload,
and job demands) and potential rewards (i.e.,
financial compensation, esteem reward, promotion aspects, and job security) will lead to
emotional distress, burnout, and other negative health effects (Siegrist, 1996). The model
further explains individual variation by positing the moderating effect of overcommitment. Overcommitted individuals will exert
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disproportionate effort under low reward
conditions, intensifying the negative effects
of ERI (Siegrist, 1996).
There is strong evidence for the utility
of ERI to explain the relationship between
organizational stressors and mental health
outcomes for aid workers. Studies assessing
ERI found it to be a better predictor of mental health outcomes and burnout than trauma
exposure. In the UNHCR (2016) study, the
rates of ERI, at a global prevalence of 72%,
was found to be much higher than the rates for
any mental health or behavioural outcome.
For UNHCR staff, each unit of increase in
ERI score showed them as 4.62 times more
likely to be at risk for EE; ERI also predicted
risk of DP (2.32 times more) and diminished
PA (1.45 times more) (UNHCR, 2016). The
strong relationship between ERI and EE was
also found by Jachens’ team (Jachens et al.,
2019), even after adjusting for secondary
traumatic stress and PTSD. Indicating important gender-based differences, Jachens et al.
(2019) found the associations between DP
and high effort, and DP and high overcommitment were significant for females only
in the fully adjusted model with covariates.
In another study, Jachens et al. (2016) also
found that ERI in female HAWs was associated with three times the risk for heavy alcohol consumption compared to that found with
male HAWs.

Organizational Support Theory
and Perceived Organizational
Support
From the Organizational Support Theory
(OST) perspective (Eisenberger et al., 1986),
Perceived Organizational Support (POS)
plays an important role in mitigating the risks
of adverse psychosocial and psychological
outcomes (Kurtessis et al., 2017). POS
represents the level at which staff believe
their organization cares about their wellbeing
and values their contributions. POS was
associated with lower perceived stress and
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greater mental wellbeing among humanitarian
volunteers from the Sudanese Red Crescent
Society (Aldamann et al., 2019), middlemanagers in a faith-based agency (Eriksson
et al., 2009), and aid workers in South Sudan
(Strohmeier et al., 2018). In addition,
Aldamann et al. (2019) also found that
perceived helplessness and perceived selfefficacy fully mediated the relationship
between POS and the mental health of
humanitarian volunteers, suggesting the
impact of POS on socio-emotional needs such
as affiliation and self-esteem. Furthermore,
evidence that low POS was related to greater
psychopathology among Indonesian Red
Cross community volunteers at 18 months
after being deployed for the 2006 Yogyakarta
earthquake response (Thormar et al., 2013),
suggests that the importance of POS extends
beyond the deployment period.

Team Cohesion and Manager
Support
Interpersonal relationships in the workplace
can be both a stressor and a protective factor.
Among HAWs in South Sudan (Strohmeier
et al., 2018) and national staff in Northern
Uganda (Ager et al., 2012), higher levels of
team cohesion with co-workers was associated with better mental health outcomes.
More specifically, strong team cohesion was
associated with lower levels of DP (Strohmeier
et al., 2018), reinforcing the fact that effective
team working can help employees to be more
engaged and find meaning in their work.
Interestingly, qualitative and quantitative studies reveal different relationships
between strong supervisory ties and higher
team cohesion with management. Thematic
analysis of interviews with aid workers
employed by a UN-aligned organization
showed that managers were seen to be an
‘incredible source of support’ in helping
staff deal with work stress and overload
(Jachens et al., 2018: 627). In quantitative studies, however, it was found that the
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presence of supervision was associated negatively with mental wellbeing (Aldamann
et al., 2019). Higher levels of team cohesion with management were also associated
with higher, rather than lower, levels of DP
(Strohmeier et al., 2018). This unexpected
finding was explained by the possibility that
supervisors could be seen as agents of the
organization (Eisenberger et al., 2002), and
thus, more engagement with supervision
may have resulted in additional stress and
exhaustion (Inceoglu et al., 2018). Negative
attitudes towards beneficiaries (DP) could
also be prevalent among managers, which
could have spillover effects on team members (De Beer et al., 2017). It may also be
important to assess the aim (e.g., compliance
monitoring, or mentorship and consultation)
and quality of supervision, as poor supervision has been often identified in qualitative
studies to contribute to more stress among
aid workers (Jachens et al., 2018; Young
et al., 2018).

