THE
MENTAL HEALTH
OF REFUGEES

Ecological Approaches to Healing and Adaptation

Edited by

Kenneth E. Miller ¢ Lisa M. Rasco




THE MENTAL HEALTH OF REFUGEES

Ecological Approaches
to Healing and Adaptation



This page intentionally left blank



THE MENTAL HEALTH OF REFUGEES

Ecological Approaches
to Healing and Adaptation

Edited by

Kenneth E. Miller

San Francisco State University

Lisa M. Rasco
University of California, Berkeley

IE LAWRENCE ERLBAUM ASSOCIATES, PUBLISHERS
2004 Mahwah, New Jersey London



Camera ready copy for this book was provided by the editors.

Copyright © 2004 by Lawrence Erlbaum Associates, Inc.

All rights reserved. No part of this book may be reproduced in any form,
by photostat, microform, retrieval system, or any other means, with-
out prior written permission of the publisher.

Lawrence Erlbaum Associates, Inc., Publishers
10 Industrial Avenue
Mahwah, New Jersey 07430

]
Cover design by Kathryn Houghtaling Lacey

Library of Congress Cataloging-in-Publication Data

The mental health of refugees: ecological approaches to healing and
adaptation / edited by Kenneth E. Miller, Lisa M. Rasco.
p. cm.

Includes bibliographical references and index.

ISBN 0-8058-4172-5 (cloth : alk. paper)

ISBN 0-8058-4173-3 (pbk. : alk. paper)

1. Refugees—Mental health. 2. Refugees—Mental health services.
3. Cultural psychiatry. [I. Miller, KennethE., 1963—  II. Rasco,
Lisa M., 1970~

RC451.4.R43F765 2004

362.2°086°914—dc22 2003064154

CIp

Books published by Lawrence Erlbaum Associates are printed on acid-

free paper, and their bindings are chosen for strength and durability.

Printed in the United States of America
10 9 8 7 6 5 4 3 2 1



To Don Mateo, Dofia Maria, Emilio, and Alonzo,
Who taught me about community and the meaning of resilience;
And to my parents: George Miller, a friend and colleague whose support
has been invaluable and without limit,
and Nina Miller, whose commitment to creating a more socially just world
Continues to be an inspiration for the work | do.

—Ken Miller

To Semir and Sonja,
Who opened my eyes to the incredible strength
And healing power of family amidst great loss and transition;
And to my own family: Mom, Dad, Laura, Darren, and Jamie;
Rema, Josh, Ray, and Trish;
Ber, Cara, and Niko—
You sustain me.

—1 isa Rasco



This page intentionally left blank



About the Editors

List of Contributors

Preface

1

An Ecological Framework for Addressing the
Mental Health Needs of Refugee Communities
Kenneth E. Miller and Lisa M. Rasco

Part I: Programs in Africa and Asia

2

Internally Displaced Angolans: A Child-focused,
Community-based Intervention
Michael Wessells and Carlinda Monteiro

Sierra Leonean Refugees in Guinea: Addressing the
Mental Health Effects of Massive Community Violence
Jon Hubbard and Nancy Pearson

Internally Displaced Cambodians: Healing Trauma
in Communities
Willem A. C. M. van de Put and Maurice Eisenbruch

Internally Displaced Sri Lankan War Widows:
The Women’s Empowerment Programme
Rachel Tribe and the Family Rehabilitation Centre Staff

Internally Displaced East Timorese: Challenges and
Lessons of Large-Scale Emergency Assistance
Kathleen Kostelny and Michael Wessells

Part li: Programs in South and North America

7

Internally Displaced Columbians: The Recovery of
Victims of Violence Within a Psychosocial Framework
Jorge Enrique Buitrago Cuéllar

Bosnian and Kosovar Refugees in the United States:
Family Interventions in a Services Framework

Stevan Weine, Suzanne Feetham, Yasmina Kulauzovic, Sanela
Besic, Alma Lezic, Aida Mujagic, Jasmina Muzurovic, Dzemila

Spahovic, Merita Zhubi, John Rolland, and Ivan Pavkovic

Xi

xiii

67

95

133

161

187

229

263

Vil



9 Hmong Refugees in the United States: A Community-
Based Advocacy and Learning Intervention
Jessica Goodkind, Panfua Hang, and Mee Yang

Part lll: Critical Issues

10 Evaluating Ecological Mental Health Interventions in
Refugee Communities
Jon Hubbard and Kenneth E. Miller

11 Innovations, Challenges, and Critical Issues in the
Development of Ecological Mental Health Interventions
With Refugees
Lisa M. Rasco and Kenneth E. Miller

Author Index

Subject Index

295

337

375

415

425



About the Editors

Kenneth E. Miller is an assistant professor of psychology at San
Francisco State University. He received a doctorate in clinical psycho-
logy from the University of Michigan, and completed two years of
postdoctoral training in community and prevention research at Arizona
State University and the University of Illinois at Chicago. His research
is focused on the impact of war experiences and exile-related stressors on
refugee wellbeing, and on the effectiveness of ecological mental health
interventions with refugee communities. = He has worked with and
studied Guatemalan refugee families in southern Mexico, Bosnian
refugees in Chicago and the San Francisco Bay Area, and most recently
Afghan refugees in the San Francisco Bay Area.

Lisa M. Rasco is a doctoral candidate in clinical psychology and fellow
of the Center for the Development of Peace and Well-being at the
University of California, Berkeley. Her research has focused on the
psychophysiological effects of war-related trauma and currently concerns
the impact of trauma and stress on family functioning and the
socioemotional development of children. She has consulted on the
design of a Bosnian community center and, with Ken Miller, on the
development of an ecological mental health intervention for Afghan
refugees that integrates mental health concepts and practices into the
English as a Second Language classroom.

1X



This page intentionally left blank



List of Contributors

Sanela Besic, Department of Psychiatry, University of lllinois at
Chicago, Chicago, IL, USA

Jorge Enrique Buitrago Cuéllar, Corporacion AVRE, Bogota, Colombia

Maurice Eisenbruch, University of New South Wales, New South
Wales, Australia

The Family Rehabilitation Centre Staff, Sri Lanka

Suzanne Feetham, Department of Psychiatry, University of lllinois at
Chicago, Chicago, IL, USA

Jessica Goodkind, California State University Hayward, Hayward, CA,
USA

Panfua Hang, Michigan State University, East Lansing, MI, USA
Jon Hubbard, Center for Victims of Torture, Minneapolis, MN, USA

Kathleen Kostelny, Erikson Institute, Chicago, IL, USA, and Christian
Children’s Fund, Richmond, VA, USA

Yasmina Kulauzovic, Department of Psychiatry, University of Illinois at
Chicago, Chicago, IL, USA

Alma Lezic, Department of Psychiatry, University of lllinois at Chicago,
Chicago, IL, USA

Kenneth E. Miller, San Francisco State University, San Francisco, CA,
USA

Carlinda Monteiro, Christian Children’s Fund, Luanda, Angola

Aida Mujagic, Department of Psychiatry, University of lllinois at Chicago,
Chicago, IL, USA

Jasmina Muzurovic, Department of Psychiatry, University of lllinois at
Chicago, Chicago, IL, USA

Ivan Pavkovic, Department of Psychiatry, University of lllinois at
Chicago, Chicago, IL, USA

Nancy Pearson, Center for Victims of Torture, Minneapolis, MN, USA

Xi



Xit Contributors

Lisa M. Rasco, University of California Berkeley, Berkeley, CA, USA

John Rolland, Department of Psychiatry, University of lllinois at
Chicago, Chicago, IL, USA

Dzemila Spahovic, Department of Psychiatry, University of lllinois at
Chicago, Chicago, IL, USA

Rachel Tribe, University of East London, London, England

Willem A. C.'M. van de Put, HealthNet International, Amsterdam, The
Netherlands

Stevan M. Weine, Department of Psychiatry, University of lllinois at
Chicaco, Chicago, IL USA

Michael Wessells, Christian Children's Fund, Richmond, VA, USA, and
Randolph Macon College, Ashland, VA USA

Mee Yang, Michigan State University, East Lansing, MI, USA

Merita Zhubi, Department of Psychiatry, University of llinois at Chicaco,
Chicago, IL USA



PREFACE

At the dawn of the 21% century, we are living in a time of remarkable
technological achievement, of extraordinary advancements in our ability
to treat and prevent an ever-widening range of disease, and of an ex-
panding global economy that links together the most geographicaily dis-
tant communities. Against this backdrop of impressive development, it is
disheartening to observe how little distance we have traveled toward the
creation of a more socially, economically, and environmentally just world
community. Repressive regimes flourish, often with the covert aid of in-
dustrialized nations who profess a deep commitment to democratic ide-
als. The disparity in wealth between nations of the southern and northern
hemispheres continues to worsen, with hundreds of millions of people in
developing countries living on the equivalent of a dollar a day, and mil-
lions dying of preventable and treatable diseases. Multinational corporate
profit is frequently prioritized over the basic human and civil rights of im-
poverished communities that provide inexpensive labor under conditions
of exploitation and stark repression; and extreme ethnic violence, at
times reaching the level of genocide, is allowed to proceed essentially
unopposed while politicians offer moving speeches honoring the victims
of the Nazi Holocaust and promise that such horrors will never again be
aliowed to occur.

Violent conflict, ethnic and political persecution, and state sanctioned
repression continue to drive millions of people into exile or internal dis-
placement, forcing them to leave behind their homes, their communities,
and for many, their homelands. Many are forced to flee with little time to
prepare for the journey of exile, and carry with them only their most es-
sential and portable possessions. They leave behind houses, plots of
land passed down through generations, family members and friends un-
able or unwilling to go into exile; proximity to the graves of ancestors;
and the sense of belonging that comes with living in one’s own culture,
as a member of one’s own community, a citizen of one’s own country.
They flee after having witnessed the death of loved ones, the destruction
of their property, and the humiliation of family members, friends, and
neighbors at the hands of sadistic armed combatants; and they flee after
enduring their own experiences of physical and sexual violence, arbitrary
detention, and prolonged fear and vulnerability. They leave not in search
of a better life, but simply to survive, because survival in their own homes
and communities has become tenuous if not altogether impossible. They
seek safe haven, and many hold tightly to the dream of an eventual re-
turn home. History has demonstrated repeatedly, however, that the

xiii
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dreamt of return is often elusive, due to prolonged conflict that makes a
safe repatriation impossible.

Psychologists, psychiatrists, and other mental health professionals
have begun to recognize and document the high levels of psychological
distress experienced by refugees and displaced persons woridwide.
There is a rapidly growing body of research documenting patterns of
widespread psychological trauma and depression within these communi-
ties, a pattern that holds across diverse methodologies and samples.
Paralleling this emphasis on research, mental health professionais have
begun offering clinical services such as psychotherapy and psychiatric
medication to refugees, with the goal of alleviating symptoms of distress
and facilitating adjustment to life in exile. Refugee mental health clinics
have been established in major cities throughout the industrialized (i.e.,
“developed”) world, as well as in some of the developing countries where
the majority of the world's refugees and displaced people reside. The
response of the mental health community has been well intentioned, and
although empirical data are lacking, it seems reasonable to suggest that
clinic-based services have provided much needed assistance to those
refugees who have had access to and were willing to utilize them.

This book, which brings together the writings of leading experts in
the field of refugee mental health, reflects a growing concern that clinic-
based psychological and psychiatric services developed primarily in
Western Europe and the United States may be limited in some very fun-
damental ways in their capacity to address the mental health needs of
refugee communities. Rooted in Western conceptions of weliness, dis-
tress, and healing, such services are culturally alien to most refugees,
who generally come from non-Western societies with very different mod-
els of mental health and the mechanisms by which distress should be
alleviated. Such services are also limited because they are largely inac-
cessible to the majority of the worid’s displaced people, who live in de-
veloping countries where Western mental health services are often
scarce or non-existent; and they are limited because they are poorly
suited to addressing the diverse range of psychosocial stressors that
affect refugees on a daily basis (e.g., the loss social support networks,
the loss of social roles and of meaningful role-related activity, a lack of
access to key resources, difficulties navigating the new setting).

In short, there is a gradual recognition occurring among mental
health professionals who work with refugees and internally displaced
peopie that the old paradigm of clinical intervention, though certainly use-
ful, cannot be the cornerstone of our response to the mental health
needs of these communities. The authors in this book share a common
vision, a commitment to an alternative conceptual framework within
which culturally appropriate refugee mental health programs can be de-
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veloped. As the various chapters illustrate, such programs empower
communities to take greater control over their own mental health and the
conditions that affect it. Guided by an ecological model that combines
elements of public health, empowerment theory, community psychology,
clinical psychology, psychiatry, and anthropology, ecological mental
health programs have been developed for refugees in highly diverse set-
tings, from Sierra Leonean refugees in Guinean refugee camps, to inter-
nally displaced women widowed by the civil war in Sri Lanka, to Bosnian
refugees in a large urban center the United States. While the programs
differ in their populations, foci, and specific methods, they share a guid-
ing framework that recognizes the inherent strengths and sources of re-
silience that all refugee communities possess. The diverse projects de-
scribed in this book are innovative, empowering, and far-reaching in their
impact.

Importantly, the contributing authors have not been asked to present
models of fully polished, flawless intervention strategies. Instead, the
goal has been for this group of creative, resourceful individuals to share
a wealth of innovative and impactful intervention experiences that illus-
trate a new way of thinking about how we can best support the healing
and adaptation of communities displaced by violence—communities that
are struggling to heal from the wounds of the past, to adapt successfully
to the challenges of the present, and to create futures that hold the prom-
ise of new life projects, new social roles, and new social networks that
provide meaning and value to life.
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1

An Ecological Framework for
Addressing the Mental Health Needs
of Refugee Communities

Kenneth E. Miller and Lisa M. Rasco'

This book offers a unique angle of vision from which to consider how
mental health professionals can respond effectively to the psychological
needs of communities displaced by war and other forms of political vio-
lence. The view represents a departure from the medical model that has
guided most mental health research and intervention with refugees. That
model emphasizes the provision by highly trained professionals of clinic-
based services such as psychotherapy and psychiatric medication. The
focus is on healing or ameliorating symptoms of psychological distress
within individuals, with little attention paid to mending damaged social
relations within communities, or to strengthening naturally occurring
resources within families and communities that could facilitate healing
and adaptation.

In allowing the medical model to so fundamentally shape our re-
sponse to the mental health needs of refugees, we have—perhaps inad-
vertently —followed what Kaplan (1964) termed “the law of the instru-

"The authors wish to thank Rhona Weinstein and Jim Kelly for their invaluable
feedback on this chapter.
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ment,” which dictates that when the only tool in one’s possession is a
hammer, there is a tendency to see everything as a nail in need of ham-
mering. Having seen the devastating effects of war and displacement on
people’s mental health, and believing that what we have to offer in re-
sponse is an array of professionally staffed, clinic-based services, we
have opened the doors of our clinics to refugee clients. Specialized
treatment centers have been created to serve refugees who have been
tortured, and population-specific clinics have been funded to serve the
mental health needs of specific refugee groups. With the very best of in-
tentions, we have made available those services with which we are famil-
iar, and which have historically defined the scope of our professional
activities.

The extent to which clinic-based services for refugees are effective is
largely unknown. Although several case studies and clinical reports have
been published, few refugee treatment centers have published systematic
evaluations of the services they provide. Despite the lack of empirical
data, however, new clinics continue to be developed, guidelines and
treatment strategies for clinical work with refugees continue to be pub-
lished, and clinic-based services continue to represent the cornerstone of
the mental health community’s response to the mental health needs of
refugee communities.

A primary aim of this chapter is to highlight three critical factors that
have been overlooked in the process of investing so much time and en-
ergy into the development of clinic-based interventions. These factors
are:

1. Most refugees have little or no access to the services of mental
health professionals, because such services are scarce or non-
existent in those areas where the majority of the world’s refugees
live, and are often difficult to access for refugees in developed
countries, as well;

2. Western mental health services, when they are available, are of-
ten underutilized because they are culturally alien to most refu-
gees, the majority of whom come from non-Western societies
and bring with them culturally specific ways of understanding
and responding to psychological distress;
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3. Clinic-based services are of limited value in addressing the con-
stellation of displacement-related stressors that confront refu-
gees on a daily basis, and that represent a significant threat to
their psychological well-being. Examples of displacement-
related stressors include the loss of social networks and a corre-
sponding sense of isolation and lack of social support, unem-
ployment, the loss of previously valued social roles and role-
related activities, a lack of environmental mastery (i.e., possess-
ing the knowledge and skills needed to negotiate the local envi-
ronment), and the various stressors associated with living in
poverty (Beiser, johnson, & Turner, 1993; Gorst-Unsworth &
Goldenberg, 1998; Lavik, Hauff, Skrondal, & Solberg, 1996;
Miller, Worthington, Muzurovic, Goldman, & Tipping, 2002;
Omidian, 1996; Pernice & Brook, 1996; Silove, 1999; Silove, Sin-
nerbrink, Field, & Manicavasagar, 1997).2 As we discuss below,
these three factors, when taken together, raise serious questions
about the value of our nearly exclusive reliance on Western,
clinic-based models of mental health intervention with refugees.

Fortunately, far from holding only a metaphorical hammer in our
hands, we have a great many tools available to us that we can use to
promote healing and adaptation in communities displaced by political
violence. All the world is not a nail, nor need it appear to be so. If we are
willing to venture out of our clinics and into the communities in which
refugees live; if we are willing to broaden the range of roles we play and
the types of activities in which we engage; and if we are willing to learn
from colleagues in other disciplines such as public health, community
psychology, prevention science, and anthropology, we can have a much
farther reaching impact on lowering distress and promoting well-being
within refugee communities than was ever possible working exclusively
under the medical model and its corresponding set of clinical services.

In short, we believe it is time for a paradigm shift for those who seek
to understand and respond effectively to the mental health needs of
refugee communities. The good news is that we needn’t look far to find a

*Although refugees often come from highly impoverished countries, refugee camps
and other settings of resettlement usually involve a marked reduction of their standard of
living (Hitchcox, 1990; UNHCR, 2002).
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promising alternative to a primary or sole reliance on the medical model.
The ecological paradigm of community psychology, with its roots in
public health and its emphasis on collaboration and community empow-
erment, holds great promise as an alternative framework within which
culturally appropriate mental health interventions for refugees can be
developed, implemented, and evaluated. In fact, ecological interventions
with refugee communities are already being conducted in various re-
gions of the world. Such programs are still quite scarce, however, and
program staff work in relative isolation, with little by way of shared ex-
perience upon which to draw. They are essentially pioneers, charting
new territory as they proceed, drawing on theories and methods that
have rarely been implemented in work with refugees. Psychologists,
psychiatrists, and others involved in such projects have left the clinic and
entered the community, and in so doing, both the rules and the roles
have changed. Expert-driven services have been replaced by collabora-
tive endeavors in which community members contribute their expertise
and play essential roles in the intervention process; individual treatment
has been supplemented or replaced by communal rituals and activities;
and the conventional emphasis on treating psychopathology has been
complemented by a new focus on identifying and developing commu-
nity strengths and resources that can promote healing and adaptation.

This book represents a “taking stock” of sorts. It is a pause in the ac-
tion, a chance for reflection and the sharing of experiences, both success-
ful and problematic. It is an opportunity for those with considerable ex-
perience in the field to communicate their experiences and ideas to indi-
viduals and groups just getting started. And it is a time for serious con-
sideration of both the possibilities and the potential limitations of eco-
logical interventions with refugee communities. We have asked the au-
thors of each chapter to reflect critically on the projects in which they
have been involved, and to address a common set of points regarding
the context, design, implementation, and evaluation of their work. There
are significant differences among the projects in terms of sociopolitical
and cultural contexts, populations of focus, and specific intervention
goals and methods. What they have in common is an emphasis on eco-
logical intervention strategies that maximize community participation
and involve community members as respected and effective collabora-
tors in the various phases of the intervention process.
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In this chapter, we first briefly describe the scope of the world refu-
gee situation. We then provide a short summary of research findings
regarding patterns of psychological distress among refugees, and con-
struct an empirical foundation for suggesting that clinic-based interven-
tion strategies are fundamentally limited in their capacity to address
these high rates of distress. We then turn to a discussion of the ecological
model, and offer a rationale for its adoption as an alternative framework
to guide mental health interventions with refugee communities. Finally,
we consider some of the key issues and critical challenges inherent in
doing community-based mental health work with refugees. The chapter
concludes with some brief introductory comments regarding each of the
projects described in the book.

THE WORLD REFUGEE SITUATION

This book makes its appearance at the start of the 21+ century, a time of
profound sociopolitical change and upheaval, of ultra-nationalism and
widespread ethno-political violence that has resulted in the forced mi-
gration of millions of people. The majority of these are civilians whose
only crime was that of living in regions of violent conflict, or belonging
to a particular ethno-cultural group subjected to oppression and persecu-
tion, extending in some cases to the extremity of genocide. At the time of
this writing, there are an estimated 35-38 million people displaced from
their homes by civil and interstate war, as well as various forms of state
sanctioned repression and persecution (Global IDP Project, 2002;
UNHCR, 2002). This figure, which likely underestimates the actual total,
includes approximately 13 million individuals formally recognized as
refugees or asylum seekers according to the 1951 UN Convention Relat-
ing to the Status of Refugees (UNHCR, 1951). The UN Convention de-
fines as a refugee anyone who

owing to a well-founded fear of being persecuted for reasons of
race, religion, nationality, or membership of a particular social
group or political opinion, is outside the country of his national-
ity and is unable, or, owing to such fear, is unwilling to avail
himself of the protection of that country.
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Critical to this definition is the emphasis on finding oneself outside
the country of one’s nationality. In fact, however, it has become abundantly
clear over the past few decades that the majority of people displaced by
violence do not seek safe haven in other countries; instead, thev become

’

“internal refugees,” remaining within the boundaries of their homeland
either because they cannot or will not avail themselves of protection
elsewhere. Their numbers are difficult to assess accurately, for unlike
“official” refugees, internally displaced persons (IDPs) do not fall under
the protection or jurisdiction of any particular international organization.
Outsiders often have limited access to internally displaced communities,
making accurate estimates of their numbers particularly difficult. This is
especially true in contexts in which repressive governments have a
vested interest in denying the existence of communities displaced by the
state’s own violent practices and human rights violations. Thus, the cur-
rent estimate of 20-25 million internally displaced people (Global IDP
Project, 2002) should be viewed as a crude approximation, with the ac-
tual number of IDP’s possibly being higher.

Throughout this introductory chapter, we break with tradition and
use the term refugees to refer collectively to all people forced by political
violence to flee their homes and communities, regardless of whether they
enter another country or remain within the borders of their homeland.
We do this partly out of semantic convenience, and partly out of a belief
that the term internally displaced persons, although technically accurate,
fails to capture the harsh reality experienced by the majority of people
who are displaced by political violence. This reality includes a preflight
period of exposure to various types of violent experiences, which may
include the abduction, murder, or “disappearance” of family members or
friends, witnessing or experiencing physical assault, rape and other
forms of sexual violence, the destruction of one’s home and property,
forced participation in acts of violence, and a persistent state of fear and
vulnerability. Once the decision to flee is made, a series of profound
losses and disruptions is set in motion. These include separation from
family members unable or unwilling to flee, the abandonment of one’s
home and other material possessions, the loss of social networks and of
social and occupational roles, and the reality of leaving behind a range of
familiar and deeply valued settings, such as a parcel of land attained af-
ter years of labor, or an ancestral burial ground that represents continu-
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ity with one’s ancestors. Although we recognize that internally displaced
people and “official” refugees (i.e., those outside of their homeland) of-
ten face significantly different sets of resources and challenges as they
adapt to their new settings, we believe that their forced migration in-
volves a shared set of core experiences of violence, disruption, and loss.
For this reason, as well as the convenience of a somewhat simpler no-
menclature, we have opted to use the term refugees inclusively, referring
to all people forced by political violence to flee their homes and commu-
nities.

RESEARCH ON THE MENTAL HEALTH OF REFUGEES

The primary focus of research on the mental health of refugees has been
on documenting patterns of psychiatric symptomatology, using ques-
tionnaires or structured clinical interviews designed to identify psychiat-
ric syndromes such as post-traumatic stress disorder (PTSD) and major
depressive disorder (MDD). Although we believe that there are signifi-
cant limitations to the nearly exclusive reliance on this approach (e.g., an
inattention to indigenous idioms of distress, an exclusive focus on psy-
chopathology that fails to consider the numerous strengths and forms of
resiliency within refugee communities, and an underutilization of quali-
tative methods that would allow refugees to identify, in their own
words, critical determinants of their psychological well-being), the psy-
chiatric/symptom-focused approach to documenting refugee distress has
nonetheless yielded some compelling findings. With more than 1,000
articles and book chapters on the topic now in print, including studies
using clinical and community samples, children as well as adults, and
refugees living in a diverse array of settings (internal displacement near
zones of ongoing conflict, refugee camps, and resettlement countries), it
is now possible to draw some reasonably solid conclusions regarding the
impact of political violence and displacement on people’s mental health.
The following brief review first considers the psychological impact of
exposure to political violence, then examines the effects ongoing stress-
ors related to the experience of displacement.
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The Traumatic Impact of Political Violence

Exposure to political violence is associated with an increased risk of both
acute and chronic post-traumatic stress reactions (Arroyo & Eth, 1986;
Fox & Tang, 2000; Hubbard, Realmoto, Northwood, & Masten, 1995;
Kinzie, Sack, Angell, Manson, & Rath, 1986; Kinzie, Sack, Angell, Clark,
& Ben, 1989; McSharry & Kinney, 1992; Michultka, Blanchard, & Kalous,
1998; Miller, Weine et al., 2002; Mollica et al., 1993, 1998; Shresta et al.,
1998; Thabet & Vostanis, 2000; Weine et al., 1998). Most commonly,
symptoms of traumatic stress among refugees have been assessed using
the diagnostic criteria of post-traumatic stress disorder (PTSD). Although
the cross-cultural validity of the PTSD construct and its appropriateness
in situations of ongoing violence represent sources of ongoing contro-
versy (a point to which we return later), the constellation of symptoms
that comprise the PTSD syndrome have been documented in numerous
studies of refugees representing diverse national and ethnic back-
grounds. This does not mean that the PTSD construct adequately cap-
tures the totality of the trauma experience, nor does it negate the possi-
bility that culturally specific expressions of trauma may exist that bear
little resemblance to the three symptom cluster model of PTSD. Nor for
that matter does it imply that psychological trauma should be under-
stood only or primarily as an individual phenomenon. As we discuss
shortly, acknowledging the presence of trauma within individuals in no
ways contradicts the idea that trauma may also occur as a psychosocial
phenomenon that affects entire communities and their underlying fabric
of social relationships (Martin Baré, 1989; Summerfield, 1995; Wessells &
Monteiro, 2001). Rather, the salience of the PTSD syndrome in a wide
spectrum of refugee studies merely suggests that there exists across di-
verse cultures a set of highly intercorrelated symptoms of distress that
develop in the wake of exposure to terrifying experiences over which
people have little or no control.

To give the reader an idea of the prevalence of PTSD among diverse
refugee groups, we offer a brief summary of research findings. This re-
view is intended to be illustrative rather than comprehensive; readers
interested in a more extensive review are referred to an excellent chapter
by de Jong (2002).



1. An Ecological Framework 9

Perhaps the most oft-cited research on the effects of political violence
and exile is a set of studies conducted by David Kinzie and his col-
leagues with Cambodian refugees in the United States (Kinzie et al.,
1986, 1989). Kinzie’s group used the Diagnostic Interview Schedule, a
structured clinical interview, to assess the prevalence of PTSD in their
community study of 46 Cambodian youth. The participants in these
studies had endured internment in Khmer Rouge “re-education” camps,
been subjected to forced labor, beatings, and starvation, and each had
lost an average of three family members under the Pol Pot regime. It is
perhaps not surprising, given the severity and chronicity of the violence
to which these young people had been exposed, that 50% of the study
participants met DSM criteria for PTSD at the time of the initial study, 4
years after their departure from Cambodia. More striking is the fact that
in their follow-up study 3 years later, Kinzie et al. (1989) found a nearly
identical prevalence of PTSD, although we are not told whether those
participants who met criteria for PTSD in the follow-up study were the
same youth diagnosed with PTSD in the original assessment.

Richard Mollica and his colleagues (Mollica et al., 1993) have pub-
lished several studies examining the mental health of Cambodian and
Vietnamese refugees in diverse settings, including refugee camps in
Southeast Asia and in a major urban center of the United States (Mollica
et al., 1998). In a recent study of Vietnamese male torture survivors now
living in the United States, Mollica et al. (1998) found that a striking 90%
of the study’s participants met diagnostic criteria for PTSD on the Har-
vard Trauma Questionnaire, a measure developed by Mollica, Caspi-
Yavin, Bollini, & Truong (1992) specifically for use with Southeast
Asians. The authors also noted that there was a direct relationship be-
tween the intensity of the torture experience and the severity of subse-
quent PTSD symptomatology, implying what they termed a “dose-
dependent” relationship between degree of exposure to traumatic ex-
periences and the severity of subsequent trauma symptoms. Such a dose-
dependent relationship between trauma exposure and PTSD symptoms
has been well established in research with non-refugee trauma survivors
(Norris, 2002; Pynoos, Steinberg, & Wraith, 1995). In another study, Mol-
lica et al. (1993), conducted a community survey with 993 Cambodian
adults in a Thai refugee camp. The majority of participants had experi-
enced multiple acts of violence, loss, and deprivation, and while the
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prevalence of major depressive disorder was 55%, PTSD was diagnosed
in only 15% of study participants—a comparatively low rate given their
traumatic life histories.

Other studies, with diverse refugee populations, also have found
elevated levels of PTSD, which though variable, are still of an alarming
magnitude relative to non-refugee populations (including non-refugee
immigrant populations). For example, Michultka, Blanchard, and Kalous
(1998) found a 68% prevalence of PTSD in their study of Central Ameri-
can refugee adults, while Fox and Tang (2000) found that 49% of the Si-
erra Leonian refugees they studied in the Gambia were in the clinical
range for PTSD on their measure of trauma, the Harvard Trauma Ques-
tionnaire (Mollica et al., 1992).} In one of the few randomized commu-
nity samples involving refugees, McSharry and Kinney (1992) used the
DIS to assess the prevalence of psychiatric disorder in 124 Cambodian
refugee adults in the United States. Most notable was their finding that
12 to 14 years after resettling in the United States, nearly 43% their sam-
ple met diagnostic criteria for PTSD. This finding, like those of the Kinzie
et al. studies, highlights the potential of psychological trauma to persist
over considerable periods of time.

Finally, in a recent study of Bosnian refugees in Chicago, Miller,
Worthington et al. (2002) examined levels of psychological distress
among two groups—one attending a mental health clinic and the other a
community comparison group. Members of both groups had lived
through at least some of the recent war in Bosnia, which exposed them to
multiple acts of violence ranging from repeated shelling of their homes
and communities to detention, beatings, and witnessing the violent
deaths of loved ones. Trauma symptoms were assessed using the seif-
report version of the PTSD Symptom Scale (PSS; Foa, Riggs, Dancu, &
Rothbaum, 1993). The mean PTSD symptom level of the clinic group (i.e.,
those seeking mental health treatment) was extremely high, in the upper

?A notable caveat: In this and a great many mental health studies with refugees. as-
sessment instruments have been utilized without adequate standardization for the populu-
tions being studied; consequently. results should be viewed cautiously. particularly when
clinical cut-offs have been used to determine the presence of PTSD. Unless clinical cut-
off levels have been developed and validated using data gathered from the population
being studied, it is preferable to report levels of trauma symptoms and their relationship
to other variables of interest, rather than speak of diagnostic “cases™ of psychological
trauma when culturally valid criteria for defining “caseness™ are not vet established.
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quartile of the range of possible scores. For the community group, the
mean trauma symptom level also was elevated, although variance in
scores suggested a diversity of experience, with some members of the
community group experiencing few trauma symptoms, and others ex-
periencing considerable trauma-related distress for which they had not
sought treatment.

Studies of refugee children have revealed a greater variability in lev-
els of PTSD, with a critical factor appearing to be the degree to which
children were exposed to acts of violence before becoming displaced
(Smith, Perrin, Yule, Hacam, & Stuvland, 2002; Thabet & Vostanis,
2000)—essentially the “dose relationship” phenomenon described by
Mollica and his colleagues. Thabet and Vostanis (2000), for example, in
their study of Palestinian children in the Gaza Strip, found a positive
relationship between the number of traumatic events children had ex-
perienced and the severity of their PTSD symptomatology. Forty-one
percent of the children in their study met diagnostic criteria for PTSD at
the time of their initial assessment.* The Kinzie et al. studies discussed
earlier, in which children’s level of exposure to violence was extremely
high (i.e., multiple acts of violence over an extended period of time), also
illustrate the traumatic impact of high “doses” of war-related violence.
The traumatogenic nature of war-related violence was also documented
in a recent study by Smith et al. (2002), who examined the mental health
of Bosnian children in the devastated city of Mostar in southern Bosnia-
Hercegovinia. Using the Revised Impact of Events Scale (RIES; Dyregov
& Yule, 1995) in their community sample of nearly 3,000 children, the
estimated prevalence of PTSD was 52%. Further, degree of exposure to
war-related violence was the strongest predictor of trauma symptoms
(while the loss of a loved one was highly associated with level of self-
reported grief). The impact of war-related violence was also evident in a
small study of Salvadoran children living in Los Angeles, in which 33%

1t is interesting to note that within a year of the initial assessment, following the
formal (if temporary) cessation of hostilities between the Palestinians and Israelis, the
prevalence of PTSD in this sample dropped to approximately 10%. This finding under-
scores the value of using longitudinal research designs, since cross sectional assessments
may capture reactive symptoms of distress that are likely to diminish with the passing of
time and the normalization of the environment.
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of the 30 children studied were diagnosed with PTSD (Arroyo & Eth,
1986).

Other studies of refugee children have found lower rates of psycho-
logical trauma, generally reflecting comparatively lower rates of expo-
sure to war-related violence. In their community sample of 61 Tibetan
refugee children living in India, Servan-Schreiber, Lin, and Birmaher
(1998) found an 11.5% prevalence of PTSD, whereas Miller (1996) found
little evidence of post-traumatic stress symptoms in his study of 58 Gua-
temalan children living in refugee camps in southern Mexico. He attrib-
uted the absence of trauma primarily to the fact that most of the children
had spent their childhoods in the relative safety of the camps and thus
had not been witness to the genocidal violence that drove their families
into exile 10 years earlier. In contrast to the children, however, their
mothers experienced persistent symptoms of trauma that reflected the
violence they had lived through. The intergenerational impact of this
maternal trauma was suggested by a significant inverse relation between
girls’ mental health and the level of distress reported by their mothers.
This relationship was not found for boys, who generally spent much
more time than girls outside of the home, working with their fathers,
gathering firewood, attending school, or playing with peers.

Future Directions for Research on the Effects of
Political Violence

A critically important focus for further research is the identification
of factors that mediate and/or moderate the impact of exposure to politi-
cal violence on refugees’ mental health. Although there is clear evidence
of a strong, positive association between exposure to violence and the
development of trauma symptoms, the fact that many people exposed to
violence do not develop enduring psychological trauma suggests the
presence of protective factors that may buffer the effects of potentially
traumatic experiences. The handful of studies that have examined vari-
ables that appear to mediate or moderate the impact of violence have
yielded findings consistent with those of research on other forms of
traumatic stress. Variables such as the nature of the violent events to
which people are exposed, the availability of social support following
exposure to violence, the meaning which survivors of violence make of
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their experiences, and the range of coping strategies and resources avail-
able to people, all appear to play a critical role in determining the long-
term impact of violence on mental health (Dawes, 1990; Gibson, 1989;
Punamiki & Suleiman, 1990). For children, gender and age moderate to
some extent the type of violent experiences to which they are likely to be
exposed (e.g., adolescent girls are more likely to be targets of sexual vio-
lence, while adolescent boys are often at high risk of being forcibly re-
cruited into armed conflict or detained for suspicion of guerrilla activity;
Aron, Corne, Fursland, & Zelwer, 1991; Dawes, 1990; Garbarino, Kos-
telny, & Dubray, 1991; Gibson, 1989). Also, several authors have noted
that a critical factor mediating the impact of violence on children, par-
ticularly infants and younger children, is the extent to which acts of vio-
lence result in the loss or psychological incapacitation of their primary
caretakers (Boothby, 1988; Frazer, 1973; Garbarino et al.,, 1991).

Finally, it is clear that political violence and displacement exact a ter-
rible toll on the well-being of communities, as well as individuals and
families. To date, however, very few empirical studies have used the
community as a unit of analysis; in fact, as illustrated by our brief re-
view, the unit of analysis rarely transcends the individual and his or her
psychiatric status, although a small number of studies have examined
the impact of violence and displacement on the structure and function-
ing of families (e.g., Bottinelli, Maldonado, Troya, Herrera, & Rodriguez,
1990).

[t is essential that researchers studying the impact of political vio-
lence examine its effects at multiple levels. A handful of researchers have
begun to move the field in this direction. Writers such as Martin Baro
(1985, 1989), Summerfeld (1995), and Wessells and Monteiro (2001) have
written poignantly about the destructive impact of political violence on
the social fabric of communities. Violent conflict, particularly when ac-
companied by the propagation of ethnic or religious stereotypes, often
fosters attitudes of distrust and hostility, and can destroy previously
supportive social relations and undermine faith in social institutions and
organizations. In addition, violence can negatively impact communities
in other ways: through the widespread use of sexual violence against
women and girls (Aron et al,, 1991; Landesman, 2002; McKay, 1998), a
phenomenon that not only traumatizes victims and but also causes mas-
sive disruption to community life (e.g., through the birth of unwanted
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“children of rape,” and the stigmatization of rape survivors who may be
viewed as undesirable marriage partners; Landesman, 2002); through the
forced recruitment of a community’s young people, including children,
for participation in armed conflict (Boothby, 1991; Machel, 1996); the de-
struction of people’s limbs resulting from the widespread use of land-
mines and the corresponding loss of earning capacity and social desir-
ability (Machel, 1996); the widespread creation of orphans who have lost
one or both parents to violent conflict, and who must then be cared for
by the community (Boothby, 1988; Machel, 1996; Wessells & Monteiro,
chapter 2, this volume); and the normalization of violence in which vio-
lent approaches to conflict resolution become routine (Martin Baré, 1989;
Wessells & Monteiro, chapter 2, this volume).

Putting a Human Face to the Research Findings
on Trauma

To give a human face to these numbers regarding the prevalence of
trauma among refugees, we offer a few quotations, taken from research
done by the first author and his colleagues, with refugees from Guate-
mala (Miller & Billings, unpublished raw data), Bosnia (Miller, Wor-
thington et al., 2002b), and Afghanistan (Zahir, Kakar, & Miller, 2001).

The first quotation, which illustrates the salience of recurrent night-
mares related to previous experiences of violence, is from a Guatemalan
woman who fled with her family into Mexico in the wake of a massacre
in a village nearby to her own village in Guatemala. As part of an as-
sessment of women’s health in the refugee camp, participants were
asked whether they were experiencing symptoms of trauma, including
nightmares. This woman’s response was similar to that of many of the
women in the camp:

[ dream that I am being pursued by the army. I see the army
burning our home and the soldiers have grabbed us. I see that
they’re killing my children, and sometimes they're killing me as

well.

Recurrent nightmares were also reported by participants in a study
examining psychosocial challenges facing Afghan women refugees



1. An Ecological Framework 15

brought to the United States from Pakistan through arranged marriages
to Afghan men already in the United States. In the following quote, a
young Afghan woman described her highly distressing symptoms of
trauma, which included not only recurrent nightmares, but also persis-
tent hyperarousal, and difficulties with intimacy:

I still have nightmares about the war. I get up screaming in the mid-
dle of the night as I dream of the people | witnessed with their body
parts blown up by the rockets and my best friend’s death. I get
scared when I hear the slightest loud noise and want to duck for
cover. I remember the girls that were raped and therefore I have in-
timacy issues with my current so-called husband.

Another Afghan woman, who had lived through the Soviet invasion
and subsequent civil war in her homeland, describes the re-experiencing
of unresolved traumatic memories and feelings:

My head hurts sometimes. Especially when I think back to the
war and how there were rockets everywhere. I become really
stressed and want to hit myself. I feel so much pressure that |
want to hit myself. [ often have these attacks when 1 have diffi-
culty breathing.

In the next quotation, which comes from a narrative study of exile-
related stressors facing Bosnian refugees in Chicago, a Bosnian woman
who survived “ethnic cleansing” described her experience of insomnia,
chronic hyperarousal, impaired concentration, and irritability:

[ didn’t have any problems before. But now I am very nervous.
Sometimes [ start arguing with the people with whom I live. ...
don’t sleep for five nights sometimes. . . . If I fall asleep I have
dreams about the war that make no sense . . . almost every time |
sleep. If | remember something, I usually forget it within five
minutes.

A Bosnian man who survived the horrors of a Serb concentration camp,
described his experience of intrusive war-related imagery, and his
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avoidance of social interactions that might stimulate the distressing im-
ages:

I know I'm not able to stop that, those pictures, but I tried to
avoid them. But they come. If someone talks about the war,
about those things, I have dreams about that, so | trv to avoid
company. I try to avoid places where people have been talking
about the war. So that’s why I want and like to be alone.

Living through the horrors of war and other forms of political vio-
lence clearly takes its toll on people’s psychological well-being. How-
ever, in emphasizing the potentially traumatic nature of exposure to po-
litical violence, we do not mean to imply that all refugees who have been
exposed to violent events will subsequently develop trauma symptoms.
Nor is it the case that symptoms of trauma which appear in the immedi-
ate wake of violent events will necessarily persist and develop into full
blown PTSD. Many survivors of violent experiences eventually return to
normal functioning despite initially experiencing elevated levels of post-
traumatic stress symptomatology (Foa & Rothbaum, 1998; Norris, 2001).
In addition, although researchers generally direct our attention to the
significant number of individuals in their studies who do show evidence
of persistent trauma, in the majority of studies we just as easily could
focus on the significant number of participants who do #not show endur-
ing patterns of distress. Finally, we agree with writers such as Summer-
field (1995) who caution that we should not assume that elevated levels
of traumatic stress necessarily imply impaired psychosocial functioning;
on the contrary, we believe that many refugees experience elevated lev-
els of traumatic stress, yet still manage to function well in various do-
mains of their lives. Our point is simply that painful post-traumatic
stress reactions do appear to be highly prevalent within refugee commu-
nities, and that for a significant number of these trauma survivors, time
alone does not appear to lessen their distress.

The Salience of Displacement-Related Stressors

What happens to people after they go into exile or become internally
displaced is at least as important to their mental health as their prior ex-
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posure to experiences of violence. Numerous studies, both quantitative
and qualitative, as well as several clinical reports, have found that dis-
placement-related stressors exert a profound impact on refugees’ psy-
chological and physical well-being (Beiser, Johnson, & Turner, 1993;
Bennett & Detzner, 1997; Gonsalves, 1990; Gorst-Unsworth & Golden-
berg, 1998; Lavik, Hauff, Skrondal, & Solberg, 1996; Miller, Weine et al.,
2002, Miller, Worthington et al., 2002, Omidian, 1996; Pernice & Brook,
1996; Silove, 1999; Silove, Sinnerbrink, Field, & Manicavasagar, 1997).

Although early research with refugees focused primarily on under-
standing the impact of war-related violence on people’s mental health, it
soon became clear that refugees encountered a set of profound psycho-
social stressors after they were displaced —stressors related to the multi-
ple losses and changes resulting from the reality of displacement and the
challenges of adapting to life in new and unfamiliar settings. Examples
of such stressors include social isolation and a loss of traditional social
support networks, uncertainty regarding the well-being of loved ones
unable or unwilling to make the journey, a lack of income-generation
opportunities and a corresponding lack of economic self-sufficiency, dis-
crimination by members of the host society, the loss of valued social
roles and a corresponding loss of meaningful role-related activities, and
a lack of access to essential health, educational, and economic resources.
The available data—again framed primarily within the psychiat-
ric/symptom-based research paradigm—clearly show a strong link be-
tween this constellation of ongoing stressors and the development of
depression as well as various forms of anxiety. In fact, displacement-
related stressors appear to be a primary explanatory factor underlying
the high levels of depression found in numerous refugee studies.

We offer here a brief synopsis of research findings on the salience of
displacement-related stressors and their relation to mental health status.6

5Although much of the research examining the relationship of displacement-related
stressors to mental health is correlational and does not permit causal inference, several
ethnographic studies lend strong support to the etiological role of displacement-related
stressors in the high rates of depression documented in numerous refugee studies.

%The interested reader is referred not only to the original studies cited in this section,
but also to the work of Hitchcox (1990) on the experienice of Vietnamese refugees in
Hong Kong refugee camps, Lundgren and Lang (1989) on the experience of internally
displaced Salvadorans, Dybdahl (2001) on internally displaced Bosnians, Boothby (1988)
on the impact of displacement on children, Dofla and Berry (1999) on the stressors asso-



18 ' Miller and Rasco

Pernice and Brook (1996) studied Southeast Asian refugees in New Zea-
land, and found that post-migration or displacement-related variables
such as unemployment, discrimination, and social isolation were all sig-
nificantly associated with levels of self-reported depression and anxiety.
Lavik et al. (1996), who studied a nationally diverse group of refugees
attending a mental health clinic in Norway, examined the relation of un-
employment and a lack of participation in educational activities to levels
of emotional and behavioral difficulties. Both displacement-related vari-
ables were positively related to levels of anxiety, depression, and aggres-
sive behavior in their sample. Gorst-Unsworth and Goldenberg (1998),
who examined predictors of distress among 84 Iraqi refugee men, found
that perceived level of affective social support in exile was associated
significantly with levels of PTSD and depression; in fact, perceived level
of affective social support was a stronger predictor of depression in this
sample than was level of exposure to war-related events. These findings
are consistent with those of a recent study of Bosnian refugees by Miller,
Weine et al. (2002), in which social isolation and a lack of invelvement in
meaningful activities were significantly related to levels of depression,
while trauma symptoms were accounted for primarily by exposure to
war-related violence.

The impact of displacement-related stressors on refugees’ mental
health has also been documented in several ethnographic studies, includ-
ing Omidian’s (1996) ethnographic study of Afghan refugees in the
United States, Englund’s (1998) research with Mozambican refugees in
Malawi, and Salvado’s (1988) studv of undocumented Guatemalan refu-
gees in southern Mexico. Omidian (1996) observed high levels of depres-
sion within the Afghan community in which she worked, particularly
among older Afghans, who had lost many of their social networks, as
well as the various social roles they had filled and the corresponding
status conferred by those roles. Also lost was the environmental mastery
they had experienced in Afghanistan; now, in their new setting in the
San Francisco Bay Area, they had to learn new cultural mores, develop
proficiency in a new language, and develop other setting-specific skills

ciated with adaptation and acculturation in resettlement countries. von Buchwald (1998)
on psychosocial stressors facing residents of refugee camps. and Silove (1999) and Miller
(1999) for conceptual/review articles examining the nature of displacement-relfated stres-
sors and their impact on refugee well-being.
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that had not been relevant in their homeland In Englund’s (1998) study
of Mozambican refugees, a primary source of distress was the lack of
opportunities in exile for people to properly observe traditional burial
rituals following the loss of loved ones to the violence in Mozambique.
In fact, Englund suggests that the refugees were less distressed by their
experience of war-related trauma than by their lack of opportunity to
bury their dead appropriately and exorcise the vengeful spirits of the
deceased. Finally, in his study of undocumented Guatemalan refugees
living in southern Mexico, Salvado (1988) noted the pervasive fear of
identification, capture, and deportation that characterized people’s daily
lives, as well as the difficulty they experienced accessing basic health and
educational resources due to their undocumented status.

lustrative Comments Regarding Displacement-
Related Stressors

To illustrate the nature and salience of displacement-related stress-
ors, we again present illustrative quotations from two ethnographic
studies conducted by Miller and his colleagues with Guatemalan refu-
gees in southern Mexico (Miller & Billings, unpublished raw data), and
Bosnian refugees in Chicago (Miller, 1999; Miller, Worthington et al.,
2002).

One set of stressors concerns the loss of traditional social networks
and the resulting experiences of isolation and a lack of social support. A
Bosnian woman who enjoyed a rich social life in Bosnia before her hus-
band was killed and she was forced into exile with her sons, had this to
say when asked about her experience of isolation:

Always. It's always in my soul. I don't have any family members
here but my sons. Maybe if there were someone else, I would
feel better. I have one neighbor here from Bosnia. Sometimes I
eat by myself, sometimes with the children, and sometimes with
someone who comes to visit with us . . . but people usually
work, and they don't have time.

Another Bosnian, a soft-spoken man who was raising his children alone,
talked about the isolation and lack of social support he experienced:
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I really don't have anyone here. I am alone with my two chil-
dren. I'm not able to work and earn anything. I have to cook for
my children, to do the laundry. I don't have any friends or cous-
ins who can take care of my children. I am not in contact with
anyone else, so no one can help me.

A Guatemalan woman had voiced a similar experience, despite the very
different setting in which she was living (a refugee camp in southern
Mexico):

I cry when I think about my husband (who died). It’s difficult as
a widow, having to raise my children without the support of a
man to bring the wood, help with the work, and to be generally
supportive. The kids were young when he died, and they
couldn’t help, though now they can and do.

Another Guatemalan woman also described feelings of isolation, despite
the insular nature of refugee camp and the opportunities for social inter-
action outside of the home that it provided:

[ have difficulty doing my work in the home because of despera-
tion. I have no-one to talk with. . .. 1am lonely. I cry when I am
alone in my house. I don’t have parents or siblings who help me
and visit me.