Limitations and Recommendations
for a Broad-based Psychosocial
Risk Assessment
One major critique of using a single occupational stress model is that it does not capture
all psychosocial stressors that HAWs are
likely to be exposed to in the workplace. The
effect of these combinations of stressors is
likely to be additive and can explain more
variance in the outcome measures than independent variables in isolation (Jachens and
Houdmont, 2019). Following promising
research of studying the effects of psychosocial models in combination (Calnan et al.,
2004), Jachens and Houdmont (2019) tested
the efficacy of the ERI model and the Job
Demand-Control (JDC) model (Karasek and
Theorell, 1990) separately and in combination with HAWs from a large international
organization in Geneva. The JDC model
posits that exposure to working conditions of
high work demands and low control leads to
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stress reactions. When tested in combination
by developing a composite index, the two
models together provided a superior estimation of the likelihood of psychological distress than what was achieved by either model
independently (Jachens and Houdmont,
2019).
Furthermore, psychosocial risk assessment can also benefit from looking at organizational-level aspects rather than different
aspects of job design. A qualitative study
found that employees perceived an ‘emergency culture’ in a UN-aligned organization,
where the ‘constant feeling of crisis within
the organization’ and urgency to meet deadlines and humanitarian needs was a source of
stress and also an accepted cultural norm in
the organization (Jachens et al., 2018: 624).
Especially given the potential of managerial support to be both a stressor and protective factor, a promising framework to assess
in combination is the psychosocial climate
(PSC) theory (Dollard and Bakker, 2010;
Dollard et al., 2019), which evaluates senior
management values and attitudes towards
care and practices in relation to employee
psychosocial wellbeing.

PROMOTING MENTAL HEALTH AND
WELLBEING AND ADDRESSING RISK
IN HUMANITARIAN AID WORKERS:
EVIDENCE-BASED INTERVENTIONS
AND STRATEGIES
Organizational psychosocial factors predicting HAWs’ mental health and wellbeing
are modifiable and changes can be implemented by aid organizations. Indeed, many
aid agencies and organizations are responding to this need by developing key guidelines and actions for aid-worker wellbeing.
The UN System, for example, recently
developed a five-year strategy from 2018 to
2023 to optimize the mental health and
wellbeing of their staff (UN, 2018), with
priority actions cutting across four levels of
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support and intervention (IASC, 2007:
11–13), impacting individuals, colleagues
and their families, the workplace environment, and organizational context (UN,
2018: 13–16). Another example guideline
set out by the Antares Foundation (2012)
addresses eight key principles that span the
phases of humanitarian response. This section will bring together the multi-level and

multi-phasic approach of these two guidelines and make recommendations for strategies based on the evidence base and
implications of the results from the ERI and
OST models (Table 21.2). Recommendations
will also take into account the distinct
needs of different groups (e.g., national and
international staff, female aid workers,
managers and leadership, type of aid work).

Table 21.2 Summary of prevention and intervention strategies across staff, team, and
organizational levels, and various phases of deployment.
Areas of prevention and intervention

Staff level

Team and organizational level

Policy and human resource management

• Enhance reward measures
• Regulate workplace
demands

Security risk management

• Equitable and available
security training and
resources
• Better amenities and basic
supplies

• Manager training for good
management practices and
leadership skills
• Manager team-building
• Continued funding and
lobbying with donors for
staff mental health and
psychosocial support
(MHPSS)
• Ongoing monitoring,
evaluation, and
accountability for
implementation of staff
MHPSS policies
• Invest in staff with
expertise in security risk
management
• Improve negotiation skills
and outreach capacities
• Stricter internal harassment
policies, especially on sexual
harassment