We recognize, of course, that within refugee communities strong so-
cial ties develop, and new social support mechanisms often are created
to replace those left behind as a result of being forcibly displaced. There
is also considerable variance in the extent to which refugees are able to
go into exile together with other family members and friends. To the ex-
tent that previous social networks can be maintained in exile or internal
displacement, we can expect to find lower levels of social isolation and
its negative mental health correlates. Despite the at least partial availabil-
ity of new or previous social ties and sources of social support within
refugee communities, however, isolation and a lack of social support
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have emerged consistently as among the most salient displacement-
related stressors affecting refugees.

Another source of ongoing stress is the loss of life projects and mean-
ingful social roles left behind upon going into exile, coupled with a sense
of doubt regarding the possibility of creating new and meaningful pro-
jects and roles in the new setting.

The most difficult thing is that we tried to build something all
our lives, and then we lost everything. When we should have
been enjoying our lives, when our children got married, we had
to leave. When my son got married, and my daughter got mar-
ried, that was the time when we had everything we needed to
enjoy our lives. And that was the best time to live there, and we
had to leave that. (Bosnian man in Chicago)

I tfee!l like my life is interrupted somewhere in the middle, and
I'm at the age when I'm not ready for a new beginning, so it's
hard. It's too late for a new beginning actually. (Bosnian woman
in Chicago)

Poverty and a lack of access to employment-related resources that
could help move people out of poverty were sources of ongoing frustra-
tion for many participants in both studies. For Guatemalans, this usually
meant a lack of land on which to grow corn, beans, and other staples:

[ cry because of what we suffer here. We feel very sad, we had all
our lands there. Sometimes we run out of food and our land is so
far away. (Guatemalan woman in Chiapas)

I want to work and plant crops and we can’t. How are we going
to eat? I fee] sad because of our poverty. Sometimes 1'd rather
die because I can’t work. I can’t buy medicine, I can’t earn
money to buy medicine. (Guatemalan woman in Chiapas)

For Bosnians, poverty was expressed in terms of poor housing condi-
tions, and a lack of money to meet basic needs:



22 Miller and Rasco

My daughter is almost 15, and she goes to school, and I live on
Social Security Benefits of about $500. My children get $200 in
food stamps and $200 in cash, and we all live together in one
studio apartment. My daughter is almost an adult, and it's not
nice to be all in one room. | know I am eligible for public hous-
ing, and I applied, but there is nothing. My daughter needs a
coat, and they both need books, notebooks, pencils, and bags,
and I'm not able to afford that . . . that is distressing to me. (Bos-
nian man in Chicago)

I had problems with very high rent, that’s why I changed my
apartment, and I took a very bad apartment because it was less
expensive and I was supposed to pay almost all my income for
an apartment, for the rent. My apartment is so bad that the rain
comes in when it's raining. And I live on the third floor, so it’s
too many stairs for me because I'm not able to go up stairs. |
have difficulty. I would like to have a nice apartment with nice
things inside. Now when I enter my apartment and see the gar-
bage, and I see my broken walls, I reallv—1I just feel very bad.
(Bosnian woman in Chicago)

Although Bosnians in Chicago had comparatively greater access to
work opportunities than did rural Guatemalans in the camps of Chiapas,
the lack of environmental mastery —the knowledge and skills relevant to
the new setting—made the process of attaining meaningful employment
quite challenging.

It is very difficult. It's very difficult when you go out and you
are not able to communicate—when vou go to the doctor or
when you go shopping, and you are not able to communicate.
Life was very hard. We got just a little help—social support for
just two months, and after that we were on our own. My hus-
band worked, and I worked too for a while, until I burned my
hand. I was supposed to work in one hotel, but in order to reach
there, I was supposed to take three buses, and I didn’t know
how to do that. So, I used to sit down and crv. (Bosnian woman
in Chicago)
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I'm not able to speak English. I'm not able to express my feelings
For me, everything is harder. When I go out, I'm scared of some-
thing, though nothing is there. When [ was in Bosnia and went
out, I got all the news, I knew what was going on, but here it's
like I'm blind and deaf. I don't know if you experienced this

when you went to Sarajevo-—people are talking. . . . I don't un-
derstand what they're talking about. (Bosnian woman in Chi-
cago)

It is important, of course, to underscore the significant variation
among refugees in the degree to which they are affected by, and able to
cope with, these and other displacement-related stressors. Refugees often
possess remarkable resilience, including a determination to adapt as well
as possible to the most challenging of circumstances. This resilience is
evident in the development of community organizations and structures
that permit some degree of re-establishment of normality and collective
coping. It is also evident in the remarkable adaptation of some individu-
als who, despite significant hardships, master the many challenges fac-
ing them and become leaders in their communities.

It is also important to note that experiences of displacement may cre-
ate opportunities or provide access to resources that were not available
in the homeland. For example, Guatemalan refugees in the refugee
camps of southern Mexico often had greater access to healthcare and
education than they had experienced in Guatemala. For women in par-
ticular, nongovernmental organizations working in the camps often were
able to provide new opportunities for formal training in midwifery, lay
health care, and pedagogy (Billings, 1996); in addition, free from the om-
nipresence of the Guatemalan army and its network of spies, the camps
provided rich opportunities for the development of a political con-
sciousness and the creation of a powerful political organization designed
to represent the refugees’ interests in negotiations with the Guatemalan
government regarding a return to Guatemala (Miller, 1994).

Additional Sources of Distress

This brief review of research findings has identified two key sets of stres-
sors that endanger the mental health of refugees. The first set of stressors
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stressors is the violent events that people may have experienced prior to
being displaced; the second set is the numerous losses and adaptational
demands, referred to here as displacement-related stressors,” that con-
front refugees in their new settings. Taken together, prior exposure to
violence and ongoing exposure to displacement-related stressors account
for a great deal of the psychological distress that has been documented in
so many studies of refugee communities.

There are two additional sets of factors that may contribute to psy-
chological distress within refugee communities. One set includes pre-
displacement experiences of trauma, loss, and deprivation that are not
directly to political violence. It is interesting to note that in most refugee
studies, assessments of traumatic stressors rarely inquire about events—
such as child abuse, spouse abuse, physical injuries and illnesses, trau-
matic losses, etc.—that occurred prior to or independent of exposure to
political violence. Unfortunately, this approach limits the amount of
variance in levels of distress that can be explained by our research, since
war-related experiences of violence and loss and displacement-related
stressors are unlikely to be the only sources of psychological distress in
any population. In addition, it limits our understanding of the ways in
which prior exposure to other life stressors may influence people’s ca-
pacity to cope effectively with traumatic stressors that are related directly
to political violence.

The other set of factors are psychosocial stressors that occur following
the move into exile or internal displacement, but that are not directly
related to the experience of displacement per se. Examples of such factors
include spouse abuse, sexual assault (i.e., outside the context of spouse
abuse), physical illness and injuries, and interpersonal losses. As previ-
ously noted, most refugee studies have limited their assessments of psy-
chosocial stressors to war-related experiences of violence and loss and
the constellation of displacement-related stressors discussed above. Un-

7Although several of the displacement-related stressors discussed in this chapter
have also been referred to by some authors as acculturative or resettlement stressors. we
prefer the term displacement-related stressors because (1) not all displacement-related
stressors are associated with the acculturation process (indeed. for refugees living in the
insular environment of refugee camps, acculturation to the host society may be quite
minimal (Miller. 1996); and (2). the term resetilement has come to be associated with
permanent rescttlement in host societies. while in fact most refugees either return home
or remain in situations of temporary safe haven.
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fortunately, the failure to consider the impact of other ongoing stressors
not directly related to the experience of displacement may lead us to un-
derestimate the importance of factors that have a significant impact on
refugee well-being. Domestic violence is a good example. Although most
service providers and frontline staff readily acknowledge the problem of
spouse abuse in refugee communities, only a handful of the hundreds of
published articles and chapters on refugee mental health have examined
this phenomenon and its impact on the mental health of refugee women
and children(e.g., Walter, 2001). Figure 1.1 depicts the four sets of risk
factors discussed earlier and their relation to the well-being of individu-
als, families, and communities. In the model, political violence exerts a
direct effect on individual mental health, and on the well-being of fami-
lies and communities. Political violence also results in the experience of
displacement, which, in turn, confronts people with a constellation of
displacement-related stressors. These stressors represent risk factors for
the development of individual mental health problems as well as height-
ened family tensions and difficulties establishing supportive community
relations and institutions. In addition, many refugees must also contend
with the persistent effects of prewar stressors, or with current stressors
not directly related to experiences of war-related violence and displace-
ment. The representation of individual, family, and community well-
being as different sides of the same three dimensional cube is meant to
reflect the mutually influential relationships among these three levels.

Implications for Mental Health Interventions With Refugees

As we have suggested, not all refugees show evidence of acute or persis-
tent mental health problems, and among those who do, many individu-
als manage to function effectively despite their experience of internal
distress (Summerfield, 1995). It is important to acknowledge this resil-
ience, both for what it tells us about the human spirit in the face of pro-
found crisis, and for the lessons it may offer regarding pathways to
adaptive functioning despite exposure to high levels of stress. It is also
important, however, that we remain mindful of.the darker story told by
the research data. These data tell a story of large numbers of refugees
who continue to experience symptoms of trauma that have not abated
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with the passing of time, and of refugee communities struggling to de-
velop new social networks, navigate unfamiliar environments, discover
new and meaningful social roles, find ways out of poverty and into self-
sufficiency, and manage the day to day sadness of being separated from
loved ones unable or unwilling to make the journey out.

What are the implications of these research findings for mental
health professionals? Most fundamentally, mental health interventions
are needed that alleviate psychological distress and promote effective
coping and adaptation within refugee communities. More specifically,
the data suggest that refugee mental health programs should have, at
minimum, two broad aims. First, they should help traumatized refugees
resolve, or at least manage effectively, their symptoms of trauma and
traumatic loss, and second, they should enhance the capacity of refugee
communities to cope effectively with the numerous displacement-related
stressors that confront them on a daily basis and regain adaptive func-
tioning. Although we are accustomed to thinking of coping in individual
terms, it may be helpful to broaden that view to include the capacity of
communities to respond effectively to the mental health and psychosocial
needs of community members. For example, a critical displacement-
related challenge involves facilitating the development of social net-
works that can provide much needed social support and a sharing of
resources. Because political violence so often divides communities by
generating suspicion and hostility among community members, the task
of creating supportive social networks may entail an initial process of
healing damaged relations within communities so that basic conditions
of trust and openness are present. Another approach to enhancing the
adaptive capacity of communities could involve the identification or
creation of settings within which community members can discover
meaningful roles and role-related activities, and carve out new life pro-
jects to take the place of those left behind.

Against the backdrop of these two aims (helping refugees manage
and resolve traumatic stress reactions, and helping refugee communities
cope with displacement-related stressors), we now consider the utility of
clinic-based mental health services, which, thus far, have been the cor-
nerstone of the mental health community’s response to the psychological
needs of refugee communities. In the opening of this chapter, we briefly
mentioned three factors that limit the utility of clinic-based services such
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as psychotherapy and the prescription of psychiatric medication. These
are (1) the lack of access that most refugees have to such services; (2) the
fact that Western mental health services, even when they are available,
are often underutilized because they are culturally alien to refugees from
non-Western societies (i.e., the majority of the world’s refugees); and (3)
the limited capacity of clinic-based services to address the constellation
of displacement-related stressors that affect refugees on a daily basis,
and that are strongly associated with adverse mental health outcomes
such as depression and anxiety. In this section, we briefly consider each
of these factors.

Lack of Access to Professional Mental
Health Services

Mental health professionals are generally quite scarce in or near re-
gions of violent political conflict, where the majority of the world’s refu-
gees live (Boothby, 1996; de Jong, 2002; Lundgren & Lang, 1989). In fact,
most mental health professionals are trained and reside in developed
nations, geographically distant from the majority of the world’s “hot
spots” (almost all of them in developing countries) that have given rise
to refugee movements during the past 50 years. Those mental health pro-
fessionals who do live in regions of violent conflict tend to reside in ur-
ban centers, where violence is often less pronounced, the standard of
living is somewhat higher, and people are more likely to be familiar with
Western notions of psychological distress and healing (de Jong, 2002;
Lundgren & Lang, 1989). Venturing out into rural areas to provide ser-
vices to those communities most severely affected by political violence
can be hazardous, particularly in settings where local military or
paramilitary forces regard mental health work as threatening because it
is likely to reveal systematic human rights abuses. Numerous mental
health workers have been subjected to harassment, persecution, and
even assassinated for their work with communities affected by violence.
Examples include Sister Barbara Ford, who was recently murdered in
Guatemala by paramilitary forces opposed to her work on the develop-
ment and implementation of a mental health project for rural Guatema-
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lans affected by the military’s repressive practices,® and Ignacio Martin
Baro, a Salvadoran psychologist and Jesuit priest killed in 1989 by a Sal-
vadoran death squad. Dr. Martin Bar6 spent much of his career examin-
ing the psychosocial effects of state terror and civil war on Salvadoran
society (see Martin Bard, 1985, 1989, 1990).

Although the paucity of mental health professionals in or near re-
gions of ongoing conflict helps explain the lack of access to professional
mental health services that refugees in developing countries experience,
one might reasonably ask whether issues of access are really germane to
the experience of refugees in the developed nations, where mental health
professionals are plentiful, and mental health clinics for refugees have
been developed in many metropolitan areas. In fact, the question of ac-
cess to mental health services is salient even in the developed nations,
since the majority of mental health professionals do not offer their ser-
vices to refugees, who are often impoverished and unable to pay more
than a small fee for such services (Quesada, 1988). In addition, refugees
often lack adequate proficiency in the language of the host country, and
professional therapists rarely have access to language interpreters; con-
sequently, communication is a formidable obstacle that further limits
refugees’ access to mental health services (Miller, Silber, Pzdirek, Caruth,
& Lopez, 2003; Tribe, 1999). Finally, mental health clinics for refugees
typically have small staffs and operate on shoestring budgets; conse-
quently, they typically can reach only a small proportion of individuals
in need of mental health assistance (Miller, 1999).°

8Ford, Cabrera, and Searing (2000) have published a wonderful manual entitled
Buscando una buena vida: Tres experiencias de salud mental comunitaria (Searching for
a better life: Three experiences of community mental health), which describes the con-
text, rationale, theory, and methods of this project.

*To illustrate this point, we offer a quote from Miller (1999):

While psychotherapy may be an effective form of intervention at the individual or
small group level, its capacity to reach large numbers of people is limited in part by
the number of professionally trained therapists and interpreters available to work
with refugees. An example might be helpful in illustrating the problem. The Bosnian
Mental Health Program in Chicago, in conjunction with its sister Refugee Mental
Health Program, represents one of the largest mental health services in the United
States specifically designed to serve Bosnian refugees. With a staff of several psy-
chologists and psychiatrists, 5-6 graduate student trainees, an art therapist, 2 volun-
teer massage therapists, an interpreter, and 4 mental health counselors/case manag-
ers who also provide interpreting for individual and group psychotherapy, the pro-
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In sum, most refugees simply do not have access to the services of
mental health professionals. Although this is readily evident in or near
most regions of violent conflict, where mental health professionals are
scarce, issues of access are also salient in developed nations despite the
large number of highly trained mental health professionals in those
countries.

A Lack of Cultural Fit

Psychotherapy and psychopharmacology are primarily European
and American phenomena, and reflect a specifically Western set of be-
liefs regarding the nature of psychological distress and the range of ap-
propriate methods for addressing it. However, the majority of displaced
people come from non-Western societies, and have ways of understand-
ing and responding to emotional distress that differ from the explanatory
and treatment models that guide the work of Western-trained mental
health professionals (Eisenbruch, 1991, 1988; Farias, 1994; Rosenblatt,
2001; Somasundaram & Jamunanantha, 2002; Torrey, 1972; van de Put &
Eisenbruch, 2002). Although it is difficult to generalize across diverse
cultures, some major areas of difference between Western and non-
Western approaches to mental health include the use of traditional heal-
ers in non-Western cultures versus professionals with high levels of for-
mal education in the West; an emphasis on religious and supernatural
explanations for psychological distress in many non-Western cultures
(Somasundaram & Jamunanantha, 2002; van de Put & Eisenbruch, 2002;
Torrey, 1972), versus a focus in the West on intra-individual, natu-
ral/scientific explanations (e.g., psychodynamic, cognitive-behavioral, or
psychobiological models; Todd & Bohard, 1999); and a view in many
non-Western cultures of the self, and of individual well-being, as insepa-
rably embedded within a matrix of social roles and interpersonal rela-

gram provides a fairly comprehensive range of services. Caseloads are consistently
full. and the program is able to serve a maximum of between 200 and 250 individu-
als per year. To put this in context. consider that there are an estimated 22.000 Bos-
nian refugees living in the Chicagoland area (Smajkic. 1999). Given the available
data regarding the prevalence of psychological distress among refugees generally.
and among Bosnian refugees specifically. it seems reasonable to conclude that the
program is serving only a small percentage of those Bosnians who could benefit
from some form of psychological intervention. (p. 287)
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tions (e.g., Englund, 1998), in contrast to the emphasis on individualism
and autonomy that is predominant in Western societies (Triandis, 2001).
These cultural differences have important implications for mental health
interventions, since Western models of treatment focus on healing dys-
functional psychological or biological processes within individuals,
whereas non-Western approaches to healing often involve spiritual and
communal rituals meant to restore healthy relations among people and
between people and “supernatural” entities, including deceased ances-
tors or specific deities.

Numerous authors have observed that refugees from non-Western
societies tend to underutilize professional mental health services despite
their experience of considerable distress (e.g., Ensign, 1995; Omidian,
1996). A primary reason for this pattern of underutilization appears to be
the perception among many refugees of such services as culturally alien,
and in some cases highly stigmatized. In the West, for example, seeking
professional treatment for symptoms of psychological trauma is a widely
accepted and commonly recommended course of action. Among Cam-
bodians, however, symptoms of trauma are far more likely to result in a
visit to a traditional healer than a mental health professional, even when
professional mental health services are readily available (van de Put &
Eisenbruch, 2002). Among Afghan refugees, psychological distress is
rarely revealed to strangers, and the suggestion that mental health
treatment may be indicated is often met with powerful resistance (Shor-
ish-Shamely, 1991).

Refugees from rural Guatemala and El Salvador may frame their ex-
perience of psychological distress not in the Western language of trauma,
but rather in terms of susto or nervios, expressions of distress that have no
precise equivalent in Western psychiatry, but which are well known to
any Central American curandero or traditional healer (Farias, 1994; Rubel,
O’'Neill, & Collado Ardén, 1989). And among Sri Lankans, the psycho-
logical devastation caused by the disappearance (i.e., abduction and
usually death) of a loved one is often ameliorated with the assistance not
of mental health professionals, but of religious healers who offer a set of
shared beliefs and culturally familiar rituals that provide some degree of
meaning and resolution to the experience of uncertainty and loss (Perera,
2001).
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Taken together, these two factors—the lack of access to mental health
services and the lack of cultural fit between such services and the cul-
tural belief systems of refugees from non-Western societies —suggest that
clinic-based mental health services are neither especially efficient for
reaching large numbers of distressed refugees, nor culturally well-
matched to the worldviews of those they are intended to serve. This does
not mean that therapy and medication have no role to play in the healing
process of refugees experiencing distress. On the contrary, we believe
that clinical services may play an important role in ameliorating distress,
particularly psychological trauma, among those refugees who have ac-
cess to and are willing to utilize such services. Our point is simply that
clinic-based services, by themselves, should not form the cornerstone of
our response to the mental health needs of refugee communities.

The Limited Capacity of Clinic-Based Services
to Address Displacement-Related Stressors

Earlier, we examined research findings concerning the salience of
displacement-related stressors in the lives of refugees and their powerful
relation to adverse mental health outcomes such as depression and anxi-
ety. In our view, it is simply outside of the scope of clinic-based mental
health services to address these stressors effectively. At issue here is a
constellation of core tasks: the development of new social networks that
can reduce isolation and increase the availability social support; the iden-
tification and/or creation of new social roles and new life projects that
can lend meaning and structure to people’s lives; the enhancement of
knowledge and skills needed to access key resources related to health,
education, employment, and legal status; and the mending of social ties
within communities devastated by years of living with fear, mutual sus-
picion, and violence.

Although some might argue that tasks such as these fall outside the
scope of mental health professionals, we believe that the strong link be-
tween people’s mental health and their capacity to effectively manage
these displacement-related challenges clearly argues for viewing such
work as falling very much within the domain of mental health. It is,
however, a different sort of mental health work that is called for—an
approach that is rooted in community settings rather than mental health
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clinics; that is based on collaborative rather than hierarchical relation-
ships with community members; and that is grounded in a thorough and
respectful understanding of local values and beliefs regarding psycho-
logical well-being and distress. It is here that we face an interesting chal-
lenge, for the medical model of psychiatry and clinical psychology that
has guided our clinic-based work with refugees cannot adequately guide
our work once we leave the clinic and enter the communities in which
refugees live. The transition from clinic to community creates the need
for a new model, an alternative framework that reflects the complex re-
alities of refugee communities and the altered relationships we will need
to develop as we shift from relations of hierarchical expertise to authen-
tic collaboration.

THE ECOLOGICAL MODEL OF
COMMUNITY PSYCHOLOGY

Although community psychology in the United States has its roots in
social movements and historical developments that date back at least to
the settlement houses of the early 1900s (Dalton, Elias, & Wandersman,
2001; Heller, Price, Reinharz, Riger, Wandersman, & D’Aunno 1984), the
field itself was organized formally in May of 1965, at a gathering of psy-
chologists in the town of Swampscott, Massachusetts (Bennett et al.,
1966). The Swampscott conference took place in the wake of the passage
of the Community Mental Health Centers Act (CMHCA) in 1963. The
CMHCA had greatly extended the reach of mental health services by
funding the development of some 750 community mental health centers
throughout the country. The centers offered a diversity of mental health
services, which were available to community residents regardless of their
ability to pay (Bloom, 1984; Levine & Perkins, 1997). The development of
the centers was especially significant in low-income communities, where
residents traditionally had limited access to the services of mental health
professionals. In addition, studies at the time had documented signifi-
cantly higher rates of mental health problems in low income communi-
ties than those found in more affluent neighborhoods (e.g., Hollingshead
& Redlich, 1958), suggesting the need for improved access to high qual-
ity mental health services for poor and working class Americans.
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Although it is true that the passage of the CMHCA greatly expanded
the reach of clinic-based mental health services, particularly in previ-
ously underserved communities, critics of the Community Mental
Health Movement argued that it was ultimately conservative in nature
and limited in scope (Bloom, 1984; Heller et al., 1984). For while the de-
velopment of the community mental health centers greatly increased the
availability of mental health services in low income communities, the
centers failed to address the underlying social inequities that gave rise to
the very kinds of distress that clinicians were treating in the centers. Al-
though all community mental health centers were supposed to provide
services aimed at the prevention as well as treatment of mental health
problems, less than 5% of center budgets were actually allocated to pre-
vention activities (Heller et al., 1984). Thus, the emphasis remained al-
most exclusively on treatment rather than prevention, with minimal at-
tention to altering the contextual factors that generated distress in people
(e.g., domestic violence, discrimination, unemployment, poor housing
conditions, lack of access to community resources, social isolation and a
lack of social support systems). Finally, there were few efforts by center
administrators to develop collaborative relationships with community
members, so that the latter could have an active role in shaping the ser-
vices that were to be provided (Bloom, 1984). The lack of local input lim-
ited the extent to which services could be tailored to the specific needs of
different communities.

In response to these and other perceived limitations of the commu-
nity mental health centers (and of traditional clinical services generally),
participants at the Swampscott conference opted to lay the groundwork
for a new field, community psychology, that would be guided by a set of
principles and priorities quite different from those of clinical psychology
and psychiatry. Drawing on parallels between human communities and
natural ecosystems, and borrowing from such diverse fields as public
health, anthropology, clinical and social psychology, organizational be-
havior, and sociology, writers such as Jim Kelly (1966, 1970, 1986, 1987),
Ed Trickett (1984; Trickett, Kelly, & Vincent, 1985), and others developed
an ecological model that entailed the following set of core principles to
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guide the development and implementation of community interven-
tions:

ECOLOGICAL PRINCIPLE #1

Psychological problems often reflect a poor fit between the demands of
the settings in which people live and work and the adaptive resources to
which they have access. Therefore, ecological interventions seek to alter
problematic settings, create alternative settings that are better suited to
people’s needs and capacities, or enhance people’s capacity to adapt ef-
fectively to existing sett.ngs.

Various writers have noted that how we define problems determines to a
great extent how we go about trying to solve them (Caplan & Nelson,
1996). Inherent in most Western mental health interventions are defini-
tions of mental health problems as reflections of damaged or dysfunc-
tional processes within people. Naturally, this person-centered approach
leads to an emphasis on healing or correcting the internal damage or
dysfunction. This framework unquestionably makes sense for certain
types of psychological disorders, including those with a strong biological
component, as well as other types of distress such as severe trauma that
persists long after the traumatic situation has passed and a healthy envi-
ronment has been established.

From an ecological perspective, however, many types of mental
health problems, including most of the displacement-related distress ex-
perienced by refugees, are best understood as reflecting problems in the
relationship between the demands of the settings in which people live
and the adaptive or coping resources at their disposal. This conceptuali-
zation leads to a fundamentally different set of intervention strategies, all
of which focus on changing the problematic person-setting relationship
rather than “fixing” something inside the person experiencing the prob-
lem. As suggested earlier, this can happen by altering problematic set-
tings, by creating settings better suited to people’s needs and abilities, or

"The set of ecological principles listed here is only partial. Readers interested in a
more thorough discussion of the ecological model, including its implications for commu-
nity-based research, are referred to Kelly (1966, 1970), Levine and Perkins (1997), Rap-
paport (1981), and Trickett, Kelly, and Vincent (1985).
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by strengthening people’s capacity to cope with existing settings. In
practice, there is often considerable overlap between these three strate-
gies.

For refugees, all three approaches are viable. Existing settings can be
altered in numerous ways. At the macro level, individuals seeking asy-
lum, many ot whom experience high levels of trauma and depression,
can be treated humanely rather than being detained as criminals while
they await their asylum hearings (Postero, 1992). For example, unless
asylum applicants pose a clear danger to the community, they could be
released pending their hearing, and appropriate referrals could be made
to legal, psychosocial, health, and housing resources. Media campaigns
can be used to promote tolerance and discourage discrimination against
refugees. Resettlement policies can aim at preserving rather than dispers-
ing refugee families and communities, in order to maintain existing
sources of social support and minimize painful separations. And pres-
sure can be brought to bear to ensure that refugees are treated fairly un-
der international law and treaties. For example, greater international
monitoring of host governments could help ensure that refugees and
asylum seekers are not forcibly repatriated, especially when conditions
in their countries of origin remain dangerous.

At the local level, refugee camps can be made safer, in order to re-
duce the occurrence of rape and other forms of sexual violence and ex-
ploitation. And instead of refugee assistance strategies that foster de-
pendency, programs can be implemented that promote economic self-
sufficiency and thereby enhance self-esteem and a sense of efficacy
(Harrell Bond, 1999; von Buchwald, 1998). An excellent example of this
approach is the micro-enterprise approach, in which funding is provided
to refugees to start small businesses that lead to income generation and
diminish the need for outside aid (Forbes Martin, 1992). Local commu-
nity settings also can be enhanced to more effectively meet specific
community needs. For example, in a collaborative project with indige-
nous Guatemalan refugees in southern Mexico, Miller and Billings (1994)
worked with local school teachers in the refugee camps to enhance their
capacity to address children’s psychosocial development within the
school setting. Another approach to changing a local setting involves
adapting local language classes to respond more effectively to the
unique mental health needs and challenges experienced by many refu-
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gees (Cohon et al, 1986), who sometimes experience difficulty with
learning a new language due to impairments in concentration, attention,
and memory associated with trauma and/or depression (Miller, Wor-
thington et al., 2002). By integrating mental health concepts and strate-
gies into the English as a Second Language (ESL) classroom with refu-
gees in the United States, Cohon et al. (1986) sought to enhance language
mastery, develop skills and strategies for coping with psychological dis-
tress, and transform the classroom community itself into a source of so-
cial support for its members.

New settings also can be created that promote psychological well-
ness in refugees. In the Bosnian Community Center in Chicago, a setting
developed and run by the local Bosnian community, Bosnian refugees
have access to companionship, English and computer classes, cultural
celebrations, and media resources (T. Robb & A. Smajkic, personal com-
munications). Similar community centers and mutual assistance organi-
zations—most of which function to enhance social support, promote en-
vironmental mastery, provide spaces for cultural and religious celebra-
tions, and help community members gain access to important social,
economic, educational, and health-related resources—have been devel-
oped in many other refugee communities. Numerous other strategies for
developing new settings are described in the projects in this book. An
example is the development of learning circles with Hmong refugees in
the United States (Goodkind, Hang, & Yang, chapter 9, this volume). In
the learning circles, Hmong community members and students from
Michigan State University met regularly to address problems facing the
Hmong community (the group approach reflected the strong collectiv-
ism in Hmong culture), and participants from the two cultures ex-
changed knowledge and experiences. Another example is the develop-
ment of “coffee gatherings” for Bosnian refugee families, in which par-
ticipants come together as families (reflecting the centrality of the family
as a social unit in Bosnia) to share experiences, problem-solve common
difficulties, and gain knowledge and access to important community
resources, while also strengthening their social networks (Weine et al.,
chapter 8, this volume).

Finally, ecological interventions with refugees can enhance the ca-
pacity of refugee communities to adapt more effectively to existing set-
tings. Tribe and DeSilva (1999; see also Tribe et al., chapter 5, this vol-
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ume) illustrate this approach nicely in their description of the Women's
Empowerment Program, a psychosocial program for women widowed
by the violent conflict in Sri Lanka. Among the various components of
the program, women gained access to knowledge, social support, and
material resources designed to help them cope more effectively with the
multiple challenges confronting them as single mothers living in refugee
camps. The ESL/Mental Health approach (Cohon et al,, 1986) described
earlier also has a strong emphasis on strengthening the capacity of refu-
gee communities to adapt to the demands of local settings, for example
by helping program participants learn how to access key resources in
their new environment, while also helping them master the skills needed
to take advantage of those resources (e.g., language skills, mastery of the
local transportation system, knowledge of tenants’ rights, etc.). All of the
projects in this volume describe innovative approaches to helping refu-
gee communities adapt to settings that often are highly challenging.

The ecological emphasis on changing the person/setting relationship
as a way of addressing mental health problems in no way negates the
value of other more intrapersonally-focused interventions aimed at re-
storing psychological equilibrium among severely distressed individu-
als. As we discuss shortly, and as several of the chapters in this volume
illustrate, an ecological framework encourages interventions at multiple
levels, including the individual, the family, the community, and society
as a whole. Whether they are delivered by shamans, curanderos, or psy-
chotherapists, individually focused treatments that promote the healing
of damaged intrapersonal processes will always have their place in ad-
dressing the mental health needs of refugee communities. Our point is
simply that such treatments should never become the cornerstone of our
response to the mental health needs of refugee communities; instead,
they should always represent just one of several intervention strategies
in a richly diverse psychological toolbox.

ECOLOGICAL PRINCIPLE #2

Ecological interventions should address problems that are of concern to
community members. Intervention priorities should reflect the priorities
of the community.
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As our earlier review indicates, researchers concerned with the mental
health of refugees have focused primarily on assessing the prevalence of
psychological trauma. This would seem to imply that trauma represents
the most pressing mental health concern within refugee communities. It
is not clear how this assumption came to be so widely accepted, nor is it
clear that it is necessarily warranted. Certainly, as summarized in our
earlier review, the data do show an elevated prevalence of psychological
trauma among a diversity of refugee populations. However, this does
not mean that refugees themselves perceive psychological trauma as
among their most pressing concerns. In fact, there is some evidence sug-
gesting that refugees may actually be more concerned about other stres-
sors affecting their mental health than they are about psychological
trauma; examples include unemployment (Hubbard & Pearson, chapter
3, this volume); physical health problems, mood disturbances, and fam-
ily discord (de Jong, 2002); the lack of opportunity to engage in culturally
appropriate burial and mourning rituals for loved ones killed by vio-
lence (Englund, 1998); domestic violence (Zahir, Kakar, & Miller, 2001);
and poverty-related stressors, such as inadequate housing or the threat
of eviction when there is insufficient money to pay the rent (Miller, Wor-
thington et al., 2002).

This is not to suggest that trauma is not a widespread problem
among refugees, nor do we mean to suggest that refugees experiencing
symptoms of trauma do not find their symptoms distressing. Our point
is simply that an exclusive or primary focus on PTSD may be somewhat
at odds with the perceived needs and priorities of local community
members.

The fact that refugee communities may not prioritize the treatment
of trauma symptoms relative to other pressing concerns, including those
we have referred to in this chapter as displacement-related stressors,
does not mean we should abandon our efforts to help people manage or
resolve their experiences of psychological trauma. It does mean that we
may need to broaden the focus of our interventions to reflect the range of
concerns that are salient within the communities in which we work. To
know what those concerns are, we simply need to ask community mem-
bers in ways that allow them to tell us what is most important to them.
In practical terms, this means complementing traditional psychiatric as
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assessment methods with qualitative strategies such as semistructured
interviews, focus groups, and participant observation. In contrast to
deductive methods which are designed to confirm or disprove our own a
priori hypotheses, inductive methods such as these allow respondents to
articulate their own concerns unrestricted by our assumptions about
what matters most to them or what aspects of their experience are most
in need of attention. Gathering such information is not simply a good
idea, it is essential to the design of contextually appropriate ecological
interventions.

Some readers may understandably object that mental health interven-
tions should not be expected to address all of the problems and chal-
lenges that confront communities displaced by political violence. After
all, mental health is simply one domain of experience, and other types of
organizations may be better suited to addressing concerns related to
physical health, employment, housing, and so forth. On the one hand,
we believe there is merit to this perspective, and are strong advocates of
coordinated, multidisciplinary approaches to addressing the challenges
faced by refugee communities. On the other hand, we also believe that
mental health interventions are most likely to be successful when they
address those stressors that participants identify as most significantly
affecting their psychological well-being. For example, to the extent that
unemployment is a major stressor affecting the well-being of individuals
and families in a refugee community, it may be necessary to help com-
munity members increase their access to employment-related opportuni-
ties before they are prepared to focus on ameliorating their symptoms of
psychological trauma. When family discord is a primary concern, family-
focused strategies that reduce stress and enhance functioning may be
most appropriate initially, before engaging in trauma-focused interven-
tions that target traumatized individuals. The projects in this book share
an emphasis on addressing those mental health-related stressors that are
of greatest concern to community members. They have retained their
focus on mental health, yet their intervention foci often extend beyond
the healing of trauma or the amelioration of psychiatric symptomatol-

ogy.
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ECOLOGICAL PRINCIPLE #3

Whenever possible, prevention should be prioritized over treatment, as
preventive interventions are generally more effective, more cost-efficient,
and more humane than an exclusive reliance on the treatment of prob-
lems once they have developed. This does not negate an important role
for treatmment; it simply regards individual treatment as one tool in the
arsenal of intervention responses.

One might draw a parallel to the problem of smoking and its relation to
lung cancer. From a public health perspective, it makes a great deal of
sense to prioritize the prevention of lung cancer through smoking preven-
tion and cessation programs. At the same time, as long as there are peo-
ple in need of treatment for lung cancer that has already developed
(whether from smoking or other causes), there will continue to be a need
for hospital-based treatment services as well as prevention programs.

How does the concept of prevention apply to refugees, many of
whom are already experiencing high levels of distress by the time they
are resettled? In considering this question, it may be helpful to distin-
guish between primary and secondary preventive interventions. Primary
prevention programs are implemented with whole communities or sub-
communities prior to the onset of psychological difficulties, the goal be-
ing the prevention of problems before they arise. Secondary prevention
programs, in contrast, are aimed at individuals or groups already show-
ing signs of distress, with the aims of restoring psychological equilib-
rium and preventing the development of enduring psychological diffi-
culties (Goldston, 1977; Kaplan, 1964).

Recall now our earlier suggestion that effective refugee mental
health programs should have two primary aims: helping people manage
or resolve experiences of psychological trauma and traumatic loss, and
assisting communities to cope effectively with ongoing displacement-
related stressors. With regard to psychological trauma, there is a grow-
ing body of research showing the secondary preventive effects of social
support on incipient symptoms of post-traumatic stress reactions (Gist,
Lubin, & Redburn, 1999; Kaniasty & Norris, 1999). In the wake of trau-
matic events, naturally occurring social support systems can be effective
buffers against the development of enduring symptoms of trauma. Fam-
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ily members, friends, and community leaders are well positioned to pro-
vide affective and instrumental social support to trauma survivors, and
can help them identify alternative ways of framing their experiences of
victimization (e.g., helping transform their identities from victims to sur-
vivors, and offering sociopolitical or religious perspectives that provide
some degree of meaning to their experiences). Although severely trau-
matized individuals may require the assistance of traditional healers or
mental health professionals trained in the treatment of psychological
trauma, the availability of socially supportive networks, together with
the passing of time, is often sufficient to help people exposed to trau-
matic events recover psychologically (Foa & Rothbaum, 1998; Kaniasty &
Norris, 1999). From an intervention standpoint, this suggests that the secon-
dary prevention of PTSD among refugees should focus on re-establishing or
strengthening social support networks within refugee communities. Indeed,
this approach is central to the interventions described in this volume.
There is also some evidence that community narratives may function
to transform the meaning of traumatic experiences so as to make them
less pathogenic (Dawes, 1990; Punamaki, 1989). To the extent that this is
so, another preventive strategy could entail helping communities trau-
matized by experiences of violence develop communal narratives that
provide some degree of shared meaning and eventual resolution to their
experiences. This approach is illustrated by Ford, Cabrerra, and Searing
(2000), who developed an innovative mental health intervention with
Guatemalan Indian communities displaced by the genocidal violence
that swept through the largely Indian highlands in the early 1980s
(Handy, 1984; Manz, 1988). In that project, the authors collaborated with
community members to integrate traditional Mayan and Western mental
health beliefs and healing strategies that might help people recover from
their experiences of trauma and displacement. They elaborated a com-
munal approach to healing that involved, among other things, culturally
familiar activities designed to help people articulate, tolerate, and trans-
form their experiences of trauma. In the narratives that emerged, trau-
matic events were reframed as acts of unjust social contro! by a repres-
sive state, rather than as reflections of weakness or failure in the survi-
vors. In a related vein, religious leaders in several Bosnian Muslim com-
munities in which many of the women were raped have sought to mini-
mize the women’s sense of shame by publicly declaring them heroines of
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resistance, thereby reframing their experience in terms devoid of shame
(Petevi, 1996). Although it is unlikely that this intervention eliminated
the women’s suffering, it does represent an innovative community-level
approach to ameliorating the effects of war-related trauma, and to creat-
ing the conditions under which further healing might occur.

Both primary and secondary preventive interventions are well suited
to helping refugee communities cope effectively with exile-related
stressors, our other proposed aim of mental health interventions with
refugees. To the extent that much of the depression and anxiety experi-
enced by refugees is related to the multiple challenges they encounter as
a result of being displaced, enhancing their capacity to cope effectively
with displacement-related stressors should exert significant preventive
mental health effects. For example, by facilitating the development of
social networks, we can reduce isolation and increase the availability of
social support (Petevi, 1996). And by helping refugees develop the
knowledge and skills needed to negotiate their new settings, we can
broaden their social, educational, and employment-related options,
which in turn can lead to the discovery of new social and occupational
roles, the generation of much needed income, and the identification of
new life projects. An example of the latter approach is found in the ex-
perience of Guatemalan refugee women in southern Mexico who re-
ceived formal training in midwifery at a nearby Mexican hospital (Bill-
ings, 1996). Because of the advanced training they received, the women
were able to play a highly visible and much needed role in the commu-
nity, helping to ensure safe and healthy deliveries in the camp and assist-
ing new mothers with early childcare practices. For several of the men in
the community who had been farmers in Guatemala but who were now
without land and thus lacked the capacity to provide for their families,
training in pedagogy led to meaningful employment as camp school
teachers. Consequently, the men discovered new occupational roles, and
were able to once again provide, at least minimally, for their families.

ECOLOGICAL PRINCIPLE #4

Local values and beliefs regarding psychological well-being and distress
should be incorporated into the design, implementation, and evaluation
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of community-based interventions. This increases the likelihood that
interventions will be culturally appropriate and therefore enhances the
odds of program utilization and effectiveness.

A central theme in the projects included in this volume concerns the im-
portance of understanding and integrating local mental health-related
beliefs and practices into the design and implementation of community
interventions. In his anthropological study of healers in diverse cultures,
Torrey (1972) found that a shared worldview was an essential ingredient
in effective helping relationships. A natural extension of Torrey’s obser-
vation is the idea that people are more likely to utilize mental health and
psychosocial programs that embody their own cultural beliefs and in-
clude culturally familiar rituals of healing.

This does not mean that Western mental health practices have no
place in ecological interventions with refugee communities. Few cultures
have evolved systems of healing adequate to address the effects of war-
related trauma or the psychosocial impact of mass displacement. Just as
importantly, cultures are rarely static, nor do they exist in isolation from
other cultural values and practices. Within refugee communities, there
may be considerable variation in the extent to which people continue to
practice or believe in traditional methods of healing. For example, expo-
sure to Western medicine and the lack of access to traditional curanderos
has left many Guatemalan refugees in Mexico as likely to seek help from
physicians as from traditional healers (Miller & Billings, unpublished
raw data). There may also be multiple belief systems and related rituals
of healing coexisting within any given refugee community, since people
of different ethnic and religious backgrounds may be jointly displaced
by the same experience of violent conflict. In such cases, no single “tradi-
tional” set of beliefs and practices is likely to adequately represent the
community’s range of responses to psychological distress.

Taken together, these factors suggest that there is a need for the inte-
gration of multiple perspectives and approaches to healing distress
within refugee communities. Our concern is with the avoidance of “psy-
chological imperialism” (Dawes, 1997), the reflexive application of West-
ern mental health constructs and practices to non-Western contexts,
without regard or respect for local values, beliefs, and rituals of healing.
The authors in this volume have been careful to avoid such imperialism,
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and their projects illustrate a variety of innovative approaches to blend-
ing Western and local approaches to understanding and healing psycho-
logical distress and promoting positive adaptation among refugees. Ex-
amples include the use of local religious ceremonies together with the
enhancement of social support and the training of community members
in Western counseling methods to help Sierra Leonian refugees heal
from experiences of trauma and displacement (Hubbard & Pearson,
chapter 3, this volume); and the building of a jango, a circular hut that
serves as a traditional community center, to enhance the sense of com-
munity among displaced Angolans, together with training in various
expressive arts and play activities designed to promote healthy psycho-
social development among children in the community (Wessells & Mon-
teiro, chapter 2, this volume).

ECOLOGICAL PRINCIPLE #5

Whenever possible, ecological interventions should be integrated into
existing community settings and activities, in order to enhance partici-
pation in and long-term sustainability of the interventions.

A colleague of ours related an interesting story about trying to provide
mental health services to Ethiopian Jewish women who had recently ar-
rived in Israel. The women and their families had faced considerable
hardship before coming to Israel, yet they were highly reluctant to take
advantage of the mental health services available at a nearby mental
health clinic. Eventually, a therapist at the clinic decided to try a different
tack. Having noticed that the women did their laundry at a common
washing area, she brought her own laundry in and gradually became a
regular presence in the group. Over time, she was able to generate dis-
cussion about the difficulties the women had faced in Ethiopia as well as
those challenges they continued to face in Israel. The washing area had
become a de facto mental health setting.

Earlier, we discussed the reluctance of many refugees to utilize men-
tal health services located in formal mental health settings such as psy-
chiatric clinics or hospitals because of the social stigma attached to re-
ceiving mental health care in such settings. By integrating mental health
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services into familiar, nonstigmatized community settings, it is possible
to enhance program utilization among people who might be disinclined
to participate in programs located in formal mental health settings. Ideal
community settings include schools, community centers, recreation ar-
eas, people’s homes, the offices of community organizations, primary
care centers, in fact, any setting in which people routinely come together
for community-based activities. This point is illustrated in the diversity
of community settings in which the programs described in this book are
housed.

There are additional advantages to working within existing commu-
nity settings beyond the avoidance of stigma. For example, in contrast to
clinic settings in which hierarchical relationships between patients and
helpers are quite pronounced, community settings are more conducive
to authentic collaboration and a greater sense of equality among project
staff and participants. In our view, this has two benefits. First, egalitarian
settings may exert a restraining influence on outside professionals’ ten-
dency to assume the role of authority figure vis a vis community mem-
bers, who may be all too ready to grant such authority to highly edu-
cated professionals at the cost of recognizing and valuing their own ex-
periences, abilities, knowledge, and skills. Second, working in nonclini-
cal community settings minimizes the likelihood of program participants
falling into the role of “sick patient”, a pull that can be quite strong in
highly medicalized clinical settings (Goffman, 1961). Although the role of
sick patient may be appropriate under certain circumstances, we would
suggest that it is not a role that pulls for people’s strengths and adaptive
resources, nor is it one that promotes active coping in the face of ongoing
psychosocial stressors.

ECOLOGICAL PRINCIPLE #6

Capacity building, rather than the direct provision of services by mental
health professionals, should be an intervention priority in all communi-
ties. This is especially important in communities that either underuti-
lize, or have limited access to, professional mental health services. Ca-
pacity building reflects the ecological focus on empowerment, defined
here as helping people achieve greater control over the resources that
affect their lives.
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Capacity building within refugee communities means identifying and
building upon the strengths that community members possess. [t means
collaborating with community members in all phases of the intervention
process, from the conceptualization and development of community in-
terventions to their implementation and evaluation. The goal of capacity
building in refugee communities is to maximize the capacity of commu-
nities to address the mental health needs of their members, through pre-
vention as well as treatment, thereby lessening their dependence on
scarce outside professionals. Capacity building is also about helping
communities enhance the capacity of existing social structures (or de-
velop new structures) to better meet needs of community members.

Capacity building approaches are ultimately more efficient, more ef-
fective, and more empowering than expert driven models of community
intervention. They are more efficient because they greatly expand the
reach of mental health programs that have few professional staff to pro-
vide services. They are more effective because ecologically oriented ca-
pacity building entails genuine collaboration with community members,
which in turn increases the likelihood that interventions will be designed
and implemented in ways that reflect and respect local cultural values
and norms. And they are more empowering because they enable com-
munities to respond effectively to mental health problems that were pre-
viously difficult to address.

A common thread in the projects described in this volume is their
emphasis on active collaboration with members of local refugee commu-
nities. Although this collaboration takes different forms in the various
projects, its most common and perhaps most critical feature involves a
shift on the part of mental health professionals from the role of direct
service provider to collaborative, capacity building roles such as consult-
ant, trainer, and co-evaluator. The direct service providers in the inter-
ventions are generally members of the community, ranging from tradi-
tional healers, religious leaders, and community elders, to community
members trained as lay mental health staff, competent to engage in a
wide variety of mental health-related activities.

We realize that some mental health professionals may have concerns
about the use of trained community members (paraprofessionals) doing
mental health work with refugees who may be experiencing high levels
of distress. We certainly recognize the value of referring severely trau-
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matized individuals for specialized care with traditional healers or men-
tal health professionals trained in the treatment of trauma. More gener-
ally, however, we are mindful of the extensive literature documenting
the effectiveness of trained paraprofessionals (see Christenson & Jacob-
son, 1994 for an excellent review). In fact, findings have shown consis-
tently that well trained paraprofessionals are at least as effective as men-
tal health professionals in reducing symptoms of distress and enhancing
psychological well-being (Christenson & Jacobson, 1994). The findings
from several of the projects in this book, although still preliminary, are
consistent with this literature, and support the use of paraprofessionals
in refugee settings.

ORGANIZATION AND STRUCTURE OF THE BOOK

In the past 10 years, there has been a remarkable increase in the number
of ecological mental health interventions that have been developed with
internally displaced and exiled communities. Mental health professionals
have begun to recognize the need for a broader conceptual framework
for addressing the mental health needs of communities displaced by po-
litical violence. We are confronted almost daily with images of the terror
and despair faced by survivors of interstate and civil war, political re-
pression, and the systematic persecution of religious and ethnic commu-
nities. For those working on the front line, the limitations of an exclusive
reliance on clinic-based services have become increasingly clear. For
mental health professionals working with refugees in the comparative
safety and stability of the developed nations, those same limitations are
likewise becoming more evident. There is a new openness to thinking
outside the box, to considering alternative wayvs of defining mental
health work and the types of activities it may entail.

It is in the context of this openness to innovation and new ways of
seeing familiar problems that this book is presented. Although ecological
interventions have now been developed in numerous regions of the
world, few opportunities exist for discussion of shared experiences,
unique challenges, and innovative solutions. The unifying framework
proposed here —the ecological model of community psychology—is our
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way of giving some conceptual and methodological organization to the
array of interventions presented in the book. Some of the authors have
developed their work within an explicitly ecological framework; others
have used the language of public health and other conceptual frame-
works to describe ideas and strategies that are fundamentally consistent
(and often synonymous) with the language of the ecological model. Re-
gardless of their language and organizing framework, the interventions
described in this book have a common set of emphases, including: (1)
collaboration with community members in the development and imple-
mentation of culturally appropriate interventions that blend local and
Western ideas and practices; (2) the integration of mental health and psy-
chosocial interventions into familiar and nonstigmatized community
settings; and (3) a focus on enhancing the capacity of communities to
cope effectively with displacement-related stressors, including the struc-
tural violence of poverty and discrimination, coupled with a parallel fo-
cus on alleviating distress related to experiences of violence and loss.