Pre-deployment

During
humanitarian
operations

Screening and assessment • Screen for risk factors
(e.g., previous psychiatric
history, trauma history) and
resilience factors (e.g., social
support)
Training and preparation
• Provide psychosocial
• Provide training for peer
wellbeing, psychological
helpers and external MHPSS
first aid (PFA), critical
professionals
incident response, and stress
management training to all
personnel
Monitoring
• Ongoing monitoring
for risk of burnout and
psychological distress, and
job-related outcomes
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Table 21.2 Summary of prevention and intervention strategies across staff, team, and
organizational levels, and various phases of deployment. (Continued)
Areas of prevention and intervention

Post-deployment

Staff level

Team and organizational level

Ongoing support

• Ongoing supervision
• Readily available and
confidential supportive
counselling, PFA, and
external MHPSS referrals
(including telecounselling)
• Continuing education on
mental health issues
• Readily available needsbased training

Crisis intervention and
support

• Readily available and
confidential supportive
counselling, PFA, and
external MHPSS referrals
(including telecounselling)

Rehabilitation and
reintegration

• Continued access to
confidential psychosocial
support services

• Implement formal peer
support programmes
• Supervision and support for
managers, field counsellors,
peer helpers, security
personnel, and external
MHPSS professionals
• Organize work-sponsored
social activities
• Recreational activities in
work environments (e.g.,
nets, balls, board games)
• Ensure equitable access to
staff support services for
national and international staff
• Manager training to
recognize and manage
burnout symptoms in team
members, to encourage
help-seeking, and to build
resilience in team
• Non-stigmatizing
reintegration policies after
rehabilitation from mental
illness or leave of absence

Protection of Safety and Risk
Management
At a basic level, humanitarian aid organizations must ensure adequate and equitable
security and risk management policies, as
well as optimal working conditions for both
national and international staff. More needs
to be done to narrow disparities in the level of
security training and resources (e.g., offhours transportation, communications equipment, site security at home) that are offered
to international as opposed to national staff
(Stoddard, 2020). In addition, since most aidworker attacks are committed by nationallevel non-state armed groups (NSAGs),
Stoddard (2020) recommends that agencies
invest in negotiation skills and outreach
capacities with NSAGs. Furthermore, working conditions and quality of life for all staff,
especially field staff, should be improved by
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providing better amenities and basic supplies.
These include: clean drinking water, essential
medicines, protective personal equipment,
reliable transportation, accommodation and
workspace, and liberal internet and phone
service use policies.

Pre-deployment Training
A significant pre-deployment protective
factor is preparedness and training (Brooks
et al., 2015), although systematic reviews of
pre-deployment advice guidelines have
found a lack of evidence-based literature
(Costa et al., 2015; Opie et al., 2020). In an
intervention study, the group of participants
from disaster volunteer dispatch organizations in Japan who received pre-departure
psychoeducation intervention on managing
critical incident stress were less likely to be
at risk for PTSD, compared to the
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non-intervention group at post-deployment
(Okanoya et al., 2015). Pre-deployment training can also emphasize individual coping
mechanisms and stress management, especially since an avoidant coping style has been
significantly positively associated with PTSD,
anxiety, and depression among HAWs
(Eriksson et al., 2001; Lopes Cardozo et al.,
2013). A one-session stress management
group, which provided psychoeducation on
stress reactions and coping skills (e.g., deep
breathing, monitoring sleep and eating patterns, self-care, seeking social support, establishing a safe place) was found to decrease
anxiety, depression, and PTSD symptoms at
pre- and post-test for national humanitarian
workers in the Central African Republic (De
Fouchier and Kedia, 2018). As De Fouchier
and Kedia (2018) illustrated in their discussion of integrating participants’ conceptual
model of mental health that was associated
with spirit and witchcraft beliefs with neurobiological explanations of stress reactions,
training has to be culturally adapted and contextually sensitive to the staff population and
humanitarian context. Pre-deployment training can also anticipate the potential risks
experienced differently by national and international staff, or different types of aid work
(e.g., WHO and International Labour
Organization, 2018), such that different support strategies and resources can be prepared
and mobilized ahead of time as well.