There is considerable variation in the specific aims and methods of
the different projects, and some fit more neatly into an ecological frame-
work than others. Some of the projects focus primarily on displacement-
related stressors; others address displacement related stressors while
also paying equal attention to helping people heal from the effects of vio-
lence and war-related loss. We have intentionally selected projects that
represent a diversity of displaced populations, including internally dis-
placed communities in Columbia, Angola, 5ri Lanka, and Cambodia,
and refugees (in the formal UN Declaration sense of the term) from Si-
erra Leone living in Guinea, from West Timor living in East Timor, and
from Laos and Bosnia living in the United States. The populations in-
cluded in the volume are not fully representative of the world’s dis-
placed peoples. Unfortunately, we were unable identify ecological men-
tal health projects with several of the world’s major refugee populations,
including Afghans, Palestinians, or Kurds.!' This does not mean that im-
portant mental health work is not being done with these populations,
only that we were unable to locate interventions that fit within the eco-
logical framework around which this volume is organized.

"For an excellent description of an ecological mental health intervention with Su-
danese refugees, see Baron (2002).
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We have asked the authors of each chapter to follow a standard out-
line, in order to maintain some degree of consistencv of structure and
focus across the chapters and to allow for greater ease of comparison
among projects. Briefly, authors were asked to provide a bit of back-
ground regarding the sociopolitical context that led to the refugee crisis
they have addressed, and to outline the mental health consequences of
violence and displacement in the populations with which they have
worked. We also asked the authors to be explicit about their model of
distress: How did they conceptualize the mental health effects of the vio-
lence and displacement? To what extent did they blend Western and
local views of mental health and mental health problems? In a related
vein, authors were encouraged to reflect on their conceptualization of
trauma and their views of the PTSD construct. Few issues are as conten-
tious in the refugee mental health field as the question of the appropri-
ateness and applicability of the PTSD diagnosis, especially in situations
of ongoing conflict. Among the numerous criticisms that have been lev-
eled at the PTSD diagnosis are the following:

1. The notion of a post-traumatic stress disorder implies that expo-
sure to the traumatic situation has ended; however, for displaced
communities living in or near zones of violent conflict, exposure
to traumatic stress is often ongoing rather than past (Mavotte,
1992; Straker, 1988).

2. The diagnosis fails to take into account the diverse post-
traumatic effects of different types of traumatic experiences, es-
sentially treating all traumatic events equally (with the one dis-
tinction being that between natural and interpersonal trauma).

3. The construct fails to capture the totality of the ways in which
traumatic experiences affect people (e.g., its impact on the at-
tachment system, on cognitive schemas, and on spirituality; Wil-
son, Friedman, & Lindy, 2001).

4. The diagnosis creates a negatively biased view of people’s men-
tal health, since some studies suggest that survivors of political
violence may function effectively despite experiencing elevated
levels of PTSD symptoms (Summerfield, 1995).

5. The diagnosis essentially medicalizes a set of normal reactions to
profoundly abnormal social conditions (Summerfield, 1995).
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6. The use of adult-centered diagnostic criteria overlooks important
developmental variations in children’s vulnerability to and ex-
pression of traumatic stress reactions (e.g., Terr, 1990).

7. Cultural variations in the experience and expression of traumatic
stress responses are not included in the supposedly universal
PTSD criteria (Kleber, Figley, & Gersons, 1995).

8. The diagnosis individualizes the effects of political violence; that
is, it reduces the effects of violence to its impact on individual
mental health, while ignoring its effects on communities and on
society as a whole (Martin Baro, 1989; Buitrago Cuéllar, chapter
7, this volume; Wessells & Monteiro, chapter 2, this volume). If
one adopts the perspective that repressive governments inten-
tionally use highly visible trauma-inducing strategies (e.g., tor-
ture, massacres, rape) to instill widespread fear and silence
popular demands for social change, it becomes apparent that
conceptualizing the effects of political violence solely in terms of
PTSD symptoms fails to capture the totality of how violence af-
fects civil society and the psychosocial well-being of communi-
ties.

Despite these criticisms, the PTSD construct continues to be used
widely in studies of refugees, and advocates point to a growing literature
documenting the existence of the PTSD syndrome in diverse cultures,
including those from which many of the world’s refugee have come. Our
view is that both sides (“approaches” —or something less polarizing than
“sides”) have valid concerns. On the one hand, as we have already
shown, the data clearly indicate that a syndrome comprised of the symp-
toms of PTSD has been found in a wide range of refugee populations.
There does seem to be something universal about certain aspects of peo-
ple’s reactions to traumatic events. On the other hand, we strongly agree
that the PTSD construct is problematic in situations of ongoing violence,
that it fails to capture the complexity of the trauma experience, and that
an exclusive focus on PTSD diverts our attention from the impact of vio-
lence on larger social systems (families, communities, and societies). Our
aim here, however, is not to resolve this debate about the PTSD con-
struct; instead, we hope that by encouraging authors to make explicit
their model of trauma and its relation to their intervention, we can help
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generate a constructive dialogue rooted in actual field experiences with
refugee communities.

Finally, we have asked the authors to describe their interventions
and the process of implementation, to consider the challenges they en-
countered and the lessons they learned along the way, and to provide a
summary of evaluation methods and findings. As Hubbard and Miller
discuss in chapter 10 of this volume, evaluation has proved to be the
Achilles heel of most community-based interventions with refugees, par-
ticularly those living in or near situations of ongoing violence. It is an
enormous challenge to conduct systematic evaluations of mental health
interventions in the chaotic environment of refugee camps, where re-
newed violence often leads to recurrent displacements, low literacy rates
may complicate the use of questionnaires or other written materials, and
the concept of systematic evaluation is itself often alien and at times al-
ienating. This does not minimize the need for effective evaluations; it
simply underscores the importance of developing evaluation methods
that fit the complex and diverse settings in which refugee mental health
interventions take place.

Focus of the Chapters

In chapter 2, Michael Wessells and Carlinda Monteiro describe an inno-
vative intervention with internally displaced communities in Angola.
Although the primary focus of the intervention is children, the project
worked at multiple levels, training thousands of adults to work with
children and improving the response of communities to the mental
health and psychosocial needs of children affected by their experiences
of violence and displacement. The project is particularly rich in its multi-
level intervention approach and its holistic conceptualization of chil-
dren’s mental health and psychosocial needs.

In chapter 3, Jon Hubbard and Nancy Pearson present an ecological
intervention with refugees from the civil war in Sierra Leone, now living
in refugee camps in neighboring Guinea. The intervention is informed by
the extensive cross-cultural clinical experience of the authors and their
colleagues at the Center for Victims of Torture in Minneapolis, and by
important ethnographic work carried out by the project’s staff in Guinea.
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The chapter offers a compelling description of how community members
can be trained to work effectively as mental health paraprofessionals,
and illustrates the value of integrating local and Western beliefs and
practices in mental health interventions. The chapter also addresses the
complexity of conducting systematic program evaluation in a context of
ongoing violence and recurrent displacement.

In chapter 4, Willem van de Put and Maurice Eisenbruch offer a
richly detailed account of their ecological trauma-focused intervention
with Cambodians who survived the genocide and massive displacement
that occurred under the Khmer Rouge. The Cambodian intervention is
particularly impressive in the extent to which local mental health-related
beliefs and practices are integrated into the project, and by the authors’
commitment to integrating their work into existing community settings.

In chapter 5, Rachel Tribe and her colleagues at the Family Rehabili-
tation Center describe an ecological intervention with internally dis-
placed women widowed by the civil war in Sri Lanka and living in refu-
gee camps. Although the intervention model relied more extensively on
outside experts for its implementation than many of the other projects in
the book, the authors hoped that by using a “cascade model” of training,
the participants might in effect become trainers for other women in the
refugee camps and thereby transmit the knowledge and skills they had
acquired in the intervention workshops. The project is particularly note-
worthy for its holistic emphasis on addressing a broad range of variables
affecting the women’s well-being, ranging from traditional mental health
concerns to legal and economic issues, employment concerns, and
health-related topics.

Chapter 6 represents a bit of a departure from the previous chapters.
In the context of describing a community-based psychosocial interven-
tion with refugees in East Timor, Kathleen Kostelny and Michael Wes-
sells offer a “behind the scenes” look at the complexity of implementing
a large-scale psychosocial intervention under highly challenging circum-
stances. In our view, there is far too little discussion of the many chal-
lenges of carrying out precisely the type of work that is the focus of this
volume. One could easily imagine, based on reports in professional jour-
nals or book chapters, that ecological interventions with refugees (and
other communities) are relatively straightforward and uncomplicated.
On the contrary, the challenges are numerous and sometimes daunting,
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and it is only through open dialogue about these challenges that we will
move forward, sharing creative solutions and perhaps learning to avoid
some of the pitfalls that have befallen those who came before us. We be-
lieve that this chapter represents an important contribution to a much
needed discussion.

In chapter 7, Jorge Buitrago describes an innovative ecological inter-
vention developed in Columbia. A consistent hallmark of community-
based mental health work in Latin America is its explicitly political
framework, a contrast to work done elsewhere in which project staff
have intentionally sought to remain politically neutral. For Latin Ameri-
cans working in contexts of ongoing violence and repression, neutrality
is often regarded as an impossibility; either one is aligned with the vic-
tims of repressive violence, or one becomes complicit (actively or pas-
sively) with those who perpetrate the violence (e.g., Kordon & Edelman,
1987; ODHAG, 2000). This report by Jorge Buitrago and his colleagues in
Corporacion AVRE poignantly illustrates this perspective by describing
their ecological work with Columbians affected by the ongoing civil war
and state-sanctioned violence in their country. Many of the communities
served by the AVRE project have been displaced by the armed conflict in
Columbia; others have not been displaced but have been affected in
other ways by the ongoing conditions of violence, impunity, and mate-
rial deprivation. The chapter provides a compelling argument for view-
ing the effects of violence and displacement not merely in terms of indi-
vidual symptoms of distress, but also in terms of damage and dysfunc-
tion manifested at multiple levels, including the family, the community,
and society as a whole. Consequently, the authors advocate that inter-
ventions ideally should adopt a multilevel approach and not limit their
focus solely to healing distressed individuals.

Chapter 8 is the first of two chapters focused on ecological interven-
tions with refugee communities in the United States. In this chapter, Ste-
van Weine and his colleagues describe a creative family-focused inter-
vention implemented initially with Bosnians, and subsequently with
Kosovars, in the greater Chicago area. The project was staffed completely
by members of the target communities, and was implemented in com-
munity settings ranging from a local community center to participants’
homes. The authors provide a compelling discussion of the hazards of
relying exclusively on clinic-based mental health services with refugees,
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and provide an excellent illustration of how systematic evaluation meth-
ods can be applied to ecological interventions.

In chapter 9, Jessica Goodkind, Panufa Hang, and Mee Yang provide
a rich discussion of ecological principles as a backdrop to their interven-
tion with Hmong refugees in Michigan. The project represents a fascinat-
ing university/community collaboration, based on an advocacy model, in
which local university students and Hmong community members met
together regularly to address community concerns and develop suppor-
tive relationships. Like Weine et al., the authors used particularly strong
evaluation methods to examine both the process and outcome of their
intervention. The chapter is also noteworthy for its conceptualization of
mental health and well-being in holistic terms that transcend the narrow
focus on psychiatric symptomatology found in many refugee studies.

In chapter 10, Jon Hubbard and Kenneth Miller explore the chal-
lenges of conducting evaluations of refugee mental health interventions,
particularly in or near settings of ongoing violence. While recognizing
the complexity of doing evaluation work in such contexts, the authors
argue that finding context-appropriate evaluation methods is essential if
we are to document effective intervention strategies. Drawing on their
diverse field experiences, they offer a number of suggestions that organ-
izational staff can use to evaluate both the process and the outcomes of
their interventions.

The book concludes with a summary chapter by the editors. The
chapter is both reflective and forward-looking. The strengths of ecologi-
cal mental health projects with refugee communities are considered, as
are current limitations. In particular, we underscore the need for more
clearly delineated risk and intervention models to guide our interven-
tions, in order to ensure that we are targeting the most appropriate vari-
ables using methods that are likely to be maximally effective. We also
consider both the importance and the complexity of integrating Western
and local beliefs and practices related well-being and distress, and,
(echoing Hubbard and Miller) urge program staff to strengthen their ef-
forts to evaluate both the process and outcome of their interventions.
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Internally Displaced Angolans:
A Child-Focused, Community-Based
Intervention

Michael Wessells and Carlinda Monteiro

Approximately half of the world’s displaced people are children, defined
under international law as individuals younger than 18 years of age. In
Angola, large numbers of children have been displaced and affected in
other ways by 40 years of armed conflict. This chapter outlines the Ango-
lan context and its implications for children’s emotional, social, and
spiritual well-being. Arguing that intervention approaches focused on
mental health and trauma are too narrow, culturally biased, and imprac-
tical in Angola, it describes a five-province, community-based interven-
tion program by Christian Children’s Fund (CCF) that aimed to stabilize
communities, restore a sense of normalcy, and enable healthy develop-
ment amidst difficult circumstances. It suggests that effective psychoso-
cial interventions should focus less on clinical approaches, emphasize
holistic well-being, and mobilize communities in ways that build toler-
ance, respect for local culture, and hope.
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BACKGROUND
Sociopolitical Context

The Angolan war has occurred in multiple stages (Minter, 1994), the first
of which (1961-1975) was a struggle for independence from colonial Por-
tugal. Second was . post-independence fight (1975-1991) between the
Angolan government (GOA), w hich then had a Marxist orientation and
received support from the former Soviet Union and Cuba, and the oppo-
sition group, UNITA (the National Union for the Total Independence of
Angola), which was backed by the United States and South Africa. The
end of the Cold War lifted hopes for peace, and the first free elections
occurred under the Bicesse Accords in 1991. Unfortunately, Jonas
Savimbi, UNITA’s leader, lost the election but refused to accept the re-
sults, plunging the country into war once again. In stage three of the war
(1992-1994) some of the worst fighting occurred, and as a result,
UNICEF estimated that nearly 1,000 people died per day during this pe-
riod. The Lusaka Protocol, signed in 1994, achieved a ceasefire, but de-
militarization did not occur, and UNITA retained control over particular
regions of the country, making Angola effectively a country inside a
country. Failures to implement fully the provisions of the Lusaka Proto-
col escalated tensions and led to mutual blaming on the part of the GOA
and UNITA. As both sides became convinced that the conflict could be
settled only through violence, fighting re-erupted in December of 1998,
continuing until March of 2002.

The recent fighting has occurred mostly in rural areas and has con-
sisted primarily of guerilla raids and hit-and-run tactics. Since the fight-
ing has occurred in and around communities and is overlain on a base of
already severe, chronic poverty, the impact on civilians has been enor-
mous. By 2001, an estimated 3.8 million people—nearly one third of the
Angolan population—were internally displaced, and large numbers of
people had been affected by war. The toll on children has been particu-
larly severe. The infant mortality rate in Angola is 195 per 1,000 births
compared to a sub-Saharan average of 106. Thirty-five percent of Ango-
lan children under the age of 5 show signs of malnutrition, and in some
areas, nearly 1 in 3 children die before they have reached the age of 5
years. The war has shattered children’s basic rights, including their right
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to education, which is a gateway for the development of social, intellec-
tual, and occupational competencies and life options. Fifty-eight percent
of the adult and youth population of 15 years and over is illiterate com-
pared to a 41% regional average. Thirty-four percent of primary school
age children are in school compared to a regional average of 56%. In
1999, UNICEF described Angola as “the country whose children are at
the greatest risk of death, malnutrition, abuse and development failure.”
Although hopes run high that the situation will improve following the
ceasefire signed on April 4, 2002, poverty and militarization remain
chronic problems, and the risks of continued struggles over precious re-
sources, such as diamonds, remain strong (Dietrich, 2000).

Mental Health and Psychosocial Implications

For children, who comprise approximately half the population of An-
gola, the war has imposed heavy emotional and social burdens. Inter-
nally displaced children, for example, have suffered the loss of their
homes and the stable routines that provide a sense of security, support,
and continuity. Loss of home and farmland increases already severe
poverty, reduces social and economic status, and creates feelings of
hopelessness. Many children have lost parents or family members, and
experience profound grief, insecurity, and uncertainty about how their
needs will be met. Amidst the daily challenges of survival in Angola,
there may be little space for grieving and coming to terms with what has
happened. Traumatic distress is prevalent, as recent research indicates
70% to 90% rates of post-traumatic stress disorder among Angolan teen-
agers who have had extensive exposure to war (Eyber, 2002; McIntyre &
Ventura, in press).

When CCF began its work on behalf of war-affected children in 1995,
it used a trauma idiom and measured children’s traumatic experiences
and symptoms. It soon became clear, however, that a trauma focus was
inadvisable in Angola. Trauma is a small part of a much wider array of
psychosocial impacts related to loss, displacement, orphaning, sexual
violence, poverty, landmines, and separation from parents (cf. Bracken &
Petty, 1998). Thousands of children, both boys and girls, have been
forced into soldiering, and they face profound difficulties such as stigma-
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tization, fear of re-abduction, difficulties earning a living, and internali-
zation of values associated with violence and military identity. Similarly,
tens of thousands of child victims of landmines face issues of disfigure-
ment, social isolation, stigma, and difficulties obtaining necessary medi-
cal treatment. At many levels, violence has become normalized, and two
generations have grown up having war as a constant feature of daily life.
Because these broad psychosocial problems extend well beyond trauma
and other categories of mental illness, the documentation of trauma
prevalence is not very helpful in establishing intervention priorities or
methodology.

A related difficulty is that the trauma idiom focuses excessively on
psychological sources of suffering, when much distress in a war zone
relates to poverty and the inability to meet basic needs (Summerfield,
1999). In local idioms of distress, physical suffering —through the inabit-
ity to feed or clothe oneself or one’s family —is inextricably interwoven
with emotional suffering associated with violence and loss (Eyber, 2002).
Further, the mental illness idiom pathologizes people and focuses on
deficits, when in fact, most children in war zones are remarkably resil-
ient and function rather well. To portray them as damaged goods or as
victims overlooks their capacities and their agency and labels them in
ways that can become self-fulfilling prophecies. Furthermore, programs
should not simply address needs and deficits—to be sustainable they
should build on local resources and strengths. Rather than focusing on
illness and deficits, programs can be built around local strengths, seeking
to bolster and add to the supports that already exist for children’s resil-
ience.

Trauma counseling is not an appropriate option for psychosocial in-
tervention in Angola, as it has no basis in Angolan culture and is unsus-
tainable. Particularly in rural areas, people do not naturally talk out their
problems, and, as explained shortly, they do not interpret their difficul-
ties at the individual level. In addition, Angola has only a handful of
trained psychologists in a population of approximately 11 million peo-
ple, most of whom are war-affected. Our assessment is that programs
often focus on trauma because of the ease of measurement, the stan-
dardization of treatment methods, and the availability of funding. In ad-
dition, local people may seek the use of instruments and nomenclature
that carry the imprimatur of Western science. Whether this approach
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should be the highest priority in a context saturated with broad psycho-
social suffering, including poverty and the failure to meet basic needs, is
questionable.

Local Beliefs and Practices

Culturally constructed meanings mediate one’s response to potentially
traumatic events, making it important to understand local beliefs and to
avoid imposing preconceptions about trauma when working with cul-
turally diverse populations (Eyber, 2002; Reynolds, 1996; Wessells, 1999).
In addition, local people often cope with death and calamities by con-
ducting rituals and ceremonies referred to collectively as “traditions” or
“traditional practices.” Contrary to what the name suggests, traditions
are not fossilized, unchanging practices handed down directly from the
ancestors, but are the product of the dynamic interaction between differ-
ent cultures and ethnic groups within the various regions of Angola. For
this reason, it is more accurate to refer to systems of local beliefs and
practices, recognizing that variations exist in different parts of Angola. It
is important not to romanticize local beliefs and practices, which, like all
cultural practices, exhibit a mixture of strengths and weaknesses. The
position taken in this chapter is that local beliefs and practices constitute
potentially useful resources for psychosocial support. To avoid harm,
however, it is essential to document these practices, assess their efficacy,
and examine them critically with respect to issues of ethics and power.

A core belief in rural Angola is that when someone dies, the life of
the person continues in the world of the ancestors, the spirit world. The
ancestors’ spirits protect the living community, which is an extension of
the ancestral community. The ancestors must be honored through the
teaching of traditions and the practice of appropriate rituals, such as bur-
ial rituals. Otherwise, the spirits will cause problems such as poor health,
crop failure, social disruption, and even war. Life on earth and beyond
are continuous and interdependent (Altuna, 1985; Tempels, 1965), and
events in the visible world are attributed to events in the spirit world.
Through the practice of traditions, local people achieve the harmony be-
tween the living and the ancestors that is needed for communal well-
being. In this belief system, spirituality is at the center of life, and local
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people interpret events in terms of spiritual processes rather than the
mechanistic accounts familiar to most Westerners. Furthermore, they
understand their well-being or suffering not as individual factors, but as
expressions of harmony or tension between the living community and
the ancestral world.

When someone dies, the family members must conduct a funeral rite
that typically includes washing, dressing, and perfuming the body of the
deceased person; the placement of personal objects with the dead person
to help meet his or her needs during the “journey” to the realm of the
ancestors; the assembly of the entire, extended family to honor the dead
person; and ceremonies involving eating, drinking, and dancing to honor
the life of the dead person and to enable the dead person'’s spirit to make
the transition to the spirit world. By conducting the funeral rite, the fam-
ily and community “promote” the deceased to the realm of the ancestors,
thereby establishing harmony with the spirit world. Without proper bur-
ial, it is believed that the dead person’s spirit wanders around lost and
disgraced and may wreak vengeance on the living. This problem is
viewed as communal since the entire living community is placed at risk.

An elder in Huambo described the psvchological consequences of
his failure to conduct the burial rituals of a loved one:

During the war my father was killed. 1 did not perform a burial
because [ thought that in times of war there is no need for that.
But [ dreamed with my father telling me that “I am dead but I
haven't reached the place of the dead, you have to perform my
obito [burial rites] because | can see the way to the place where
other dead people are but I have no way to get there.” (After this
dream) I performed the ritual, and I have never dreamed of my
father again. (Honwana, 1998, pp. 26-27)

Similarly, a boy soldier who has killed someone may exhibit trauma
symptoms such as nightmares, flashbacks, and hypervigilance. Subjec-
tively, however, the boy may view his biggest problem as one of being
haunted by the unavenged spirit of a person he had killed (Honwana,
1998; Wessells, 1997). In the view of local people, the problem is one of
spiritual contamination, and it is communal in nature. If a returning sol-
dier who is haunted by an unavenged spirit returns to the village, the



2. Displaced Children in Angola 73

haunting spirit causes bad behavior, creating problems such as crime
and killing in the community. The members of the living community are
obligated to restore spiritual harmony by conducting an appropriate pu-
rification ritual (lead by a local healer or kimbanda) that avenges the spir-
its of those who had been killed.

Typically, the purification ritual entails the demarcation of a safe
space into which the bad spirit cannot enter; the sacrifice of an animal
and the offering of gifts to the bad spirit; the ritual washing of the person
who is believed to be contaminated; and the inhalation of fumes of spe-
cial herbs. At the end of the ceremony, the healer has the contaminated
person—such as a former child soldier—step across the threshold of his
hut and announces, for example, that the boy’s life as a soldier has ended
and he is rejoining the life of the village. Following such a ceremony, the
belief is that it is inappropriate and dangerous to talk about what had
happened, because talking could bring back the spirit that had caused
the problem (Honwana, 1999). The conduct of the ceremony is significant
for the recipient, who is then able to reenter his community without con-
taminating it. Equally important, the ritual reestablishes harmony be-
tween the living and the ancestral communities.

As both examples indicate, local people are affected by war, loss, and
violence in ways that lie outside the boundaries of Western psychology.
This situation creates an opportunity for learning about indigenous ap-
proaches to healing and for developing ways of interweaving Western
and local approaches. In the project described next, which had initially
been oriented toward trauma, a key piece of learning occurred when, in
one of its early projects, CCF staff interviewed an 11-year-old girl who
had lost her parents and home in an attack. She reported that her great-
est stress was that she had had to run away before having completed the
culturally appropriate burial ritual for her parents. In this case, the con-
duct of the traditional burial ritual was an important intervention al-
though this kind of intervention approach is very different from West-
ern, clinical approaches that focus on individuals and on grieving
through emotional expression and support from loved ones.

Having learned from this and related cases, CCF began documenting
local beliets and practices related to bereavement, healing, and recon-
ciliation, CCF learned that the best assistance for war-affected children
came not from Western methods alone, but from the blending of Western
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and local approaches (Wessells & Monteiro, 2001). Furthermore, local
people, who had learned from colonial domination to see their own cul-
ture as inferior, often began to regain their sense of cultural pride and
self-esteem when their approaches to healing were respected and hon-
ored. Participation in the traditions conferred a sense of social meaning
and continuity in difficult circumstances, thereby providing a form of
familiar psychosocial support. Unfortunately, Western-trained psv-
chologists often enter emergencies with little interest in learning about
indigenous concepts of mental health and illness. As Western ap-
proaches are imposed, local approaches and voices are marginalized. In
this situation, psychology becomes a tool of imperialism that cements
Western power and control (Dawes, 1997; Wessells, 1999).

The following project took as its point of departure a holistic concep-
tion of children’s well-being that interconnects physical, social, emo-
tional, cognitive, and spiritual elements. It aimed to increase the well-
being of children and adults in Angolan IDP camps and settlement areas,
as these combined a high concentration of individuals in need with a
paucity of available services. Because the intervention approach we de-
scribe is ecologically grounded, it focused not on trauma reduction,
symptom measurement, and clinical intervention, but on social integra-
tion and community mobilization around meeting children’s needs
(Boothby, 1996). As used in this chapter, social integration includes en-
gagement in socially meaningful activities, participation in age-
appropriate peer interaction, and support of local networks that build
social competencies and provide solidarity among community members.

INTERVENTION

The conceptual frame for the intervention is situated at the intersection
of four intersecting theoretical frameworks: an ecological model of child
development (Bronfenbrenner, 1979), a psychosocial well-being ap-
proach (Ahearn, 2000), an empowerment framework for community ac-
tion and social change (Friere, 1970), and a systems theoretic perspective
(e.g., Lederach, 1997; Wessells & Bretherton, 2000) that links healing,
nonviolent conflict transformation, and social justice. These are comple-
mented by use of a critical social perspective that challenges the pre-
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sumed universality of Western ideas about mental health and the defini-
tion of childhood (Boyden & Mann, 2000). Although space limitations
preclude a detailed delimitation, an integrated, summary framework of
the conceptual model that guided our intervention is presented next.
Referred to as an “ecological systems framework,” it emphasizes the sys-
temic nature of violence and the importance of restoring community
processes of empowerment and support for children following the
shocks of war and displacement.

Theory and Rationale

Healthy child development occurs within nested systems of family,
community, and society (Bronfenbrenner, 1979; Dawes & Donald, 2000).
The family, including the extended family in the sub-Saharan context, is
the key microsystem within which children develop and where basic
protections and needs are provided. Outside the family, schools and
houses of religious activity provide the first encounter with social institu-
tions and are important spheres of interaction between children, their
peers, and significant adults, such as teachers. At a wider, macrosystemic
level, children’s socialization and development occur within social sys-
tems that include norms with respect to children’s rights, rules of law,
forms of conflict resolution, cultural bereavement processes, and educa-
tional opportunities.

Armed conflict is best conceptualized as producing neither masses of
traumatized individuals nor a traumatized population (Bracken & Petty,
1998; Wessells, 1999). Rather, an ecological systems framework that em-
phasizes community stabilization, the reduction of risks, and the
strengthening of resilience is more appropriate for understanding and
developing interventions to address the repercussions of conflict. In par-
ticular, armed conflict provides an ecological shock or destabilization
that creates a culture of violence that damages child protection and sup-
ports at multiple, interacting levels. At the level of the macrosystem, in-
ternal war shatters societal peace and social trust, contests legitimacy of
institutions and government-defined laws, amplifies poverty and struc-
tural violence, and damages infrastructure and child supportive institu-
tions such as schools and health clinics (Machel, 2001). It also establishes
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a societal norm of violence, divides the population, and creates structural
violence through denial of access to services to meet basic human needs.
In Angola, key macrosytemic effects of chronic conflict are urbanization
and erosion of traditional culture. As many people have fled to cities to
escape fighting in the rural areas and in hopes of earning a living, their
lives are shaped more by globalized, colonial culture than by the rural,
traditional culture from their places of origin. Following several decades
of fighting, many people have grown up viewing war as a constant fea-
ture of their social reality.

Community destabilization and disempowerment have been two
major consequences of the war. Amidst mass displacement, family
members may become separated from one another, and people may live
in refugee or IDP camps and areas where they know few people, have
relatively little social support, or may be intermixed with other ethnic
groups that marginalize them and with whom they feel little affinity
(Andrade, de Carvalho, & Cohen, 2001). War disrupts civic society
groups—such as women's, church, and youth groups—that offer sup-
port for children. It also undermines familiar routines and social net-
works that provide a sense of continuity, support, and meaning to peo-
ple’s lives. Even when entire groups relocate together in the crisis of war,
they may no longer function as a community. There may be no commu-
nity meetings, little collective planning and action, disruption of leader-
ship and organization, and a pervasive sense of uncertainty and hope-
lessness.

Life in settlement areas and camps is typically desperate, isolating,
and boring (cf. Ager, 1999). In numerous war zones, the authors have
talked with people who report feeling despondent, helpless, and apa-
thetic in situations of displacement. Facing shortages of food, water, shel-
ter, and other necessities, people often fend for themselves and their
families, eroding further the communal fabric. Not infrequently, camps
and settlement areas are difficult to reach or located in areas that are
dangerous, and this isolates displaced people from outside services and
supports. Even when basic needs are met, apathy and hopelessness may
prevail. With normal social roles and activities suspended and with little
opportunity for excitement and development, people often lose their
sense of self-efficacy, sink into a pattern of listlessness and dependency
on outside agencies, and focus on their losses and despair. In manyv
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camps, there is little to do, and children spend large amounts of time
idling, thereby putting them at risk for engaging in a variety of destruc-
tive activities. In this sense, living in a camp or settlement area can be
psychologically debilitating in itself.

Moreover, tension and fighting often occur at the community level.
In rural Angola, destructive conflict often occurs when displaced people
move into an area beside a relatively stable community, increasing pres-
sure on local resources. Displaced people are often marginalized and
denied access to basic services. Within settlement areas, fear and suspi-
cions may arise as people who had been dominated by UNITA and iso-
lated for decades now live beside people who had lived in government-
controlled areas and who come from a different ethnic group.

Micro-systemically, war may produce extensive damage and loss of
social and economic supports. Parents, family members, and friends may
be killed or wounded. The authors’ observations in diverse war zones
indicates that parents, overwhelmed by their war experiences and cur-
rent situation, may lapse into ineffective parenting or may be in a poor
position to make good decisions about their children’s well-being. Not
infrequently, children spend large amounts of time without adult super-
vision or protection. Displacement may tear children away from friends
and rob them of the support they had had from a favorite teacher or un-
cle. War amplifies poverty, increases economic stresses on families, and
robs people of productive employment, farming, and social roles.
Among displaced people in Angola, we have observed that overcrowd-
ing and lack of privacy is a significant source of stress and conflict within
and between families.

As stresses accumulate, the risks of family violence increase (Wolfe,
1987). In war zones, the impact of family violence on children may be as
severe as that of political violence (Garbarino & Kostelny, 1996). In addi-
tion, family violence, which relates to accumulated war stresses and un-
healed trauma, can be intergenerational (Widom, 1989) —particularly in a
situation in which harsh corporal punishment is normative and viewed
as a necessary method for teaching obedience and respect. Detrimental
effects of chronic and cumulative war-related stress on peer interactions
also occur. Competing in desperate circumstances, older, larger children
may use violence as a means of obtaining scarce resources, such as food,
from younger children. Play, too, is affected. On streets throughout An-
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gola, we have frequently observed children acting out fighting scenes
like those they have witnessed.

In this context, a mental health focus is too narrow, individualistic,
and deficits-focused to provide an appropriate point of entry for inter-
vention work (Ahearn, 2000). A stronger approach is to focus on com-
munity mobilization and children’s well-being, defined in a holistic
manner that includes physical, cognitive, emotional, social, and spiritual
elements. In particular, a high priority is to support children’s resilience
by empowering the community to strengthen basic care and supports for
children (Boothby, 1996; Gibbs, 1997; Wessells & Monteiro, 2001). Often,
engagement around meeting children’s needs helps to reestablish a col-
lective focus, build cooperation, and increase hope among community
members. As communities take steps to care for their children, they re-
gain the sense of control that traumatic experiences undermine, and this
sense of self-reliance provides a platform for longer term development
and movement beyond a crisis, reactive mode (Wessells & Monteiro,
2001).

To mobilize communities, it is important to work through local net-
works of influence and action that are pre-existing and sustainable.
Rather than trying to mobilize everyone, a more strategic method is to
identify and work through key community members who can function
as leverage points for collective action and planning, and who can enable
the systemic change that benefits children and strengthens communal
and family patterns of nonviolence. Often, it is midlevel leaders who are
in the most favorable position to effect social change (Lederach, 1997)
and who, in this sense, can serve as key leverage points. At the commu-
nity level, traditional leaders, councils of elders, groups of influential
women, and church leaders are among those who represent key leverage
points for helping to stimulate collective planning and action on behaif
of children.

Focus of Intervention

The project, which was part of a much larger program focused on youth,
used a community-based approach to support displaced people, who are
among the most vulnerable in Angola. The project addressed five key
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problems: community disruption and destabilization, material depriva-
tion, weak supports for children in camps and settlement areas, destruc-
tive conflict between displaced groups and relatively stable communi-
ties, and inappropriate supports for orphans.

Community Disruption

To enable displaced groups to get back on their feet and function as
communities, the project sought to empower communities and to enable
collective planning and action on behalf of children. A key strategy was
to valorize and work through traditional leadership, which had been
marginalized during colonial rule, and to demonstrate respect for local
values and resources. Traditional leadership was valorized by holding
initial meetings with the traditional chief (soba) and elders of the com-
munity. Respect for local values and resources was demonstrated
through meetings with traditional healers and discussions about local
beliefs in which CCF staff affirmed the value of local rituals of healing
and cleansing. This helped to build trust among community participants
and to strengthen the sense of shared cultural identity, which increases
solidarity and provides a foundation for collective meaning and confi-
dence (Honwana, 1999; Volkan, 1997). Consultation with local chiefs and
elders opened the door for subsequent meetings with influential women,
parents, and teachers. These meetings raised awareness about children’s
needs, and also began the process of collectively taking stock of how to
support children.

Material Deprivation

For displaced people, psychosocial stress is intimately connected
with material deprivation and living in circumstances of poverty and
destruction (Eyber, 2002). Making material improvements is a key step
toward community empowerment and well-being. In fact, local leaders
said it was difficult to act as a community since they had no appropriate
meeting place. Traditionally, rural Angolan communities meet in a jango,
a circular hut built with lodgepoles and a thatched roof, that serves as a
community center and a Court of Justice where local issues are discussed
and disputes heard. Meeting there is itself a way to honor tradition and
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draw on the strength of the ancestors. Accordingly, CCF partnered in
building the jangoes, with the communities supplyving the labor and CCF
providing the materials. CCF staff also supported the communities in
planning regarding children and advising on the development of play
spaces and supervision for children’s activities. CCF facilitated the con-
struction of community playgrounds for children, and in some areas, the
construction of schools.

Weak Supports for Children

The war had pushed children’s issues to the margins, and elders and
parents showed low levels of awareness about the needs of vulnerable
children, creating a need for sensitization about children’s issues and
means of supporting children. To end the idleness commonly observed
in camps and help to restore a sense of normalcy and continuity for chil-
dren, the project organized structured activities for girls and boys, with
an emphasis on school-aged and adolescent children. Although Angolan
children typically assist with household tasks and often trv to contribute
to household income, play is also a significant part of their development.
Normalizing activities, which often consisted of traditional songs,
dances, and games, were organized for children by Angolan adults who
themselves knew and valued the activities. They also included activities
such as drawing, which, like singing and dancing, enables emotional
expression. The project emphasized social integration and group activi-
ties such as soccer and playing games. By building plavgrounds, the pro-
ject sought to enable play, which helps develop physical and social com-
petencies and nourishes positive interactions between children and
adults. In addition, because adolescents identified illiteracy as a signifi-
cant problem, the project provided basic literacy courses for young peo-
ple which were taught mostly by local teachers or former teachers.

Prevalence of Destructive Conflict
At various levels, conflict has become so normalized in Angola that a

strong need exists for the creation of skills and opportunities for nonvio-
lent conflict resolution. To help reduce normalized violence, structured
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play activities for children and sensitization dialogues with adults em-
phasized nonviolent methods of handling conflict. Where displaced
groups lived near relatively stable communities, and tensions existed
between them, the project attempted to reduce conflict by enabling coop-
eration between the groups—such as, by working together to build a
shared playground for children. This approach embodied the psycho-
logical method of cooperation on superordinate goals as a means of re-
ducing intergroup conflict (Sherif & Sherif, 1969).

Inappropriate Support for Orphans

Significant numbers of separated and orphaned children in Angola
have been placed recently in orphanages and foster homes where crowd-
ing, understimulation, and other problems create an environment that
does not meet children’s needs well. Although few accurate data exist,
there are repeated reports of mothers abandoning their children to or-
phanages in hopes that their children will be better fed. In collaboration
with Save the Children/UK, CCF lobbied for child supportive policies,
such as intensified efforts to reunite these children with their nuclear
families, with the extended families that remain a powerful support
network for children in Africa, or with selected foster families. CCF also
sought to train orphanage staff on children’s psychosocial needs and
how to assist children through activities such as drawing, singing, in-
formal education, and enabling a sense of individual identity and self-
worth.

Implementation

The project was implemented from March of 1999 through December of
2001, before the achievement of the recent ceasefire. The main project
sites were 15 IDP camps and informal settlement areas in Luanda and six
war-affected provinces—Benguela, Bie, Huambo, Huila, Moxico, and
Uige—where there were large numbers of displaced people. However,
the war situation demanded considerable flexibility and willingness to
respond to emergent needs. Guerilla attacks in rural areas drove large
numbers of people into province capitals such as Kuito (capitol of Bie
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province) and Huambo (capitol of Huambo province), where there was a
secure perimeter of approximately 50 kilometers. As the security of the
situation permitted, work was extended to Kuito and Huambo. How-
ever, throughout the project, security remained a major concern and lim-
ited the placement of permanent staff in some of the highest need areas,
such as Huambo.

A second challenge to project implementation concerned the diver-
sity of the social structures and situations of displaced groups. In Kuito,
many groups had fled together from the conflict-torn rural areas and
retained in the camps and settlement areas some of the traditional lead-
ership structures and sense of solidarity with their neighbors. In Luanda,
however, the situation was quite different. Many individuals had fled on
their own to Luanda, while others, who had begun their emigration to
Luanda in a group, had become separated en route. As a result, the IDP
camps and settlement areas in Luanda often included a mosaic of people
from different regions and ethnic groups. Few community networks or
local groups existed, and those that did exist were typically through the
local churches (Robson, 2001). Many people did not know their
neighbors well, and there was little sense of cultural solidarity. Despera-
tion and competition between households for scarce resources increased
the isolation. The net result was a weak social foundation for commu-
nity-based work in Luanda.

To achieve scale and sustainability, the project used a dual strategy
of mobile training and integration of psychosocial aspects into ongoing
program activities. Because the project areas were unstable, geographi-
cally dispersed, and difficult to reach, CCF decided to work via a mobile
team of two Angolan trainers who had extensive training skills and who
were in a good position to bring forward the lessons learned from the
previous psychosocial projects. These trainers made 1-week visits to each
of 15 IDP camps and settlement areas to build positive community rela-
tions, provide training, and enable start-up activities for children. Subse-
quently, the trainers made regular follow-up visits, security permitting,
to provide continuing support for the trainees, to help them consolidate
their learning, and to advise them on how to handle problems that arose
in implementation. With respect to training, the project used a lavering
strategy that provided multiple levels of expertise. The mobile trainers
had been trained by a five-person Angolan national team (CCF staff),
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who had received extensive psychosocial training from international and
regional consultants. The national team also provided regular support
and advice directly to the mobile training team.

High costs and security concerns prohibited the establishment of lo-
cal CCF teams in each camp to work with children. In addition, the pro-
gram sought to build local capacities for assisting children. Already in
the camps there were a variety of groups—such as local NGOs, interna-
tional NGOs, church groups, and government agencies—that provided
assistance such as food relief, emergency feeding, and health services.
Too often, however, such humanitarian groups conduct their work in a
manner that promotes dependency and does little to support children.
CCF chose to train selected workers in local NGOs, churches, and agen-
cies on children’s psychosocial development, the impact of violence on
children, and how to assist war-affected children. The trainees were se-
lected through a process of consultation with the local groups and ac-
cording to their motivation to advance children’s emotional and social
well-being. Practically, the emphasis was on enabling the local staff to
integrate activities for children into their work or to conduct their work
in a manner more supportive of children. For example, an agency that
provided food might learn how to invite young people to participate in
food distribution or to organize expressive or socially integrative games
for children as the adults collected the food.

Assistance to IDPs

The implementation process began with a participatory situation as-
sessment that used a funneling strategy. Initially, information was col-
lected on a wide array of geographical areas in Angola, followed by pro-
gressive narrowing and focus on areas that had high concentrations of
IDPs, high levels of need, and a paucity of psychosocial assistance avail-
able. At the grassroots level, the strategy was to use rapid assessments
that avoided raising community expectations too high and linked talk
with assistance, because groups in difficult circumstances lose faith in
outsiders unless they see tangible benefits relatively quickly. Using key
informant interviews and focus group discussions, the participatory as-
sessment collected qualitative information about the local community,
children’s emotional and social situation, people’s social networks, and
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key people and groups who supported children. Although not highly
detailed, the assessments provided social maps of the most vulnerable
groups, child supportive networks, and local actors in an optimal posi-
tion to offer sustainable assistance. The latter were selected for subse-
quent training.

Once key people from local NGOs, churches, government agencies,
and the IDP group itself were identified and recruited for participation
in the project, project trainers conducted week-long training seminars for
groups consisting of approximately 20 trainees. The seminar topics in-
cluded children’s healthy psychosocial development, the impact of war
and displacement on children, traditional and Western means of healing
and assisting children affected by violence, and nonviolent conflict reso-
lution. The importance of treating people with respect was a central
theme because displaced people are often treated in a disrespectful man-
ner. Among the displaced, norms of respect have weakened.

The training seminars used a highly participatory methodology that
included dramatizations; group reflections on the past, present, and fu-
ture; and discussions about traditional healing and the importance of
Angolan culture. Because most participants were illiterate, the training
methodology employed visual aids and metaphors while avoiding ab-
stract, written material. For example, to illustrate the devastating effects
of war, the trainer gave each trainee a large sheet of paper and asked him
or her to spend 2 minutes tearing it up, which most trainees did with
considerable enthusiasm. Next, the trainer asked the trainees to spend 15
or 20 minutes putting the paper back together, an activity that elicited
much frustration. Following the activity, trainees discussed how easy it
is to destroy something that has unity and integrity and how difficult it
is to rebuild following extensive destruction. Applving this metaphor to
Angola, they appreciated the importance of the prevention of further
community destruction and of moving beyond crisis and survival modes
of operation.

A second example of the training methodology concerned the link-
age of past, present, and future in regard to the impact of severe corporal
punishment, which is practiced widely in Angola. Rather than lecture on
the damage done by beating children, the trainer asked the trainees to
close their eyes and think back to a time when they were small children,
had done something deemed wrong, and were being punished by their
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parents. Next, the trainer asked the trainees to describe how they felt.
Typically, they answered that they felt small, helpless, afraid, and upset.
Using silence to create a space for reflection, the trainer sat quietly. Most
often, one of the trainees broke the silence with an excited report reflect-
ing an “aha” type of insight. One trainee, for example, exclaimed, “Oh
my God, that’s what I'm doing to my children now!” Such reports trig-
gered discussions of how child-rearing practices get transmitted across
generations. They also provided a platform for discussing how children’s
behavior could be managed without use of violence.

Following the seminars, the trainers made follow-up visits twice
each month to provide support and advice on handling difficult situa-
tions. If, for example, a trainee reported that particular children were
fighting, the trainer would help to identify a strategy for preventing and
containing the fighting. Similarly, if an NGO worker said that he was
unsure how to provide activities for very young children brought by
their mother to a feeding center, then the trainer would advise on age-
appropriate activities. Not infrequently, the trainers made suggestions
regarding how to assist childreri who exhibited particular problems such
as a high level of withdrawal.

The project trained 795 adults, 110 of whom were staff of national or
inter-national NGOs. These staff subsequently worked to integrate their
learning into their ongoing work and to provide normalizing activities
for children. These activities were documented through trainee reports
and descriptions, reports from adults in the area, and direct observation
during follow-up visits by trainers. For example, an NGO worker, who
provided therapeutic feeding for malnourished children, organized play
activities for children who accompanied their mothers and sick siblings
to the center. Similarly, adult trainees from the IDP group organized, on
a volunteer basis, normalizing group activities such as soccer games. In a
settlement area where there had been little to do, these games drew
huge, animated crowds who cheered on the children. To facilitate emo-
tional expression and reintegration, trainees also organized drawing and
drama activities.

Initially, the trainees attempted to count the number of children who
participated in the normalizing activities. However, this approach soon
proved to be impractical since, amidst the boredom and previous lack of
activity in the areas, the initiation of an activity typically brought out all
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the area children in the camp who then took turns observing and partici-
pating. Because all the children in the targeted age groups participated,
the total number of participating children—which was over 17,000 —was
estimated on the basis of the total number of children in the relevant tar-
get groups in the camps. Although the quality of activities and adult-
child interactions could have been higher had there been fewer partici-
pants, one should not underestimate the importance of engaging large
numbers of children in play and normalizing activities under such diffi-
cult living conditions. In addition, in numerous camps, the project pro-
vided basic literacy courses to build life skills for youth and engaged 166
young men and 200 young women in these courses.

As part of the situation assessment, the trainers convened discus-
sions with community leaders, teachers, youth group leaders, and others
to sensitize the local community to the situation and needs of children.
These discussions, coupled with those sparked by the training seminars,
generated ideas about community projects, such as the construction of a
playground, a school, or a jango that would benefit children. The mobile
team encouraged planning of these projects and negotiated a partnership
approach wherein the community donated the labor while CCF donated
materials and transportation. By its midpoint, the project had assisted
with more than 25 such community projects. Whenever possible, CCF
enabled dialogues and cooperative activities between displaced groups
and relatively stable communities, which typically had more resources
and often marginalized recently displaced people.

Assistance to Orphans

The mobile training team conducted training seminars for the staff
who worked in orphanages and centers where separated children lived
in groups under adult supervision. Training focused on children’s psy-
chosocial needs, such as the need for individual identity, which could be
supported by enabling children to have their own clothing and beds and
to decorate their own personal space. In addition, staff were encouraged
to facilitate and support the interaction of the children, many of whom
had little knowledge of the social world beyond the orphanage, with
community members outside. Staff also learned about how to implement
activities suited to the developmental needs of children in different age
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groups. At its midterm, the project had trained 94 staff members of cen-
ters for orphaned children. Following the training, the mobile team made
periodic visits to the staff to provide follow-up support.

CHALLENGES AND LESSONS LEARNED

This project brought forward numerous lessons that reflect the ecological
systems framework and have implications for psychosocial assistance to
refugees and displaced people in other settings. First, we found that the
use of a mobile team enables provision of support in the broad, flexible
manner demanded by a complex emergency. The team’s mobility was a
powerful asset, since displaced people were spread out geographically
over a very wide area. During the project, some areas became too dan-
gerous to access, while others opened and harbored large numbers of
displaced people. As these changes occurred, the mobile team adapted
accordingly, providing support in a timely manner where it was possible
to do so, while avoiding the exposure of staff to excessive security risks.

Second, although stand-alone psychosocial programs can be useful,
they are limited by their failure to meet the wider array of needs in a war
zone. Understandably, hungry people often seek food before they seek
emotional and social support. When psychologists arrive in a camp, they
may be greeted by hundreds or thousands of people who eagerly seek
food and who are puzzled and frustrated when none is provided. This
project addressed this problem by training people from different NGOs
that provide material assistance, thereby enabling the integration of psy-
chosocial and material support. This approach also aided sustainability
in the sense that the NGO staff who were trained had a long-term pres-
ence in camps and settlement areas and a long-term commitment to con-
tinuing the activities on behalf of children.

Third, the strengthening of cultural supports increased the efficacy
of the project. The engagement of elders, the support for traditional
planning processes conducted inside the jango, and the respect demon-
strated for local culture helped to overcome the helplessness and despair
associated with the colonially implanted sense of collective inferiority of
local culture and people. Belief and pride in one’s own culture can pro-
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vide a sense of continuity and psychosocial support amidst rapid
changes.

The fourth lesson is that emergency and long-term development
work can be bridged effectively, thereby avoiding the gap between relief
and development that sometimes marks humanitarian efforts. In this
project, collective planning and action provided that bridge. Too often,
displaced people are treated as victims or beneficiaries who cannot effec-
tively control their own circumstances. In this project, displaced people
learned to organize themselves and to restart the processes of collective
planning and action that are the foundation of long-term development.
By facilitating collective planning, the project helped to bring together
groups of people who had been fragmented from each other and to build
local linkages, strengthening the social foundation for following the
peace agreement signed on April 4, 2002. As large numbers of Angolans
resettle or return home, the need for attention to displaced people will
remain strong. A central part of this work will be the support of collec-
tive planning and action, which is vital to Angola’s long-term task of
peace-building.

EVALUATION

The training seminars had numerous important effects, which were
documented through the administration of pre- and posttests in the ap-
propriate local language. Administered by trainers in one-on-one inter-
views to a random sample of trainees immediately before and following
a week-long training seminar, these tests evaluated the scope and depth
of knowledge of topics, such as emotional factors that contribute to chil-
dren’s healthy development and the benefits for children of conducting
death ceremonies for :he deceased. Trainees showed significant increases
in their ability to identify important emotional factors—such as love, re-
spect, communication, and attention—in children’s healthy psvchosocial
development. In addition, training resulted in substantial increases in the
ability to identifv activities such as music, song, games, and traditional
treatments that can help children affected by war. Significant increases
also occurred in participants” awareness of the positive benefits to war-
affected children of conducting culturally appropriate death ceremonies.
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Further, trainees showed increased awareness of the value of apology,
forgiveness, and listening as part of the nonviolent management of con-
flict. One trainee, who had watched children fight over a ball made of
stockings (few commercially made balls are available in rural areas), re-
ported:

... children from my area used to fight a lot. I personally used to
watch said conflicts prior to the seminar and never bothered my-
self. Now, after the seminar, [ have started to recognize that chil-
dren were practicing violence, and I resolved the problem very
easily. I made another stocking-ball for them and they all now
play without problems.

Overall, trainees showed as much learning about traditional meth-
ods as about Western methods that emphasized emotional expression.
Trainees also reported that they had acquired through the seminars an
increased awareness of and respect for local traditions, enhanced aware-
ness of the needs of displaced children, and a better understanding of
how to support displaced children.

Numerous challenges made it difficult to conduct a formal evalua-
tion. First, as the numbers of displaced people increased and as word
circulated that CCF was providing valuable support, demand for assis-
tance from the mobile team increased, creating the difficult choice of
whether to devote project resources to assistance or to evaluation. Con-
ceptually, this is a false dichotomy, since the provision of quality assis-
tance and careful documentation of what works should be complemen-
tary endeavors. Practically, however, there are limits on how much a
training team can do. In light of the dire needs of displaced people in
Angola, the team decided to enlarge the scope of its assistance rather
than document fully the impact of its intervention. Second, the Angolan
team lacks expertise in the use of qualitative methodologies of the kind
that are best suited to documenting the psychosocial impact of this type
of program. In the long run, CCF plans to address this situation by ex-
panding the number of staff who work with displaced people and by
providing evaluation training and support from members of its global
Technical Assistance Group.
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Nevertheless, the project has conducted ongoing monitoring of post-
training activities, and it has also collected impact information through
group discussions with trainees, parents, elders, and community people.
In addition, the trainers have observed directly the various activities and
behavior of participant children. Although triangulation methods have
been used to some extent, the data are best regarded as primarily anec-
dotal and preliminary.

With regard to children, the project appears to have increased sig-
nificantly the levels of social activity and integration of children in par-
ticipant communities. The extensive participation in structured activities
reduced the previously widespread idling and apathy that had placed
children at risk of engaging in damaging activities such as crime. As
children engaged in soccer and other group activities, they learned pat-
terns of cooperation, communication, and nonviolent conflict manage-
ment. Children who participated in the activities reported feeling more
hopeful, supportive of each other, and less inclined to make trouble and
disobey adults. Adults reported that through recreation on playgrounds,
children fought less with each other and spent more time than they had
previously spent in safe environments. Adults also reported that their
relations with children had improved significantly through the positive
interactions that had occurred on the playground.

The work with orphans increased the awareness of staff and policy
leaders about the needs of orphans and the hazards of institutionaliza-
tion. Staff reported having an increased sense of orphans’ individuality
and their needs for stimulation and interaction with the outside world.
As additional waves of displacement occurred, there were increased
pressures to institutionalize children rather than to reunite them with
their extended families. Through dialogues with policy leaders, the CCF
trainers increased awareness of the importance of family reintegration.
Although few hard data are available, most child protection agencies
believe that this work with policy leaders has slowed the pace of institu-
tionalization of children.

In both small focus groups and larger, community discussions,
adults consistently reported significant increases in their levels of aware-
ness, organization, and empowerment. They reported that the dialogues
about children increased their understanding of and attention to meeting
children’s needs. NGO workers commented that they, as a result of the
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training, had implemented activities that made their feeding and mate-
rial assistance activities more participatory, interactive, and supportive
of children. Elders among the displaced reported that the planning of the
community projects had increased their social organization, reestab-
lished patterns of planning and action, and made them more hopeful. As
jangoes were constructed, the physical structures were seen as symbolic
of the process of collective reconstruction and organization. Elders said
that the respect shown for their traditional processes had helped to
strengthen their collective identity and to rekindle their belief in their
own ability to impact their circumstances. Through the facilitation of
collective planning and action, previously fragmented groups became
better organized and felt more empowered to govern themselves. Fur-
thermore, many adults said that the construction of playgrounds and
schools had made them feel, for the first time, important and equal to
people in urban areas who had long enjoyed access to such facilities. The
recreational and normalizing activities also helped to kindle a sense of
community spirit and engagement. As the public spaces filled with ac-
tivities, such as soccer games, people interacted more frequently with
their neighbors and took pride in participating in group activities. These
increased interactions are fundamental to the construction of social net-
works and the repair of civic society.

The project also had positive impacts in strengthening norms of
nonviolence and respect. In Cambila, Uige, the mobile team brought to-
gether the leaders of adjacent displaced and relatively stable communi-
ties to broker cooperative planning of a shared playground. The leaders
of both communities reported that this had been very useful in reducing
the tensions that existed and improving intergroup relations. Many dis-
placed people reported that the project had helped them to regain a
sense of their own dignity since people from NGOs and other groups
treated them with increased respect. In addition, discussions of mutual
respect increased awareness that Angolans comprise one people despite
the political divisions and ethnic differences. This sense of unity is vital
for the tasks of nation building that lie ahead.
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Sierra Leonean Refugees in Guinea:
Addressing the Mental Health Effects of
Massive Community Violence

Jon Hubbard and Nancy Pearson

This chapter describes a psychosocial program for Sierra Leonean refu-
gees living in camps in Guinea as it has developed over the past two and
a half years. The goal of the project is two-fold: to provide a mental
health intervention and to train refugees to become peer-counselors and
mental health resources in their own communities. The program is, by
design, a work in progress. It represents a collaboration between the
Center for Victims of Torture staff and the Sierra Leonean refugee com-
munity with whom we work in Guinea. The program may best be
viewed as the first step of a process that hopefully will have a lasting
impact on the post-war recovery of Sierra Leone.

Since 1985, the Center for Victims of Torture (CVT) in Minneapolis,
Minnesota, has been providing rehabilitation services to survivors of
politically motivated torture. Aware that most torture survivors in the
world are not seeking treatment in Western resettlement countries, but
rather remain displaced in their homelands or in refugee camps of

95



96 Hubbard and Pearson

neighboring developing countries, the Center has been exploring ways
to intervene with this vast and underserved population. In 1999, the U.S.
State Department presented the Center with an opportunity to develop a
program to address the mental health needs of refugees from Sierra
Leone residing in refugee camps in Guinea. This opportunity seemed a
good fit for the Center, as the majority of our clients were currently com-
ing from Africa, and we had served a significant number of West African
torture survivors during the 1990s.

BACKGROUND

To understand the problems this program was developed to address, it is
important to describe briefly the sociopolitical context and conditions
that have led nearly a half-million West Africans to seek refuge in
Guinea and which continue to impact the lives of the people of Sierra
Leone.

Sociopolitical Context

Sierra Leone, a country of approximately 4.5 million people, is com-
prised of fourteen ethnic groups following a variety of Islamic, Christian
and animist traditions (Coomaraswamy, 2002). The country gained inde-
pendence from Great Britain in 1961. Yet, despite rich mineral and hu-
man resources, the country began a process of decline, and “by 1990, 82
percent of the population lived below the poverty line, and Sierra Leone
had one of the most skewed income distributions in the world” (World
Bank Group, 2002, p. 1).

In his 1998 testimony to the U.S. House of Representatives Subcom-
mittee on Africa, John Earnest Leigh, Sierra Leone’s Ambassador to the
United States, stated that the roots of the declining situation in Sierra
Leone could be found in over three decades of political, social, and eco-
nomic difficulties. These included “misrule, corruption, military coups,
civil war, plunder, carnage, mayhem and the collapse of civil society,”
and resulted in continuing challenges for national restoration (Leigh,
1998).
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The first influx of refugees from Sierra Leone into Guinea began in
March of 1991 (Van Damme, 1999) as a result of attempts by the Revolu-
tionary United Front (RUF), backed by Charles Taylor’s National Patri-
otic Front for Liberia (NPFL), to overthrow the ruling party of Sierra
Leone, the All People’s Congress (APC) regime headed by Major General
Joseph Momoh. Although the RUF’s stated program was to fight for de-
mocracy and fair distribution of resources, they actually conducted sys-
tematic and brutal assaults on the civilian population, and used their
control over the diamond-producing region to illegally sell diamonds,
timber, and other resources to support the on-going conflict (Rice, 1999).

In 1992, the APC was overthrown in a popular military coup led by
Captain Valentine Strasser who formed the National Provisional Ruling
Council (NPRC) government. This regime was soon fraught with corrup-
tion, and when the RUF gained significant territory and was closing in
on Freetown in 1995, the NPRC hired the Executive Outcomes (EO), a
mercenary firm. The EO successfully pushed the RUF back to their base
camps and restored security to most of Sierra Leone (Rice, 1999). Elec-
tions were held in 1996, with President Ahmad Tejan Kabbah and a 5-
party Parliament elected to power. Subsequently, strides were made to-
wards peace, and a Peace Agreement, known as the Abidjan Accord, was
signed with the RUF later that same year (Leigh, 1998).

This was, however, a short-lived peace. In May of 1997, elements
within the Sierra Leonean Army (SLA)—called the Armed Forces Revo-
lutionary Council (AFRC)—overthrew the Kabbah government. The
leader of the AFRC, Major Johnny Paul Koroma, invited Foday Sankoh,
leader of the RUF, and other RUF officials into his government (Berman,
2000).

In June of 1997, the Revolutionary United Front (RUF) made a state-
ment of apology to the nation saying:

For the past six years or so, we have been living in an environ-
ment of hatred and divisiveness. We looked at our brothers and
killed them in cold blood, we removed our sisters from their hid-
ing places to undo their femininity, we slaughtered our mothers
and butchered our fathers. It was really a gruesome experience
which has left a terrible landmark in our history. . .. In the proc-
ess of cleaning the system, however, we have wronged the great
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majority of our countrymen. We have sinned both in the sight of
our Sierra Leonean brothers and sisters, for all the terror and the
mayhem we unleashed on you in our bid to make Sierra Leone a
country that all Sierra Leoneans would be proud of. (RUF, 1997,
paragraphs 1-2)

Despite public apologies, however, the AFRC/RUF regime proved to
be as brutal as their fighting had been. The Economic Community of
West African States (ECOWAS) mobilized in order to oust the
AFRC/RUF regime. The ECOWAS Monitoring Group (ECOMOG), first
established in 1990 to bring peace in Liberia, was mandated to intervene
in Sierra Leone and re-installed President Kabbah in March of 1998, ten
months after he had been deposed (Berman, 2000). This horrific period
resulted in Sierra Leoneans fleeing into Guinea and Liberia, making up
the largest refugee population in the region, with numbers fluctuating
from 330,000 to 410,000 (United Nations General Assembly, 1998,
March).

The AFRC/RUF forces regrouped once again and attacked Freetown
in January of 1999. ECOMOG was able to reverse the takeover of Free-
town, but only at great cost to human life and property.

In the month of January 1999 alone, over 4,000 children were ab-
ducted during the incursion of the RUF and the Armed Forces
Revolutionary Council (AFRC) into Freetown. It is estimated
that 60 percent of abducted children were girls, the vast majority
of whom are reported to have been sexually abused. . . . Over 3
million Sierra Leoneans—two thirds of the total population—
have been displaced by war within and outside their country,
more than 60 percent of them children. . . . Many children are
suffering from serious psychosocial trauma. (United Nations
General Assembly, 1999, 54 Session, Paragraph 13)

Reports regarding the devastation to human life and resulting
trauma from the war vary greatly. In 1999, the United Nations High
Commissioner for Human Rights reported: “It is estimated that 4,000
people have been hospitalized with amputation wounds, 50 percent of
them women. It is estimated that for every person hospitalized, four oth-
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ers suffered severe injuries but did not get hospital treatment. In January
1999, between 5,000 and 7,000 people were killed in Freetown alone”
(United Nations General Assembly, 1999, October 1, paragraph 13).

Once again, ceasefire and peace negotiations were undertaken in
Togo and eventually resulted in the signing of the Lomé Peace Agree-
ment on July 7, 1999 (Berman, 2000). The Lomé Agreement included
provisions for amnesty as well as the disarmament and demobilization
of combatants, including child soldiers who were estimated at more than
10,000 among the three main fighting groups: the RUF, AFRC and the
Civil Defense Force (CDF) (United Nations General Assembly, 1999, Oc-
tober 1, paragraph 131). riowever, the conflict resumed yet again in May
of 2000 with RUF attacks, detention of UN peacekeepers, and eventually
cross-border fighting into Guinea and Liberia. There was an extensive
use of child combatants by all sides (RUF, AFRC/ex-SLA, and CDF) of
the contlict during this period. At times the rebels controlled up to 70%
of the territory, making movement in any direction extremely hazardous.
This period culminated in another ceasefire agreement—the Abuja
Agreement—which provided a monitoring role for the United Nations
Observer Mission to Sierra Leone (UNAMSIL) (UNHCR Global Report
2000, 2001).

Armed border incursions from Sierra Leone into Guinea, during the
period from August of 2000 to January of 2001, resulted in ongoing ex-
posure of the refugee population to human rights abuses by rebel forces,
as well as local and government forces within Guinea (OHCHR, 2001).
Fear resulting from instability at the border and from within Guinea led
to the voluntary repatriation of many refugees back to Sierra Leone. At
the close of 2000, Guinea was still host to the second largest refugee
population on the African continent, which included an estimated
309,100 Sierra Leoneans. In addition, there were 300,000 internally dis-
placed persons (IDPs) within Sierra Leone, along with 40,900 refugees
who had returned home (UNHCR Global Report 2000, 2001).

Currently, there are an estimated 95,000 refugees remaining in
Guinea. The UNHCR has accounted for 90,000 refugee returnees and
estimates that 70,000 individuals spontaneously returned to Sierra Leone
without any assistance (OHCHR, 2002). Plans for-continuing the repa-
triation process of the remaining refugees in Guinea and other countries
in the region are in motion against the political backdrop of national
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elections in Sierra Leone having taken place on May 14, 2002. In addi-
tion, the process for the establishment of a truth and reconciliation com-
mission (TRC) and the creation of an independent special court for juris-
diction over crimes against humanity, war crimes, and other serious vio-
lations of international humanitarian law are underway (OHCHR, 2001).

Mental Health and Psychosocial Implications

In the summer of 1999, at the request of the U.S. State Department, the
Center for Victims of Torture conducted an assessment of the mental
health needs of refugees living in the camps surrounding Guéckédou,
Guinea. The State Department expressed concerns over reports of refu-
gees being too traumatized to take advantage of services or programs
being offered by international non-governmental organizations (NGOs),
such as Handicapped International and the American Refugee Commit-
tee (ARC). Examples were given of people being too depressed to bring
in their children to be fitted for prosthetics, to follow-through with medi-
cal treatments or to benefit from skills training.

The initial needs-assessment included discussions with NGOs al-
ready established and working in the camps, meetings with camp lead-
ers to discuss the problems facing refugees, and spending time in the
camps talking directly with people about their needs. NGO staff sug-
gested that, while many refugees were benefiting from social and voca-
tional training programs, a significant number were in need of specific
mental health interventions to make use of existing programs. The inci-
dence of mental health problems was never systematically assessed.
However, it was clear, based on the observed and expressed needs of the
refugees and the sheer number of people (approximately 400,000) in the
camps at that time, that there would be a greater need for services than
could possibly be addressed by our organization.

Psychological Trauma
Even for staff who work daily with survivors of torture, the scarred

bodies and stories of the refugees on such a massive scale was over-
whelming. The atrocities that have taken place in Sierra Leone are be-



3. Sierra Leonean Refugees in Guinea 101

yond comprehension (HRW, 2001; Reis, Amowitz, Lyons & lacopino,
2002). The number of refugees who have suffered trauma is generally
understood to be the entire population in varying degrees. As one per-
son expressed to us, “For every person directly victimized, there were 30
others who witnessed the atrocity or were made to actually perpetrate
it.” Most refugees witnessed atrocities of some sort, including watching
as their entire families was brutally executed, seeing dead bodies strewn
about, or witnessing family members or friends being raped or muti-
lated. Direct victims include those who have had their limbs amputated;
had the letters RUF or AFRC carved into their chests or arms; been
burned, mutilated, raped repeatedly; held captive as sex slaves for
groups of military men, or forced to do labor. The rebels abducted thou-
sands of children, and those who were made into child combatants
commonly were drugged, indoctrinated, and sometimes made to lead
invasions and massacres of their own towns, and in some cases, against
their own families. Girls as young as seven or eight were used as sex
slaves. Other girls as young as eleven are now pregnant as a result of the
massive rapes, or have given birth to babies they reject or for whom they
are unable to care. Perhaps one of the most horrific forms of torture in-
flicted on victims was forced cannibalism.

Clearly, Sierra Leonean refugees have experienced massive trauma
and loss, and their resultant suffering is evidenced by common expres-
sions of sadness, flat affect, lethargy, anxiety and social withdrawal, as
well as more severe mental health difficulties where symptoms have es-
calated to full-blown psychosis. Somatic symptoms such as headaches
and body pains are common; however, with health care scarce and dis-
ease rampant, it is difficult to know whether somatic symptoms have a
psychological or physical basis (de Jong, Mulhem, Ford, van der Kam, &
Kleber, 2000).

Population of Focus

Due to the massive scope of the traumas experienced by Sierra Leonean
refugees, interventions were designed to encompass the entire commu-
nity. However, the primary focus of the intervention program described
in this chapter is refugees whose experiences have resulted in significant
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mental health consequences that impair their ability to function in im-
portant daily activities. This project targets children and adults through
community-wide, group, family and individual interventions.

Individual and
family therapy,
Medical referrals

Level I

(men, women, chil-
dren)

Non-psychotic mental dis-
orders associated with significant
functional impairment or distress

Interventions:
Individual and family/community therapy
men, women, children)

Small group therapy (men, women, children)
Large outdoor activity group, (Children)

Community-level events (Adults)

Level I

Traumatic stress reactions that do not rise to the
level of disorder and other nonspecific problems
(e.g., mental fatigue, lack of trust)

Level I1I

Interventions:
Large outdoor activity group (children),
Community-level events (adults)

Figure 3.1: Levels of Impairment
and Modes of Intervention

© Center for Victims of Torture

Figure 3.1 presents a summary of mental health problems experi-
enced by Sierra Leonean refugees categorized in decreasing order of
functional impairment. At each level is a list of interventions we offer to
address each domain of problems. Level I of the pyramid represents
those refugees with psychotic mental disorders or who present with
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symptoms requiring medication or hospitalization. We are not staffed to
provide psychopharmacological treatment; however, medical referrals
are made whenever possible. Other interventions we provide at this level
include individual and family therapy designed to educate, support, and
facilitate recovery, and community-wide psychoeducation about severe
traumatic reactions.Refugees who fall into Level Il of the pyramid repre-
sent the primary focus of the project described in this chapter. These
refugees present with severe depression, anxiety, traumatic stress symp-
toms, or somatization, and they often exhibit significant decrements in
social or occupational functioning or experience severe distress. Small
group (10 to 12 individuals), individual, and/or family interventions are
used at this level.

Level III of the pyramid, which represents those experiencing the
least psychological and functional impairment, comprises the majority of
the refugee population. Interventions we utilize at this level include
large-group activities (sports and play) for children and community-
level events (e.g., psychoeducational dramas or traditional ceremonies).
These activities are primarily psychoeducational and/or incorporate tra-
ditional healing customs, and they are open to all refugees in the camp.

Specific numbers for each of these populations are not available and
are difficult to determine. This is, in part, because self-identification of
victims is oftentimes rare, especially in cases where the traumatic event
carries a stigma and risk of rejection from the community —such as in the
case of child combatants and those who were sexually assaulted (Reis et
al.,, 2002). Others simply are ashamed of what happened to them and
develop the coping mechanism of forgetting what happened, or lack
adequate levels of trust to reveal their traumas. Part of the work with
this population, then, is the development of trust and safety so that their
needs can be addressed and they can begin psychological healing. Also,
unless there is a compelling reason to provide treatment for a “special
population” (such as sexually assaulted girls), we try to treat everyone
within their larger peer groups. For example, we have found it useful to
treat child ex-combatants among their adolescent peers. Singling them
out for special attention only adds to their feelings of isolation and rejec-
tion from the larger community and reinforces their status as combat-
ants. As our goal is to reintegrate them with their peers, families and the
community, it has been useful to facilitate this process from the begin-
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ning. As issues surrounding their status as former soldiers arise, through
the ex-combatants themselves or their peers, feelings are shared and
processed in a safe and facilitated setting. This process provides the ado-
lescents with a model for the reintegration work that will need to take
place when these young men and women return to their villages in Si-
erra Leone.

INTERVENTION
Theory and Rationale

Our intervention model may best be described as flowing from an eco-
logical perspective—targeting the multiple levels of the individual, fam-
ily, and the community with appropriate interventions. The ultimate
hope is that the program will have a lasting impact on the larger Sierra
Leonean society by leaving behind a cadre of individuals with intensive
training on how to help individuals and communities recover from the
traumas of war.

We knew from the outset that we did not have the staff or resources
to meet the needs of all the people in the camps who could benefit from
mental health services; therefore, our model became one of capacity
building for the community. As such, the training of Psychosocial Agents
(PSAs)—peer counselors from the refugee community —became the core
component of our program. Should we be forced to leave suddenly, or
when the day comes that funding for our program runs out, the PSAs
will be the program’s legacy.

It is important to note that, while it is likely that the entire Sierra
Leonean population has experienced some degree of trauma, the Center
does not believe that all, or even most refugees are traumatized to an
extent that requires a mental health intervention to help them get on
with their lives. The Center agrees with others who have voiced concern
over pathologizing refugee populations and deeming everyone in need
of ‘treatment’ (de Jong, 1999; Summerfield, 1998). In our experience,
refugees tend to demonstrate remarkable resilience and most—given a
supportive environment and an opportunity to be productive—will re-
gain meaning and purpose and rebuild their lives. The Center adheres to
the belief that if given a “good enough” environment, people tend to
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move in a direction of resilience. However, there are individual refugees
with significant post-trauma mental health problems who are in need of
assistance in regaining their capacity for resilience.! Even if this group
represents only 5% to 10% of the refugee population around Gueckedou,
this could include 20,000 to 40,000 people in need of mental health ser-
vices. This is the portion of the population on which we are primarily
focused, and for whom simply providing social opportunities or skills
training is not enough. These are people who can benefit from therapeu-
tic mental health interventions to support and regain life functioning,.

In designing the Guinea Program, Center staff considered our own
experience treating West African torture survivors in Minnesota, the lit-
erature on mental health interventions in refugee camps and for dis-
placed persons (Cairns & Dawes, 1996; Kreitzer, 2002; McCallin, 1999;
Swiss & Giller, 1993; and van der Veer, 2000) and discussions with col-
leagues working in the area. We built the program around several prin-
cipals.

First, we believed that we needed to make a long-term commitment
to the project. We knew from our own work with torture survivors that
recovery from the kind of atrocities experienced by the people of Sierra
Leone takes considerable time. However, there was no local capacity
(e.g., treatment center or staff) to provide ongoing treatment. Refugees
were seeking assistance from traditional healers; however, the scope and
severity of the post-traumatic symptoms being exhibited appeared out-
side their treatment expertise. Therefore, to create the capacity within the
refugee communities to provide much needed mental health services, we
believed it would be necessary to maintain a permanent staff of expatri-
ate mental health professionals working year round on the ground until
there was enough demonstrated capacity among trained local staff to en-
sure that they could adequately run the program and provide the needed
services. We did this because we had observed that the most predomi-
nantly used model for mental health interventions in similar situations
was one in which professional expatriate staff (e.g., PhD or MD clinicians
or trainers) provided relatively brief training (several weeks to a month)

'We do not know all the reasons why some refugees are more severely affected by
trauma than others, but some risk factors may include previous trauma history, compro-
mised development history, chronic trauma exposure, inadequate personal coping skills,
and lack of adequate social supports.
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to local staff, and then left the trained paraprofessionals to run the pro-
gram. Unfortunately, when the professional staff returned after a period
of months to check on the program, things were rarely operating as
planned.

In addition, our intention was not simply to train Sierra Leonean
counselors in a model of “Western” psychotherapy, but rather, to create
a program that blended Western knowledge with local wisdom and un-
derstanding about trauma and recovery. As such, we would need to find
creative ways to join with the community and facilitate their input and
participation in all aspects the program from the initial needs assessment
and training of staff to the development of the intervention and evalua-
tion components of the program.

Finally, we knew that it would take considerable training and super-
vision to teach local staff the skills needed to become peer-counselors for
their communities. In the West, we require aspiring counselors to pass
significant educational and experiential requirements prior to being al-
lowed to provide psychological interventions. However, in refugee
camps of the developing world, there appears to be a belief (undoubt-
edly driven by scarce resources) that several weeks training and a man-
ual is adequate preparation for treating people who have experienced
massive trauma and have debilitating post-trauma symptoms. It was this
concern that led us to include an intensive and long-term training pro-
gram for the refugee staff as a central part of the program.

In the end, what was developed was a program to train a cadre of
refugee peer-counselors built around a mental health intervention. To
address the wide array of identified mental health needs, interventions
range from individual casework to community-wide activities. However,
for practical reasons (i.e., more need than we can provide individualized
services for), a majority of the program’s interventions are delivered
through small group therapy —which has proven to be an ideal setting
for training Psychosocial Agents. Occasionally, clients request or require
individual therapy—for example, when they fear rejection from the
community should their experiences become known. Family work is in-
cluded as an adjunct to or in place of group work when appropriate, and
Psychosocial Agents regularly visit the families of our clients to build
social connections and make links between the work done in group ther-
apy and the family environment. Psychoeducation and ceremonial
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events—such as cleansing ceremonies—are conducted at a community-
wide level.

Implementation
Process

The therapeutic interventions, particularly small group therapy,
provide the environment for training the Psychosocial Agents (PSAs)
who, in turn, allow us to reach more refugees by expanding our pro-
gram. When a significant number of PSAs are able to facilitate groups
and activities on their own, we recruit and begin training additional staff
(once or twice a year). In the end, the Psychosocial Agents are the most
important outcome or ‘product’ of the program. We have currently
trained about 80 Sierra Leoneans to be PSAs, with some of the original
trainees now having almost three years experience. While there is no cer-
tainty as to how many PSAs will pursue counseling as a career when
they leave our program, they all will be potential resources to their
communities when they return home. While, in practice, the training
components and therapeutic interventions are woven together, it is eas-
ier to describe them individually.

Recruitment and Training of Refugee Psychosocial Agents. The refu-
gees we train become long-term employees with our program and
counselors to their communities, and thus, recruiting the appropriate
people is very important. We go to each camp where we plan to set up
our program and post notices of job descriptions and requirements for
PSAs. Requirements of applicants include a written resume with a cover
letter stating their reasons for applying for this position and a descrip-
tion of the level of education completed, including a copy of the certifi-
cate of education if available. Applicants are selected on the basis of their
resumes and then sit for an examination. The purpose of the examina-
tion—which utilizes a case study—is to get a sense of the applicant’s
ability to be empathic and flexible, and to assess their natural counseling
skills. The written examinations are evaluated and rated independently
by several staff who then jointly select the top candidates. These candi-
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dates are then asked to participate in small group discussions (of 5-6
people per group) during which staff observe their ability to interact,
facilitate discussion, present ideas clearly, be respectful, listen to the
ideas of others, and work constructively as a team. Each group of candi-
dates is given the same question to be discussed, but the group deter-
mines the direction of the discussion. Observers rate candidates on their
performance, and the final selection of PSAs is made based upon the re-
sults of both the written exam and the small group experience.

Psychosocial Agents are considered to be in training the entire time
they work with the program. As they gain skills and take on new re-
sponsibilities, PSAs are promoted within the organization but they never
“graduate” from the program. We have found “certificates of training,”
which are granted plentifully in the area, to be difficult to interpret and
sometimes misleading. Unless you have direct knowledge of another
program’s curriculum and standards for participants, it is difficult to
know what is implied by having “completed the training.” Instead, PSAs
who are leaving our program for any reason (e.g., returning to Sierra
Leone or looking for a new job) are provided with individualized letters
that describe the type of training they have received, their length of em-
ployment, their area of specialization (e.g., therapy groups for children),
and the level of skill and knowledge they demonstrated through their
work. We believe that this approach not only supplies more accurate
information about what the PSAs learned in their time with us, but also,
because it rewards those who master their training and can demonstrate
their skills, it motivates learning in a way that simply awarding certifi-
cates does not.

Psychosocial Agents are brought together for their initial training
(approximately two weeks) outside of the refugee camps where they
have an opportunity to learn together and build group cohesion. The
initial training is conducted jointly by the expatriate staff and the train-
ing and mental health staff from CVT in Minneapolis. Having staff from
the Minnesota program participate brings a broader range of experience
to the training, allows for an exchange of knowledge between CVT’s
U.S.-based and overseas professional staff, and keeps the programs con-
nected as part of one organization. Forty PSAs were trained together
when the program first began. As this group increased their skills and
required less supervision from the expatriate staff, smaller groups of ap-
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proximately 15 to 25 new PSAs have been added. The training consists of
both experiential and didactic components covering a variety of basic
counseling skills and psychoeducation on the effects of war trauma. Top-
ics include basic listening and attending skills, interpreter skills (as Sierra
Leonean refugees speak a variety of languages), effects of war trauma,
and an introduction to assessment. In addition, time is spent during this
initial training exploring with the PSAs their own trauma experiences,
the impact of the ongoing conflict and displacement on their communi-
ties, and their cultural understandings of the effects of war. As the PSAs
are part of the community we are serving, insights into their beliefs
around trauma and healing are important to our program. Part of their
ongoing responsibility will be to integrate what they are learning from
us with their own knowledge and with the traditions and practices of the
larger community in an effort to move the program forward.

Throughout the year, PSAs are brought together for additional train-
ings—lasting from 1 to 3 days—to build on previous skills and learn new
skills as they become relevant. The idea behind having multiple trainings
spread out over time is to minimize the potential of overwhelming the
PSAs with more information than they can absorb at one time, and to
allow the PSAs to practice and master basic skills before more advanced
techniques are introduced.

The most important training, however, is the day-to-day modeling
and the “on-the-job” instruction and supervision the PSAs receive from
the professional staff. In the beginning, all the therapy, whether individ-
ual or small group, is conducted by the professional expatriate staff.
However, PSAs participate in the therapy in a variety of roles. To begin,
they participate much as clients would; however, they also act as inter-
preters between the professional staff and the clients. While English is
the official language of Sierra Leone, many refugees are much more flu-
ent in Sierra Leonean Krio or various local languages (e.g., Mende, Kissi,
or Kono) than they are in English. As such, groups are generally con-
ducted in English (the primary language of the expatriate staff) and then
translated by the PSAs into one (or more) of the local languages. The
PSAs continue acting as interpreters for an entire group cycle (approxi-
mately 10 to 12 weeks). In the next group cycle, PSAs work as co-
facilitators, and finally, in their third cycle, those who have demon-
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strated the necessary skills, begin to lead their own groups under the
guidance and supervision of the professional staff.

The on-going, intensive training of the PSAs during the group ther-
apy sessions takes place during:

1. Pre-session orientation—prior to each session, PSAs meet
with the professional staff person to discuss the goals and
objectives of the therapy session (approximately 1 hour).

2. In-session modeling—during the session, professional staff
model counseling and facilitation skills for the PSAs who
observe the interactions of the group (approximately 2
hours).

3. Post-session de-briefing—following the session, the profes-
sional staff meet with the PSAs to discuss what happened
during the session. An important aspect of the teaching role
of the professional staff is to be transparent about their proc-
ess, discussing what went well and what could have been
done differently. This is also an important opportunity for
professional staff to elicit valuable feedback from PSAs on
the cultural appropriateness of the interventions. PSAs are
asked to describe specific ways to make the material or in-
terventions more culturally appropriate (approximately 1
hour).

In our estimation, the use of pre-session orientation, in-session modeling,
and post-session de-briefing, as contexts for training and supervision of
the PSAs, is an extremely effective method for facilitating the develop-
ment of counseling skills among local staff.

Professional staff also provide weekly group supervision for PSAs.
They discuss general issues that have come up during counseling, dis-
cuss case studies, explore the PSAs’ personal reactions (e.g., vicarious
traumatization or re-traumatization) to what they have heard in their
sessions, and address other issues they may be facing in their work or
personal lives.
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Types of Intervention

The majority of the therapy for adults or children takes place in
small groups. Small group therapy is an important method in Western
approaches to treating survivors of trauma with similar trauma histories.
It is frequently used in Western countries because of its efficacy in treat-
ing diverse traumatized populations, such as African torture survivors
(Smith, 1998), survivors of sexual abuse (Herman & Schatzow, 1987) and
rape (Yassen & Glass, 1984), concentration camp survivors (Danieli,
1985), and war veterans (Parson, 1985). Small group therapy has been
used as an effective intervention strategy for assisting young refugees to
share their experiences with others, generate ways of affirming a sense of
self, increase feelings of self-control, normalize traumatic experiences,
and increase their trust in themselves and others (Victorian Foundation
for Survivors of Torture, 1996). Also, before our arrival to the area,
groups were being used in Guinea by Handicapped International and by
the International Rescue Committee (IRC) to provide assistance and
support to victims of amputation and rape in the Gueckedou area, and
these agencies reported that group work was accepted by the community
as a way to come together to solve problems and receive services. Com-
munity and group interventions are recommended as the treatment of
choice for African populations and other cultures that are collectivist in
orientation (Chester, 1992; Drees, 2000; Wessells, 1999). However, a wide
variety of clinical situations can necessitate individualized or family-
based intervention. These include a reluctance or refusal to participate in
groups due to issues of confidentiality (e.g., the presence of perpetrators
in the camps, extreme anxiety about sharing histories of abuse with other
group members, etc.), extreme withdrawal, and severe levels of psycho-
logical impairment that require an individual or family focus.

The primary intervention for children exhibiting psychological dis-
tress in response to trauma is to establish a safe and predictable envi-
ronment, and to allow them developmentally appropriate options for
integrating their memories into a clear sense of a valued self in a hopeful
universe (Ressler, 1993). In smali-group therapy, children have the op-
portunity to form multiple supportive relationships with therapists, Psy-
chosocial Agents, and other group members to do this work.
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A major form of entertainment in Africa is sharing stories and talk-
ing about life. For our intervention groups, we have drawn upon the fa-
miliarity of group sharing to facilitate the discussion of current life chal-
lenges facing group members. Discussion topics may include experi-
ences from the war that continue to bother group participants, recent
losses, or experiences in the camps. Groups are often gender-specific or
issue-specific, depending on the needs of individuals seeking treatment
at any given time. Traditional approaches of helping are incorporated,
such as the inclusion in the group of community leaders, elders, rituals,
and friends.

Communities often have difficulty acknowledging the psychosocial
impacts of atrocities, resulting in collective denial, increased isolation
and alienation of community members, and community disintegration.
The reversal of this collective denial is thus a crucial component of psy-
chosocial rehabilitation for torture survivors (Fischman, 1998). Commu-
nity-wide events provide opportunities for collective acknowledgement,
elaboration, and validation of the trauma. This type of intervention is
critical in addressing the collective or communal aspects of political
trauma, and treatment models that have arisen from clinical experience
in treating survivors of torture worldwide uniformly stress the impor-
tance of addressing trauma at the community level (e.g., Cienfuegos &
Monelli, 1983; Fischman, 1998). Several times a year we have helped the
community organize cleansing ceremonies. Cleansing ceremonies are
beginning to be used with war victims or combatants in a number of
post-conflict countries in contemporary Africa (e.g., Wessells, 1999).

What all these techniques have in common is that they involve peo-
ple coming together in groups to share their experiences and strengths in
an effort to process their traumatic experiences, reduce post-trauma suf-
fering (e.g., psychological symptoms and grief), and rebuild social con-
nections and support.

Examples of Techniques. Over time, through an interactive process
with the refugee community, we have incorporated a variety of tech-
niques into our programs. Some examples are:
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ROLE PLAYS

Role play and dramatic representation are methods commonly used
across cultures for telling stories, teaching, or expressing ideas, emotions,
and opinions. OQur program utilizes these techniques in a variety of
ways. They are often used as a method for training Psychosocial Agents
and for the professional staff to assess the level of Psychosocial Agents’
skills. Role plays also make psychoeducational material meaningful in
group activities with children and adults. Sometimes it is easier for cli-
ents to share their stories in the form of role plays than it is for them to
tell their stories in a direct, verbal way. For example, adolescents who
had participated in the therapeutic groups developed role plays which
they presented to the wider refugee community. In these role plays, the
youth acted out people coming to CVT’s program with common war-
related symptoms and problems and presented the process of receiving
help in therapy. This process appeared to be an active way for the ado-
lescents to translate and express to the larger community-their own ex-
periences with our therapeutic interventions. In doing so, they provided
valuable psychoeducation—and a good advertisement for the program—
helping the community understand what the program has to offer in a
way that they could easily understand.

USE OF RITUAL

Adult therapy groups are opened with Christian and Muslim
prayers (a common local practice for opening meetings) and frequently
the room is blessed with a broom and water. This is followed by several
songs. A calabash filled with water is placed in the center of the room
and a kola nut—one for each group member—is placed in the calabash.
These latter practices were developed by the members of our first inter-
vention groups. As refugees from many different ethnic and religious
backgrounds are represented in the therapy groups, it is not always clear
that the practices have the same meaning to all participants. But many
have expressed that the act of incorporating ritual into the groups makes
them feel connected and comfortable and may be more important than
the actual content of the ritual.

At times, group members have expressed the belief that some of
their problems are related to not having preformed particular traditional
ceremonies since arriving in the camps—for example, rituals of death or
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honoring or appeasing their ancestors. This has been noted by others
working with refugees and displaced persons (Englund, 1998; Harrell-
Bond & Wilson, 1990; Honwana, 1999). When this happens, our staff
works with group members to organize the appropriate ritual or cere-
mony that will serve their expressed needs or purposes. Frequently, both
professional staff and participants report a significant and positive shift
in the group following the completion of the ritual. Members may be
more relaxed, open, and ready to work together on finding new ways of
relieving post-trauma problems.

Incorporating traditional and ceremonial techniques into the therapy
process appears to make the intervention more culturally accessible to
many in the community. We learned, however, that it is important not to
make assumptions about the meaning or appropriateness of particular
ceremonies across members of a group (or from one group to the next).
For example, Sierra Leoneans represent a variety of spiritual or religious
beliefs, and some of the Christian members of our groups expressed se-
rious concern over the inclusion of traditional practices, such as ap-
peasement of ancestors, since they considered these practices to be sacre-
ligious. On the other hand, we have found that it is important to include
some type of ceremony in the groups. To overcome this contradiction,
we encourage group members to come up with their own ceremony —
that may or may not be based in past tradition, but that holds meaning
for them. For example, one group of men decided to celebrate the end of
their 12 weeks of therapy by inviting family and community members to
accompany them to the river with a boat one member had carved for the
occasion. Each member placed something symbolic to him in the boat
(e.g.. a leaf, a seed or a note) with a wish for the future. After placing
their wishes in the boat, they sent it off toward Sierra Leone while they
sang and waved. While the ceremony had no previous meaning for the
group members, it was an extremely moving experience for all who at-
tended.

Similar adjustments are required when community-wide activities,
such as cleansing ceremonies, are held. Cleansing ceremonies appear to
be a common practice across West Africa; however, the specifics of the
ceremonies vary from region to region, or even village to village. Most
include a community meal and a ritual ‘cleansing’ of individuals who are
seen as somehow contaminated by their experiences (e.g., child soldiers
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or rape survivors). The cleansing ceremony brings the community to-
gether to acknowledge events that have taken place and to allow them to
move forward (Honwana, 1999; Leslie & Millard, 2000). At the same
time, individual trauma survivors, who may be suffering as much from
feeling “dirty” in the eyes of the community as they are from the trauma
itself, receive a sense of relief from these rituals. Our role has been to
bring together local traditional healers, spiritual leaders, camp leaders,
and group members to organize these ceremonies to serve the needs of
various refugee camp communities and to supply the resources needed
to carry them out.

USE OF SOCIAL SUPPORT

Included in the adult small group experience is the expectation that
group members will take the time to visit each other between sessions.
The incorporation of an expectation of social support relieves each indi-
vidual member of the burden of having to specifically request visitors if
they feel the need for them, but also acknowledges, reinforces, and
draws upon the capacity of group members to give support to others in
the group who may be in need. The cycle of visiting among the women
of one group resulted in the development of a communal garden which
provided women who had previously been isolated from one another an
opportunity to build a social network, as well as a much needed method
of meeting family food needs. As individuals, they did not have the ca-
pacity or the resources to tend a garden; however, together they could
contribute the sufficient resources to till, plant, and harvest a communal
garden. Other “post-therapy” groups have included tie-dying and hair
dressing activities. These supportive group activities provide partici-
pants opportunities for reengaging in normal, daily endeavors—such as
meeting socioeconomic concerns —while maintaining and strengthening
new social connections.

CHALLENGES AND LESSONS LEARNED

One could easily devote an entire chapter to describing the challenges
and/or lessons learned in creating and implementing a program like this.
We learned quickly as we began setting up the program that everything
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we did had to be seen as part of our intervention and as something that
could either facilitate or undermine our efforts—often in unforeseen
ways. For example, rather than setting up makeshift quarters in the
camps, we started from the ground up. We wanted our program to be-
come an integrated part of the camp communities we were serving. We
enlisted community members to help clear the forest for children’s play
areas and soccer fields. In each camp, volunteers were organized to make
over 10,000 mud blocks which were used to build three traditional build-
ings—a staff office and child and adult therapy buildings. Occasionally,
the work would stop and the volunteers would threaten to strike if they
were not paid for their time. Over many years in the camps, community
members had become accustomed to being paid (with money or food)
for participating in any activity organized by an NGO.2 When the work
on the buildings would stop, meetings would be held to discuss how this
was going to be their community mental health center where members of
the community who were suffering from the war could get help. We had
frank discussions about how refugee camp life can breed dependence
and the important role self-motivation would play in rebuilding after
war. [t was not an easy process, and it took much longer than expected;
however, in the end, the construction of the buildings and the discus-
sions surrounding them connected us with the community in ways we
could have never predicted. By the time the site construction was com-
pleted, the refugees reported feeling that the program was their own and
took great pride in what they had accomplished. In addition to therapy,
the buildings” uses have included church services, community meetings,
and funerals. The building process was an intervention in and of itself.
On one day there were nearly 500 refugees working on buildings in the
camps. People expressed satisfaction in the work they were doing and
pride that they were creating a setting where their friends and family
who were suffering could get the help they needed.

We also learned the importance of having a skilled, full-time profes-
sional staff on-site, not only to train and provide services, but to guide
the program during times of crisis. One of the most fundamental chal-

’In one instance, adults who came together for a recreational inter-camp soccer
game refused to play unless they were provided food and T-shirts. The game had been
organized at the request of the refugees as a way to overcome boredom and enjoy them-
selves.
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lenges facing this sort of intervention is the need to constantly adapt the
program as conditions change—often quickly and quite unpredictably.
During the 3 years we have been in Guinea, we have had to evacuate our
staff numerous times due to rebel attacks and increased volatility in the
region. In September of 2000, the town of Gueckedou was destroyed in a
rebel attack that left as many as 300 Guineans and refugees dead. Our
compound was destroyed. Following this, the UNHCR determined that
the refugee camps were too close to the border and began relocating the
entire refugee population to camps further into the interior of Guinea.
We moved our operations inland to Kissidougou. Overnight the focus of
our work had to shift from “recovery therapy” to managing escalating
fears and situational distress as the refugee population was re-
traumatized. Professional staff met with Psychosocial Agents and devel-
oped a plan to address the changing needs of the refugee community. As
a consequence, the PSAs—utilizing the status and trust they had fostered
working in their communities—began holding groups that allowed peo-
ple to express their immediate fears, provided the community with in-
formation, and organized discussions around issues of repatriation as
fearful refugees debated the merits of returning home (rather than move
inland to new camps where they heard they would be surrounded by
Guinean military and an increasingly hostile Guinean population).

Setting up new camps meant moving thousands of refugees to small
Guinean villages that would never be the same. There were strong feel-
ings on both sides—by the refugees who were being told where they had
to live, and by the Guineans whose towns were being over-run with
refugees. Our staff organized and facilitated meetings between the camp
leaders and the Guinean villagers to discuss and share their feelings. As
the discussions progressed, our staff observed a reduction in expressed
distress and animosity from both the refugees and the Guineans, and
participants reported that the dialogues were useful in helping them to
understand the stresses and lack of control felt by both sides.

Times like these tested the expectation that the professional staff
would continually adapt the program to the actual needs and circum-
stances encountered; however, their ability to make these adjustments
has turned out to be a strength of the program. Without their constant
involvement and oversight, the program would have folded at any of a
number of junctures.
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Another challenge was the recruitment of women in the process of
finding “qualified” Psychosocial Agents. The majority of refugees are
women and children, yet the method of seexing qualified PSAs placed
women at a disadvantage to men as there were far fewer educational
opportunities for women than men in Sierra Leone. Therefore, the initial
application requirement of having to write, in English, a cover letter stat-
ing one’s interest and intention for employment, as well as demonstrat-
ing educational attainment, prohibited women—who often have natural
helping skills and interest, but no formal education—from applying. The
written examination presented an additional hurdle for those women
who did manage to make the initial selection. To address this issue, we
applied affirmative action principles by selecting (without overly scruti-
nizing their education, spelling or grammar skills) women who were
able to get their ideas and experiences across. For women, an emphasis
was placed on the second phase of selection where candidates were re-
quired to participate in small groups. This provided women an opportu-
nity to demonstrate their interpersonal skills. In addition, the small
group interactions provided our staff a method for observing how the
men interacted with women (e.g., did they listen to them, show them
respect, and facilitate participation of all group members?). Having more
women applicants in the small groups was an unforeseen benefit to the
selection process, as it helped us identify male candidates who could
demonstrate sensitivity and respect to women.

When fully staffed, our Guinea program employs five expatriate
staff, including a country director and four mental health professionals.
However, it has been a constant challenge, as well as an energy and re-
source consuming endeavor, to maintain a minimum of three profes-
sional staff to provide the training, teaching, modeling, and supervision
of the Psychosocial Agents. It has been very difficult to find mental
health professionals with sufficient expertise in trauma therapy, experi-
ence working with refugee populations, and adequate training skills
who also have a desire to work under the difficult conditions presented
by the refugee camps of West Africa. In addition to the lack of basic life
amenities and danger of contracting tropical diseases, staff have to travel
many hours on difficult roads in oppressive weather conditions to reach
many of the camps. They must contend with unpredictable and, at times,
unstable and dangerous political situations and constant demands to
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increase the number of small groups in order to reach more refugees.
However, we have been able to attract a talented international staff from
diverse cultural and linguistic backgrounds (e.g., African, European,
Asian, and North American). Bringing together staff with different
world-views and professional backgrounds has been an enriching ex-
perience for the individuals themselves and, in addition, has benefited
the program by providing a unique impetus to continue to explore, clar-
ify, anid develop new ideas and methods.

Challenges related to language and communication affect all groups
involved in the program: the Sierra Leonean refugees, the PSAs working
with their fellow refugees, as well as the professional staff working with
the PSAs and their refugee clients. When the refugee population was
moved from the region near Gueckedou to areas further inland, there
was a greater mixing of populations from different linguistic back-
grounds. At one point, after a small therapy group had been organized,
the professional staff realized that there was no common language
among the group participants. Interpretation was required in four sepa-
rate languages for this group. This created so many complications—such
as time needed for interpretation and lack of group cohesion—that the
group needed to be reconfigured and the process started again.

Another challenge involved balancing our desire to create increased
intervention capacity—by quickly passing on the needed skills to our
trainees so that they could begin providing services—with the ability of
the PSAs to absorb and master the material. Initially, we taught too
much too fast. We discovered that our initial two-week training for PSAs
covered far too much material and was too in-depth for the PSAs to
comprehend and incorporate at the pace we had established. Exploring
common ground and teaching new concepts and terms takes a great deal
of time, as does modeling basic listening, attending, and communication
skills. In addition, the PSAs have their own traumas and life experiences
to address, and it is essential that time is allotted for processing this ma-
terial to prepare them to deal with the problems and issues that their
fellow refugees bring to them. We learned to focus the initial training on
the most fundamental skills that the PSAs would be using first (e.g., in-
terpreting, listening, and empathizing). The initial training now focuses
on providing opportunities to master these basic skills before moving on
to more advanced training.
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Another continuing challenge is the severe dearth of referral re-
sources for those with major mental disorders or psychotic symptoms
who require psychotropic medication to facilitate their recovery. As
stated earlier, our program in Guinea is not equipped with the personnel
or the medications to provide treatment and pharmacological interven-
tions for individuals with psychotic disorders. This relatively small but
highly needy population remains significantly underserved.