Balancing Effort and Reward
Ongoing throughout deployment, occupational risk and protective factors can be
addressed following recommendations from
ERI and OST perspectives, respectively. ERI
interventions can be managerial and organizational strategies that reduce the imbalance
between perceived effort and reward.
Examples of reward measures that have
emerged as themes from two separate qualitative studies with aid workers in South Sudan
(Ajieth Bunny, 2017; Strohmeier et al., 2019)
include providing competitive benefit and
salary packages, health insurance, recognition
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for achievements, skill enhancement and professional development, and career progression opportunities. As discussed earlier, and
corroborated by Strohmeier et  
al.’s (2019)
findings, these improvements of rewards are
more important to national aid staff than international aid staff.
At the same time, according to the ERI
model, the simultaneous reduction of workplace demands will also help reduce adverse
effects. Job demands can be regulated such as
by effective distribution of workload among
team members, providing sufficient paid
vacation days, and allowing adaptable and
flexible working schedules to achieve work–
life balance.

Improving Organizational Support
From an OST perspective, POS can be
improved by strengthening team cohesion
with colleagues and supervisors, and building trust in leadership (Jachens et al., 2018;
Young et al., 2018). Once again, it is important to consider the nuanced differences
between national and international staff in
what they regard as priority in terms of
organizational support. As Strohmeier et al.
(2019) found among aid workers in South
Sudan, national staff emphasized improvements related to greater equality between
employees, while international staff emphasized improvements to team cohesion. For
international staff in field environments away
from their families, colleagues may take on a
more important role to fulfil needs for social
support and companionship (Strohmeier
et al., 2019). Organizations can therefore
implement formal peer support programmes
(e.g., UNHCR’s Peer Support Personnel
Network) and work-sponsored social activities, which have been found to be more utilized and perceived as more useful than
formal sources of support such as in-house
staff counsellors (Curling and Simmons,
2010). At the same time, equity of treatment
of staff needs to be ensured, in order for
national staff to feel better supported by their
organizations (Strohmeier et al., 2019).

05/03/21 4:03 PM

Humanizing Work: Occupational Mental Health of Humanitarian Aid Workers 333

Psychosocial Safety Climate
As indicated by PSC theory, manager support determines the organizational psychosocial safety climate and can influence
employees’ mental health positively
(Dollard et al., 2019). To improve perceived
manager support and quality of management, specialized training for managers can
be provided on how to improve psychosocial safety climate (e.g., recognizing and
managing burnout symptoms in their team
members, encouraging help-seeking), and
on good management principles and skills
(e.g., project planning, time management,
staff motivation, assessing and providing
feedback).
In addition, improved access to quality and confidential psychosocial support
services was the most frequent proposal
to improve organizational support and
address mental health issues during deployment (Strohmeier et al., 2019). This can
refer to systematically implementing wellbeing promotion programmes, universal
promotion of health and wellbeing in the
workplace, destigmatizing mental illness
and improving levels of help-seeking, and
immediate and continued access to counselling and mental health referral services that
protect employee confidentiality. Othman
et al. (2018) provide a promising example
of an integrated staff psychosocial support
programme for health staff working with
internally displaced Syrians in a conflict
zone in Syria in the primary health centres.
Their pilot study implemented a six-month
programme of group sessions addressing individual, team, organizational, and
contextual challenges to resilience in the
workplace. The programme reduced occupational stressors such as role ambiguity,
and enhanced personal relationships with
colleagues and superiors (Othman et al.,
2018).
Furthermore, mental health and psychosocial interventions that have been effective
for vulnerable persons in humanitarian contexts can also be adapted for HAWs as they
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experience similar contextual stressors. This
can potentially be delivered in a steppedcare model. For example, the Adaptation
and Development after Persecution and
Trauma (ADAPT) model (Tay and Silove,
2016) and its domains addressing safety
and security, losses and separation from
loved ones, access to justice, and existential
meaning, may be appropriate as a universal
intervention for humanitarian staff working in post-conflict settings. Interpersonal
Psychotherapy (IPT), in addition, can be
adapted for treatment of more severe cases
of psychological distress among HAWs
who are experiencing grief, role transitions,
interpersonal conflicts, and social isolation
(Verdeli et al., 2003; WHO and Columbia
University, 2016).
Psychosocial support also needs to extend
to post-deployment, which is a time when
psychological distress and post-traumatic
stress symptoms often appear (Lopes Cardozo
et al., 2012). A non-stigmatizing rehabilitation and reintegration into the organization
and humanitarian role thus needs to be facilitated at post-deployment.