EVALUATION

Methods

Organizations frequently find it difficult to assess the impact of mental
health interventions among refugee populations— particularly when the
interventions are conducted in refugee camp settings. The reasons for
this are numerous and include: cultural differences in symptom expres-
sion, the lack of measures validated for use with particular populations
(e.g., Sierra Leoneans) in particular contexts (e.g., a refugee camp in
Guinea), and the difficulty training local paraprofessionals to understand
the constructs being measured (e.g., “flashbacks” or “emotional numb-
ing”) and to conduct assessments and evaluations in standardized and
reliable ways. In addition, interventions often target large groups or
communities, making assessment of impact even more difficult. Given
the lack of appropriate assessment tools available, programs often resort
(for many practical reasons) to using translated measures that have been
developed and validated on very different (e.g., Western) and often
unique (e.g., Vietnam Veteran) populations. Very few programs have the
staff expertise, time, or resources to adapt existing measures, or to de-
velop new measures, when they begin a mental health intervention in a
refugee camp. Developing and validating measures and training staff in
their use are time consuming and expensive (both monetarily and in staff
time) endeavors; therefore, the decision to “go with what is available” in
refugee mental health assessment is understandable. Particularly given
that the time and resources used to develop, test, and implement new
assessment and evaluation measures and procedures reduces the
amount of resources available for direct services to refugee populations.
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Nonetheless, developing appropriate assessment measures and pro-
cedures is extremely important. Refugee mental health interventions are
expensive. Not only do we need to know if we are having the impact we
intend, but we need to identify the components of our interventions that
are having the greatest impact on particular segments of our target
populations. We have been attempting to do this in the program evalua-
tion we have undertaken in our Guinea program.

We decided to approach assessment on two separate tracks: (1) using
“traditional” indicators of posttraumatic psychological and psychosocial
problems (i.e., to begin with what we had), and (2) developing new
measures of functional adaptation and post-trauma problems based on
the concerns and concepts of the refugees we are serving in the camps
around Kissidougou, Guinea.

The Use of Traditional Assessment Measures

Adult and child assessment measures were created based on our
experience assessing similar populations at our program in Minnesota,
our review of assessments conducted by other refugee camp interven-
tions, discussions with colleagues providing mental health services in
West Africa, and our own observations of the difficulties experienced of
the local refugee population. Intake measures cover basic demographics
(e.g., age, gender, educational attainment), a brief trauma history (e.g.,
war experiences, losses, separations from family), indicators of social
support (e.g., how many people can you go to for help?), the current
problems that led to treatment-seeking, and a range of post-trauma
symptoms.? To assess the post-trauma symptoms, clients were asked to
rate the degree to which each symptom had affected them during the past
two week period using the following 4-point scale: Never, Rarely, Sometimes,
and Often. Clients were taught to use this scale using a diagram of

*Post-trauma symptoms include the 10 anxiety and 15 depression symptoms from
the Hopkins Symptom Checklist 25 (Mollica, Wyshak, de Marneffe, Khuon, & Lavelle.
1987) and the 17 symptoms that comprise Posttraumatic Stress Disorder in the DSM-/1
(American Psychiatric Association, 1994). West African clients seen at the Center for
Victims of Torture in Minnesota report experiencing high rates of symptoms in these
domains, so we believed that they should be useful constructs to assess in our program in
Guinea. We also included seven somatic symptoms reported frequently during our “war
problems” assessment (see next section).
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glasses which ranged from empty to full. In addition, we assessed sev-
eral client-specific problems (e.g., argues with spouse) which are quanti-
fied (e.g., twice a day) so that changes can be monitored over time. The
assessments have been translated (from English) into four languages:
Kissi, Mende, Kono, and the local Krio.*

All refugees seeking services from our programs receive an intake
assessment. The information gathered in the assessment is used to pre-
pare an appropriate intervention plan for the individual (e.g., individual
therapy, group therapy or activity groups) as well as make necessary
referrals for other needed services. Follow-up assessments are con-
ducted, on average, at 1.5 months (mid-treatment), 4 months (1 month
post-treatment) and at 6 months. The follow-up assessments repeat ques-
tions concerning presenting problems, social support, and post-trauma
symptoms.

The Development of New Measures

During the setup phase of our program, we conducted a substantial
number of brief interviews with refugees to gather information on their
views of what constitutes positive adaptation and war-related problems
for refugees in the camp. One hundred and sixty adults were asked to
think of a man and a woman in the camp who were “doing well.” They
were then asked to describe the ways in which these people were doing
well. One hundred and sixty parents were asked to provide similar in-
formation about adolescents and young boys and girls who were doing
well. A second round of interviews used the same procedure, but asked
the interviewees to think of people who had problems as a result of their
war experiences, and then describe the kinds of problems these people
had.

The information gathered in this process proved to be immediately
useful in informing our staff about how the refugees themselves view
positive adaptation and war related problems. For example, staff learned
that in parents” descriptions of young boys, getting an education was the

*The translation process included translation and blind back-translation, as well as
translator-back translator consensus of discrepancies. This was followed by group con-
sensus from PSAs who were fluent in English and the second language and who were
familiar with the psychological phenomena being measured by the items.
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most important factor in judging who was “doing well.” However, when
describing boys in early adolescence, the emphasis shifted to how well
boys were able to help provide for their families. For women to be con-
sidered “doing well,” it is important for them to be obedient (according
to both men’s and women’s responses). Many of our expatriate staff
were dismayed by these findings; however, it was important information
for them to understand as they began to intervene in the community.

We are trying to develop a brief and systematic method for sampling
community ideas and beliefs that requires relatively little training and
can be used by a staff with minimal research skills. While informative in
its own right, the data gathered through these interviews has the poten-
tial for being used to create new assessment measures based on the con-
structs of adaptation and war problems that emerged from the re-
sponses. The resulting measures would be culture and context specific to
the setting in which we are working and could be used along with, or in
place of, our original assessment measures (those based on “traditional”
Western constructs).

Through this process of creating new assessment measures, we are
trying to address the frequently raised concern that measures created
based on “outsider” or etic understandings of trauma may not assess
adequately the post-trauma problems and/or healing processes of other
cultural groups. In addition, allowing our target population to define
“well-being” and “war problems” broadly and in their own way gives us
a much more holistic picture of their needs and concerns. For example,
the loss of jobs and financial or social status are sometimes listed as the
greatest post-war problems experienced by refugees—even those who
report other significant war-related atrocities. While our program is not
designed to address these non-mental health related problems directly,
understanding their importance to our clients allows our staff to ac-
knowledge these losses as part of the treatment process (e.g., giving cli-
ents the opportunity to talk about material losses) and to make referrals
to other programs that are prepared to offer assistance in these areas.

These new assessment measures will also allow us to conduct a more
comprehensive program evaluation and to measure changes in refugee
health, which we may not be capturing with our traditional Western-
based measures. In the long run, it may be the creation of a procedure for
developing new measures that is most important and useful to us and other
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organizations providing refugee mental health interventions. The meas-
ures we are developing will, after all, be specific to refugees from Sierra
Leone living in a refugee camp in Guinea and may not necessarily be
appropriate for Ethiopians in a Kenyan refugee camp. However, the
process of measure development we are creating will be transportable to
other settings where new measures based on the ideas and beliefs of
those refugees can be created.

Results and Challenges

Developing the assessment component of the program was relatively
easy compared to the challenge of obtaining the data needed to carry out
the program evaluation. During the first year we collected intake as-
sessments on nearly 1,700 refugees. However, we ended up with follow-
up data on only a handful. The same challenges of constant and unpre-
dictable change, that apply to the program in general, make ongoing as-
sessment and data collection difficult, to say the least. When camps are
suddenly closed and people move, it is difficult to locate individuals for
follow-up assessments. Data is sometimes purposefully destroyed for the
safety of the clients when our staff is forced to evacuate on short notice.
Also, the constant barrage of situational stressors—like rumors of rebel
attacks or “bad news from home” —make it difficult to interpret the
symptom data we do get. Data on improved daily functioning would be
useful, but with so few opportunities to demonstrate changed perform-
ance (e.g., few employment opportunities, long lines for other skill train-
ing programs), this is difficult to assess.

Because of these obstacles, it has remained a challenge to collect fol-
low-up assessment data on our clients. Disruptions in activities and dis-
bursement of clients due to rebel hostilities, relocation, and, more re-
cently, repatriation movements have added to the usual difficulties of
tracking displaced populations. However, from October of 2001 through
the summer of 2002, relative stability allowed our staff to complete ongo-
ing assessments and analyze the data from several cohorts of clients. We
are pleased with the results, as it appears that the program is having the
desired effect of decreasing post-trauma psychological distress and in-
creasing social connectedness and support.
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In general, clients endorsed a wide range of symptoms including
high levels of anxiety, depression, and symptoms of posttraumatic stress.
Not surprisingly, sadness and frequent crying were particularly com-
mon, as were symptoms of panic, sleep problems (including nightmares
that are often related to trauma experiences), and avoidance of conversa-
tions or reminders of the atrocities that took place. Composites (mean)
symptom scores were created by averaging symptom item scores (i.e.,
summing item scores: Never =1 to Often = 4 and dividing by the number
of symptoms in the domain) within each domain (somatic, anxiety, de-
pression and PTSS). At intake, composite mean scores ranged from 2.3
for somatic symptoms to 2.9 for depression. It is important to note that
these scales have not been normed or validated for use with Sierra
Leoneans; however, as a point of reference, average scores >1.75 on the
depression and anxiety scales (from the Hopkins Symptom Checklist)
are considered to be clinically significant among Southeast Asian refu-
gees (Mollica et al., 1987). We do not use these measures diagnostically
but rather as a means of assessing change across time within symptom
domains.

In this regard, all of the symptom composites showed statistically
significant reductions between each successive assessment point. On av-
erage, symptom composites dropped nearly a half point between the
intake and mid-treatment assessment (1.5 months), showed a similar
drop between 1.5 months and 4 months, and dropped just under a quar-
ter point between the 4 month and 6 month post-treatment assessments.
Symptom changes of this magnitude across a population of clients are
not only highly statistically significant, but more importantly, appear to
represent meaningful reductions in distress. Symptoms were reduced by
nearly half in those clients who were followed for the full six months.
Depression and post-traumatic stress symptoms (PTSS) dropped slightly
more than anxiety; however, given the ongoing stress of living in the
camps and the uncertainty over repatriation, it is understandable that
anxiety might be more resistant to treatment than symptoms of depres-
sion and PTSS—which may be more related to past traumatic experi-
ences. Somatic symptoms decreased at about half the rate of the other
symptoms. This too would be expected, as many of the somatic symp-
toms (e.g., headaches or stomachaches) are likely to be related to physi-
cal problems that were not addressed by our intervention. When indi-



126 Hubbard and Pearson

vidual symptoms were examined, changes occurred in ways we would
expect. For example, symptoms like loneliness, feeling worthless, and
helplessness—which are more amenable to psychotherapy—change
more than physiologically based post-trauma symptoms, such as in-
creased startle response or hypervigilance.

Measures of social support also indicated significant and meaningful
changes in perceived connectedness for our clients. Across assessment
periods, there were significant increases in the number of clients who
reported feeling that they had people in the camps that they could turn
to for help, and there were important increases in the average number of
people that clients reported they could turn to for support (from less
than 2.5 people at intake to more than 5 people at 6 months post-
treatment). We were encouraged that clients continued to report de-
creased symptoms and increased social support after leaving treatment.
We believe this indicates that they are continuing to use the skills they
learned in therapy even after they leave the direct support of the group.

It is important to point out that, while we are encouraged by these
assessment results, interpretation of them remains limited by the lack of
an adequate control group. We are trying to address this in a variety of
ways. We have been able to collect data on several additional cohorts of
clients as they have moved through our program, and we are finding
strikingly similar results (i.e., clients entering the program with similarly
high symptom levels and reporting similar symptom reductions at mid-
and post-treatment assessments). We are presently analyzing group at-
tendance data to see if clients who are participating to a greater degree
are experiencing increased benefits. In addition, we have begun collect-
ing follow-up data on clients who receive intake assessments but who do
not return to participate in groups as a comparison sample.

Although we are encouraged by our assessment results, like many
clinical interventionists, we also rely heavily on anecdotal data to know
if the program is working. Both the expatriate and local staff report nu-
merous stories that suggest that the program is having its intended im-
pact. For example, one of the authors sat in on a women'’s group shortly
after the program began. The women went around the circle talking
about their week and reporting about whom they had visited. One
woman explained that several nights earlier, she and her husband had
talked about witnessing the murder of their daughter several years ear-



3. Sierra Leonean Refugees in Guinea 127

lier. She said they had not discussed this since they fled Freetown and
came to the camps. She described how they talked and cried well into the
night. She paused, and added, “I think I am sleeping better the last few
nights.” In another instance, an adolescent boy in the program was asked
how things were going lately. He looked up from the picture he was
drawing and said, “It's better now. Since my mother and father go to
CVT, there is less fighting in our house.” He then smiled and returned to
his project. A woman who had completed a 12-week cycle of groups in
our program was asked if she thought it had helped her. She responded,
“I laugh now. And I cry. I had not done those things in a long time. |
have hope.” The “CVT has given me hope” response is one we hear a lot.
We are sure it means a lot of different things to different clients, but it
sounds positive.

CONCLUSION

This project has been a learning process for everyone involved. We have
attempted to translate what we have learned treating torture survivors in
the U.S. into something that fits the conditions of Sierra Leonean refu-
gees in the Guinean camps. After 3 years on ground, and with several
thousand clients having passed through the program, we are pleased
with what has developed. We believed from the beginning that the best
approach would be to develop a good starting plan and then send in a
group of smart and devoted staff to figure out, in collaboration with the
refugee community, how to make it work. The anecdotal feedback we
receive from our refugee clients about changes they have experienced,
the counseling skills demonstrated by our PSAs, and the program
evaluation data we have collected all suggest that the program is work-
ing.

Ultimately, the most significant impact we will have will be through
those we have trained. The PSAs will have the opportunity to keep alive
and growing in their communities ideas about how individuals, families,
and communities are affected by and can heal from war trauma and tor-
ture experiences. In Fall of 2000, Gueckedou was overrun by rebels, and
we were forced to evacuate our professional expatriate staff. Six weeks
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later, when we were able to return to the camps, we were delighted to
see that the PSAs were continuing to provide services to their communi-
ties. Therapy groups continued to meet; however, the PSAs had made a
conscious decision to focus on problem-solving and psychoeducational
material and to avoid the processing of past traumatic experiences in the
absence of the supervision and support of expatriate staff. To us, this
demonstrated their clinical insight into to the changing needs of their
clients and communities and an awareness of their own current
strengths and limitations as counselors. The PSAs played instrumental
roles in keeping the community calm by providing accurate information
about the UNHCR's unfolding plans for relocating them to new camps
and organized group discussions to help people process decisions about
remaining in Guinea or returning to Sierra Leone.

As noted at the beginning of this chapter, the program in Guinea
was conceived as the first step in a long-term, post-war recovery process.
In September of 2001, we began setting up services in the camps near
Kenema, Sierra Leone, to address the mental health needs of repatriating
refugees. Buildings were once again constructed and new PSAs were
trained; however, this time segments of the training were led by PSAs
from our program in Guinea who returned home to Sierra Leone to help
us build the program there. In the spring of 2002, the repatriation camps
in Sierra Leone were suddenly closed (or were repopulated with refu-
gees fleeing Liberia), and the Sierra Leonean refugees began returning to
their homes in the countryside. As they return home, they are facing new
challenges. Many are finding their villages burned, their homes and pos-
sessions stolen and destroyed, and loved ones, who they hoped were
alive, killed or missing. As the rebel-held areas of the country are opened
up and people are allowed to return home to rebuild their communities,
we have had to begin to transform our program, once again, in order to
provide services in the villages and chiefdoms of Sierra Leone. PSAs con-
tinue to take on more responsibilities for the program, as it changes from
a model for refugee camp based mental health services to one of com-
munity based mental health. If funding continues to be available, we
hope to remain in Sierra Leone long enough to leave behind a viable self-
sustaining local program of some kind. As PSAs rise to leadership roles
in the program over the next several years, we will be able to get by with
fewer and fewer expatriate staff and turn over more and more of the con-



3. Sierra Leonean Refugees in Guinea 129

trol and responsibility for the program to the local staff. How this actu-
ally unfolds will depend on a variety of presently unknown factors, such
as the ongoing needs of the community, support from the Sierra Leonean
government, the desire of PSAs to continue working as counselors, and
the ability to develop ongoing funding sources for the program. There
remains much to be done and more to learn, but it feels like we have be-
gun to make inroads toward creating a sustainable mental health pro-
gram for Sierra Leone.
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Internally Displaced Cambodians:
Healing Trauma in Communities

Willem A. C. M. van de Put and Maurice Eisenbruch

Civil war and ruthless experiments in social engineering created terror
for decades in Cambodia. During the most intense years of the conflict, a
large portion of the population was uprooted and displaced, one in four
Cambodians died, and when the worst of the conflict was over, 20 more
years of low-intensity warfare followed. Amidst all of this, the interna-
tional community expects Cambodians to rebuild their country. How-
ever, the psychological scars left by organized violence and abuse pre-
vent many from participating in social processes, and the culture of
Cambodia has to be reinvented for a globalizing world. Nevertheless,
traditional ideas and healing methods still exist and remain relevant at
the core of Cambodian communities. It is from these kernels of tradi-
tional culture that it is possible to design meaningful and effective inter-
ventions that can help people help themselves.
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BACKGROUND

Sociopolitical Context

The history of Cambodia unfolds as a complex mixture of conflict and
violence, picturesque peasant life and colorful ceremony, religious
rhythm and international interference. Toward the end of the 1960s, ex-
ternal events such as the Vietnam war and internal power abuse drove
the country into civil war. The subsequent rule of the infamous Khmer
Rouge is described as being different in quality to anything before or
after. It brought with it the “Cambodian holocaust,” a total disruption of
everything that had constituted normal life in Cambodia.

The Khmer Rouge attempted to completely remold Cambodian soci-
ety and its institutions with a radical experiment in social engineering.
Every aspect of daily life was disrupted. Monks were defrocked and
forced to marry, cities emptied, and villages replaced. Ritual life was
halted, Buddhism denied, and family life disrupted. Practically all fami-
lies were forced to resettle. The first victims were the urban elite, the new
people, who were seen as needing re-education to fit them into the pas-
toral ideal. Driven into the countryside, they were forced to share every
aspect of life with the rural peasants, known as the old people, and were
threatened with execution if they proved to have the wrong political af-
filiations. The rural population, for whom life seemed to change but little
in the first months, was eventually forced to participate in work collec-
tives, lost control of their homes and food production, and even had to
give up sharing meals as a family when everyone was forced to eat col-
lectively. There was very limited access to education and health care and
no justice system, and any attempt to help one’s neighbor was seen as
betrayal to the system. People died of illness, malnourishment, and di-
rect violence from leaders who felt helpless to change a situation in
which heavily armed Khmer Rouge cadres threatened them. No escape
from the grip of the Angkar (i.e., the Organization or the Khmer Rouge
system) was possible.

In 1979, after 3 years, 8 months and 20 days of Khmer Rouge rule—
all Cambodians can quote these figures by heart—Vietnamese troops
overthrew the Khmer regime and the three-quarters of the population
that survived found themselves scattered over the countryside —often far
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from their original homes or in refugee camps on the Thai side of the
border. Vietnamese rule brought its own instability to Cambodia—with
low intensity warfare continuing between Vietnamese troops and Khmer
Rouge guerrillas even after a peace was brokered in 1991. In 1993, the
United Nations intervened with a massive peacekeeping force to oversee
elections, but armed factions continued to roam the countryside, and the
coalition between former enemies arising from the election fell apart in
July 1997. The UN mission did succeed, however, in repatriating some
1.5 million Cambodians who had spent up to 14 years in the Thai border
camps. Pol Pot, leader of the Khmer Rouge, did not die until April 1998.
His followers were finally militarily defeated and new elections were
held that concentrated power in the hands of one party. A period of rela-
tive political calm has ensued and reforms in the public sector—covering
macroeconomic and public finance management, civil service restructur-
ing, and military demobilization—have gained momentum. State re-
forms laid the foundation for the first ever local commune elections in
February 2002, confirming the power of the ruling Cambodian People’s
Party.

The Cambodian population of 11.5 million is currently growing at
about 2.5% per year, and one third continues to live below the basic
needs poverty line. Income inequalities continue to be much higher than
in most other Asian countries. Women represent 53% of the active labor
force and head 25% of Cambodian households. The high incidence of
HIV/AIDS (169,000 cases reported in 2000; UNDP Global Human Devel-
opment Report, 2001) poses a major threat to development.

Although the mental health problems of the hundreds of thousands
of Cambodians who fled to other countries have been documented
(Boehnlein, Kinsie, Ben, & Fleck, 1985; Eisenbruch, 1990a, 1990b; Eisen-
bruch & Handelman, 1989; Kinzie, Boehnlein, Leung, & Moore, 1990;
Mollica, 1994; Mollica et al., 1990), less is known about how those who
remained in Cambodia coped with psychosocial and mental health prob-
lems. A program to implement the community mental health approach
of the Transcultural Psychosocial Organization (TPO; de Jong, 1997) in
Cambodia began in 1995, with the aim of identification, prevention, and
management of psychosocial problems. The program developed inter-
ventions to enable Cambodian people and communities to overcome the
effects of traumatic events.
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In this chapter we describe the community-oriented aspects of the
TPO intervention—how psychosocial problems and coping strategies
were identified and interventions designed to bring relief to the stress
experienced at the community level. We begin by outlining the need for
psychosocial intervention in Cambodia, and then discuss the concept of
community in Cambodia and why we chose to take a community-based
approach to intervention..

Mental Health and Psychosocial
Implications

Assessing the Level of Dysfunction

Small communities in Cambodia have the kind of problems common
to all developing countries. A fragile economic system, lack of job oppor-
tunities, and chronic poverty are the most obvious, and beneath these lie
a score of related issues such as domestic violence, alcohol abuse, and
poor health. Many of these difficulties are viewed simply as part of eve-
ryday life, and villagers know that only a dramatic and unlikely income
increase would alleviate them. In a similar way, after the terrors of geno-
cide and a long war, psychosocial dysfunction has been so much part of
Cambodian life it has ceased to be thought of as a changeable condition.
When the TPO project team—initially a small group of nurses, doctors,
teachers and social workers—went into the villages to assess the level of
psychosocial dysfunction, symptoms like sleep disruption with recurrent
nightmares were so common they were not considered worth reporting.
Families with more severe problems had, in many cases, lost all their
possessions in their search for help. Approximately 20% of families in the
villages assessed by the project team were considered to be dysfunc-
tional by their fellow villagers, and this included anything from alcohol-
ism to extreme poverty, from not being able to take care of children in
the household to recurrent violence, abuse, or chronic disease.
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Using the Cambodian Taxonomy

The team decided to use an indigenous taxonomy in order to obtain
a better grasp of the problems as perceived by the Cambodian people
themselves. Violations of moral codes proved to be an important cate-
gory of problems for them. Examples of these included “madness of the
dhamma” (ckuat thoa) stemming from wrong thinking about the Bud-
dhist dhamma and “wrong healer” (cku Bt khoh kruu) where the culprit
was a kruu who had violated his code (Eisenbruch, 1992). In a world so
devastated by conflict, illnesses which Western health workers might call
psychosomatic disorders or paranoid psychosis were seen by the Cam-
bodians as caused by the interference of supernatural agents and known
as “magical human intervention madness”. In “sorcery madness” for
example, it was the intention of the sorcerer to make the victim die a hor-
rible death, and the patient's symptoms often suggested catastrophic
physical injury, such as shattered bones or dangerous foreign bodies that
hit the victim with the force of a missile.

Workers familiar with Cambodian refugees in the 1980s were accus-
tomed to the complaint “thinking too much,” sometimes called simply
the Cambodian sickness, although it does in fact share similarities with a
mental disorder described throughout Southeast Asia. Of all the types of
mental disorders, this illness known in Khmer as “madness of the sa?te?
?aaram”, seemed to be most closely linked to the stress, loss, and be-
reavement, as well as the social and economic deprivation and family
disruption villagers had endured in relation to the war. All these factors
were named as contributing causes to the slow destruction of the mind
that “thinking too much” progressively entailed. There were terms for
each stage of this illness. It began with demoralization, literally “small
heart”, tooc cat, and progressed to worries causing broken thoughts
known as khooc cat, literally “broken down heart-mind”. This then pro-
gressed to lap, a term implying mental distraction, and later to its more
serious version lap lap. Further deterioration led to utter muddling and
“lost and confused intellect or cognition.” So common was this condition
that anyone might have this mental state and not yet be counted as men-
tally ill (Eisenbruch, 1999).
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Using the Western Taxonomy

Assessments using the indigenous taxonomy were backed up by ap-
praisals using Western classifications of emotional disorders. In a sample
of 610 randomly selected and interviewed Cambodians aged 15 to 65
years, lifetime prevalence of post-traumatic stress disorder (PTSD) was
28%, and 11.5% were found to suffer major depression. In 9% of the
sample, PTSD and major depression were present together. Disorders
were more common in people who were exposed to war events in the
past or current family and community violence. Trauma-related stress,
grief, and cognitive impairment were found to be important risk factors
for psychological disorders. The prevalence of emotional disorders was
higher in geographic areas that had witnessed more social upheaval due
to war events, or that were undergoing social structural change at the
time of the assessment. Forty percent of the sample met criteria for anxi-
ety disorder (14.4% for men, 49.1% for women), and more than half of all
people interviewed (53.4%) met criteria for anxiety disorder, PTSD,
mood disorder, or somatoform disorder.

These rates of dysfunction meant that every household bore the scars
of warfare, violence, and repression. It was striking to hear so many
people say that the only hope they had left was not to be born a Cambo-
dian in the next life. More worrying still was the fact that 14% of all re-
spondents had actually attempted suicide in a country where it is gener-
ally believed that suicide engenders negative consequences for the
following 500 lives.

Local Beliefs and Practices

Many mental health and psychosocial interventions focus on the indi-
vidual. However, in designing the TPO program in Cambodia, earlier
investigations, as well as our ethnographic experiences in Cambodia, led
us to believe that a community-based approach would be most effective.
Some of the assumptions for this approach had been verified in 1993 be-
fore the TPO program was launched. The first assumption was that
traumatic events were experienced widely in the Cambodian population;
the second assumption was that there was a need to understand some-
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thing of the Cambodians’ larger cosmology and taxonomy of suffering to
truly understand the expression and effects of these experiences. For ex-
ample, rather than assessing the psychosocial and mental health status of
individuals by applying a Western nosology and assessment tools, we
felt that an approach that encouraged Cambodian people to express
themselves in terms that were meaningful to them, rather than us, would
be more useful. We needed to know more about the way Cambodians
expressed distress, and how they coped with their problems. As we in-
terpreted the data from initial assessments, group discussions, and focus
group interviews, we discovered that in addition to scarce resources
(Cambodia had almost virtually no trained health staff or functioning
health system) there were basic epistemological considerations urging us
to go beyond an individual clinical approach. To truly comprehend what
was keeping community members from coming to terms with their
trauma-related experiences, we had to understand not only how they
defined themselves as individuals, but how they functioned in their
communities, and what exactly constituted a community. The latter
point is now discussed.

Definitions of Community

Pre-Revolutionary Cambodia was 80% peasant, 80% Khmer, and
80% Buddhist. First, it was an overwhelmingly rural economy. Its
village society was decentralized, its economy unintegrated,
dominated by subsistence rice cultivation. Compared to Vietnam,
its villagers participated much less in village-organized activities.
They were often described as individualistic; the nuclear family
was the social core. (Kiernan, 1996, p. 5)

In a nutshell, such was traditional Cambodian life. As such, for planning
and development purposes, officials had always experienced difficulties
finding a “unit of analysis” for community-based work in Cambodia.

On the administrative level, a Cambodian district is divided into
khum, which in turn are subdivided into anything between 4 and 20
phum, most readily translated as villages. May Ebihara, an anthropologist
who wrote about Cambodian rural life in the 1960s, described a phum as
a social unit, or:
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[an] . . . aggregate of known and trusted kinsmen, friends, and
neighbors. Within the realm of social relationships, family and
kinship were of great importance. There were several types of
families to be found (nuclear families, stem families, and extended
families). Apart from the family/household, there were no organ-
ized groups, whether formal associations, clubs, political parties,
or the like. Neither were there major class strata within the com-
munity. (Ebihara, 1987, p. 19)

This lack of community integration had been noted also by Chandler
(1993), writing about 19*-century Cambodia: “In . . . Cambodian villages
. . . there were no durable functionally important groups or voluntary
asscciations aside from the family and the Buddhist monastic order or
Sangha” (Chandler, 1993, p. 104).

Due to forced relocation and other social changes brought about by
the Khmer Rouge, the majority of families that lived in phum by the early
1990s would have been much more scattered only a few decades previ-
ously into small clusters or hamlets (krom) of 8 to 12 houses, inhabited by
matrilineal relatives. Government decrees, warfare, and insecurity had
occasionally forced people together, but many still carry a nostalgic and
perhaps idealized notion of their original homeland as tiny hamlets
separated from other such clusters of homes by patches of forest. They
will point to a small mound in what is now a rice field and say that is
where their family lived. When people were forced to combine for de-
fense or festivals into larger groups, these units rarely endured beyond
the specific need for which they came into being. Krom dwellers’ rela-
tions with outsiders and with government authorities were sporadic and
unfriendly. Quarrels were settled by conciliation rather than by law, and
they often smoldered for years (Chandler, 1993). Given this history, it is
not surprising that avoidance proved to be a common coping mechanism
when trauma occurred and rural social organization traditionally has not
encouraged community-based initiatives.

On top of these historic patterns of social fragmentation, the Pol Pot
regime relocated the whole Cambodian population on a large scale.
Phum were rebuilt on the orders of the Khmer Rouge cadres, only to be
moved again when new cadres were appointed. People were forcibly
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relocated or fled from their homes and often had no means to return af-
ter the war was over. As a result, different types of phum have come into
existence. In some, a number of kin have managed to stay together over
time. They have experienced the hardships as a group and have some
sense of belonging. Such phum typically consist of three or four clans,
headed by the older men and may be called “old” phum. When reference
is made to “new” people in such phum, these turn out to be the husbands
who have moved in from other phum and other families, no matter how
long ago. “Mixed” phum consist of a number of related families who can
be seen as the core of the community and who have been joined over
time by influxes of refugees from border camps unable to trace their
original phum and others dislocated at various stages of the lengthy con-
flict. A third type of phum is the “new” phum. These were created either
in the 1990s specifically for returnees, or earlier for families in need of
new land, or as a result of government efforts at control. In these villages
people may or may not be related and their capacity to create a sense of
community and stabilize sufficient income for basic needs has varied
considerably. '

Against this recent historical backdrop of often extreme social dis-
ruption, it was obvious that even the political and economic security and
emergence from isolation brought about in Cambodia in the 1990s would
not repair the shattered cosmology that had defined traditional Cambo-
dian peasant social relationships in terms of close family bound to small,
well-defined geographical sites. When the TPO commenced its commu-
nity health program, traditional views on life, moral conduct, relation-
ships, and health had been threatened by events that shook the founda-
tions of Cambodian society to its very core. Yet, at the same time, the
memories of what had constituted traditional order and outlook were
often all that was left, all that had kept Khmer identity alive amidst ter-
ror and social destruction. In order to understand the problems of Cam-
bodian communities, it was necessary to know how things once had
been, and whether traditional avenues of healing could be called upon to
help rebuild Cambodian society. Therefore, the TPO team set about iden-
tifying potential community resources to help with healing.



142 van de Put and Eisenbruch
Identifying Available Resources

Local Committees, Associations,
and Helping Customs

The most respected villagers in any phum were members of the “pa-
goda committee,” and together with the achaa, the ritual assistant of the
monks, plus the head of one of the important families in the village,
these men were important in the village associations that provided the
blueprints for organizing mutual support. Examples of village associa-
tions and ways of working together included the “pots and pans group”
(samakum chaan chhnang); the funeral association; the construction asso-
ciation; the rice bank groups, and the parent associations. The presence
and functioning of these associations was closely related to the type of
phum: The closer the relationships between the people who made up a
community (as in the old phum), the greater the number and higher the
level of functioning of these associations.

Another avenue for social support was provided by the Cambodian
custom of reciprocal work, usually called provas dai (giving a helping
hand). In addition, there were formal authority figures, such as the vil-
lage chief (mee-phum), and members of various village committees, as
well as informal leaders and respected community members who acted
as patrons for others. All these local people had well-defined roles in
traditional Cambodian society, and even though the social situation had
been severely disrupted, they still enjoyed some authority, which gave
thern a capacity to help alleviate some of the villagers’ psychosocial dis-
tress.

The Pagoda

Pagodas, the place where milestones in life are marked by appropri-
ate ceremonies, have always been the center of religious life in Cambo-
dia. They are found all over the countryside, usually located between
villages. Several villages use the same pagoda and, in some sense, such a
group of villages can be viewed as making up a community. The pagoda
is a place of worship, education, meetings, and rituals. In the pagoda,
one finds monks, novices, and sometimes nuns.
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The importance of a pagoda for the community depends largely on
the activities of the monks present, and these are not the same every-
where. There are many pagodas where the activities of monks may be
strictly religious and there is hardly any activity outside the fortnightly
prayers and the large annual ceremonies. A monk may restrict himself to
explain to people the toah, the code of conduct according to the Buddhist
principles. This may help people understand and accept their suffering.
However, there are also pagodas where monks help people with social
and health problems. Some of these are famous for their capacity to deal
with specific problems, such as mental health problems (e.g., Wat Andouk
in Battambang). And some monks have earned a reputation for initiating
community development work (e.g., in Battambang, Svay Rieng, and
Siem Reap). A prior ethnographic investigation (Eisenbruch, 1992) of
traditional healers revealed their potential to contribute to the commu-
nity healing approach that guided the TPO intervention, and this is now
discussed.

Traditional Healers

During the early 1990s, Eisenbruch (1992) carried out an ethno-
graphic study of several hundred traditional healers in Cambodia and
identified three main groups:

1. Mediums had no formal training but acted as vehicles for healing
forces. This group included those possessed with healing powers
through healing spirits—which could be ancestral spirits or guardian
spirits from the forest. These mediums were known as kruu chool
ruub. Such “informal” healers, mainly women, had become healers
after perhaps a single episode of possession, and from then on acted
as mediums. Not only did they act as general psychosocial supports,
they also helped to ameliorate the problems of patients afflicted by
serious and acute psychiatric derangement such as “magical human
intervention” and spirit possession. Mediums were often women
who had gone through a particularly difficult period, such as an ill-
ness, and found that a spirit had come to help them as long as they,
in turn, would help the spirit help others. The spirit that was the ac-
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tual healing power and used the kruu cool ruup as a medium, thus
chose its own time in staying with the person it had chosen.

2. Kruu Khmer: These were the trained traditional healers. Whereas the
spirit mediums had no training or defined codes of behavior, the
traditional healers undertook years of formal study and followed a
strict code. The kruu Khmer had been apprenticed and acquired for-
mal knowledge of healing theory and ritual. There was at least one
kruu in every village. The kruu, like the monks, were an integral part
of the community and highly respected among most villagers. If
monks and kruu carried out similar healing rituals, the monks were
seen as spiritual healers, the kruu the medical ones. The kruu treated
people who suffered from physical illness and mental disturbances;
the latter included chkuet, the vernacular term for serious behavioral
disorders and insanity. The kruu also dealt with psyvchosocial prob-
lems. They carried out a range of work that included magical heal-
ing. Kruu worked in their homes, where they grew medicinal plants,
saw their patients, and taught their disciples.

3. Buddhist monks, known as preah sang, and their ritual assistants, the
achaa, worked largely from the pagoda. Most villages had their own
Buddhist pagoda, the wat, a community place with moral, educa-
tional, and social functions. Although the pagoda was where the
Buddhist monks did most of their work, in the 1990s some notewor-
thy monks broke out of the pagoda-based tradition to set up training
and support elsewhere in the community. Behavior toward the
monks was even more closely tied to rules of conduct than with the
kruu. Monks could treat more patients at the same time, and a per-
sonal relationship between the monk and his patient depended en-
tirely on the personality of the monk. The ritual assistants described
and analyzed the technical details of healing rituals that the monks
performed. Not constrained to the same extent as the monks, the as-
sistants were sometimes a freer source of information about the
magical aspects of Buddhist healing practiced in the pagoda.

In some villages there were exceptionally effective traditional healers.
Some based in Buddhist pagodas enjoyed nationwide fame. Some man-
aged up to 10 or 15 inpatients at a time, and their outpatient clinics could
handle more than 100 patients per day. The healers did not claim they
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could cure all serious psychiatric illnesses, but they believed they could
ameliorate symptoms in a majority of cases. For the most part, patients
did not pay more than they would have paid to visit the local hospital.

The Public Health System

When the 1995 TPO intervention in Cambodia began, public systems
of care were weak in all respects. Ministries of women’s affairs, social
welfare and veterans affairs, culture and religion, and rural development
had existed since the United Nations Transitional Authorities in Cambo-
dia were installed in 1992. It would be beyond the focus of this chapter to
give a detailed overview of the efforts in all these ministries to set up
systems of care for the most vulnerable groups in society. What they all
had in common, however, was a fundamental lack of means to effec-
tively cater to the large size of the target groups.

When the Khmer Rouge seized power in 1975, the only existing men-
tal hospital, Takmou, which had provided mainly custodial care, was
closed, as were most other medical services. Few traditional healers and
monks who had provided care for the mentally ill were allowed to con-
tinue (Eisenbruch, 1994). After the fall of the Khmer Rouge regime in
1979, public health care was modeled on that of Vietnam. This effort to
introduce a nationwide system resulted in a situation in which too many
staff had had too little training and were scattered too thinly throughout
the country with neither the means nor the supervision needed to deliver
effective care. Once again, the traditional healing sector, although af-
fected by years of war and terror, was able to regain a central place in the
options for health care after 1979. In 1995, at the time the project started,
psychiatric care and mental hospitals were simply nonexistent.

Low salaries not only make it difficult for health workers to devote
themselves fully to their public duties but also severely limit the impact
of training efforts to bring about behavioral change. The efforts of the
TPO project to help install basic mental health skills in integrated pri-
mary and secondary health care settings are described by Somasunda-
ram, van de Put, Eisenbruch, and de Jong (1999) and the TPPO project’s
attempts to develop community-based mental health interventions to
complement traditional forms of healing are described in this chapter.
There was simply no viable public health system in place to address the
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massive traumatization that had occurred and a community-based ap-
proach that incorporated, as well as complemented, the work of local
healers and helpers was utilized by the TPO team.

INTERVENTION
Theory and Rationale

The TPO team drew on traditional Cambodian understandings of health
and illness to design the intervention. Although traditional worldviews
were severely shaken, Cambodians still had some framework of meaning
that incorporated ancient explanations for illness and evil and attributed
specific significance to birth and death. Behavior, and therefore health,
was embedded in beliefs about natural and supernatural forces in the
environment of the village itself and the surrounding fields and forests.
The worldview of Cambodians stresses the continuous cycle of lives, the
importance of b'aap bon (good karma) in reincarnation, and the reality of
the impact of spirits and ancestors on the environment. The importance
of conducting the right rituals for the dead and the need to restore dis-
turbed relations with the spiritual world were always essential elements
of coping with disrupting events in Cambodia, and there was evidence
that these mechanisms were still playing a role in controlling distress.
These practices could be tapped into and used as points of departure for
a sustainable intervention designed address trauma at the community
level. The respect and familiarity given to traditional healers in Khmer
society, the continuing relevance of ancient explanatory belief systems
and cosmology, the wide coverage offered by traditional healing op-
tions—even the most remote villager could access some type of healer—
were obvious inducements to the team to take advantage of traditional
sector resources in setting up their community program to ameliorate
trauma or PTSD.

Another reason for focusing on a nonclinical approach to healing
trauma-related distress, such as symptoms of PTSD, was that this tvpe of
suffering often does not produce the severe, incapacitating dysfunction
of psychotic iliness, and a mental health clinic was unlikely to be seen by
the sufferers as an appropriate venue to seek help. It could be expected
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that many with PTSD manifesting through somatic complaints
(Kirmayer, 1996) would seek help in the traditional sector. The team also
knew that a PTSD diagnosis in the usual public health services was likely
to be overlooked because of inadequate training and experience, as well
as the possible role of transference as an obstruction in asking about
trauma.

The challenge then became how to devise interventions at the com-
munity level that would complement and not corrupt existing avenues of
coping with trauma. Traditional ways to deal with the effects of trauma
at the community level are revealed in the following analyses of sorcery
and infractions against ancestral spirits.

At the level of the village and community, individuals and groups
inevitably come into conflict, and such conflicts are often given the label
of “magical human intervention”. This is the same phenomenon as what
is commonly described as sorcery and is not unusual in Southeast Asia
(Eisenbruch, 1999). Sorcery as an explanation for distress has not waned
in Cambodia even with modernization, which brings in its wake compli-
cations in work, marriage, and sexual relations and induces its own
forms of social strain. Referrals to traditional healers because of sorcery
are as numerous as ever, and sorcery is understood as a key marker of
social and domestic disharmony whose ritual treatment is geared spe-
cifically to restoring social harmony. In Cambodia, sorcery is understood
to lead to the acute onset of bizarre and socially disruptive behavior in
the victim, which traditional healers appear to be able to ameliorate.
Cambodians may blame sorcery that they believe was instigated by hu-
man hands, as opposed to spirit intervention, for the breakdown of
community relationships. Various types are distinguished on the basis of
agent (nonhuman or human), mechanism (invading spirits, a spell, or
projected foreign bodies) and physical effect (swelling, caused by dis-
rupted body elements, or pain, caused by the effects of foreign objects).

One can see that traditional understandings of sorcery are used to
explain fairly violent forms of community strain in Cambodia, such as
the indiscriminate violence facing the society in the wake of war—two
friends playing cards, or a married couple, suddenly in disagreement,
and one shoots the other at point blank range with a B-40 rocket
launcher. The other feature affecting the victims of sorcery—peculiar
somatic symptoms—could be (mis)interpreted by psychiatrists as psy-
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chosomatic or somatoform disorders, but experienced by the patient and
family as a sign of a community disorder. We had to train our core TPO
staff to understand and work with these two points of view.

“Ancestral spirit disorder” is another example of a traditional afflic-
tion that reflects community disruption and is treated by community
intervention. In Cambodia, ancestral spirits function as regulators of so-
cial conduct and, in their capacity as moral policemen, when they are not
properly treated they withdraw protection and leave the descendant
open to sorcery attack, initiated by the aggrieved family. In this way, the
person’s ancestors act in concert with the community (Eisenbruch, 1997).
The spectrum of ancestral spirit disorders can be treated by a ritual se-
quence: The calendrical ritual offerings to the ancestral spirits—
performed on behalf of the whole community in a ritual known as
“erecting the pavilion” —can be seen as a “general vaccination” of the
whole community. This ceremony, rather than curing an individual pa-
tient, helps everyone: The emphasis is on the periodic “vaccination” of
the whole community. The local kruu and medium may collaborate to
treat an individual patient and, at the same time, they inoculate the
community against harm. Impoverished people, preoccupied with eking
out an existence and avoiding landmines, can forget these ceremonies
and the affliction might reflect their sense of moral negligence. Again,
the TPO group needed to know how to link these types of local idioms of
distress with their intervention to alleviate traumatic suffering.

Implementation

Developing Complimentary
Interventions

The TPO intervention drew upon local explanatory models of dis-
tress and healing, as well as existing ethnographic data on the healing
rituals of traditional healers, mediums, and monks. The explanatory
models pointed the way to the right resources for help. Identifying these
resources, and knowing what they did and how they could be ap-
proached, helped bridge the gap between a family in distress and com-
munity resources for healing. Knowledge about people’s roles and social
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hierarchy informed us about how best to access various resources for
helping. Also, knowledge about the various types of phum (i.e., old, new,
or mixed) helped us plan what type of intervention approach would be
most effective (e.g., in mixed and new phum age-old Cambodian com-
munity relations needed restoring).

The benefits of working with traditional healers were numerous.
They were successful as counselors (e.g., the mediums), and in providing
a productive link between the cosmological framework of meaning and
the daily suffering of families (e.g., the kruu and the monks). But social
change triggers a mismatch between the problems people face and the
capacity of traditional healers to ameliorate them. A lesson learned in
Cambodia was to experiment with the composition of the teams of phum
volunteers used for psychosocial work. Outreach activities—from identi-
fying families at risk to organizing group sessions and psychoeducation
campaigns—needed to be carried out by individuals who had easy entry
into homes—including those of the most marginalized. Phum volunteers
were modest people, often widows who had been diagnosed as in need
of help and who had been convinced of the profound difference that
could be made by connecting distressed people to existing resources. The
stumbling block was that such people lacked authority—and therefore,
in Cambodia, lacked security. The solution lay in teaming them with
monks or ritual assistants who provided the necessary authority, and
this pairing of phum volunteers proved ideal for instigating community-
based psychosocial work.

Nevertheless, with the passage of time, health beliefs were changing
in Cambodia, as were patterns of help-seeking behavior. Traditional
healers began to face competition from other sectors that offered help.
Both their explanatory models and their livelihoods came under threat.
They had families to maintain and, like other small-time entrepreneurs
in a rapidly globalizing society, they faced economic annihilation and
were forced to try and adapt. Those that were able changed along with
their clients. Their taxonomy of disorders proved to be neither frozen nor
fossilized. Their treatments could be extended to cover the new range of
personal problems that modernization triggered. As the TPO project de-
veloped, we heard both from healers who felt at a loss trying to ease the
contemporary emotional problems of their clients and from those adept
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at expressing their classifications and explanations in more contempo-
rary idioms.

Despite the adaptive powers of some healers, it became clear that
new interventions—complementary to the traditional healing system—
also were needed to address psychosocial distress. The TPO team sought
to find culturally appropriate solutions aimed at strengthening local re-
sources to identify and manage psychosocial problems by:

1. Forming teams of villagers (chosen from those who had been
trained and proved most effective in the pilot phase of the pro-
ject) to provide psychoeducation and refer families for further
help if necessary;

2. Offering training to local health workers and NGO staff by pro-
viding psychoeducational materials to build awareness of psy-
chosocial and mental health problems;

3. Forming self-help groups, where women and men could find a
“niche” in village life and a safe place talk about their emotions.

The following section describes various components of the interven-
tion and discusses its effectiveness.

Training for Group Work

The TPO intervention aimed at enabling Cambodians themselves to
identify and manage psychosocial problems through supportive, psy-
choeducational group work. On first entering a phum, the TPO team
sought contact with the local authorities, respecting the existing local
hierarchical order. The team explained the idea of psychosocial work as
trying to address the problems of the “heart-mind” (khooc cat). In each
village, people who were already in position to assist families in distress
were then identified. These included teachers, village chiefs, monks,
achaas, traditional healers, staff of government agencies, NGOs, the pub-
lic health sector, and ordinary villagers. These core groups of individuals
were offered psychoeducational training by the TPO team, and curricula
were developed especially for the Cambodian situation and laid an em-
phasis on achieving realistic possibilities. A training manual was devel-
oped that guided this work, and it included sections on (and attempted
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to integrate ideas from) basic psychiatry and psychology, Cambodian
idioms and taxonomies of distress, and the role of various traditional
healers. Attempting to work across two vastly different cosmological
systems of healing (Western versus Buddhist/Brahmanic/animistic) —not
to mention the technical problems confronted in translating between
English and Khmer—presented challenges that ultimately led to a
greater understanding of potential points contention and overlap of be-
tween the two systems of healing.

Depending on the type of village entered, the initial intervention ap-
proach consisted of either psychoeducational training for anyone inter-
ested, individual case work aimed at strengthening local resources for
help, or individual casework to build a basis for a group approach. Spe-
cifically, if a traditional, “old” phum with a majority of related people
was encountered, it was easy to contact healers and other resources for
help and to organize group sessions where the problems of the heart-
mind could be discussed. Psychoeducational materials— posters, video-
tapes, and presentations on particular psychosocial themes—developed
by the project staff were used to encourage people to shift the angle of
interpretation of their daily problems. Building on the existing relations
in the village, the team organized training for interested helpers in the
community, and group work came almost automatically.

In mixed villages, however, the TPO team had to take a more careful
approach. The unrelated villagers were best approached separately, and
the team took pains to discover through interviews of key informants
(teachers, village leaders, monks) the social history of the group. In these
phum, building individual relationships between healers, helpers, and
people in need meant building up a sense of mutual trust that was the
essential basis for group sessions. In “new” phum, the most effective ap-
proach was for the team to start individual casework and identify indi-
viduals who had common interests. Once brought together, the various
groups were provided psychoeducation and supportive relationships
between community members began to seem and be possible.

In all villages, phum volunteers agreed with the suggestion of the
project team to visit families that were known to be in distress. At the
house of an identified family, for example, a discussion about their prob-
lems and causes would be pursued along the following lines: The family
was asked what was typically done to find solutions to their problems,
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then the project team member asked to come along to the house, market,
or hospital where help was found. There the healer, health worker, or
any other local resource was asked to comment upon the problem and
give her/his views about the causes and potential chances of healing. Be-
cause the majority of people had visited several health sectors, it was
often possible to reconstruct the help-seeking path and see the reported
problem from several angles.

Self-Help Groups

“Group therapy is defined as a professionally led therapeutic activity
occurring in a group setting employing techniques varying from educa-
tional to those in which specific interactional and dynamic issues are ex-
amined” (Kinzie, 1997). Group sessions were the first step in developing
self-help initiatives at the community level. The group approach was
primarily a response to the sheer quantity of people needing help. It was
also a chance to reinforce an important message, namely that people can
actually help themselves and do not need an extra layer of “psychosocial
workers” to do it for them. Group work also provides an opportunity to
search for meaning, or an acceptable explanation, for the events of the
past and the present. Exchanging opinions on this fosters cohesion and
becomes a force for mutual empowerment and community building.

In preparatory discussions of group sessions with Cambodians, it
had been remarked that differences in cultural values—such as respect
for authority, the need for smooth relationships, traditional interdepend-
ent family relationships, and harmonious living with nature—are impor-
tant in the psychotherapeutic relationship and could pose difficulties for
a positive outcome (Kinzie, 1997). There is certainly no cultural analogue
in any of the Asian healing ceremonies to the type of self-disclosure en-
couraged in psychotherapy group sessions.

The TPO team attempted to steer around these potential obstacles
with the following measure: Groups were composed of individuals from
the same social strata. For example, women in comparable social posi-
tions discussed their problems together, often for the first time in their
lives, because they found themselves in a safe setting that was not auto-
maticallv available in communities marked by displacement and isola-
tion. Participants experienced these groups as a welcome opportunity to
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discuss problems they thought other women in the same situation would
not have been willing to listen to. The introduction of these female self-
help groups revealed some surprises. It was sometimes difficult for out-
siders to believe that despite daily contact female kin from the same
phum and with a shared history of traumatic events had never broached
the subject of their sufferings with each other. Discussion of trauma was
avoided partly because of the strict hierarchical organization of society
which impedes free talk with those who are in a superior or a lesser posi-
tion, and partly because the culture had never explored the therapeutic
effect of talking to people who shared similar dilemmas and pain. Cam-
bodian villagers did not traditionally seek or expect help or advice from
people at the same level in the social hierarchy and, even more signifi-
cantly, did not generally indulge in in-depth discussion of emotional
problems. In addition, this was not a society where some had suffered
and others had not, and many felt it was difficult enough to avoid
“thinking too much” about their own problems for fear of going down
the path to losing one’s mind. The prevailing attitude was that one
should try not to think, but enjoy life as it is and “be happy you are still
alive”

In one of the group sessions we organized for Cambodian war wid-
ows, we asked them what they thought they would need to have a better
life. They answered that first of all, there should be no more war; second,
they should have enough to support their families; and third, what they
needed was more friendly relations with other people. It turned out that
they felt they were being looked down upon and their poverty excluded
them from friendly contacts with other people.

The behavioral changes among group participants noticed by TPO
staff indicated that something important was happening to them. In
many cases women insisted on continuing their weekly sessions, and
even rejected suggestions to start planning other activities such as in-
come-generating initiatives. Rejection of income-generating activities
was admittedly partly a result of memories of the pernicious experi-
ments in communal work of the Khmer Rouge era, but it also seemed
related to the women’s sheer relief to be talking for the first time about
their daily emotional problems and they seemed reluctant to put this at
risk by embarking on potentially disruptive communal economic enter-
prises. The women were at a stage that could not be rushed, where repe-
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tition of their life stories served the purpose of giving meaning to what
had happened and rebuilding mutual trust. As the project developed,
women increasingly revealed the profound relief they experienced in
sharing similar problems and their consequences with others. As a result,
other self-help groups began to emerge—for example, for male alcohol-
ics.

From today’s perspective it is evident that short-term mutual interest
between individual villagers and families is acting as an organizing prin-
ciple for community life in many Cambodian villages and this has re-
placed older systems as a practical survival mechanism. For instance,
widows in the same position—with small children, lack of income, and
living outside their original phum —were often isolated from the commu-
nity. But, as some self-help groups have shown, these women have been
able to create networks of friends in similar circumstances that stretch
much farther than the phum. These networks eventually link up and
crisscross communities, so that the whole network of women comes to
function as a mutual support group.

Counseling

In addition to the group work at the heart of the TPO intervention,
training the team members in individual counseling skills was an impor-
tant intervention component aimed at ameliorating suffering among vil-
lagers. The basic elements of communication between healer and sufferer
that were detected in traditional healing relations indicated to the TPO
team that there was common ground on which to build. Counseling
training could even be used as a way of improving communication
within the team itself, and counseling could be a start for developing a
common language for describing helping activities. It offered the core
group a set of basic therapeutic skills, such as listening skills, for helping
in general. Furthermore, the very basics of counseling were expected to
be of particular use for people working with the most vulnerable clients.

However, the therapeutic value of talking with, or even just listening
to people talk about the problems they faced was not readily accepted
among Cambodians. Healing was traditionally seen as a process requir-
ing specific activity from the healer. The role of the Cambodian team
members was at stake when they were asked to visit people and families
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in distress, in order to just listen to them or talk with them. As educated
people and NGO workers they felt they had to live up to the expecta-
tions people would have, and either give material support or sound and
clear advice. This was at least partly because in the interactions between
patients and healers in the traditional Cambodian sector advice is at the
center of the transaction. People ask for advice from healers and expect
clear answers. The answers partly point at the cause of the problem, and
always provide clear guidelines on what to do.

Training the core group of the project in counseling turned out to be
a time-consuming affair. However, after 2 years the core group members
had developed self-confidence in this new role, and came to understand
that there are many shades between the extremes of “telling people what
to do” and taking a completely passive role. In addition, to the surprise
of the core group members, many local people actually liked being of-
fered a chance to talk about their problems. The notion that a counselor
does not solve the problems of a client for him/her appears to have been
more difficult for the counselors to accept than for the clients.

In describing common factors in the many brief psychotherapeutic
approaches, Bergin and Garfield (1994) listed the following basic general
therapeutic factors: the therapeutic relationship, helping the client to un-
derstand and confront his/her problems, emotional release, reinforce-
ment of client responses, giving information and reassurance to the cli-
ent, promoting successful coping, and emotional involvement of the cli-
ent. The TPO team’s experience with the Cambodian caseload indicates
that these same factors apply in Cambodia, and the team members could
make use of them all.

This does not mean that counseling has proved itself a wholly effec-
tive tool for addressing the psychosocial problems of the large numbers
of people in Cambodia. Training the team to spread the counseling skills
was difficult—especially because of the difficulty of the concept of talk-
therapy, the need for a new role to be created for the counselors-to-be,
and the actual time counselors were required to invest in their individual
clients. The individualized therapeutic work done by local healers, such
as mediums, may be more efficacious and sustainable, is definitely more
cost-effective, and is already in existence and readily accessible through-
out the country.
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CONCLUSIONS

Psychosocial problems in Cambodia have had a paralyzing effect on so-
cial rehabilitation. Although mental health clinics are helpful for some
individuals and families that need psychiatric treatment, this type of
health coverage is limited and the treatment offered often does not relate
to Cambodian people’s understanding of their problems. The challenge,
as shown by this chapter, is how knowledge about the traditional func-
tioning of Cambodian society might be harnessed to develop interven-
tions aimed at community healing, reconciliation, and rehabilitation.

The work of the 1995 TPO intervention is still going on in Cambodia.
A team of Cambodians formed an organization to take over the original
project tasks, and they currently are extending the work all over the
country. At the community level, however, there is still evidence of dys-
function. The ongoing lack of cohesion between groups is readily detect-
able. Returnees are often among the most vulnerable. Refugee literature
finds that the phenomenon of resettlement does not necessarily bring
relief (Muecke & Sassi, 1992). Neither is the process of rebuilding Cam-
bodia a short-term project. It is more likely that it will take decades for
the Cambodian people to recover from the civil war and the genocidal
Khmer Rouge regime. Public mental health programs will need to give
careful consideration to the consequences of the conflict for years to
come.

The first generation of Cambodians that has not been through a se-
ries of traumatic events is now coming of age, but what is striking is their
continuing sense of cultural and personal loss (Lipson et al., 1995;
Schindler, 1993). From the perspective of our experience, we would urge
those who try to help them to stress the importance of retaining a grip on
their cultural identity, as there is evidence that those who do so fare best
in post-conflict situations (Berry, 1991; Cheung & Spears, 1995; Eisen-
bruch, 1986; Moon & Pearl, 1991).

In addressing the problems in Cambodia at the community level, we
tried to make use of the hidden reserves at that level. An individualized,
psychiatric approach would not have adequately addressed the numbers
of those experiencing traumatic suffering or the need to restore the
bonds of trust between people. Beneath the nationwide destruction of
social infrastructure, some tenuous and fragile threads of trust and re-
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spect had been preserved. The traditional healers had safeguarded them,
and when the cataclysm lifted, these healers could bear witness that the
core of traditional Khmer society had not been completely broken.

We learned that interventions that complement the traditional sys-
tems of healing were not easy to develop. The assumption in successful
complementarity is that the other party needs additions. The Cambodian
villagers did not automatically see this need. We had to demonstrate that
self-help groups could ease distress and build trust, and that counseling
could help individuals regain more optimal psychosocial functioning.
Only then were we able to add to the work already done by traditional
healers whose value as trauma therapists could not be denied and, in-
deed, had to be supported and built upon (Bracken, Giller, & Summer-
field, 1995; Gibbs, 1994; Wilson, 1989). Traditional healers provided and
continue to provide a therapeutic mode that for some is simply more
agreeable than those of the classical public health system and Western
psychiatry.

In contrast to the villagers, the traditional healers early on did see the
value in adding new techniques and ideas to their repertoire. The com-
munity turned out to be not only a useful “unit of analysis” to discover
how a complex history of warfare and terror affected the personal and
social functioning of the individuals that formed it, but also proved to be
the reservoir of potential solutions—solutions that were valid and in
harmony with a context in which people are rebuilding not only their
own lives, but also the world that they live in.
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Internally Displaced Sri Lankan War Widows:
The Women’s Empowerment Programme

Rachel Tribe and the
Family Rehabilitation Centre Staff

This chapter describes a community-based intervention for internally
displaced widows living in refugee camps in Sri Lanka as a result of the
19-year-long civil war. The Women’s Empowerment Programme was
one of a series of interconnected programs run by the Family Rehabilita-
tion Centre (FRC), a Sri Lankan nongovernmental organization commit-
ted to promoting ethnic harmony and community development, and to
assisting victims of war by providing medical and psychological care
and increasing socioeconomic knowledge. The FRC advocates a holistic,
psychosocial model and philosophy and views mental health as embed-
ded in a broad matrix of well-being and functioning. This matrix of in-
terrelated factors encompasses psychological, social, and community
functioning, cultural or spiritual belief and support systems, as well as
economic and sociopolitical factors.

The Women’s Empowerment Programme offered brief, small group,
supportive interventions designed to empower Sri Lankan war widows
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by providing them with access to information, facilitating individual and
community-level coping strategies, and drawing on the considerable in-
ner resources of the women themselves. Although the program is no
longer active due to a shift in FRC funding priorities, the WEP held more
than 40 interventions in most of those areas within Sri Lanka containing
refugee camps.

BACKGROUND
Sociopolitical Context

Sri Lanka is located to the south of India, close to the equator, and is an
independent nation state. It gained independence in 1948 after approxi-
mately four centuries of colonial rule (1505-1948), first by the Portu-
guese, then the Dutch, and finally the British. It has a population of
nearly 19.5 million, comprised of the Sinhalese majority (approximately
74% of the population), who are mainly Buddhist and live mostly in the
south and west of the country, and the Tamils (approximately 18% of the
population), who are mainly Hindu and live predominately in the north
and east of the country. There are also smaller populations of Moors,
Malay, Vedda, and Burghers (descendants of the European colonialists)
in Sri Lanka. Approximately 8% of the population is Christian, repre-
sented by members of all ethnic groups, and 7% are Muslim (CIA World
Factbook, July 2001).

Sri Lanka has been involved in an on-going, armed civil conflict
since 1983 (Sri Lanka Monitor, 2000). The Liberation Tigers of Tamil Ee-
lam (LTTE or Tamil Tigers) are fighting the Sri Lankan government for
control of the north and east of the country, which they want to become
an independent Tamil state.! The conflict has been brutal, and a large
number of reports have detailed human rights violations by both sides
(Amnesty International Annual Report, 1999; Sri Lanka Monitor, 2001).
These violations include the failure to adhere to the legal conventions on
the conduct of war, imprisonment without trial, rapes, disappearances,

'For a further discussion of the conflict, readers are referred to Dissanavaka
(1995) or Somasundaram (1998).



5. Women’s Empowerment Programme 163

and torture (Amnesty International, 2001; Sri Lanka Monitor, 2002). As a
result of military action and violence, approximately 64,000 men,
women, and children from all the ethnic groups have lost their lives
(Refugee Council, 2001). Hundreds of individuals are missing and many
others have suffered injuries (Amnesty International, 2000). More than
170,000 Sri Lankans applied for asylum in Europe and North America
between 1990 and 1998 (UNHCR, 1999).

In February 2002, an initial agreement was signed by the Prime Min-
ister of Sri Lanka and the LTTE to work toward a negotiated peace be-
tween the two sides. The negotiated cease-fire, which began in February
2002, has held fairly weun since then. Peace talks between the LTTE and
the Sri Lankan government, facilitated by Norwegian mediators, took
place in Thailand on September 16" and November 27 of 2002. The out-
come of these meetings has been the establishment of a political commit-
tee to discuss Tamil claims for self-determination, as well as two joint
committees concerned with security issues and the management of de-
velopment aid (Reuters, 2002). The situation is looking very positive and
some refugees and internally displaced people are beginning to return to
their homes (UNHCR, 2002), although uncleared land mines continue to
be a major worry (Harrison, 2002).

According to UNHCR (2000), the number of internally displaced
people of all ethnic groups within 5ri Lanka, at the end of December
2000, was approximately 706,000. Most of these people have been living
in Sri Lankan refugee camps where conditions are frequently poor, with
acute overcrowding, little privacy, and no proper sanitation (Sivayogen
& Doney, 1991). In addition, during the years of civil conflict, parts of
the north and east of the country were under regular bombardment and
many essential supplies were unavailable due to the politics of war (Sri
Lanka Monitor, 2000); while a number of serious bomb attacks in the
south of the country resulted in death, injury, property damage and con-
siderable emotional distress to the people living there.

The Family Rehabilitation Centre (FRC)

Within this context of ongoing, often unpredictable violence, the Family
Rehabilitation Centre (FRC), a Sri Lankan nongovernmental organiza-
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tion, was established to provide a broad range of psychosocial and medi-
cal support services to victims of the war. In addition to the Women'’s
Empowerment Programme for war widows, the FRC has run children’s
play activity groups, programs for military personnel, torture survivors
and their families, families of the disappeared, detainees and ex-
detainees, and direct victims of war (e.g., bomb blast survivors).

In working with these various groups, the FRC views mental health
and well-being as dependent on a number of interrelated factors. These
factors include psychological, social, and community functioning, cul-
tural or spiritual belief and support systems, and economic and
sociopolitical factors. The FRC model of well-being loosely reflects
Maslow’s (1971) model of a “hierarchy of needs,” in which primary
needs (e.g., health, safety, and security) serve as preconditions for higher
order needs (e.g., occupational satisfaction, skill mastery, and self-
actualization). Therefore, the FRC assists various war-affected groups by
providing services that address basic health care (e.g., running mobile
and project-based medical clinics and physiotherapy) and material assis-
tance (e.g., providing sewing machines or poultry to enable individuals
to start self-employment businesses), as well as more advanced job skill
training, personal empowerment, and psychological education and sup-
port groups.

The FRC is a diverse organization with staff drawn from all of the
different ethnic groups in Sri Lanka. Most staff members have had many
years of experience working within the community and a number of
them are internally displaced people themselves. This has made it much
easier for the FRC and its various programs to gain access to, and accep-
tance by, the different ethnic communities caught up in the civil conflict.

Mental Health and Psychosocial Implications

Research has demonstrated a connection between exposure to violent
conflict and psychological problems in combat veterans and civilians
(Boman, 1986; Figley, 1986; Green, 1993; Solomon, 1993). Additionally,
various studies have noted the adverse effects of becoming a refugee on
mental healtth (Fuller, 1993; Kinzie & Sack, 1991). However, research on
refugees concentrates almost exclusively on the 17% of the world’s refu-
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gees who have resettled in industrialized countries, while the majority of
refugees either remain displaced within their own country or cross na-
tional borders into neighbouring developing countries. Although inter-
nally displaced people (IDPs) are often difficult to access, it is crucial that
more attention be paid to the compromised psychological well-being of
the millions of IDPs worldwide.

During 19 years of civil conflict in Sri Lanka, many civilians have be-
come internally displaced and have been emotionally affected or trauma-
tized, either by direct involvement in the conflict, or by fear of its poten-
tial effect on their lives. A comprehensive overview of the main present-
ing problems of civilians in war-affected parts of Sri Lanka can be found
in Somasundaram and Sivayokan (2000), Somasundaram (1998), and
Arulanantham, Ratneswaren, and Sreeharan (1994)2 To summarize,
these authors have documented a range of trauma-related reactions in
the Tamil community living in the war zone, including an increase in
alcohol and drug consumption, depression, somatic complaints, evi-
dence of developmental problems, and sleep disturbances. Many family
members have been separated from one another, and normal community
and social supports have been compromised.

The situation for women in Sri Lanka is especially difficult. Accord-
ing to Sivachandran (1994), Sri Lankan women have faced many psycho-
logical and physical burdens during the war, and Somasundaram (1994)
noted that statistical data collected in Jaffna (in Northern Sri Lanka) on
clinical attendance, in-patient treatment, and community surgeries sug-
gests that women are at increased risk of developing psychological dis-
orders. Somasundaram surmised that the reasons for this are “due to
migration, death, detention, disappearance, or direct involvement in the
conflict by young males, as well as the increased burden and responsi-
bilities placed on the females to run the homes and look after children
single-handedly” (p. 27).

As for mental health service provision, there are very few psychia-
trists or psychologists in Sri Lanka: approximately 33 for a population of

All of these authors were working with the Tamil community. The Sin-
halese and Muslim communities have also suffered from the war, but it is diffi-
cult to find comprehensive studies based on these communities. In view of this,
the findings may not generalize to the wider war-affected Sri Lankan commu-
nity.
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almost 20 million, with few practicing in the conflict zones (P. de Silva,
personal communication, July, 2002). Although this highlights the in-
adequacy of existing professional mental health services in Sri Lanka, it
fails to capture the range of local individuals available to provide impor-
tant support for individuals suffering psychological distress. In rural
areas, those identified as healers and helpers may be community or reli-
gious leaders, indigenous Ayurvedic doctors, or other members of the
community. These local healers provide vital psychological support and
may even serve communities in ways that Western-trained psychologists
and psychiatrists cannot. For instance, they are usually easily accessible
to community members and are not associated with notions of mental
illness or psychological difficulties, which may carry a negative connota-
tion within the community. Because of this, indigenous healers are en-
couraged to participate actively in FRC programs such as the Women'’s
Empowerment Programme, and they make an extremely valuable con-
tribution in helping to re-establish traditional networks of helping and
healing in displaced communities.

Population of Focus

The war has forced many thousands of Sri Lankan civilians into refugee
camps for internally displaced people. Direct attacks on homes and vil-
lages have left many homeless, while others, fearing army or LTTE at-
tacks or reprisals, have left their homes for the uncertain safety of the
refugee camps. There are thousands of widows living in refugee camps
in Sri Lanka, many of whom are still in their 20s or 30s. In addition to
coping with the grief of losing loved ones who were frequently the
breadwinners, Sri Lankan women widowed by the war are faced with
numerous socioeconomic, health, and legal problems. The Director of the
Centre for Women and Development in Jaffna, Sri Lanka, wrote:

[T]he tension and trauma created by this war have badly scarred
many of our children and women. Women . . . live with high
levels of tension. They fear that their children will join the libera-
tion movement and die in combat. (Sivachandran, 1994, p. 48)
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Women from the different ethnic groups face common difficulties.
Numerous women have reported incidents of sexual harassment; some
have been sexually assaulted or threatened, while others have been
robbed. In addition, many women are pressured to take political posi-
tions or engage in political activities. Many women who have lost their
husbands are left destitute with no way of earning a living to support
their families. In addition, the widows may face considerable gender dis-
crimination and a general lack of social and economic opportunities. In
our work with the FRC, we found that war widows were frequently so
distressed by the ongoing conflict that they often were unavailable to
their children for emotional and basic support. We also found that many
parents found it extremely difficult, if not impossible, to tell their chil-
dren that a relative was missing or dead. This appeared to be because
they themselves had difficulty accepting this information. The uncer-
tainty around and difficulty coping with loss was quite understandable,
given that individuals in Sri Lanka often go missing and information
about what has happened to them is frequently inaccurate, scarce, or
unavailable. In Sri Lanka, as in other situations of civil conflict, accurate
information is often withheld as part of the politics of war, and incorrect
information is used as psychological propaganda.

In attempting to cope with the uncertainty regarding the where-
abouts of missing loved ones, many widows creatively filled the infor-
mation gap themselves or for their children. For example, some shared
narratives with us that a relative had gone to work abroad, and others
related hopes of relatives returning home after many years. One fre-
quently told narrative, which may or may not be apocryphal, related to a
“widow” re-marrying after her husband had been missing for many
years, only to have her first husband suddenly return, leading to the ruin
of her life and that of the families. This type of shared narrative and “un-
knowing” kept many women fearful of moving on with their lives after
losing a husband.

Given the extreme stressors faced by Sri Lankan women, particularly
widows, the target group for the Women’s Empowerment Programme
was women whose husbands had died or were missing as a result of the
ethnic conflict. Program participants were resident in refugee camps and
represented all of the major ethnic groups in Sri Lanka. All Women's
Empowerment Programme participants volunteered to take part after
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learning about the program through local community leaders and other
organizations working in their geographical areas.

INTERVENTION
Theory and Rationale

Community mental and public health practitioners, as well as those tak-
ing an ecological or eco-systemic perspective, advocate harnessing exist-
ing community and cultural resources to promote well-being, rather than
merely targeting individual level difficulties (MacLachlan, 1997; Sarason,
1974). Vinck (1994) asserted that public health workers forming coali-
tions and collaborating with communities are better able to enhance and
promote well-being than those who fail to do so, and research from vari-
ous regions of the world indicates that community-based health promo-
tion campaigns focusing on both psychological and physical health have
been effective (e.g., Ager & MacLachlan, 1998; Nakshani, Tatara, & Fuji-
wara, 1996).

The Women’s Empowerment Programme (WEP) was designed as a
short-term, therapeutic, community-based intervention for Sri Lankan
war widows with the goals of maximizing resources and building capac-
ity among participants. After participating in the program, it was hoped
that the widows would then set up their own self-help groups with the
support of the FRC’s area office. Minuchin and Minuchin (1974) have
stressed the importance of short-term therapeutic group work in mobi-
lizing strengths, as have community mental health practitioners around
the world; we drew on these ideas in our program. The community-
based approach allowed us to reach far more individuals thanwould a
traditional, individual therapy model. Working in and with the commu-
nities of war widows also increased the cultural appropriateness, accep-
tance, and sustainability of the intervention, and the WEP provided a
context for participants to develop a normative understanding of the dif-
ficulties faced by widows and sensitized others in the community to
their dilemmas, as well as their remarkable strengths. The WEP targeted
communities of women, rather than individuals, because offering indi-
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vidual women help might have been viewed as pathologizing their diffi-
culties and might have had less impact on precipitating positive change.

Organizing Principles and
Goals of the WEP

The promotion of psychological health and well-being among Sri
Lankan war widows was the main overarching aim of the WEP. The FRC
was made increasingly aware of the need for such a program through
research and collaboration with community groups, as well as through a
needs analysis and feedback from other FRC projects. In accordance with
the philosophy of the FRC —that mental health is influenced by individ-
ual, community, sociopolitical, and economic factors—the fundamental
organizing principles of the WEP represent a blend of ideas designed to
promote the well-being of program participants at multiple (i.e., indi-
vidual, family, and community) levels. The organizing principles and
goals of the WEP are based on traditional models of both individual and
group psychological theory, as well as theories of individual and com-
munity empowerment. In its design of the WEP, the FRC gathered input
about the needs and concerns of displaced Sri Lankan war widows from
the widows themselves, from local community leaders, and from staff
who had considerable experience working with Sri Lankans affected by
the civil conflict.

The three major goals of the WEP were to increase ethnic harmony
among women of different ethnic groups; to provide psychoeducation
about trauma and build adaptive coping skills; and to help develop long-
lasting support systems and community resources among program par-
ticipants.

Toward the promotion of ethnic harmony, women from the four
main ethnic groups (Sinhalese, Tamil, Muslim, and Burgher) were in-
vited to attend WEP groups together. The rationale was that helping de-
velop supportive relationships among women from the different sides of
the conflict would create opportunities for them to reframe perceptions,
negative attitudes, and stereotyped beliefs about one another. In his con-
tact hypothesis, Amir (1969; and more recently Cairns, 2001) proposed
that relationships between groups who are in conflict may be enhanced if
they are given opportunities to spend time together in a safe and con-
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tained environment. The WEP hoped to help shift negative and divisive
attitudes, build supportive bridges between the diverse program partici-
pants in the safety of small, participatory groups, and reduce the social
isolation felt by many of the widows.

The WEP also was designed to promote psychoeducation and the
use of adaptive coping skills among participants. For example, it has
been argued that assisting people who have been traumatized to develop
a belief in the predictability of their lives, their safety, and their ability to
deal successfully with crises, affords them the confidence to cope more
adaptively with traumatic events (Mitchell & Everly, 1993). One compo-
nent of this is to normalize the experience of traumatic distress through
education around how traumatic reactions may be normal reactions to
abnormal events. Developing this awareness helps increase tolerance
and acceptance of these reactions, and enhances feelings of affinity
among those experiencing a disaster together.

In addition, the WEP was designed to maximize social support
among participants. The WEP provided numerous opportunities for par-
ticipants to develop a sense of a supportive community of women and to
strengthen their collective potential. Light (1992), writing about Guate-
malan refugee women who had lived in refugee camps in Southern Mex-
ico for 10 years, noted that women organized themselves into productive
co-operative groups over time and were subsequently able to use this
collectivism to their advantage. Influenced by this work, we believed
that the Sri Lankan women also might experience similar benefits after
the empowerment program.

Social support has been shown to be important during times of
stress, by providing opportunities to develop helping networks, friend-
ships, and collaboration. The role of social support as a protective factor
in psychological well-being has been noted by Yule (1998), Gorst-
Unsworth and Goldenberg (1998), McCallin (1992), Brown and Harris
(1978), Ressler, Boothby, and Steinbock (1988), and Davidson (1980},
among others. Indeed, Bisson and Deahl (1994) go so far as to suggest
that social support may be more important in preventing traumatic reac-
tions after a trauma than the provision of psychological interventions
soon after the event. Additionally, Hobfoll et al. (1991) claimed that so-
cial support benefits not only the recipient but also the giver.
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The WEP attempted to mobilize participants as resources for one an-
other by organizing self-help groups and encouraging collaborative en-
deavors, such as starting businesses. Participants also were encouraged
to reflect on strategies they had used in the past to overcome difficulties
and to share these with other widows in the program. The WEP included
supportive activities and social events to provide a context for partici-
pants to develop networks for sharing difficulties, ideas, and strategies
throughout and after the program.

Another program component involved the empowerment of widows
through the acquisition of contextually relevant knowledge and skills.
The WEP encouraged women to take control of their futures by provid-
ing them with information about how to access and manage resources
relevant to their specific concerns and priorities. The widows identified a
range of topics as important, including a need for more information
about employment and resettlement opportunities outside the refugee
camp, their children’s and their own health and development, self-
employment procedures, and the legal statutes relevant for widows
(such as the issue of death certificates). Relevant local experts and
knowledgeable FRC staff provided program participants with informa-
tion about these topics and skills training to help them access relevant
resources and maximize employment opportunities.

To encourage the continued development of long-lasting, empower-
ing, and supportive community networks, an integral part of the WEP
design was the cascade or waterfall learning method of training indi-
viduals who then teach or pass on their knowledge and skills to other
women in their communities. In accordance with this model, after par-
ticipating in the WEP, some women volunteered to be “be-frienders” and
received intensive training in the capital of Sri Lanka with emphasis on
leadership, cascade learning methods, and community work. These
women were then employed by the FRC at local extension offices to dis-
seminate information and assist other women affected by the war. As
well as providing social support, the be-frienders tried to maintain con-
tact with relevant authorities to ensure that any bureaucratic problems
that the women were experiencing were addressed. The be-frienders also
were expected to facilitate any follow-up from the program, such as giv-
ing advice and providing support around self-employment opportuni-
ties and endeavors.
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Implementation

As stated previously, the shortage of highly trained professional person-
nel is often seen as a major problem in providing mental health services
in situations of civil conflict, such as that seen in Sri Lanka. In our view,
the model used in the WEP offers an approach that enables the imple-
mentation of such services with limited expert staff.

Preliminary Groundwork

Prior to the implementation of the WEP in any given area, the FRC
networked with local organizations and discussed the program to see if
it would be useful and/or accepted in different regions of Sri Lanka. This
initial assessment process was termed a “fact-finding mission” and took
place some weeks or months before individual programs were imple-
mented. We found that it was vital, at the outset, to work with local or-
ganizations rather than around or across them. If local community or-
ganizations wished the WEP to take place and believed it would be bene-
ficial, then it went ahead. If they did not believe it would be helpful,
then it did not. To encourage community acceptance and participation,
local community leaders frequently organized the logistics, provided
resources, and/or participated in the program as facilitators.

Process

Each WEP was held over a period of 3 to 5 days as a residential pro-
gram close to the refugee camps. WEP seminars had no more than 35
women drawn from all of the ethnic groups resident in any one geo-
graphical area and were run with simultaneous translation into the two
national languages, Sinhalese and Tamil. Although each program fol-
lowed a similar general formula, the specifics were tailored to the par-
ticular needs of the women living in that area. Each WEP combined (1)
practical information and skills training, which had immediate relevance
to the widows, with (2) helping the women increase their awareness and
understanding of the common psychological issues and problems facing
them, with the overarching goal of creating a safe and supportive envi-
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ronment for the women to develop and strengthen social networks and
learn from one another.

The empowerment programs were run using a range of teaching and
learning methods including didactic talks, experiential exercises and
role-plays, mini intensive workshops, small group discussions, and
whatever format appeared relevant to the particular group of women
involved. Each new program utilized feedback from the last and so was
constantly evolving. A range of community members and local experts
(such as lawyers and Ayurvedic doctors) were used as resources and
invited to speak at the empowerment programs whenever possible—
partly because they often played key roles in assisting widows in their
communities, and partly to sensitize the larger community to the issues
facing the widows.

The well-known adage commonly used by the FRC staff to encom-
pass the empowerment vision of the program was, “We do not give them
fish, but teach them how to fish.” Indeed, the WEP was designed to em-
power participants to use and develop their knowledge, skills, and re-
sources, to build adaptive coping strategies, and to create a network of
support among the women and their communities. Toward these goals,
the WEP seminars covered a range of topics identified during the fact-
finding missions as important to war widows. These topics included fi-
nancial and employment matters, primary health care, and mental
health. Local lawyers talked with the women about their rights, entitle-
ments, and how to get legal assistance, while staff from local Govern-
ment Agents offices spoke to the women about compensation issues re-
lated to the loss of their husbands. Staff from the FRC or other relevant
local NGOs spoke to participants about financial concerns, and worked
with them on job-finding skills and self-employment opportunities. Lo-
cal medical officers or matrons and indigenous Ayurvedic doctors
helped address the women’s concerns regarding primary health care and
first aid. Psychoeducation around mental health issues (e.g., adaptive
coping and normalization of traumatic reactions) was provided by FRC
staff and, if available, local resource people.

During the day, women participated in the various seminars and
groups, and in the evenings, there were opportunities for informal dis-
cussions, recreation, and individual counselling and consultation with
the FRC team or relevant resource persons. Participants often spent their
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evenings together playing games or organizing entertainment, such as
variety shows. During this time, many friendships appeared to grow as
the women continued to get to know each other in a relaxed, unstruc-
tured atmosphere.

On the final day of the program, women who had been through the
WEP before were invited to return to the groups to share their experi-
ences, both positive and negative, regarding what had happened to them
since they had participated in the program. Many former participants
took this opportunity to reflect on their experiences of the WEP, and to
offer advice and encouragement to the group. Several former partici-
pants offered to act as mentors and advisers to members of the new
group of women. These relationships appeared to offer practical and
psychological benefits to both parties. The mentors were able to share
their experiences and knowledge with their mentees, provide important
support and encouragement, and act as role models. Conversely, the
mentees gained personal and social support and knowledge from their
more experienced mentors.

In addition, the WEP model was designed to ensure that the learning
among and support for war widows did not end with the 3 to 5 day in-
tensive programs. As previously discussed, the WEP relied on cascade
learning methods to ensure that as many widows as possible could ac-
cess the program if they so wished. The cascade mode! involved setting
up a system for those WEP participants who undertook more intensive
training in advocacy and support to work at local FRC extension offices
and to serve as “be-frienders” to other women, who, in turn, could pass
on what they learned to even more women in their communities.

CHALLENGES AND LESSONS LEARNED

A number of organizational, ethical, political, and cultural concerns and
challenges arose while planning and implementing the WEP. At the or-
ganizational level, we found that staff changes can affect a program sig-
nificantly. Two of the women who were instrumental in establishing the
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WEP left the organization, and this changed the organizational culture?
and priorities.

When setting up any program, we would stress the importance of
thorough groundwork, ensuring that all the necessary parties are met
and the ideas discussed. It is very important to be aware and respectful
of organizations, community, religious, and support groups already in
existence, and to try and work with them rather than across them. We
found it was essential that initial partnerships were formed and trust
was established between WEP staff and local community leaders, health
and education workers, and other service providers before the imple-
mentation of any programs. This was especially critical in the Sri Lankan
context, where civil conflict had broken trusting and cooperative work-
ing relationships between many community members.

We also found that before the implementation of a program, any res-
ervations that are raised by community members need to be listened to,
and program organizers must be prepared to change their ideas in re-
sponse to feedback. The FRC team had gained a comprehensive under-
standing of Sri Lankan spiritual, cultural, and sociopolitical issues and
mores over many years of working in the community, and fortunately,
the positive reputation of the FRC and its staff went before us. This
helped us considerably in setting up the WEP.

The process of networking with community leaders and service pro-
viders when setting up a community-based intervention can reveal sur-
prising “clashes” between local community members and organizations
(such as the FRC) about how best to assist a target population. For ex-
ample, an unexpected dilemma we encountered in setting up the WEP in
one location was a helpful male community leader who assured us that
the most useful thing we could do to empower war widows was to find
them husbands. In his sincere desire to help, he had even selected a
number of potential “husbands” from his community. This situation lead
to a number of discussions among the FRC team, and we eventually de-
cided to explain respectfully to the community leader that finding the

30rganizational culture is understood by major theorists in this area to be
the rules, beliefs, and ways of doing things that become established over time
and may be decided initially by the task of the organization and the personalities
of the key players in the organization.
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women husbands was not our task, but an individual choice for each
woman if she wished to find or be found a husband. It is not easy to pre-
pare for the various conflicts of interest that can arise when setting up a
community-based intervention, and not always clear how they should
best be handled.

Within a refugee camp there is frequently an undercurrent of fear
and suspicion, with uncertainty about whom to trust. Anyone working
in a refugee camp in a context of civil war must be cognizant of the fact
that people from opposing sides of the conflict are likely to be resident
there, and that they may hold a range of views, ranging from sympathy
to outright hostility and hatred, about those from the “other” side (Tribe,
1998). This needs to be appreciated when introducing a psychological
intervention into such a situation. Such potential challenges should be
assessed and addressed as close to the planning stages and outset of an
intervention as possible.

Along these lines, FRC staff had to be self-consciously aware of both
their own political opinions and the wider social and political context of
their work. The FRC is a nonpartisan, nongovernmental organization
with a humanitarian mission to improve ethnic harmonyv as one of its
aims. Therefore, although staff members held personal political opinions,
these had to remain personal and not influence their work in any signifi-
cant way. This was sometimes a challenge for staff, but necessary in re-
maining true to the goals of the nonpartisan FRC and for avoiding the
perception among community members that FRC staff were aligned with
one political position or another.

Unexpected obstacles and challenges always arise during the im-
plementation of an intervention, and it is necessary to be flexible and
think laterally about how to address such problems. For example, in one
of our programs, entry into the refugee camp was restricted after 4
o’clock in the afternoon, and when women gave birth after this time,
there was no medical attention available. We therefore arranged for one
of the medical practitioners to run a session during which the women
learned how to deliver a baby should the need arise. This training had
not been in our original program, but it was important that we re-
sponded flexibly to the immediate needs that arose.

We also found it essential to respect cultural differences in all their
forms and to take time to consider their implications. Almost all the
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members of the FRC are Sri Lankan nationals; however, diverse ethnic
groups with different cultural and religious practices are represented
among the staff. In addition, at various times, individuals from outside
of Sri Lanka were involved in the program and they needed to consider
clearly their cultural positioning. This was sometimes as simple as con-
sidering different dress codes. As an example, a few years ago, an
American psychologist working with the FRC attended a meeting wear-
ing a baseball cap the wrong way around, as was common among young
people in the West. A senior Sri Lankan colleague interpreted this, how-
ever, as an indication that the man had severe problems, as he was un-
able to even dress himself correctly or appropriately. Such cultural mis-
understandings abound in this field, and we have found it necessary to
encourage cultural competence and open communication among and
between program staff and community members around such issues.

EVALUATION

Due to the ethnic conflict, we have undergone many hardships. [Dur-
ing the WEP] I have been able to share my problems with others. We
learned so much we did not know. Now we realize that the most impor-
tant thing is to be united and work hard to achieve something.

— A WEP participant

Throughout the program, participants were asked to offer verbal feed-
back and suggestions to the FRC team through the use of semistructured
interviews and open group discussion at the end of each day of the pro-
gram. In addition, at the end of each program, a sample of participants
was interviewed and their comments were recorded and later reviewed
by each program’s facilitators.* With hindsight we believe we could have
devised an evaluation questionnaire before implementing the first pro-
gram, and used this consistently throughout each program to enhance
the thoroughness of the evaluation process. However, the nature of our
evaluation can be attributed to the ongoing civil war and the concomi-

4The information was collected in whichever language the participants
wished to speak, and was then orally translated and discussed by the FRC team.
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tant difficulties associated with this; for example, issues of trust and con-
fidentiality may be compromised in a civil war. Other factors included a
variety of literacy levels among the widows, as well as pressures of time,
the fact that two or three staff members would have been needed to help
us deal with the different languages and back-translations, and the fact
that the project was seen primarily as a community-based intervention
rather than a research-led project.

The WEP was able to monitor the effects of the program by main-
taining contact with many former participants. For example, during each
program, women from previous programs were invited to report on
their progress and on any difficulties they had encountered since under-
taking the program. This became an opportunity for program staff to
hear how former participants were using the knowledge, skills, and sup-
port they gained from the program—and to hear about ways the pro-
gram might be improved. FRC also maintained follow-up contact with
many of the participants by letter, telephone, or by team visits, through
the extension offices and through other NGOs.

Through feedback from participants and follow-up contact, we
learned that there have been a number of positive outcomes from the
WEP. These include the establishment of a women’s group and several
participant-run credit unions. In addition, many of the widows were able
to obtain financial compensation for the loss of their husbands. Also, a
number of small-scale co-operative ventures have taken off. These in-
clude projects for the making and mending of clothes, mat weaving, ca-
tering projects, growing vegetables and herbs, and making paper bags to
sell to local stall holders and shops. One participant noted that the WEP
assisted her and other participants in using their skills and encouraged
them to “be brave and courageous” so that others would respect what
they had to say. In so doing, she added, “We can be role models.” Other
comments from the participants in the WEP are offered as a primary data
source:

I came with the hope that I will be able to solve my problems.
Now I understand that there are others like myself from other
ethnic groups who have undergone the same problems and
hardships.
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After my husband was killed, I had no love for life. I was beside
myself. . . . After attending the FRC seminar, I began to realize
that there were many others affected like me. The kindness,
compassion, and training given by FRC helped me to stand on
my own two feet. I have learned a lot from these programs and
now have the courage to face the future and look after my child.

We had problems trying to obtain death certificates for our hus-
bands. I am happy to learn from the lawyer who spoke to us
how to obtain the death certificates.

I have decided to form a co-operative society, when I return to
the camp, we will start with a small amount. . . . This will enable
us to give loans to members for self-employment such as mat
weaving or poultry keeping.

After the WEP had been running for approximately 1 year, a formal
qualitative evaluation was conducted on behalf of an international NGO
that had funded the WEP. The evaluation was a condition of future
funding, and employed independent researchers who spoke to women
currently participating in the program, those who had completed it, and
those who had been appointed to work in the extension offices. The
evaluators travelled to a variety of sites in the country where the pro-
gram had been implemented and spoke to a sample of staff and commu-
nity members involved in running the program.

The evaluators wrote in their report that they hoped “that the find-
ings . .. will be of use to FRC in making more effective the important and
opportune task they have dedicated themselves to.” With regard to the
war widows, the evaluators noted that, “FRC is filling a very important
gap by recognizing and targeting this marginalized group. This phe-
nomenon in our country’s recent history has yet to reach the public con-
sciousness. As such, FRC’s work is certainly both pioneering and oppor-
tune.”

The full written evaluation report was submitted to FRC and was
available to all relevant staff. Overall, the evaluation was positive. How-
ever, the report touched on a number of important dilemmas related to
the role of women in Sri Lanka, and to the sustainability of the project. In
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particular, the report raised concerns about an overemphasis by the WEP
on the women in their roles as mothers. The evaluators noted, “. . . if the
program is to ‘empower’ the women psychologically, then it is vital that
the women are imbued with the notion of the self (as a woman) first as
well as a mother.” This concern was addressed by a change in the focus
of the intervention toward a more central focus on the women’s needs
and futures. Indeed, it was appreciated that if too much focus remained
on women in their roles as mothers, this would put too much pressure
on both them and their children. The evaluators also suggested that FRC
might consider lobbying more actively for the women locally and na-
tionally, thus working at the macro, as well as the micro level.

The evaluators also suggested that the balance between relief and
rehabilitation be further considered:

As an evaluation team, one problem we faced in particular was
the disparity in the value placed by us and by the participants on
the psychological aspect of the program. While we feel that this
focus of the program reflects a crying need that is addressed by
FRC, it is only natural that the participants and to see their most
immediate needs as being solely economical. Combined with
their general experience of NGOs being entirely relief oriented,
the participants did not place equal value on this kind of [psy-
chological] support. Nevertheless, it is our opinion that these
women need more intensive and regular counselling and the
program is able to satisfy this to a certain extent.

This evaluation gave FRC much to consider, and detailed discus-
sions around the WEP intervention priorities followed. The staff team
eventually decided that there were many organizations offering eco-
nomic relief, and the WEP had been set up primarily to address the issue
of rehabilitation and assisting survivors of the conflict. Indeed, this was
the major objective of our funding agencies. It was decided, therefore,
that we should network more with relief oriented agencies, so that we
could refer easily and appropriately to them (and vice versa) to ensure
that the basic economic needs of the women were addressed, while we
focused more centrally on the psychological well-being of the women.
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In the end, the important question of whether we were prioritizing
what was really important to the war widows, or inadvertently imposing
what we (or our funding agencies) thought should be important contin-
ued as a dynamic and lively tension within the program, as it does for
many humanitarian agencies around the world. We hoped to address the
dilemma through coordinated service provision with other organiza-
tions, but continued to struggle with the tensions.

Overall, the feedback from the independent evaluation was ex-
tremely useful to us. The evaluation report gave us an opportunity to
discuss important criticisms raised about the WEP, and made us aware
that our desire to assist the widows and provide the program had, per-
haps, led us to “roll it out” rather too quickly, without sufficient fore-
thought around some issues. It also provided us with an opportunity to
make some improvements in the WEP to address these concerns.

The WEP was designed with sustainability in mind. It was hoped
that the cascade model, which involved setting up extension offices
staffed by participants who had undergone further training, would pro-
mote the long-term effects of the program. This was the case for a period
of time, but a change of staff and direction by the FRC management to
working almost exclusively with torture survivors meant that the WEP
did not fit the remit for which FRC was funded. In consequence, it was
discontinued. However, other NGOs in Sri Lanka have adapted many of
the ideas developed by the WEP and are running similar programs in-
dependently. In addition, a staff member who had been one of the key
players in establishing the WEP moved to another organization, and has
continued to implement numerous components of the WEP there.

SUMMARY

The Women’s Empowerment Programme (WEP) was one of a series of
interconnected programs run by the Family Rehabilitation Centre (FRC),
a Sri Lankan nongovernmental organization committed to promoting
ethnic harmony, community development, and to assisting victims of
war by providing medical and psychological care and socioeconomic
knowledge. The overarching goal of the WEP was to improve the mental
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health and well-being of displaced Sri Lankan war widows, and our pre-
liminary needs analysis led us to realize that we needed to be innovative
and responsive to the expressed needs of our target population, rather
than rely on a traditional health clinic model to offer mental health ser-
vices to individual women. Drawing on a multilevel blend of ideas per-
taining to psychological knowledge, group dynamics, community re-
sources and support, plus an empowerment model, the WEP was de-
signed as a brief, supportive intervention focused on building strengths
among widows at the small group level. The primary goals of the inter-
vention were to improve ethnic harmony, support and build adaptive
coping strategies, and increase socioeconomic knowledge and skills
among the women participants. In addition, to help participants develop
their community networks and resources, and to reach as many women
as possible, the WEP used a cascade model in which a number of pro-
gram participants received further training and were employed by local
extension offices to provide ongoing support, advice, and advocacy for
women in their communities.

Feedback from former program participants and outside evaluators
has been generally positive, and many women have made positive
changes in their lives after participating in the WEP. Unfortunately, the
program is no longer running due to a change in FRC administration
and a subsequent change in funding priorities. However, the program
ran on more than 40 occasions throughout most of the areas of Sri Lanka
containing refugee camps, and aspects of the WEP have been adopted by
other programs and will hopefully continue to impact the lives of Sri
Lankan women in positive ways. The widows of the war have played an
extremely heavy price for the continuing civil conflict in Sri Lanka. Many
women and children have little or no experience of life in peacetime or
outside a refugee camp. Our hope is that the WEP has contributed to
minimizing the adverse effects of living in conditions of ongoing vio-
lence and deprivation, by facilitating healing and promoting resilience
and positive adaptation among the many women who participated in the
program.
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Internally Displaced East Timorese:
Challenges and Lessons of Large-Scale
Emergency Assistance

Kathleen Kostelny and Michael Wessells

The attacks by the Indonesian paramilitaries on the people of East Timor
in September of 1999 created mass displacement, destroyed most homes
and property, and amplified poverty and hunger nationwide. The brutal-
ity of the attacks, which followed decades of oppression of the East
Timorese and the betrayal of the UN referendum process for safe elec-
tions, created emotional and social wounds that needed to be addressed
as part of the peace building agenda. Children and youth' were at sig-
nificant risk for a number of negative outcomes. Children were largely
unsupervised, as schools had been destroyed and parents were con-
sumed with procuring basic necessities, and were at risk for physical
injury from mines and broken glass while playing and scavenging in
dangerous buildings and streets. Youth, who had played a key role in

'For this project, children are defined as people under 13 years of age, while youth
include people between the ages of 13 and 24 years. Targeting this group allowed the
inclusion of people who were at important decision points in their lives and who had the
potential to contribute much in the peaceful reconstruction of their country.
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the liberation struggle but had few prospects for jobs or positive life op-
tions, were frustrated, alienated, and at risk for engaging in delinquent
and violent behavior. Both children and youth were at risk for disease
and bad health from lack of shelter, as well as the emotional distress that
accompanies homelessness.

To address this situation, a consortium of three NGOs (non-
governmental organizations)— Christian Children’s Fund (CCF), Interna-
tional Rescue Committee (IRC), and Save the Children Federation (SCF),
conducted an 18-month, national program of community-based psycho-
social support for the care and protection of East Timorese children and
youth. This chapter, which focuses primarily on the work of CCF, de-
scribes how psychosocial support was provided through the mobiliza-
tion of communities to support children, the organization of structured
recreational activities that strengthened children’s resilience and reduced
risk factors, and youth’s participation in meaningful and economically
productive activities.? Recognizing the interaction of physical and psy-
chosocial needs in a complex emergency, the chapter also describes the
integration of psychosocial support with shelter assistance to help meet
basic needs, reduce stresses associated with homelessness, and enable
sustainable return.

A key task of the chapter is to analyze the enormous challenges asso-
ciated with working in East Timor following September of 1999. These
challenges and obstacles are explored not to detract from the project, but
to highlight the struggles and problem solving that characterized the
project implementation. This discussion is offered in the spirit of increas-
ing understanding of the complexities associated with humanitarian as-
sistance in complex emergencies.

BACKGROUND

Sociopolitical Context

East Timor, a small country of approximately 800,000 people consists of
half the island of Timor (West Timor is part of Indonesia), which lies 200

? The views expressed in this chapter are solely those of the authors and do not nec-
essarily reflect those of CCF.
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miles northwest of Australia. More than half its population is under 15
years of age. The East Timorese are primarily agrarian with a strong
sense of identity and a strong sense of kinship. Tetum is the primary
language, although 22 indigenous languages are spoken throughout the
country. People live in small communities (aldeias) which are typically
clustered together in groups of 3 to 6 to form a larger suco (with popula-
tions typically between 300-1000 people) with leadership from the suco
chief (chiefe de suco). In addition to the suco chief, strong leadership at
the clan level also exists. A council of elders, typically male, arbitrates
local disputes and conflicts through a process of extended dialogue, ne-
gotiation, and mediation.