Sustainability: Funding and
Accountability
Finally, an important consideration and
caveat is the limited funding and financial
resources dedicated to staff welfare and
psychosocial support in humanitarian organizations (Strohmeier, 2018). Some recommendations to this end include ensuring that
staff support funding mechanisms are sustainable (e.g., factoring staff support into
overhead costs of projects), and strengthening the role of donors with evidence-based
lobbying (Strohmeier et al., 2019; WHS
Secretariat, 2015). It is thus important to
improve monitoring and accountability by
tracking the wellbeing of aid workers across
all employment types through comprehensive screening and assessment, at all phases
of deployment. Monitoring and evaluation
should also occur at the organizational level
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to ensure that organizations implement and
meet the indicators of evidence-based recommendations and guidelines of staff support
(WHS Secretariat, 2015).

HUMANIZING WORK: CONCLUSIONS
AND FUTURE DIRECTIONS
As Joan Halifax (2018) described, for personnel in the caring professions, including
HAWs, what is needed to the job well may act
as a double-edged sword: empathy can result
in empathic distress and over-engagement in
work can lead to burnout. As this chapter
reviewed, in addition to high rates of critical
incident exposure and secondary traumatic
stress, chronic organizational psychosocial
stressors also have a significant impact on the
mental health, wellbeing, and job-related outcomes for HAWs. As humanitarian aid organizations begin to prioritize the protection and
promotion of aid workers’ wellbeing, future
research should target organizational stressrelated outcomes, while also taking into consideration the diverse needs of different
groups of aid workers. While there are distinct
challenges faced by national and international
staff requiring different priority interventions,
future research can also look more closely at
gender-based differences, job-position level
differences, and individual differences in
coping styles among this occupation group to
further delineate tailored interventions. More
research can also be done on resilience and
post-traumatic growth among HAWs, so that
organizations can help staff capitalize on
resilience and motivational factors, and foster
greater psychosocial and psychological safety
in organizational cultures.
Methodologically, research in this field
will benefit from more mixed methods studies. Supplementing quantitative research
with qualitative understandings will provide
a more in-depth elaboration and explanation of the relationship between psychosocial stressors and psychological states that
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is more contextually relevant to the demographic group, humanitarian setting, and/or
organization. Exploratory sequential mixed
methods design can also be utilized, where
qualitative studies first tease out potential
mechanisms that are then tested statistically.
Qualitative studies can also follow up intervention studies, to provide more nuanced
understanding of attitudes towards interventions and possible mechanisms of change. In
addition, more longitudinal analyses will be
necessary to give more insights on the mental health sequelae, various pathways to risk
and resilience across stages of deployment,
and bi-directional effects that can illuminate
mechanisms of change underlying stressorhealth relations.
It is necessary and possible to humanize the critical work of helping others in the
most vulnerable and challenging humanitarian settings. It will require a broad-based,
multi-domain (i.e., personal, interpersonal,
psychosocial, contextual), and multi-level
(i.e., individual, team, managerial, organizational) risk assessment approach, which can
inform comprehensive mental health and psychosocial support intervention guidelines and
strategies in humanitarian aid organizations.
An effective and accountable implementation of strategies which protect, prevent, and
manage acute and chronic exposures to stress
inherent in humanitarian aid work, will be
worthwhile for aid workers, their families,
their aid organization, and, by extension, the
communities of beneficiaries they serve.
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