Cultural practices are grounded in a belief system in which spiritual-
ity is prominent. The East Timorese belief system, which is dynamic and
reflects ideas from a variety of cultural systems, is part of a wider system
of traditions and practices that confer identity and provide meaning re-
garding the world. Adults pass on this system of traditions to young
people around the age of puberty through gender-specific rituals and
instruction in traditions. Especially in rural areas, people believe that
events in the visible world are caused by the unseen spirits of the ances-
tors who must be honored through traditions and rituals. Most extended
families have a sacred family house that preserves the family history,
houses sacred family objects, and serves as a bridge that connects the
living members of the family with the family ancestors. Families perform
rituals in the houses to thank the ancestors for a successful harvest and
build the harmony with the ancestors on which good fortune depends.
These local practices are interwoven with Catholicism, which the Portu-
guese established through four centuries of colonization. Today, more
than 90% of East Timorese are Catholic. The Catholic Church has pro-
vided health services, education, orphanages and assistance to the poor,
and has introduced beliefs and activities related to Catholicism that are a
strong source of emotional and social support for many East Timorese.

The East Timor Crisis
The East Timor crisis is rooted in domination and mistreatment by

outsiders, a pattern that has, over the years, created both strong internal
cohesion among East Timorese people and deep fear and suspicion of
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outsiders. The Portuguese colonized and dominated East Timor from the
16t century until 1974. When the Portuguese withdrew in 1974, East
Timor enjoyed a brief independence that was shattered by the Indone-
sian invasion in 1975. The Indonesian military occupation employved po-
litical repression, intimidation, torture, disappearances, political killings,
and human rights abuses on a massive scale (Tavlor, 1999). The East
Timorese people launched an independence movement, the strength of
which was based in part on the maintenance of traditional patterns of
leadership and activity (Pinto & Jardine, 1997).

The Indonesian military fought young East Timorese independence
supporters repeatedly and used arrests, detentions, and torture in hopes
of weakening the movement. In November of 1991, the military massa-
cred 273 East Timorese who had gathered at a memorial Mass to honor a
young student who had been killed in the liberation struggle. Frustrated
over its inability to eradicate or control the independence movement and
the resistance of groups such as Fretilin, the Indonesian government
turned control of East Timor over to Kopassus, the Indonesian army’s
Special Forces unit. In 1991, the occupation became increasingly brutal.
The Indonesian army increasingly used “irregular” troops and allowed
the activity of so-called paramilitaries, including infamous “ninja” gangs,
who intimidated communities through torture, killings, and abductions.
An estimated 200,000 people —approximately one fourth of the popula-
tion—were massacred or allowed to die of starvation from 1975 until
1999. In 1998 and 1999, the Indonesian paramilitaries brutally attacked
and assaulted villagers with machetes, knives, and guns, villages sus-
pected of harboring liberation supporters (Taylor, 1999).

As international pressures for peace increased, the UN organized a
referendum allowing the East Timorese to vote for either independence
or an “autonomous” arrangement under Indonesian control. On August
29, 1999, 98% of the population voted, with 78% voting for independ-
ence. This outcome triggered a volcanic eruption of violence by pro-
Indonesian paramilitaries supported by the Indonesian government.
During this period of horrific violence in September of 1999, civilians
were attacked on a wide scale by paramilitaries who brutalized and
killed men, women, and children, and raped young girls and women.
Rampaging through cities and the countryside, they attacked unarmed
groups, killed opposition leaders, and burned nearly every building. In
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the capital, Dili, they destroyed more than 70% of the homes and busi-
nesses. Country-wide, there was an enormous loss of agricultural pro-
duction, making food extremely scarce.

The paramilitary attacks displaced nearly half of the 800,000 people
of East Timor. By mid-September of 1999, hundreds of thousands of
people had fled their homes and were hiding in the mountains in East
Timor, while approximately 150,000 others had been forced across the
border into Indonesia-controlled West Timor, where they lived with
great insecurity in refugee camps. During flight, many family members
became separated from one another, leaving people to wonder about the
safety of their children and other loved ones. While in flight or hiding,
most people experienced fear of death and profound hunger, which is
often what people in war zones report as their most difficult circum-
stance (Wessells & Monteiro, 2000).

With the arrival of international peacekeepers in late September of
1999, the militia fled back to West Timor and other parts of Indonesia,
and the UN established the United Nations Transitional Authority in
East Timor (UNTAET). Although disarmament and security were
achieved relatively quickly, tensions remained high in many areas, par-
ticularly border areas. In addition, powerful needs existed for humani-
tarian assistance, including psychosocial support, throughout East
Timor.

Mental Health and Psychosocial Implications

In complex humanitarian emergencies, many psychologists view their
role within a mental health and illness idiom that focuses on traumatic
symptoms and Western concepts of healing. In fact, ample evidence ex-
ists that armed conflict and displacement can lead to significant increases
in traumatic symptoms as manifest in nightmares, flashbacks, avoidance
of people and situations associated with life-threatening events, and hy-
pervigilance (Marsella, Borneman, Ekblad, & Orley, 1994; Marsella,
Friedman, Gerrity, & Scurfield, 1996; van der Kolk, McFarlane, & Wei-
saeth, 1996). In addition, the violence and displacement of armed conflict
can lead to depression, anxiety, and other problems that are comorbid
with traumatic symptoms (Apfel & Simon, 1996; Mollica et al., 1999).
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Although no empirical reports existed when the authors first visited
the capital of Dili in mid-October of 1999, it is likely that traumatic dis-
tress and depression were not uncommon among the East Timorese. The
paramilitary assault had exposed large numbers of people to traumatic
experiences such as attack, exposure to violence and death, uprooting,
and sexual violence. In addition, many East Timorese had experienced
repeated traumas during the occupation, making it more appropriate to
speak of continuous (rather than post) traumatic stress (Straker, 1987).
Indeed, CCF staff who had been working in East Timor reported sleep
difficulties, exhibited sadness and lethargy, and expressed a strong sense
of hopelessness about their situation.

For numerous reasons, however, trauma and the mental illness id-
iom provided a weak starting point for psychosocial assistance in East
Timor. Trauma approaches cast people into victims’ roles and emphasize
deficits, whereas the East Timorese are survivors who have significant
resilience. To label, as some psychologists have done, the East Timorese
as a traumatized people is to pathologize and stigmatize individuals
who have survived in the face of enormously difficult circumstances. In
addition, the trauma idiom tends to medicalize problems having deep
political, social, and historical roots (Bracken & Petty, 1998; Punamaki,
1989; Summerfield, 1999).

Through discussions with local people, it became clear that the cur-
rent situation in East Timor—with its challenges of rebuilding commu-
nity and struggling to meet the needs of families—provided stresses as
great as those associated with armed conflict and direct experience of
violence. Group discussions conducted by the authors with elders,
women, and youth immediately after the September violence, revealed
that their biggest stress was the lack of adequate shelter, which forced
people to live in very crowded conditions, increased economic stresses,
and exposed them to disease. People also identified poverty and hunger
as priority issues, reminding us that armed conflict and its emotional
sequelae were not necessarily the most impactful aspects of people’s ex-
periences.

Furthermore, it was learned by the authors (after building trusting
relationships with community members) that another significant source
of stress was the inability to conduct their traditionat rituals and cere-
monies. After the Indonesian militias attacked, they looted and de-
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stroyed many family houses (sacred structures which were not resi-
dences, but where traditional rituals were performed and special family
objects were kept), damaging priceless family treasures and the spirits
believed to reside within them. This spiritual calamity was amplified by
the theft of gold items, which poor families could ill afford to replace.
The failure to conduct regular rituals was a major source of stress and
was believed to have caused sickness and other problems in the commu-
nities. This suggested to us that the traditions of the East Timorese were
vital sources of psychosocial support and that the disruption of tradi-
tions was an important source of distress. Local people also reported that
significant suffering and violence arose from disputes at the family and
community levels. Difficult economic circumstances, together with
population movements, suspicions about who had collaborated with the
Indonesians, chronic poverty, and rising expectations and frustrations,
created a climate ripe for the outbreak of local disputes among family
and community members and associated stresses.

A trauma approach did not provide the holistic framework needed
to encompass these various dimensions related to people’s suffering and
resilience. Furthermore, it focused mostly on past wounds rather than
the current situation. A high priority in psychosocial programming is to
help meet people’s basic needs, the lack of which is a significant sources
of stress. In addition, the trauma idiom provided a weak point of depar-
ture for psychosocial assistance to children, who are important resources
in the post-conflict reconstruction of countries. Although anecdotal re-
ports by some parents suggested that some East Timorese children ex-
hibited problems such as nightmares and lack of concentration, many
children and parents alike reported that lack of food and shelter were
their most pressing needs. As in many post-war contexts, significant
problems arose from the separation of children from their parents and
families and also from the lack of parental supervision. Initial, direct ob-
servation by the authors and reports from Church personnel who
worked with children indicated that parents were so preoccupied with
gathering food and trying to meet basic needs that many children spent
large amounts of time unsupervised on the streets, which posed risks of
physical injury from playing in dangerous debris as well as risks for in-
volvement in delinquency and crime. A trauma focus afforded little at-
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tention to these issues and did not point toward the need to mobilize
communities around meeting children’s needs.

A trauma approach also did not seem a fitting strategy for working
with youth, who play a key role in the reconstruction of East Timor for
peace. Youth had played a lead role in the liberation struggle, but felt
alienated following liberation, as they were seldom consulted or cen-
trally involved in high-level decisions about the reconstruction of East
Timor. Moreover, since they lacked the technical skills and education
required for employment by the influx of humanitarian organizations
and the UN, their prospects for jobs and earning an income were bleak.
Experience in many post-conflict environments indicates that youth have
enormous potential to do good or to cause harm (Wessells & Kostelny, in
press; Women’s Commission, 2000). Not uncommonly, former youth
combatants turn to violence as a means of meeting their basic needs and
expressing their frustration following the signing of a peace accord
(Boothby & Knudsen, 2000; Wessells & Jonah, in press). To focus on
trauma as their central issue is to stigmatize youth who exhibit consider-
able agency and to orient psychosocial assistance toward counseling or
other means of reducing trauma. What young people often need most,
however, are skills and values for meaningful participation in society,
means of meeting their basic needs, and a positive social role in their
communities, Trauma and mental illnesses comprise a small part of a
much wider mosaic of psychosocial issues facing such youth.

Issues of culture, power, and fear of outsiders also made a trauma
approach a questionable starting point for psychosocial assistance in East
Timor. East Timorese people, although very friendly, are wary of outsid-
ers and attach great value to their own spiritual cosmologies and cultural
modes of coping with difficulties. Many people reported that the practice
of traditional ceremonies, such as harvest and burial rites, had provided
significant psychosocial support during the Indonesian occupation,
which often tried to suppress cultural practices that gave people strength
(Kostelny & Wessells, 2002). In this context, to bring in outside concepts
such as a trauma approach would risk doing damage to local practices.
In a situation of desperation, local people often silence their own cultural
practices, cling to Western approaches that have the imprimatur of sci-
ence, or “play along” by giving the appearance of accepting outside ap-
proaches in hopes of getting food or money from powerful outsiders.
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Too often, this begins a postcolonial process of undermining local under-
standings and practices and of strengthening the influence of outsider
ideas at the expense of local strengths and resources (Dawes, 1997; Wes-
sells, 1999). Tacitly, a damaging message sent is that local views and
practices are inferior. In the authors’ field experience, this message can
strengthen a colonially implanted sense of inferiority and weaken local
people’s belief that they have the capacity to build their own positive
future. A high priority, then, is to start with local people’s own under-
standings of their situation and modes of coping.

Unfortunately, numerous problems can thwart this approach of
starting with local understandings and modes of coping. First, emergen-
cies pose enormous pressures for immediate action, making it difficult to
learn about local modes of coping and resilience. Second, well-
intentioned outsiders may adopt romanticized views of local culture,
some of which may be harmful. Third, donor priorities often call for
trauma approaches, which hold appeal in part because they yield meas-
urable results, whereas the impacts of holistic approaches are more diffi-
cult to measure. Fourth, psychologists trained in clinical psychology are
understandably reluctant to reach beyond their areas of training and ex-
pertise. Starting with people’s own experience and coping mechanisms
can often lead into territory more traditionally associated with anthro-
pology. Constructed with awareness of these problems, this project as-
sumed that each cultural system has discernible strengths and weak-
nesses and that outsider concepts and tools may have a role to play in
assisting people.

Popuiation of Focus

The project, called the Child and Youth Development Project (CYDP),
focused on the children and youth of East Timor. The definition of highly
specific vulnerable groups was avoided since nearly all children and
youth had been affected by displacement, poverty, and hunger. Further,
in the Timorese context, it was vital to avoid privileging some groups
over others. Thus, all children and youth in a community were eligible to
participate in the program. Recognizing that in many emergencies,
outside agencies often help in cities more than in rural areas, this project
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supported not only urban but also rural areas that exhibited enormous
needs.

INTERVENTION
Theory and Rationale

The CYDP was grounded in a risk-resilience framework that
conceptualized risks as multiple, interacting, and demanding a holistic
approach. During armed conflict children experience numerous risks,
including attacks, the destruction of home, repeated and prolonged
violence, injury, and the death of family members (Apfel & Simon, 1996;
Cairns, 1996; Garbarino & Kostelny, 1993; Kostelny & Garbarino, 1994).
While symptoms such as sleep disturbances, flashbacks, withdrawal,
aggression, difficulty concentrating, and anxiety may result, it is the
long-term developmental consequences that are the most devastating to
children’s social and emotional well being (Garbarino, Kostelny, &
Dubrow, 1991a, 1991b; Garbarino & Kostelny, 1994). Armed conflict
destroys the families and communities that provide security and
structure in children’s lives, and it violates the interpersonal trust needed
for healthy social development (Wessells, 1998b; Wessells & Kostelny,
1996). Young children also suffer from their mothers' exhaustion, high
levels of stress, and inability to provide emotional nurturance. Youth
suffer loss of social trust, hopelessness, and are at risk for becoming
perpetrators of violence (Wessells & Kostelny, in press).

These risks can only be understood, however, when they are situated
in the context of powerful, chronic stressors such as poverty,
malnutrition, and hunger. Among the worst chronic stressors
throughout a child’s development is poverty. Poverty adds significantly
to the suffering of families already struggling to acquire basic necessities
such as food, shelter, and health care. The risk-resilience framework
accommodates these chronic and acute risks and recognizes their
interaction with various protective factors. In these respects, it offers a
useful, holistic model with which to view the situation of children in
conflict and post-conflict situations (Garbarino et al,, 1992; Wessells &
Kostelny, 1996).
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A risk accumulation model posits that the likelihood of
developmental damage increases exponentially as the number of risk
factors accumulate, particularly when the number of risk factors is
already high (Garbarino et al., 1992a; Garbarino, Dubrow, Kostelny, &
Pardo, 1992; Wessells & Kostelny, 1996). Research by Rutter (1979) tound
that the accumulation of three or more risk factors can produce ten times
the negative outcomes than result from the presence of a single risk
factor. In addition to the number of risk factors, their frequency and
severity also influence the likelihood of developmental damage.

At the same time, protective factors and sources of resilience can
butfer children from negative developmental outcomes. In conflict and
post-conflict situations, children’s well-being and level of resilience
depends on the balance of risks and protective factors (Rutter, 1985,
1987). Children who experience a similar event, such as displacement,
may react very differently depending on protective factors at the
individual, family, and community levels, as well as cultural and
spiritual supports available (Garbarino, Kostelny, & Dubrow, 1991a). For
example, children exhibit significant variation in their temperament and
their ability to cope with adversity. Furthermore, a child's age affects
their response to stress, as young children have less cognitive
competence than older children in making sense of stressors in their
environment (Garbarino, Kostelny, & Dubrow, 1991b; Garbarino &
Kostelny, 1996). At the family level, a stable emotional relationship with
a nurturing caregiver is an important protective factor, while at the
community level, social and emotional support from informal networks
of women, groups of youth, and religious organizations function as
protective factors (Losel & Bleisner, 1990; Wessells & Kostelny, 1996).

In addition, cultural and spiritual supports often serve a protective
function and enable resilience—as traditions, familiar rhythms, and
normal daily practices confer a sense of meaning and continuity in life.
Because stress as well as protective factors are culturally constructed,
specific events such as loss or killing may have different meanings and
risk values in different cultures (Wessells & Monteiro, 2001). Thus, when
considering appropriate steps for intervention in-a crisis, knowledge of
cultural specific risk and resiliency factors is crucial.

The CYDP aimed to reduce risks and strengthen resilience through
facilitating culturally grounded activities conducted by and for East
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Timorese people at the community level. The well-being of children and
youth is intertwined with the health of their communities. Thus,
constructing healthy, low-risk communities is one of the highest
priorities in and following armed conflict—as it is in such a context that
children develop a sense of continuity and security, and youth develop
the capacity for hope and social integration (Boothby, 1996; Wessells &
Monteiro, 2000). Situation analyses by the consortium partners (CCF,
IRC, and SCF) conducted in October and November of 1999 in urban and
rural East Timor found that nearly all children and youth had been
affected powerfully by displacement from their homes and by the
destruction of their schools. Young children suffered from the disruption
of stable caregiving routines, because their parents were focused on
obtaining food and shelter, while youth—many of whom had been
leaders in the liberation struggle—were now without constructive roles
and responsibilities. These youth spent time idling and they expressed
frustration over their marginalization in the new political process and
their inability to receive skills training or obtain jobs.

The goal of the CYDP project was to enable East Timorese children
and youth to resume healthy development through protection, psycho-
social, and reconciliation activities that encouraged participation across
gender, ethnic, socioeconomic, and geographic lines. The project strategy
consisted of six elements:

1. Prouvision of a holistic response by linking psychosocial assistance
with material support

Shelter was a high priority because 70% of East Timorese homes had
been destroyed and children and families who lacked shelter were at risk
for poor health and contracting diseases. In addition, parents who were
preoccupied with obtaining shelter did not have the emotional resources
to provide the necessary care and nurturance for their children. Accord-
ingly, the project sought to address the physical, social, and emotional
needs of children, youth, and communities by linking psychosocial sup-
ports with material assistance in the form of shelter. Although shelter
construction was not part of the design of the CYDP, this complementary
element was linked with a UNHCR-funded program of participatory
shelter construction in communities served by the CYDP. Providing
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housing was an important element in reducing physical risks and emo-
tional distress for children, in strengthening children’s resilience by
promoting a sense of security and stability, and in promoting greater
supervision and emotional availability of parents and adults in chil-
dren’s lives.

2. Community mobilization on behalf of children and youth through
structured activities for children and development activities for
youth

Mobilizing communities on behalf of children is an important catalyst
for healing, empowerment, and peace building. Armed conflict displaces
people, destroys social trust, and disrupts normal patterns of community
life. During and after the fighting, there is often a mixture of
hopelessness, passivity, collective distress, and lack of community
participation that are antithetical to the promotion of healthy child
development. To reengage communities in effective development and
peace building, it is vital to take an empowerment approach that enables
communities to reassert control over their circumstances, to build hope,
and to heal their emotional and social wounds (Wessells & Monteiro,
2000). Community-based programs can do this by mobilizing
communities around the needs of children and youth, enabling adults
and parents who may have been minimally functioning to become more
fully engaged as parents and stewards of future generations.

A particularly useful way of mobilizing communities around
children is via programs that help to restore a sense of safety,
predictability, play, and emotional expression. This can be achieved by
engaging children in structured activities appropriate to their age and
culture—such as traditional songs, games, and traditions—while re-
engaging parents, family, and community members around facilitating
these activities and meeting children’s needs (Gibbs, 1997; Reichenberg
& Friedman, 1996; Wessells & Kostelny, 1996). For children, engaging in
structured, supervised activities reduces their exposure to risks in the
environment and increases their exposure to protective factors. This is
especially important in post-conflict or emergency situations, as children
often lack a sense of normalcy and structure, have little protection from
dangerous activities or events, and lack strong emotional and social
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support from parents and other caretakers who themselves may have
been strongly affected by the conflict (Boothby, 1988; Cairns, 1996).
Youth also need normalizing activities to restore healthy develop-
ment and increase competencies and positive behavior through peer
interactions. Some East Timorese communities had reported that youth
were engaged in vandalism, interpersonal violence, verbal harassment,
and drunkenness. Activities such as intervillage soccer matches
supported the development of cooperative behavior, nonviolent conflict
resolution skills, and positive social interaction, while reducing idling
behavior and risks of engaging in delinquent and criminal activities.

3. Support for youth through positive roles and responsibilities

The project sought to engage youth in meaningful activities that helped
them acquire a positive role in the community. Few, if any, opportunities
existed for them to express their thoughts and feelings. Youth were
strongly affected by the loss of important educational opportunities and
by experiencing their communities ripped apart by suspicion, hatred,
and violence. To enable positive youth development promoting toler-
ance, teamwork, and peace, the CYDP aimed to teach life and vocational
skills, to promote youth leadership, and to provide positive roles and
responsibilities. The project strove to enable youth to avoid negative de-
velopmental outcomes and to pursue positive developmental pathways
leading to education, jobs, social integration, and poverty reduction.

4. Increasing geographic coverage via interagency collaboration that
extended assistance into rural areas where needs were great

In most emergencies, NGOs compete for funding, and often cluster in
the capital cities rather than in rural areas where needs are usually great-
est. To enable coordination and wide geographic coverage, the Christian
Children’s Fund (CCF), the International Rescue Committee (IRC) and
Save the Children Federation (SCF), worked as partners in a consortium.
To provide assistance on a national scale, the three consortium partners
worked together within a common theoretical framework using a geo-
graphic spread approach wherein each agency assumed responsibility
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for particular districts. The CYDP covered 9 of the 13 districts in East
Timor.

5. Building capacities of East Timorese to provide community based
psychosocial assistance

Local communities provide a wealth of resources for supporting
children.. However, during conflict and post-conflict situations, these
resources are often strained. OStrengthening existing community
resources helps to build local capacity on behalf of children. Moreover,
community capacity building is vital for program sustainability beyond
the funding period and for avoiding dependency on humanitarian
organizations.

6. Rapid assessment and response

This project sought to build local capacities by conducting rapid
assessments, providing assistance, mobilizing communities. The
foundation for the project was developed through initial situation
assessments in October and November of 1999 by psychosocial
consultants from the three consortium partners. Information was
gathered on the current situation of children and youth, and needs and
resources were identified at the community level and guided the CYDP.
During project implementation, upon entering each community, a
further rapid assessment was conducted to assess the immediate
physical, social, emotional and cognitive needs of children and
adolescents. The project then rapidly mobilized local adults to provide
structured, normalizing activities that addressed these needs.

Implementation
Staffing

The overall staff structure included a psychosocial coordinator who had
overall responsibility for the project and took on the project manager
role. Technical assistance from psychosocial consultants was provided
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throughout the program from CCF headquarters with periodic in-
country visits. The psychosocial coordinator supervised program develop-
ers, local staff who were trained in community-based development ap-
proaches and were responsible for community mobilization and training.
The program developers, in turn, supervised community and youth anima-
tors, individuals from local communities who facilitated structured ac-
tivities for children and youth, as well as the promotion of youth groups
and activities. Other CCF staff provided logistical and financial support.

The Four Steps of the
CYDP Program

The CYDP was implemented in four main steps, as outlined below.
Step One

The project hired as program developers 27 local East Timorese staff,
including women and men who were mostly in their 20s and 30s and
came from districts throughout East Timor. At the beginning of the pro-
ject, external psychosocial consultants provided for the program devel-
opers a 2 week, intensive training on topics of child development, sensi-
tizing adults to the effects of violence on children, implementing struc-
tured activities with children, conducting assessments, and keeping re-
cords.

The training was conceptualized as an opportunity for exchanging
East Timorese and Western ideas about how to support children, assum-
ing that each cultural system (East Timorese and Western) had particular
strengths and weaknesses. Through asking elicitive questions about how
local people view healthy children or what local activities families like to
provide for children, expatriate consultants encouraged program devel-
opers to share local concepts of children’s development, as well as songs,
stories, and games that local people viewed as useful resources for chil-
dren. The expatriate staff shared Western methods, such as expressive
drawing and drama, as well as ideas and strategies about gender equity.
The project strove to use a combination of Western and local tools to
support children and adolescents in difficult circumstances while main-
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taining a stance of critical awareness. Through dialogue, the group de-
cided which tools and approaches were most appropriate in the local
context. Associated with the training were field activities and follow-up
support that enabled the program developers to implement the activities
in communities without constant field oversight.

Step Two

Having obtained the support of the village chief, the program devel-
opers facilitated group discussions with community leaders, parents,
women, and youth to identify both their priorities and their existing
community-based resources, such as women’s groups and youth groups,
for addressing the protection and psychosocial needs of children and
youth. The goal was to understand and build on existing local resources,
strengthening communities’ and families” coping mechanisms and natu-
ral resilience.

Because East Timorese identified mothers as an important resource
for supporting children and youth, mothers support groups were estab-
lished and topics identified by local women were addressed ‘in group
discussions with the program developers and a community liaison (who
was also a nurse and community worker). Discussion topics included
health, child rearing, discipline, and nutrition issues.

In communities that already had an institution or group, such as the
school or Church, that organized activities for children, the project sup-
ported these institutions as the center of activities. This proved to be
valuable since in some communities, the September attacks had inter-
rupted child-focused activities previously provided through the Church.
The project provided materials such as recreation kits containing balls
and other items, gained the support of influential adults, and introduced
additional psychosocial concepts and resources to these local institu-
tions.

Step Three
A key element of the CYDP was mobilizing communities to provide

structured activities that would support children’s healthy development.
Community animators were identified who would provide regularly
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scheduled activities for both children and youth. Through dialogue at
the community level, program developers recruited adults and youth
who were respected in their communities and demonstrated ability and
enthusiasm to work with children and youth. The selected people, called
animators, then organized activities such as drawing, group discussions,
theater and music, sports, and informal educational activities. In many
cases, the community animators were already youth leaders whom the
community had called on previously to engage youth in activities such
as soccer. The program developers conducted 1- to 3-day trainings for
the community animators based on the psychosocial training they had
received during the project. The training focused on how to conduct ac-
tivities that address children’s psychosocial needs, support healing,
promote healthy child development, and help develop positive social
interactions with peers and adults.

Working outdoors in spaces that could accommodate many children,
the animators organized activities such as singing and cooperative
games. Children and youth participated in the identification of culturally
appropriate activities, and the program developers provided technical
assistance and training on the rationale behind the activities, which also
included a Western perspective. For example, community animators
thought it was useful to engage in music and dance because it made
children happy and kept them out of trouble. Having learned this, the
program developers organized discussions and showed examples of
how music is an important cultural resource, provides emotional expres-
sion, and enables cooperation and a sense of solidarity.

In their community work, the animators adopted a human rights
approach and encouraged age and gender inclusiveness. As this was not
always congruent with local norms, the animators tried to avoid impos-
ing outside ideas and created, instead, a dialogue with influential com-
munity members in which both sides brought ideas for discussion and
mutual learning. This process enabled community members to think
through how they might want to apply and adapt Western ideas in their
local context, and allowed CCF staff a deeper understanding of local cus-
toms and practices.

The activities facilitated by the animators incorporated a holistic,
ecological, culturally grounded approach that was structured to reduce
risks and enhance protective factors. The goal was to create predictable
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routines and supervision by caring adults who provided safety, security,
and structure for children in an environment that had been chaotic and
dangerous. In addition, cooperative games and recreational activities
fostered physical development through improved perceptual and motor
skills, and social development and integration through developing
friendships, communicating with adults, and strengthening conflict reso-
lution skills. Group storytelling and free drawing allowed children to
express feelings and emotions in a safe, non-threatening manner and
supported emotional healing.

Step Four

To promote youth development, program development teams en-
gaged youth in a dialogue about their aspirations, concerns, and reac-
tions to the conflict. These discussions encouraged youth to reflect on
their role in the community and share their own vocational, social, and
emotional needs. These discussions generated ideas that subsequently
were implemented with the help of the program developers. Youth ac-
tivities included organization of activities for younger children, construc-
tion of youth centers, development and implementation of community
service activities, establishment of interest-based groups, and provision
of life skills and vocational training. Depending on the nature of the ac-
tivities and using small grants provided by the CYDP, these groups ad-
dressed various interpersonal and developmental needs of youth and
participated in income generating activities. In sum, the youth groups
provided an expressive outlet through sports, drama, and music; helped
youth plan for a more productive future through skills training and ap-
prenticeship opportunities; and fostered the sense of capacity for com-
munity service through socially conscious activities.

CHALLENGES AND LESSONS LEARNED

Although the implementation of the CYDP went reasonably well in sev-
eral areas, it was problematic in others. In a spirit of sharing, learning
through experience, and wanting to improve humanitarian response in
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emergency situations, this section outlines in some detail a number of the
challenges encountered and the lessons we learned along the way.

Laying the Groundwork:
Helping the Helpers

Before implementing a new program, such as the CYDP, CCF needed to
attend to the needs and experiences of the existing local CCF staff. These
staff, who had experienced the violence and destruction of September of
1999, would provide key logistics, security, and related support for pro-
jects such as the CYDP. A first line of defense in post-conflict situations
should be to support and help the local staff, who often work under
stressful conditions and are in need of training, support, and help in
managing their experiences. However, such help is rarelv available
(Danieli, 1996; Garbarino, Dubrow, Kostelnv, & Pardo, 1992; Wessells,
1998a).

A situation analysis conducted by the authors immediately follow-
ing the violence in September of 1999 revealed that the local CCF staff
were in need of help and support. Many staff members had been forced
to flee from their communities, had their homes destroyed, and were
missing family members. Some had suffered from hunger, subsisting on
leaves and grass while hiding in the mountains from the Indonesian mi-
litia. The staff spoke of how they felt isolated, unsure of their roles and
responsibilities, and anxious that they may be “mentally ill” or “trauma-
tized.”?

An immediate question was which priority was higher: responding
to the staff’s needs or conducting a situation analysis that would guide a
psychosocial intervention for East Timorese children and vouth. Al-
though providing an intervention for the staff had not been part of the
original plan, given the desperation of the staff, we requested from
headquarters that the mission be changed to provide a brief, psychoso-
cial intervention to the project’s local staff, delaying the situation analy-
sis. Having received permission to do so, we struggled with the question

’Based on remarks made by foreign staff and consultants with no psychosocial or
mental health expertise.
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of which type of intervention would be most beneficial to the staff. We
had not come prepared to conduct a staff-focused intervention, and not
knowing the culture, we were also unsure which support strategies
might be effective in this particular context. However, in discussions
with the staff, they quickly identified two sources of resilience—activities
and rituals connected with the Catholic Church and their solidarity as
East Timorese working together for the future of their country. However,
as priests had fled and been dispersed, staff had not been able to partici-
pate in any Church related activities since before the September attacks.
Our personal views of the Catholic Church as a patriarchal institution
that did not afford the women equal rights led us to question whether to
utilize the Church in supporting the staff. Eventually, however, we de-
cided to suspend our personal doubts and to respect local views. This led
to a twofold strategy of first organizing a solidarity Mass and then en-
gaging the local staff in cooperative, normalizing activities that would
strengthen their sense of solidarity. The normalizing activities aimed to
mobilize staff members on behalf of children through a program of train-
ing and implementing recreational activities for children. We decided to
offer the Mass and training as strictly voluntary activities, and all staff
who had returned to the capital of Dili participated.

We also struggled with how to deal with previous comments made
by expatriate CCF team members that had been interpreted by the local
staff to mean that they were traumatized, needed therapy, and could not
work for at least 6 months. Unfortunately, the previous team, whose
mission was to locate CCF staff who had been dispersed, had not in-
cluded anyone with psychosocial expertise and were not in a position to
make diagnoses. However, we did not want to confuse the local staff or
diminish the confidence and trust that they had developed with both
teams—so we ended up explaining that in our experience in other ex-
treme situations, some people show traumatic symptoms and benefit
from therapy, but often many people benefit from sources of support in
their family, community, and culture. We also explained that we were
not qualified to provide therapy, but could assist with organizing a Mass
and providing training for them to help local children return to normal
life.

The intervention sought to promote the healing and recovery of staff
through empowerment, solidarity, and finding meaning in their roles
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and responsibilities. The solidarity Mass built on aspects of resilience
and reconnected local staff with an important practice that had previ-
ously been a key source of meaning and rhythm in their lives. The Mass
enabled them to mark the end of their flight and horror, and it demar-
cated the transition to a time of freedom. Social support was promoted
through a 2-week training and organization of children’s activities that
promoted teamwork, socializing, and highly participatory activities.
Having completed the training, the staff set up a Child Friendly Space
that provided structure and culturally appropriate activities such as
singing, drawing, and playing local games. This combination of training
and organization of normalizing activities enabled the staff to support
each other and to recover their own capacity for laughter and play.
Moreover, they were able to recover their role as effective staff, fostering
feelings of empowerment and providing meaning for past, present, and
future activities. Within CCF, this provided a platform for the develop-
ment of the consortium’s community-based program.

Working as a Consortium

Numerous challenges arose in connection with the consortium partners
(CCF, IRC, and SCF) at the field level. Despite agreement at headquarters
level on vision, strategy, and implementation of the project, the partner
agencies and their field directors developed the project in radically dif-
ferent directions on the ground. The local directors differed in their in-
terpretation of the current situation in East Timor and their vision of how
to best implement the project. For example, in Dili, one agency director
viewed East Timor as no longer representing an emergency situation but
one that required a long-term development response. The agency there-
fore changed the original strategy from implementing normalizing ac-
tivities and small youth projects toward development activities such as
building a large youth center in each of the districts it served. A second
agency initially wanted to conduct an extended assessment of communi-
ties rather than implement a rapid assessment and rapid response
model. These decisions affected the rapidity with which each of the
agency’s psychosocial coordinators were hired and brought in, and thus
what the coordinators did. Moreover, despite agreement at headquarters
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level between two of . partners to share an office during the first
months of the consortium, this proved to be unworkable in the field.

With regard to staffing, the original intent of the project at headquar-
ters level was to retain each agency’s distinct characteristics with its own
personnel and office space, while sharing training, finance, and logistical
support. However, a decision was made in the field, urged by the psy-
chosocial consultants at the time, to integrate the staff into a unified pro-
gram, the CYDP. Although the East Timorese staff had wanted this deci-
sion, which enabled staff to see themselves as CYDP employees and as
part of the same solidarity system, this decision reduced the distinctive-
ness of the three consortium partners’ contributions. Although the three
agencies shared office space for the CYDP project, problems related to
command structure, personnel policies, and personality differences re-
sulted in closure of the CYDP office after the first 4 months of operation.
Two of the agencies retained a number of the program developers, but
some were let go due to the change of strategy wherein one agency de-
cided to build youth centers and to employ fewer program developers.
Despite multiple explanations to the staff about the changes in policy
and strategy, the closing of the office and the letting go of staff neverthe-
less caused confusion and a loss of morale when, in fact, their solidarity
and unity within CYDP had been a source of pride and resilience.

Staff Issues
Local Staff Recruitment and Training

Although we wanted to open the recruitment to all qualified indi-
viduals, the hiring of local staff proved challenging in a number of ways.
First, the consortium consultants struggled with how to recruit in a fair
manner. Initially, the plan had been to post a notice for the positions of
27 program developers, describing their main responsibilities and neces-
sary qualifications. However, this was discouraged on advice from
CCF’s country director (an expatriate East Timorese) because of the risk
of violence. In one case where an NGO (nongovernmental organization)
had posted a job, more than 4,000 people showed up and demanded to
be interviewed, despite not having the required qualifications. A riot
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ensued when interviews were not given to everyone. Therefore, al-
though “word of mouth” recruiting seemed biased, it was nevertheless
used since people were desperate for jobs and the risk of violence was
high. In the end, hundreds of people showed up and demanded to be
interviewed, despite the fact that most lacked the qualifications of ex-
perience working with children, youth, or communities. To reduce the
workload and mollify the crowd by interviewing most people, the con-
sortium consultants interviewed people in groups, but in-depth inter-
views were not possible.

A further selection issue was that the massive destruction of infra-
structure and chaos within the country made it impossible to check on
references and qualifications. Many East Timorese had worked for the
Indonesians, who had now fled the country and, even if found, could not
be expected to provide accurate information. Another challenge was the
low skill level of the local population. Despite the number of people who
showed up to be interviewed, the overwhelming majority, due to their
experience of marginalization and deprivation under the Indonesian oc-
cupation, lacked the skill level needed to implement the project. In the
end, 27 program developers with a range of experiences and skills were
hired. Whereas some program developers proved to be skilled at work-
ing with children and youth and mobilizing communities, others were
not, and this was reflected in the inconsistency of project quality across
communities.

Another underlying challenge was the resentment by local East
Timorese toward the expatriate East Timorese who had left more than 20
years ago during the Indonesian occupation, but who had now returned
to help rebuild the country. Because the expatriate East Timorese had
technical skills and spoke English, they easily obtained highly coveted
jobs with much higher salaries than local people could obtain. They were
viewed by some as not only having abandoned the liberation struggle,
but as now reaping the benefits denied to those who had stayed and suf-
fered.

Furthermore, the UN and other non-NGOs had offered significantly
higher salaries than what NGOs offered and had already hired the most
skilled and qualified East Timorese by the time the project had begun.
Thus, finding competent translators was an ongoing problem through-
out the project period. In addition to not being able to compete with the
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salaries offered by the UN, it was not possible to find translators who not
only could translate between Tetum (the official local language) and
English, but who also knew the distinct dialects spoken in the rural pro-
ject areas. Finally, finding a qualified East Timorese project manager had
been viewed as a key part of capacity building. However, this proved
impossible given the intense competition by the UN and other agencies,
who could pay several times what NGOs were allowed to pay (NGOs
had reached a common understanding regarding pay scales for jobs for
the East Timorese). A project manager was hired initially, but left after a
few weeks to take a better paying job.

Difficulties also arose in training the program developers. For one
thing, psychosocial assistance was a new concept. Although the training
aimed to be participatory and promote social support, 27 program de-
velopers was too large a group for the in-depth training that needed to
occur. While there were three consultants at the time to do training, they
did not speak the local language, and because only one translator could
be found at the time, training in smaller groups was not possible. Thus,
when it became apparent that much of the training had not “taken,” a
second “training of trainers” approach was implemented a few weeks
later. In the latter, five of the program developers who had demonstrated
leadership abilities were further trained by two of the consortium con-
sultants in specific steps of participatory assessment, conducting focus
groups, and community mapping. These staff, using a team approach, in
turn trained the remaining 22 program developers.

Training continued throughout the program to reinforce key psycho-
social concepts and skills. Frequently reinforced topics included the ef-
fects of violence on children, social and emotional requirements for
healthy child development, engaging in emotionally expressive activities
(e.g., free drawing without being graded or corrected), promoting gen-
der equity, alternatives to physical punishment, and structuring activi-
ties in a way that promotes teamwork, cooperation, and nonviolence.
These subsequent reinforcement trainings were most effectively carried
out in the context of field visits to support learning and decision making
about how to handle difficult situations. In one case that occurred early
in the project, a debriefing following a community visit revealed that the
local teacher had used a big stick to keep order and punish the children.
In discussion, the staff agreed unanimously that threat and physical pun-
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ishment were the only ways for adults to achieve “respect” from chil-
dren. Exploration of their own experiences of physical punishment as
children, however, revealed that they had felt anger and humiliation in
response to such punishment. This opened the door for an exploration of
alternative methods of discipline and the use of different strategies for
managing behavior.

Although we wanted to “blend” local and Western concepts and ap-
proaches, the agenda of the authors and other consultants often con-
flicted with local norms. One of the biggest challenges was in training
the program developers in child development—conveying the idea that
young children had special needs and that engaging in developmentally
appropriate activities was important for young children. Local program
developers and communities saw youth as needing activities and jobs,
but thought young children would be fine if left on their own. Conse-
quently, on field visits, it was not uncommon to find young children on
the sidelines watching older ones play. Local staff felt young children
were “learning by watching,” whereas Western trained child develop-
ment specialists saw a strong need for engaging the children in physi-
cally stimulating, participatory activities with peers and adults.

Furthermore, the program developers’ skill level was not always suf-
ficient to allow effective training, monitoring, and evaluation of the
community animators. Field visits by the technical consultants found
that the training by program developers had not always “taken,” and
that corrections and adjustments to benefit the program had not always
been made. For example, in one visit to a community, the authors ob-
served the community animator grading free drawings (intended to be at
children’s discretion) using criteria such as accuracy and neatness and
comparing equally the drawings of 5-year-olds with those of 12-year-
olds. Not surprisingly, the younger children received “bad” marks.

A breakdown in training for both program developers and anima-
tors also occurred when all but one program developer quit 4 months
before the completion of the project due to perceived differences in the
consortium partners’ policies requiring staff to pay taxes on their sala-
ries. The hiring of new program developers coincided with the hiring of
a new psychosocial coordinator who had skill in delivering psychosocial
kits and implementing small start up grants but who lacked experience
in psychosocial assistance. This led to a gap in training the new group of



6. Refugees in East Timor 213

program developers in psychosocial concepts. In turn, the program de-
velopers did not adequately train the community animators in conduct-
ing activities with children. For example, during a field visit by one of
the consultants, the community animator proudly showed the visitor all
the new, untouched drawing supplies given by the project that he was
keeping in a locked cabinet until the local school reopened; however, the
intent had been to organize activities outside of school.

Expatriate Staff and Consultants

The original strategy was for each agency to have its own short-term
technical consultants as well as a psychosocial coordinator who was re-
sponsible for providing long-term psychosocial assistance in the form of
training, support, and supervision. However, a number of issues, includ-
ing the level of urgency felt by the agency staff at field level, interfered
with getting psychosocial coordinators in a timely and coordinated
manner. [t also proved difficult to find, on short notice, qualified, experi-
enced individuals who could relocate to East Timor for at least a year.
Until each agency found a long-term psychosocial coordinator, it sent in
consultants and short-term coordinators who varied in their vision and
skills. Some had decades of experience in humanitarian crises, while oth-
ers were graduate students who had experience in developing countries
but not in post- conflict or emergency situations. The consultants and
short-term coordinators also varied in the amount of time they spent in
the field (ranging from 2 to 6 weeks), thereby producing gaps in the pro-
ject and making it difficult to give an effective hand-off to the next per-
son,

It was 6 months before all three agencies had a permanent psycho-
social coordinator. Moreover, because an East Timorese project manager
was never found for two of the agencies, including CCF, the manage-
ment role fell on the psychosocial coordinators. Furthermore, the depar-
ture after 5 months of the long-term psychosocial coordinator for CCF
was followed by the hiring and departure (after another 3 months due to
a family emergency) of a second psychosocial coordinator. A third coor-
dinator, hired for the last 3 months of the project, was experienced in
emergency situations and efficient in the distribution of materials, but
did not have a psychosocial background. The departure of coordinators
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and the gaps in program resulting from a lack of good hand-off, resulted
in frustration by the program developers and disruptive discontinuities
in the project.

Implementation in Communities

Although the project was successful in providing normalizing activities
for children and development activities for youth, numerous challenges
arose during the implementation of project activities. First, many of these
communities suffered “assessment fatigue” from repeated visits by in-
ternational groups, who wanted to know their “needs,” but whom com-
munities perceived as not delivering. A major expectation upon entering
communities is that help will be given, even if explicit promises are not
made. Similarly, delays in implementation are viewed as a sign of a lack
of commitment. Unfortunately, delays in the delivery of materials by
UNHCR in the shelter assistance program were perceived by communi-
ties as “broken promises” by CCF, which hindered progress in providing
the psychosocial component of the project. In addition, delays in the im-
plementation of the psychosocial project occurred due to a lack of trans-
portation during the first months of the project until purchased vehicles
arrived from overseas. These transportation problems prevented staff
from consistently reaching project communities and forced them to rely
on vehicles borrowed from other agencies, which had their own emer-
gencies and changes of plans. Failure to return to communities when
expected because of lack of vehicles (telephones in rural communities
were non-existent and thus calls to inform communities could not be
made) were interpreted by community members as a lack of commit-
ment by the project.

Delays experienced in the distribution of psychosocial kits—
comprised of basic education supplies and recreational and sports
equipment—also produced frustration in the communities, the program
developers, and the psychosocial coordinators. Procurement of supplies
went through the consortium partner that was managing finances and
logistics, and their rules and restrictions prevented rapid acquisition of
materials. Getting the requisite number of price quotes for supplies from
overseas took valuable time, even though, in some cases, materials were
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available locally. When materials finally arrived, communities were
sometimes disappointed even further. For example, the procurement
officer ordered children’s soccer balls instead of regulation size balls,
insulting youth and frustrating the children who wanted “real” equip-
ment. In another instance, boxes of thread for a women’s weaving project
to make the tais (traditional cloth), consisted of only white thread instead
of the multitude of colors they had requested. These problems raised
questions about the sensitivity of the project to the views of children,
youth, and women. Fortunately, many of these issues were reduced
when each agency took on their own finance and procurement responsi-
bilities later in the project. For example, women in the weaving project
were given a fixed amount of money and allowed to purchase supplies
locally, thereby giving them control by enabling them to compare prices
locally and select their own materials.

Urban-rural issues also affected the project implementation. Al-
though the CYDP was headquartered in the urban capital, Dili, where
large numbers of unskilled youth had streamed into the city looking for
scarce jobs, it was implemented mainly in distant rural districts. While
CCF hired drivers and security guards from the urban community for
the Dili office, the number of youth having needs in the city was great.
At one point, a group of angry youth had threatened staff at the CCF
headquarters. The country director was able to address the needs of the
angry group in a small way by providing them with soccer balls and or-
ganizing soccer competitions between groups of youth. CCF also sup-
ported urban youth associations, such as IMPETTU, a group of univer-
sity students that provided a wide array of recreational, educational, and
skills training opportunities for more than 200 children and youth. CCF
supplied IMPETTU with tables, chairs, and books, and also provided
materials to fix the windows and doors of a building that had been de-
stroyed. These tangible improvements, implemented in an area outside
that of the CYDP, were important in building good relations with area
youth and enabling a large number of youth to receive support.

Unintended Consequences

Although the Western staff strove to be culturally sensitive and to sup-
port local cultural resources, the time urgency associated with the rapid
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response made it difficult to conduct a careful cultural assessment. Many
issues were circumvented by the guidance of the CCF country director,
an East Timorese expatriate. Still, lack of a thorough understanding of
East Timorese culture contributed to tensions and misunderstandings
throughout the project. For example, during the initial intervention with
CCF staff, a modest lunch was provided to the staff. Because food was
scarce, the authors, as psychosocial consultants, left during lunch so that
there would be more food for the staff. However, we learned later that
the staff viewed our behavior as a lack of solidarity with the staff and
that they would have preferred us to be “all together” with little food
rather than “separate” with sufficient food. It took time to establish the
trust and relationship needed for the East Timorese expatriate country
director to feel comfortable “correcting” us in such matters, as East
Timorese consider such directness towards foreigners as rude.

Given the East Timorese’s history of oppression and domination byv
the Portuguese and Indonesians, communities were also distrustful of
the “mali” (outsiders) and, in the beginning, did not share many cultural
rituals or traditions with us. Learning in significant depth about culture
and rituals was also something we did not do well in the rapid response
situation we faced, since building trust takes time. In some cases, we did
not know that we did not know something. For example, psychosocial
consultants initially expressed a desire to work with local healers and
persistently raised this option with communities. Local people often lis-
tened politely and even agreed, but the doors did not open. Subse-
quently, we learned that local people held beliefs that healers would be
contaminated by associating with outsiders. Learning about the local
culture required building stronger relationships, which took time to de-
velop. As another example, it was only midway through the project that
the authors learned of the importance of the family houses. It was still
later that the authors learned of the psychosocial support provided by
the rituals performed in the houses and the significance of the stresses
associated with not performing the rituals. Having this information ear-
lier would have impacted the design of the psychosocial intervention,
but local people felt comfortable disclosing their beliefs and practices
only after they had had longer relationships with the authors.

In some situations, we thought we were following the correct cul-
tural script, only to discover later that the situation involved more com-
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plexities than had been envisioned. For example, we followed the advise
of East Timorese expatriates to seek permission from the suco chiefs (the
political heads of villages) as a means of gaining entry into communities
to implement the project. Subsequently, we learned of another commu-
nity and cultural structure, the clan chief, who wielded different power
and respect in the community and was capable of thwarting the initia-
tives of ‘the suco chief. In retrospect, the initial process of gaining permis-
sion and showing respect also should have involved the clan chiefs.

Another tension concerned our privileged status as foreigners. Al-
though international workers faced difficult conditions, they were very
well off compared to the East Timorese. A huge discrepancy existed be-
tween expatriates’ salaries and those of local people. For example, inter-
national workers could easily afford multiple daily meals at the restau-
rants that had sprung up and catered to the international humanitarian
and development agencies. Eating even once in such a restaurant was
beyond the means of nearly all the East Timorese.

In addition, agency policy sometimes contradicted cultural norms.
For example, it was customary for the East Timorese, if they had a vehi-
cle, to give a ride to those who needed one. However, the policies of
most agencies, CCF included, prohibited staff from giving rides to non-
staff or to local staff during nonwork hours. Although this policy was
designed to insure staff protection, it created the appearance that every
foreigner had their own new, air conditioned vehicle at their disposal
and were unwilling to help local people, who lacked basic transporta-
tion. As the white vehicles passed by, East Timorese people experienced
incredulity, frustration, and feelings of being treated as second-class citi-
zens in their own country. The East Timorese people’s sense of relief
over the initial arrival of peacekeepers and humanitarians slowly gave
way to attitudes of bitterness and resentment. Within 1 year, some East
Timorese even referred to the influx of humanitarian groups as the
“third occupation” (after the Portuguese and Indonesians).

The presence of humanitarian groups also had a profound effect on
local norms and social interactions. Although the project had assumed
initially that community members would willingly volunteer their ser-
vices for the good of children and youth, this proved to be extremely
problematic in some communities. First, in some communities, the con-
cept of volunteerism applied at the family level, but not the community.
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Second, the influx of the UN and international groups operating with
enormous sums of money created expectations of pay that undermined
volunteerism. For example, in delivering sewing machines to communi-
ties in one district, problems arose when community members wanted to
be paid a relatively large amount of money for unpacking the sewing
machines, while the CYDP assumed that the community would naturally
volunteer their labor. Of course, children and youth also needed money.
Some children skipped school in order to watch the cars of UN workers
while they ate lunch in hopes of getting an occasional dollar. Other East
Timorese people told us that begging was unknown before the arrival of
foreigners. Thus the arrival of foreigners with large sums of money had
unforeseen negative consequences.

Challenges also arose in connection with divergent understandings
of “youth.” For example, youth were defined in East Timor as young
men who were not yet married, while girls, who typically married young
in the rural areas, were no longer considered youth. Thus we found
groups of 30-year-old men taking over recreational equipment meant for
children and adolescents, while young girls did not participate in activi-
ties because of their status and responsibilities as wives and mothers.
Incorporating additional activities for girls required creativity and initia-
tive that varied from community to community and depended on the
skill and motivation of each team of program developers.

Lessons Learned

Six key lessons emerged from our experience in East Timor:

1. A holistic response is necessary in providing psychosocial assis-
tance in emergency situations. Without the provision of shelter
and material assistance, the CYDP would have achieved far less
impact. In addition, local people related their stresses to lack of
material goods and inability to meet basic needs.

2. To prevent assessment fatigue and frustration, agencies need to
provide immediate assistance from the time they enter a com-
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munity. The provision of structured activities that enable safety,
play, predictability, and positive interactions and that can mobi-
lize adults on behalf of children is a very useful starting point in
community empowerment and assistance. This strategy would
have been even more helpful if additional time had been taken
for the hiring of local staff.

3. Helping the helpers is a high priority. CCF could not have un-
dertaken their community-based work if it had not taken care of
its existing staff who provided a platform for the CYDP. Too of-
ten, helping the helpers, if done at all, is an afterthought. How-
ever, in situations of conflict and post conflict, caring for the
needs of local staff should be an integral part of humanitarian
organizations’ response.

4. When working as a consortium, it is best to allow each agency
operational autonomy. Giving each agency leeway to follow
their own procedures and policies minimizes difficulties and
tensions while maintaining the unique characteristics of each
agency.

5. Working with local cultural resources requires significant trust
and understanding of local beliefs and practices. Both of these
are difficult to construct quickly in the heat of an emergency. A
key priority for teams, in advance of their departure, is to access
the anthropological literature on the area of interest or to dia-
logue with cultural experts in advance.

6. Work with youth is crucial in post-conflict reconstruction for
peace. The CYDP was the only international response to the
needs of youth, and a much wider, integrated response was re-
quired. The needs of youth in Dili had proven to be a serious gap
in the response of humanitarian organizations. This gap subse-
quently led to an escalation of frustration and violence.
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This last lesson provides an important note of caution in future
emergencies. Following political violence, waves of criminal violence
often occur, and much of it is committed by youth who lack education,
job skills, and positive life options. Images of youth as troublemakers
and as people who exercise little responsibility have undermined do-
nors’ faith in youth. As this project illustrates, however, youth have sig-
nificant capacity to help in emergency situations and to contribute to
their communities. International agencies would do well to recognize
that it is youth who will either continue cycles of violence or become
agents of peacebuilding.

EVALUATION

An evaluation of the CCF project was conducted by two members of the
CCF Technical Assistance Group. The methodology included direct ob-
servation, key informant interviews (with program and field staff, teach-
ers, youth leaders, and community leaders), focus group discussions
(with youth, women, and community leaders), and general community
discussions. In addition, for all 181 communities in which CCF worked,
the evaluation team reviewed available documents—including monthly
field reports, quarterly project reports, proposals from communities, and
reports and memos written by psychosocial coordinators, program de-
velopers, program managers, consultants, the community liaison officer,
and the country director. In-depth interviews and group discussions also
were conducted with the program developers, the psychosocial coordi-
nator, the program manager, community animators, the community liai-
son officer, and the country director for the program.

The evaluation was designed to achieve wide geographic coverage,
stimulate self-reflection, and enable intensive learning about the project
in a small number of communities. The evaluation team selected and
visited a representative sample (n = 20) of the 181 aldeias in which CCF
had worked. The sample was constructed with the intention of including
a mixture of rural and more urban communities, representing very dif-
ferent situations. Also, the team used reports from staff to identify and
include in the sample a mixture of communities in which program suc-
cess had been relatively strong and communities in which numerous
difficulties had been encountered. This mix of successes and difficulties
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was intended to reveal important lessons that might have implications
for emergency work in other contexts.

In different communities, different evaluation methods were used,
depending on the amount of time available and the ease of access to
community members. In all 20 communities, data were collected through
community and youth group discussions. A subsample of four commu-
nities was examined in greater depth and a more intensive, multimodal
data collection procedure was applied—which included additional dis-
cussions with community groups, women’s groups, and gender specific
groups for young men and young women. Key informant interviews
with teachers, youth group leaders, project volunteers, religious leaders,
leaders of women’s cooperatives, and suco and aldeia chiefs were also
conducted.

Although the evaluation revealed mixed results, major accomplish-
ments in three areas were found. First, the structured activities provided
a sense of normalcy, continuity, and hope that helped young children
cope in an environment saturated with uncertainty and discontinuity.
They also provided a catalyst for organizing communities and groups
that, under great stress, had lapsed into relative inactivity and disorgani-
zation by helping to structure daily life. More than 20,000 children and
17,000 youth participated in the activities, and many reported that before
the project, few if any activities had been available. Interviews revealed
that prior to the structured activities children and youth spent their time
idling or engaged in delinquent behavior, such as throwing rocks at cars.
Parents and community members reported that the activities provided
structure to the children’s days, and that the children were happier and
more content as a result of being able to participate.

Second, leadership activities and vocational and employment oppor-
tunities for more than 500 youth were provided. The inclusion of more
than 200 youth in the design and implementation of the psychosocial
program for younger children was an important element in promoting
youth’s self-esteem and leadership. As youth were mobilized and given
key roles in their communities, their perception of themselves as active
members in the rehabilitation of their communities increased greatly.
Discussions with youth and key informants indicated that the skills and
vocational training for more than 300 youth had reduced their risks of
marginalization, feelings of helplessness and boredom, and contributed
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to feelings of renewed hopefulness about their future and self-efficacy.
The small grants for income generation projects were remarkably suc-
cessful in providing opportunities where few had existed before. The
following is one example, which illustrates a successful youth income
generation activity.

In one community in Lautem district, 60 youth maintained a chicken
cooperative. The chicken cooperative existed before the referendum in
August 1999 but had been destroyed by the Indonesian militia. CCF
supplied 91 chickens to the cooperative, while the youth constructed the
chicken houses from local trees, gathered food, and fed them. The youth
generated income through the sale of eggs and young chickens. Subse-
quently, they expanded the project community-wide, and the youth
mentored other young people in starting their own chicken farms at
home to assist with the family income. The youth also modeled toler-
ance, peacebuilding skills, and reconciliation at the community level. The
president of the cooperative had been active in the resistance movement,
while the vice-president of the cooperative had been emploved bv the
Indonesian army. Now, however, they worked together “to be one
community again” and “to develop our new country.”

A third accomplishment was that the project created a reasonably
holistic response to a complex emergency. Although shelter construction
was technically part of a parallel project, it had intentionally been im-
plemented as a complement to the psychosocial project. The shelter con-
struction process was participatory in that the communities selected
which shelters to rebuild, and local people donated much labor. Local
people said these activities, which helped to build trust in CCF, had
made them more hopeful toward the future.

As could be expected on the basis of the challenges outlined above,
however, weaknesses and inconsistencies occurred. Because of the low
skill level of the program developers and the gaps in service of the psy-
chosocial coordinators, monitoring and evaluation of the project was
weak, and this reduced the ability to adjust the project when necessary.
For example, although gender equity for participation in structured ac-
tivities and for engaging community and vouth animators was achieved
in some activities, equity was not achieved in the most popular activities,
such as guitar playing and soccer. In addition, males dominated the vo-
cational skills training and employment opportunities. Too often, older
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children benefited most from the structured activities. In the majority of
communities, group games and activities catered to older children (aged
approximately 8 and above) while younger children sat on the sidelines
and watched. In future interventions, much more training and attention
needs to be given to younger children and how to creatively address
gender inequities.
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Internally Displaced Colombians:
The Recovery of Victims of Violence Within
a Psychosocial Framework

Jorge Enrique Buitrago Cuéllar b 2.3

In this following chapter we describe the psychosocial focus and recent
experience of a pioneering organization in Colombia, that has developed
its work as a nongovernmental organization (NGO) since its foundation
in 1992, under the name Corporacién AVRE (Apoyo a Victimas de Vio-
lencia Sociopolitical pro Recuperacién Emocional —Support and Emo-
tional Recuperation for Victims of Sociopolitical Violence). We describe
the focus of the intervention, which is characterized by the interaction
and coordination of organizations that provide support to individuals
and communities affected by political violence. In addition, the interven-
tion provides services directly to organizations of people who have

"The author wishes to express his appreciation to the following members of Corpo-
racion AVRE for the invaluable assistance they provided in the preparation of this chap-
ter: Elena Martin Cardinal, Gloria Amparo Camilo, Oscar Gémez, and Dora Lucia
Lancheros.

The editors wish to thank Jaime Iniguez for his work on the translation of this chap-
ter from Spanish into English.

3Corporacion AVRE has published a variety of training materials in Spanish and
English based on the work described in this chapter. Interested readers can contact Cor-
poracién AVRE at the address listed on the Author Affiliations page.
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themselves been affected by acts of violence. A central theme in our
work is an understanding of emotional support as dynamically linked to
community processes, sociopolitical and cultural contexts, and the re-
sources of those affected and their families and social networks. The
three modalities that comprise the Corporation’s model of psychosocial
intervention include the following: procedures and actions for strength-
ening community-based organizations; the provision of direct clinical
services; and the training of Popular (i.e., paraprofessional) Therapists
(PTs) and Multipliers of Psychosocial Action, Mental Health, and Hu-
man Rights (MPAs). Each of these modalities is described next.

In this chapter, we focus particularly on the important and most re-
cently developed modality, the training of the PTs and MPAs. By train-
ing community members to work as PTs and MPAs, we are able to sig-
nificantly expand the reach of our mental health, psychosocial, and hu-
man rights activities. Both the PTs and the MPAs are capable of recogniz-
ing the impact that sociopolitical violence has on people’s mental health
as well as on the fabric of society, and both are capable of providing as-
sistance in the form of therapy (psychological “first aid”) or complemen-
tary psychosocial activities provided within a framework of institutional
coordination, designed to counteract the effects of the violence.

The training of PTs and MPAs is a project that is currently in devel-
opment. A pilot implementation of the training has been conducted and
evaluated, and the training has been adjusted based on that pilot experi-
ence and is now being implemented again. In addition, a publication
with the complete description of the training process and the materials
needed to carry it out it is currently being prepared, so that it may be
reproduced by other organizations and individuals, with the adaptations
that are considered appropriate for each context.

BACKGROUND
Sociopolitical Context
Colombia has a population of 42 million inhabitants living in an area of

1,200,000 square kilometers. The country has very favorable conditions
for its socioeconomic and political development due to its location, in the
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northwest region of South America, with coasts along the Atlantic Ocean
on the northern side and the Pacific Ocean on the western side. The
country also has huge natural resources, such as one of the largest water
reserves in the world, a vast biodiversity, and a wealth of natural re-
sources including petroleum and a variety of minerals. Paradoxically,
throughout its history, Colombia’s favorable conditions have not liber-
ated the country from poverty and social inequality, due to the orienta-
tion of its economy toward capitalism and globalization.

The majority of Colombia’s inhabitants are mestizos, resulting from
the mixture between Spaniards and indigenous people. However, some
indigenous groups as well as Black minority communities brought to the
country from Africa survived the extinction and racial mixture of the
colonial period. After the wars for independence from the Spanish mon-
archy beginning in 1819, the country constituted itself as a republic. Dur-
ing the rest of the 19* century, and a good part of the 20t century, the
country suffered from constant and successive internal wars and bloody
partisan quarrels. In the end, the confrontations were a response to the
conflicts for the search for power and control of the land. This in turn, by
means of violence, consolidated the social structure inherited from the
colonial era, which was characterized by inequality and the exploitation
of a large poor majority by a privileged minority.

Violence has been the backdrop of the national stage and the instru-
ment by which many rural farmers were and continue to be displaced
from their lands. This took place especially in the regions considered
economically strategic and productive. The violence acquired especially
cruel characteristics toward the middle of the 20% century. Around that
same time, organizations of armed peasants arose in resistance to these
oppressive conditions, and have by now formed the strongest guerilla
group in the country, called: Fuerzas Armadas Revolucionarias de Co-
lombia (FARC; Revolutionary Armed Forces of Columbia). This guerilla
movement adopted a Marxist ideology in the 1960s, in the international
context of the “cold war”; beginning in that same decade, other armed
insurgent movements developed. Of those, currently in existence is the
Ejército de Liberacion Nacional (ELN; National Liberation Army), whose
initial ideology was influenced by the Cuban revolution.

Faced with these insurgent forces, the Colombian state responded
with repressive actions by means of its armed forces. These repressive
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actions included the so called “Dirty War,” which has included viola-
tions of human rights, legislative acts that curtailed civil liberties, and the
persecution of legitimate civilian organizations and dissident political
parties. In addition, since the 1980s Columbians have witnessed the ac-
tive participation of another illegal armed group, the so-called paramili-
tares. This group is financed by private wealthy sectors, and operates
with the acquiescence and even complicity of the state’s security organi-
zations. The paramilitaries have assumed a good portion of the duties of
the “dirty war,” not only against the insurgents, but also against civil-
ians, leftist political organizations, human rights activists, and all others
whom they consider to be sympathizers or collaborators with the gueril-
las or supporters of leftist ideologies.

Another aspect of the distorted social conditions and the violence
that the country has tolerated during the last three decades is the scourge
of drug trafficking. The country has turned into the world’s central loca-
tion of this illegal business. In addition, the country is the primary pro-
ducer of substances like cocaine and heroin, which are in great demand
and are well paid for by consumers in Europe and the United States.

In sum, there are multiple factors that contribute to the dynamic of
violence in Colombia. First is the ancestral and privileged domination of
the land and the natural resources by the country’s wealthy minority.
Second is the adherence to a neo-capitalist economic model that imposes
great inequality, concentration of wealth, and increased poverty. Third,
there is only a pseudodemocracy, with no groundwork laid for the de-
velopment of a genuine democracy. This is the result of the control of the
state by a dominant class with a history of intolerance, expressed
through the two traditional political parties. A fourth factor contributing
to violence in Colombia consists of the weak institutions, corroded by
corruption and at the service of economically powerful sectors of society.
A fifth factor is the existing drug-dealing mafias who strengthen them-
selves through a business that generates enormous returns and in which
other illicit activities, like arms trading, are included. Sixth, insurgent
organizations (guerillas) have a long trajectory and their military and
financial capacity has increased, particularly so for one of the guerrilla
organizations, FARC. A seventh factor is the growing presence of other
armed organizations of “self-defense.” These armed insurgent groups
were initially supported by the State’s public armed forces and govern-
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ment sectors through the omission, acquiescence or complicity in the
subversive strategy of “dirty war.” They are also financed by wealthy
people, various economic groups, drug-traffickers, and even by multina-
tional corporations.

All of these factors play key roles in the deteriorating Colombian
armed conflict that is mainly directed, with extreme cruelty, toward the
defenseless civilian population. As noted in a recent study: “Different
sources have proven that the paramilitary model is the main factor in the
humanitarian deterioration, and it has become increasingly clear that the
violence is extending throughout the country with the consent and spon-
sorship, and the action or absence of action of the political authorities,
and/or of the Colombian military, both at the national and regional lev-
els” (Human Rights Commission of Columbia, 2000).

The most worrisome aspects of the country’s current human rights
situation are the increase in massacres, the forced displacement of people
due to the conflict, and in general the armed actions against the civilian
population. (See Map 5.1.) This situation is described in the report that
was presented by the High Commissioner of the United Nations, Mary
Robinson, on March of 2001. In that report, she gave an account of the
increments in violations to the right of life by means of extrajudicial exe-
cutions, selective homicides, and the taking of hostages. In the year 2000
there were 584 massacres, 800 people vanished, 318,000 people were dis-
placed, and of the 30,000 violent deaths, 3,600 were related to political
violence.

The humanitarian crisis, the result of a combination of these diverse
factors contributing to the violence, has had as an immediate conse-
quence the phenomenon of forced displacement. This phenomenon in
Colombia reached a level in which an estimated 2 million people were
forcibly displaced during the last 15 years of the 20t century. Of those 2
million, 580,000 were displaced during the last 2 years (Colombian
Judges Commission and Center for Investigations and Popular Educa-
tion, 2000.

Within this complex situation of violence that is hitting the country,
internal displacement and exile, which in themselves imply a form of
violence, are above all, the results of other grave forms of violence like:
threats, harassment, assaults, murder or disappearance of family
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members or close ones, kidnapping, massacres and combat. People have
suffered these to the point where they finally opt for internal displace-
ment or exile. Internal displacement and exile are extreme resources to
which people turn to free themselves from other harm to which they are

exposed in contexts of social and political violence.
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Mental Health and Psychosocial Implications

The effects of violence in the zones where Corporacion AVRE works can
be observed at the individual level, as well as the familial, community,
and organizational levels. We understand these different levels to be in-
terdependent, so that, for example, individual expressions of distress
affect the individual’s relationships with his or her family and commu-
nity. Stated differently, when people have been affected by violence, the
expression of their emotional distress is seen both in their individual
subjectivity, and in their family and community life. In addition, to the
extent that violent events contribute to the deterioration of the social fab-
ric (e.g., if widespread distrust impedes communication among people
and leads to isolation, or if meetings become dangerous activities, or if
leadership activities are persecuted), people see their options for per-
sonal development limited and their possibilities for satisfying their need
for social participation frustrated.

Through our therapeutic and psychosocial work with victims, we
have observed that the particular manifestations of the impact of the vio-
lence, at the individual level, are related to the specific type of violent act
that predominantly affects the person at any given time. For example,
threats of violence create distrust, fear, isolative behaviors, fight or flight
responses, and eventually symptoms of anxiety and depression. In the
family members of murder victims, we found expressions of bereave-
ment, frequently of a complicated nature. In the family members of peo-
ple who have been “disappeared”, there are usually complicated charac-
teristics of suspended or “frozen” bereavement. For survivors of massa-
cres or murders, we have frequently observed symptoms of trauma.
With regard to the effects on the families, communities, and organiza-
tions, our observations have made it clear that one of the objectives of
those who engage in political violence is to damage the social fabric, de-
stroy organizations, and isolate people. According to Elena Martin of
Corporacion AVRE (Martin, 1998), “Sociopolitical violence gravely at-
tacks the social fabric by generating intimidation, fear and distrust. This
leads people to become isolated, and makes them more emotionally vul-
nerable.”
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The people of Colombia are living in a context of great uncertainty
due to the fighting between different factions over the control of territo-
ries, city sectors, or entire cities. In addition, community, social, and po-
litical organizations have been forced to limit their activities and even
suppress them, depending on the position vis-a-vis such organizations
taken by the armed group that has assumed power in the region.

Specific Considerations About the Concepts of
Mental Health and Disease

We should make clear that for the Corporacion, the effects of vio-
lence imply an important degree of emotional suffering. However, this
suffering does not always trigger a pathological mental disorder such as
those listed in psychiatric nosologies. The terms anxiety, fear, distrust, iso-
lation and other behavioral changes as well as sleeping disorders, among
many other similar terms, all imply emotional suffering and in that sense
imply psychological damage. However, when they happen as reactions
to violent acts, they are not necessarily classified as pathology, but as
normal responses to abnormal situations.

On the other hand, other extreme symptoms of psychopathology may
be found if the victim suffered from a previous mental disorder that has
been aggravated by violent events, or because violent events may
unleash extreme, maladaptive changes. In such cases, we consider it im-
portant to diagnose the mental disorder, and to provide psychiatric or
psychological treatment. However, the treatment must be offered from a
psychosocial perspective, that is, without losing sight of the role that po-
litical violence played in unleashing or aggravating the symptoms. In
addition, it is essential to utilize community resources in the healing
process, and to repair the social fabric of which the individual forms a
part. Equally important are legal and political actions aimed at overcom-
ing impunity through truth and justice, and holistic reparations to the
the victims, their families, and their communities (UNHRC, 1977).

Within a clinical-psychiatric framework, the most common diagnoses
resulting from exposure to violence (including displacement) that Cor-
poraciéon AVRE has documented among the people and communities
within which it works are, in order of their frequency: adjustment disor-
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der with disturbance of mood, mourning (bereavement), acute stress
disorder, and post-traumatic stress disorder (PTSD).

In cases of PTSD, the cross-cultural validity of which has been ques-
tioned, the diagnostic criteria of the DSM IV have been met. According
to our observations, the post-traumatic symptomatology in victims of
violence is related to situations in which the person has been exposed to
terrifying events, and has suffered or witnessed the suffering of others
due to acts of extreme cruelty. For example, PTSD has beenh documented
among the survivors of massacres, those who witness the torture and
execution of others, and the family members of murder victims upon
finding their loved ones with signs of having been tortured prior to be-
ing killed.

Population of Focus

The Corporation’s interventions are directed toward people affected by
sociopolitical violence. These victims include men, women, children, and
people involved with organizations that work for the defense of human
rights or that provide aide to the victims violence. The Corporation also
provides aid to organizations through activities that strengthen them
and through workshops designed to prevent emotional exhaustion.
Among people who have been affected directly by violence, the vast ma-
jority are of rural origin; however, the violence has also been directed at
community and labor leaders and their families from urban areas.
Women are the largest demographic group served by the Corporacion

The population served by Corporacién AVRE can be considered part
of “western culture,” but with regional variations in some groups deter-
mined by ancestry (e.g., people of African background), or by other fac-
tors such as rural background or the amount of time spent living in an
urban environment. It is important to take these regional/cultural varia-
tions into account when doing psychosocial work with individuals or
communities, for example when, in the wake of violent events, one is
trying to identify personal or community resources, particular ways of
experiencing and expressing grief, or the specific needs for assistance
and reparation of particular communities.
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INTERVENTION

In this chapter, we do not describe specific cases of people internally dis-
placed or forced into exile. Instead, we present a holistic model of inter-
vention designed for victims of the various types of political violence
that exist in Colombia. In particular, our focus is on describing an impor-
tant component of this intervention model, which involves training peo-
ple from communities affected by violence, as well as people who work
in organizations that work with victims of violence, so that trainees are
abie to work as Popular (paraprofessional) Therapists (PTs) and as Multipli-
ers of Psychosocial Attention, Mental Health, and Human Rights (MPAs).

Corporaciéon AVRE team has offered psychosocial assistance activi-
ties to victims of violence since 1992. Our work places a strong emphasis
on facilitating the emotional recovery of those affected by violence, an
emphasis that is often overlooked or set aside by organizations working
in emergency situations caused by violence. AVRE’s work has developed
on a national level, starting with its headquarters in Bogota, through
monthly visits to some of the zones most powerfully struck by political
violence. In the last few years we have maintained permanent work ac-
tivities in the counties of: Cérdoba and Sucre, and the region of Magda-
lena Medio, especially the city of Barrancabermeja and more recently the
city of Medellin. In addition, interventions have been developed in other
places, mainly in the county of Valle.

The determination of both permanent and short-term zones of inter-
vention depends on the necessities of the affected organizations or com-
munities. These necessities emerge from the systematic violations of hu-
man, civil, and political rights related to the armed conflict. The Corpora-
tion tries to help based on the availability of time, financial resources,
and personnel. However, due to the context of violence in the country,
existing needs for psychosocial intervention overwhelm the capacity of
all available organizations that provide humanitarian assistance, and
that work to meet the material and emotional needs of victims of the vio-
lence.
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Theory and Rationale

The work of Corporacién AVRE is conceived of as psychosocial work for
the mental health of victims of sociopolitical violence, and as the con-
struction of an infrastructure to promote peace within a democratic cul-
ture. Corporacién AVRE was formed by a group of psychiatrists with an
orientation toward social psychiatry. During the development of their
work, guidelines were developed to guide interventions aimed at pro-
moting emotional recovery from the effects of violence. Within these
guidelines it was agreed that emotional recuperation from the effects of
violence depends on more than access to psychotherapeutic intervention;
it also requires other activities focused on repairing the social fabric and
the overcoming of impunity, on developing an understanding of the so-
cial context in which violence occurs, and on the identification and utili-
zation of the resources that exist within people and communities, as well
as the development of new resources. To achieve these ends, the Corpo-
racion works using three modalities that are interrelated and mutually
reinforcing.

First Modality: Procedures and Actions for
Strengthening Organizations

This modality is the key axis that coordinates the local, regional, na-
tional and international levels, and transversely the other two work mo-
dalities, clinical and training. It is guided by a framework that empha-
sizes a focus on, and commitment to, the rights of all victims of violence,
and the attainment of peace through democratic practice and culture. Its
strategies are the following (Salazar, 2001):

¢ To implement and extend its operative work by participating in
networks and coordinated activities.

s To provide workshops and psychosocial projects aimed at
strengthening group and organizational processes.

¢ To participate in inter-institutional and interdisciplinary pro-
jects.
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e To participate in group work, investigations, humanitarian
commissions and human rights monitoring, communication, and
lobbying with state programs and organizations.

¢ To provide support to associations and strategic alliances that
improve the impact, visibility, and institutional sustainability of
the Corporation’s efforts

Second Modality: Clinical Therapy

This modality consists of support for emotional recuperation that is
provided by the Corporation’s psychiatrists and psychologists, through
individual, family, or group interventions (i.e., therapeutic workshops).
These activities are conducted in conjunction with other organizations
that work in different zones, or directly with people from communities
affected by violence. These clinical services are not provided in an iso-
lated manner, but in relation to the other two modalities. In other words,
clinical work is conceptualized as one aspect of the larger group of activi-
ties that are implemented in coordination with other organizations,
and/or directly with specific communities, as part of the overall interven-
tion process. The clinical therapy modality is extended and reinforced
through the pedagogical or training activities of the third modality, de-
scribed next.

Third Modality: Training

This modality consists of carrying out training activities aimed at
providing capacitacion in various areas. including mental health, human
rights, protection strategies, and dealing with bereavement and fear. In
addition, beginning in 1999, a new component was added which in-
volves training Popular Therapists (PT) and Multipliers of Psychosocial
Action, Mental Health, and Human Rights (MPA). We refer to these in
detail in our discussion of the Corporation’s psychosocial intervention
efforts.
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Training Popular Therapists and Multipliers
of Psychosocial Action, Mental Health,
and Human Rights.

Theoretical Frame

This process integrates the institutional strategies in order to create
an intervention designed to facilitate and promote the integral healing of
victims of violence. It also strengthens the communities to which victims
of violence belong, as well as the organizations that work with them, and
represents an integral part of the Corporation’s overall efforts (Martin,
2001).

Within the proposal’s design, careful consideration was given to the
importance of pedagogic activities as instruments through which to help
people recognize the emotional impact of violence and the importance of
providing support to victims of violence in order to help them attenuate
the impact of violence and overcome its effects. All this was done while
attempting to promote the Corporation in its other modalities. At the
same time, we also recognized the need to creatively develop training
activities that would not be overly academic (a tendency of the profes-
sional staff within the organization). This was important in view of the
varying levels of formal education among the participants in the train-
ing, which ranged from basic to intermediate. We recognized that the
training needed to be accessible to all the participants if they were to be
able to subsequently apply what they had learned in their communities.

General Objective

Our general objective was to train local community members in ei-
ther of two complementary roles, entitled Popular Therapists (PTs) and
Multipliers of Psychosocial Actions (MPAs). The PTs and MPAs should
be capable of recognizing the impact that violence has on the mental
health of individuals, as well as on the social fabric. They should also be
able to engage in activities aimed at reversing these adverse effects, ac-
tivities of a therapeutic or psychosocial nature that fit within the frame-
work of coordinated and complimentary institutional activities.
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Specific Objectives

1. The Training of Popular Therapists. The first objective concerns
the formation of local agents, called Popular Therapists (PTs), capable of
performing individual as well as group crisis interventions with a
psychosocial emphasis. The goals of this work include reducing
emotional suffering and preventing the development of psychological
disorders, as well as strengthening people individually and collectively
so that they can participate in the process of repairing and reconstructing
the social fabric. The training aims at the development of the following
abilities:

¢ Recognize and analyze the sociopolitical context.

¢ Evaluate of the nature and magnitude of the emotional condi-
tions presented by individuals and group, identifying strengths
and weaknesses in each circumstance.

e Possess basic therapeutic abilities such as active listening, con-
veying empathy, and using helping techniques in a spontaneous
and genuine manner to facilitate the expression of feelings by
the individuals or groups being assisted.

e Recognize one’s own emotions in the face of difficult circum-
stances, and ask for help when it is needed.

e Perform special crisis intervention techniques with individuals
or groups.

¢ Be able to diagnose, and to mobilize those external resources
that will lead to a favorable outcome of the intervention.

We hoped to organize the training process around three sets of themes,
the first set applying to the training of both PTs and MPAs, and the sec-
ond and third sets applying specifically to the training of PTs or MPS,
respectively. Themes for the training of both the PTs and MPAs include:

s Mental health and human rights in a sociopolitical violence con-
text

e Alternatives from a psychosocial perspective

e The impact of violence on the individual and collective levels

o General aspects of social and family groups and support net-
works
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Project elaboration

Specific themes for Popular Therapists:

2.

Individual interviews

Individual interventions

Group evaluation and intervention
Fear and bereavement interventions

The Training of Multipliers of Psychosocial Actions. The sec-

ond objective concerns the training of local agents, called multiplier of
psychosocial actions (MPAs), who are capable of performing psychosocial
interventions through pedagogic group interventions in the areas of
mental health, sociopolitical violence, and human rights. The work of the
MPAs is grounded in a perspective that emphasizes working through
networks, with the primary objectives of facilitating the mending and
reconstruction of the social fabric and of increasing citizen participation.
This is accomplished through the development of the following abilities:

To recognize and analyze the sociopolitical and human rights
contexts

Basic therapeutic abilities (listening, empathy, spontaneity)

To plan and implement pedagogic activities in different modali-
ties

To diagnose and to mobilize external resources that will en-
hance the likelihood of effective interventions

To carry out psychosocial interventions, enhance the dynamics
of organizational processes, and foster network-based activities

In addition to the common themes listed above for the training of both
the PTs and the MPAs, training for the MPAs would also be organized
around the following specific themes:

Group processes and techniques

Reconstruction of the social fabric

Emphasis on identity, culture, adaptation, social roles, and gen-
der
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e Strategies for overcoming violence

s The domestic and international human rights crises

¢ Nonviolent problem resolution, nonviolent civil resistance initia-
tives

e Protection and self-defense with an emphasis on processes for
obtaining peace

e Effects of impunity and alternatives for overcoming it

® Reparation and reconciliation

Summary of Training Objectives

Based on these principles and guidelines, the training process aims
to develop, from a psychosocial perspective, the capacity to reflect on the
impact that sociopolitical violence and human rights violations have on
mental health. Through the Popular Therapist (PT) and the Multiplier of
Psychosocial Actions (MPA) models, we expected that participants
would readily acquire a specific set of concepts and abilities.

The main difference between the PTs and the MPAs centers on the
orientation of their jobs once the training is done. The PTs develop abili-
ties to identify the effects of the emotional impact of violence on people.
They also provide individual and group assistance, and identify cases
that need more specialized help. They have as primary objectives the
attenuation of emotional suffering, the prevention of psychological dis-
tress, the strengthening of individuals and groups, and participation in
the healing and reconstruction processes of the social fabric.

The MPAs develop abilities that allow them to perform pedagogical
activities that permit the diffusion of knowledge regarding the effects of
sociopolitical violence and human rights violations on the mental health
of the affected communities. Their main objective is to cradle the con-
struction and reconstruction of the social fabric from a group work per-
spective and encourage civic participation in this process.

Even though the two models have different emphases, they are
closely related and have a common conceptualization of mental health.
They both are predicated on the idea that mental health is not only de-
pendant on the individual’s characteristics and emotional experiences,
but also on the social, economic, and political contexts of the individual’s
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life. Likewise, individuals are elements of a social fabric whose integrity
depends greatly on its development and well being.

This training process represents an important development of the
Corporation’s general mission. The process links pedagogical activities
to therapeutic activities and to psychosocial actions aimed at reconstruct-
ing the social fabric; all this is done through the intervention activities of
the PTs and the MPAs. While the training process helps empower the
communities with regard to their psychosocial work, it also helps com-
munities identify their own needs and resources, and provides them
with the technical tools needed to address these needs. This way, the
training process becomes a creative way of ensuring that psychosocial
work projects are proposed and are carried out by the communities
themselves. When this is achieved, the Corporacion AVREs professional
roles will be limited to supervision or support in the initial stages of
these projects and interventions, with the Corporation becoming less and
less necessary as the communities attain an ever greater degree of em-
powerment.

Work with Community-Based Organizations

This component of Corporacion AVRE’s work is directed at organiza-
tions working for the defense of human rights and with victims of vio-
lence, in the zones in which the Corporation has a presence. People from
communities affected by violence, which are also being assisted by local
non-governmental organizations (NGOs), are also a focus of this process.
This aspect of our work was the result of an institutional recognition of
the need to obtain a greater degree of impact for the psychosocial activi-
ties of the Corporation. We also recognized the importance of attaining
greater sustainability of our efforts, through the adoption of our activi-
ties by local communities and the NGO’s serving them. In this way, the
organization’s efforts would continue to flourish even after AVRE re-
duced or ended its presence in particular zones.

The participants in this process are people belonging to local organi-
zations (Community-based NGOs, as well as social and religious organi-
zations), with which AVRE has a thematic affinity and with which AVRE
may have worked previously. These are organizations that work for the
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defense of human rights, and help victims of political violence, from a
variety of different perspectives. Our aim is to introduce and reinforce a
psychosocial focus into the projects of these organizations.

Some minimal criteria were established as “conditions of admit-
tance” to the process. These criteria included: membership in a local
NGO, and having within of the organization an interest related to the
specific theme of training (in health, organizational development, or
community education).

implementation

Process

The initial proposal was that of a collectively developed pilot study
that was developed and implemented over a period of approximately a
year and a half in three cities in the country. Barrancabermeja, Monteria,
and Sincelejo are the capitals of the previously mentioned states where
the organization’s work is being developed. The pilot study was imple-
mented through workshops lasting 8 hours each. The goal of the work-
shops was to train the first groups of Popular Therapists and Multipliers
of Psychosocial Actions in accordance with the guidelines described
above. The workshops were designed by the team of professionals from
AVRE together with students from the Department of Social Work at the
Universidad Nacional de Colombia. Once the initial implementation of
the workshops had been completed, they were evaluated and modified
according to feedback received from workshop participants, and with
new insights from the Corporation’s team.

Workshops 1 through 4, called General Workshops, included both
the PTs and the MPAs. After these initial four workshops, the PT and the
MPA groups were separated for the subsequent four workshops, which
were tailored to the specific training needs of each group. A central com-
ponent of the training experience is the development by each participant of
community-based psychosocial project that calls upon the particular set of
knowledge and skills that participants acquire over the course of the training. At
the conclusion of the training process, a final General Workshop was
conducted, in which the participants in the training presented work pro-
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jects based on what they learned during the process. The culmination of
the training process is an activity shared among the PTs and MPAs that
we call a “Psychosocial Fair.” The guests at the Psychosocial Fair include
members representing the participants” organizations, along with other
local organizations, as well as members of the participants’ families and
communities. The PTs and MPAs present their work projects, after
which a graduation ceremony is performed, which includes the award-
ing of certificates based on their completion of the training. The impor-
tance of this activity lies primarily in the possibility of raising awareness
among other sectors of the communities; in addition, for the participants,
the event generates approval, visibility, recognition, and commitment by
their communities.

In the general phase of the training process (Workshops 1 to 4 and
the final workshop), the people who are trained as PTs and MPAs work
together. These workshops are facilitated by a psychologist from the
Corporation, and ideally should include a maximum of 30 participants.
The workshops are intended to stimulate the active participation and
contribution of participants, through small group activities as well as
other activities conducted with the group as a whole. In each of the ac-
tivities, we begin with the ideas and experiences that the participants
have regarding whatever theme is being discussed. These ideas and ex-
periences are organized and summarized by the facilitator, who helps
stimulate and organize the discussion. Participants’ own ideas and ex-
periences are then integrated with materials related to the topic at hand
that have been prepared prior to the workshop, to be handed out to the
participants. With these materials and the ideas of the facilitator him or
herself, the group works with the similarities and differences among the
various points of view, questions are addressed, confusing points clari-
fied, and conclusions drawn.

In each workshop written material is given to the participants. This
didactic written material presents the topics that are discussed and the
guidelines for the exercises that are utilized.

The experiential grasp of the concepts and the identification and de-
velopment of the abilities that the PTs and MPAs will require in order to
carry out their work are achieved through activities such as brainstorm-
ing, drawing, responding to questionnaires, role playing, dramatizations,
and illustrative examples. All these exercises should relate to partici-
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pants’ own lived experiences, or to situations to which they have been
exposed directly.

In the “profile-specific phase” of the process (workshops 5 through
8), the large group that participated in the first four general workshops is
now divided into two groups, one of PTs and the other of MPAs. Each
group now engages in the specific activities related to their own particu-
lar training. The methodology in these workshops is similar to that al-
ready described for the general workshops.

In the follow-up stage, after the aforementioned workshops, the par-
ticipants’ knowledge and abilities regarding how they developed the
projects, at the community or individual level, are observed and evalu-
ated. Their ability to integrate and articulate these same abilities and
knowledge at the institutional or community level is of special concern.
The difficulties that the PTs and the MPAs might face are identified and
they are helped to overcome them. The workshops at this level focus on
providing follow-up to their community-based projects, reinforcing the
material learned during the training, and addressing the ways in which
participants were able to work with key variables that are salient
throughout the entire process, such as gender, culture, age, and ethnicity.

The pilot study was completed by the end of the year 2000 in two of
the three cities, Barrancabermeja and Monteria. In the third city,
Sincelejo, the process was finished in April of 2001. Of the 172 people
from these three zones who started the training, 81 completed it (45 PT
and 36 MPA). Of these 81 individuals, 56 were women and 25 were men,
and the average age was 28.

Projects Developed as
a Result of the Pilot Study

As a result of the pilot study, the participants presented their own
work projects with the support of the organizations with which they
were affiliated. These projects were supported, followed up, and evalu-
ated by Corporation AVRE Corporation over the course of one year.



TABLE 7.1. PT and MPA Projects in the Cordoba Region

Project Title Type of | Project Description:
Group 1. Objectives
2. Coverage and duration
3. Main activities
Proposal for conflict resolution 2 MPAs 1. To strengthen the unity, mutual accep-
and group development. tance, and reconciliation of the group
to achieve harmony and co-existence.
2. 20 teenagers, for 6 months.
3. Group workshops on group forma-
tion, identity and coexistence.
Psychosocial attention to families | 2 PTs 1. Support and follow-up to re-establish
displaced from their homes, 1 MPA emotional well-being.
neighborhoods, and communi- 2. 20 families, for 6 months.
ties. 3. Family visits, parent workshops, inte-
gration activities.
Psychosocial support for children | 2 MPAs 1. Help children cope effectively with
of displaced families from Robin- their reality through psychotherapeu-
son Pitallua, Paz del Rio. tic support.
2. 90 children, for 9 months.
3. Integrative workshops for children’s
families, play and art activities.
Psychosocial attention to families | 4 PTs 1. Diminish the aftermath of violence in
who were victims of sociopolitical | 2 MPAs displaced people by providing them
violence. with psychological support.
2. 30 families, for 6 months.
3. Home visits, workshops with parents
and children.
Psychosocial attention for the 2 PTs 1. Emotional recuperation of displaced
emotional recuperation of chil- children.
dren displaced from the Del Dia- 2. 50 children, for 6 months.
mante trails. 3. Organizational analysis of follow-ups,
workshops with support givers, group
support, support to the children’s
families, evaluation.
Psychosocial attention for 53 2 PTs 1. Diminish the psychosocial impact of
mothers displaced by violencein | 2 MPAs violence in groups of displaced
the neighborhood of Canta Claro. mothers.
2. 53 women, for 11 months.
3. Survey of the displaced mothers,

training workshops, home visits, and
therapeutic support.
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In the city of Monteria, in the state of Cordoba, the participants pre-
sented eleven projects. Of these, seven were implemented during 2001;
they involved 197 people and 117 families. The population and geo-
graphic coverage of these projects is summarzied in Table 7.1 (Salazar,
2001).

To illustrate the effectiveness of these projects we analyze the activi-
ties and achievements of one of them entitled: “Proposal for Conflict
Resolution and Group Development,” whose objective was “to
strengthen the unity, acceptance, and reconciliation of the group in order
to achieve harmony and co-existence.”

Two of the trained MPAs started this project with a group of 20
teenagers from a community of displaced people from Monteria. The
teenagers were located in an urban sector experiencing dire socioeco-
nomic conditions and were at a high risk of becoming involved with vio-
lent youth gangs (some of the youth had already joined gangs).

The project developed over a 6-month period, from April to Septem-
ber of 2001, during which five training workshops were held:

e  Workshop 1: “Presentation of the Project and Activities for Get-
ting Acquainted.” The objective was the integration of the work-
ing group and the socialization of the project. The project was
fully explained to the group, and the group’s acceptance of, and
commitment to, the development of the proposal was achieved.

e Workshop 2: “Reflection on Life, Building Dreams.” The objec-
tive was to analyze the value of life and to awaken an interest in
setting goals. A greater degree of group cohesion was achieved
in this workshop, and enhanced the group’s motivation for
achieving success at both the individual and community levels.

e  Workshop 3: “Groups: Their Structures, Characteristics, Func-
tions, and Types.” The objective was to examine and analyze the
forms of socialization that one finds in communities as expressed
through the groups that comprise them. In this workshop, par-
ticipants achieved a greater degree of recognition of the value of
group work, and of the need to improve the quality of commu-
nity activities. A greater degree of communication among group
members was also achieved in this workshop.
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Workshop 4: “Conflict resolution.” The objective of this work-
shop was to provide the participants with the tools to identify,
manage and resolve conflicts. Participants learned that there are
benefits to dealing with problems through attitudes and actions
other than those that lead to violence.

Workshop 5: “Presentation of Group Participants’ Proposal for
Community Projects.” For the fifth workshop, the young partici-
pants pre sented proposals for applying in their own communi-
ties the concepts and tools they had learned in the previous
workshops. Their proposals were submitted to the group for dis-
cussion and improvement.

Table 7.2 summarizes the projects that were developed in the region of

Sucre.

TABLE 7.2. PT and MPA Projects in the Sucre Region

Project Title Type of Project Description:

Group 1. Objectives
2. Coverage and duration
3. Main activities

Training in psychosocial 1 MPA 1. Train and sensitize a base of

assistance to 3 groups of community groups to attenuate the

women from the counties of psychosocial impact that the pres-

San Martin and Buena Vista. ence of displaced people has on
communities.

2. 60 women for 6 months

3. Training workshops, community ex-
changes, interaction campaigns,
visits to institutions.

Psychosocial intervention 1PT 1. Provide emotional support to a

for displaced widows aimed group of displaced widows that will
at attenuating their emo- allow them to over come and man-
tional suffering. age their fear and grief as well as

repair the social fabric.

2. 10 widows for 6 months.

3. Group workshops, citizen participa-
tion workshops, family integration.
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Psychosocial interventions 2PT 1. To facilitate the emotional recovery
for 10 families victimized by process of 10 families victimized by
sociopolitical violence in the sociopolitical violence and survivors
Montes de Maria, located in of massacres.

Sincelejo. 2. 10 families for 6 months.

3. Visiting families for emotional sup
port, cultural events aimed at rescu
ing traditional practices and beliefs,
workshops designed to facilitated
the participation of organizations
and communities.

Psychosocial intervention 2PTand 2MPA | 1. Provide children with emotional
for children displaced by support.
sociopolitical violence. 2. 75 children for 1 year.

3. Training workshops with teachers,
the creation of a participation cre-
dential, organizing recreational
programs.

Psychosocial and emotional | 4 MPA and 1PT | 1. Attenuate the emotional impact of
recuperation for 42 dis- displacement and other life stressors
placed single mothers in through the reconstruction of the
Altos del Rosario. social fabric.

2. 42 women for 6 months.

3. Emotional support visits, work
shops, events designed to promote
social integration.

Psychosocial intervention 1MP 1. To train the community about the

for 117 families of the In- impact of political violence.

digenous group from Calle 2. 117 families for 6 months.

Larga. 3. Group sensitization work shops,
conflict resolution, family visits.

In addition to these six initial projects, a seventh one entitled “The
Effects of Psychosocial Intervention in a Displaced Community in Chen-
gue,” was created during the follow-up process. This project was a result
of the crisis intervention that Corporation AVRE made in this commu-
nity and was implemented in the neighborhood of Ovejas. To give the
reader a better sense of our work, a detailed summary of this project is
found below in Table 7. 3. Three people developed it, one of them an
MPA and the other two PTs. The target population consisted of 56 dis-
placed survivors of a massacre living in Chengue. The activities included
in the table were carried out during a six-month period in 2001.



TABLE 7.3. Chengue Community Project Description.

Activity

Purpose

Accomplishments

Difficulties

Workshop on psy-
chosocial diagnosis
and individual
interviews

To determine the
emotional impact
of the violence in
the community.

An accurate psychoso-
cial diagnosis for the
planning and imple-
mentation of concrete
actions.

Group tensions.
Tensions within the
target community.

Therapeutic work-
shops

To support emo-
tional recovery.

Emotional strengthen-
ing of the group.

Fear of threats.
The interest of
some individuals in
tangible (i.e., mate-
rial) assistance.

Individual therapy | To supportindi- | Contribution to indi- Inconsistency.
vidual recovery. | vidual psychological Stigmatization by
healing. some people.
Informational To provide The strengthening of Threats of seizure
workshops focused | knowledge and group cohesion. of property in the

on self-esteem,
communication,
and group dynam-
ics

tools that facili-
tate the restruc-
ture of the social
fabric.

Empowerment in the
process of negotiation.

community of Ove-
jas.

The death of people
in Ovejas.
Interruptions in the
intervention due to
other community
meetings.

Lack of continuous
participation of
some people.

To give the reader a further sense of our work, we provide in Table
7.4 a summary of a project entitled “Psychosocial Assistance for 30 Dis-
placed Single Mothers in the Community of Altos del Rosario.” Four
MPAs and one PT developed the project.
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TABLE 7.4. Altos del Rosario Community Project Description

Activity Purpose Accomplishments
Psychosocial To learn about the socio- | Group selection and consoli-
diagnosis economic, cultural and dation;

emotional situation of
the target population.

Leader selection for the pro-
ject.

Project presentation

To sensitize the group
about the importance of
emotional healing.

Appropriation of the project
by the women participants.

Community
organization work-
shop

To provide conceptual
tools regarding commu-
nity organization to im-
prove the quality of life
in the community.

Group cohesion and
organization.

Therapeutic work-
shop and working

To socialize the experi-
ence and recognize the

Collective recognition of the
participants’ reality;

with children before and after effects. The discovery of their artistic
expression.

Occupational To teach manual skills Creation of decorative plates,

therapy that will allow them to mirrors, and gift bags.

utilize their spare time
and improve their earn-
ings.

Self-esteem and
values workshop

To provide conceptual
tools that will allow par-
ticipants to value and
recognize themselves as
women with rights.

The recognition of identity
and a sense of belonging;
The expression of their emo-
tions.

Participation in the
Psychosocial Fair

To present and socialize
the psychosocial activi-
ties developed with the

group.

Becoming familiar with the
experiences of other groups.

Individual visits

To analyze the difficul-
ties and perspectives of
the work.

Analysis of the project’s pro-
gress;

Corrections to the process
and its continuation
thereafter.

254

Evaluation and
follow-up visit

To evaluate the process
of psychosocial support
in the group.

An acknowledgement of the
psychosocial work.
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Analysis of Prajects Carried
Out in This Zone

Objectives and Activities. The objectives lay within the realm of psy-
chosocial assistance with an emphasis on emotional recovery and the
reconstruction of the social fabric. The activities consisted of workshops
designed to facilitate emotional support, and other workshops aimed at
providing psychosocial training. In three of the projects, occupational
therapy activities, such as the elaboration of crafts, were included, while
two projects focused on human rights training.

Beneficiaries of the Projects

There was diversity among the communities and individual partici-
pants who benefited from the projects. Five of the seven projects pro-
vided direct attention to victims of violence. Of these, four were con-
ducted with displaced communities and one with women whose family
members had been assassinated or disappeared. Two other projects
worked toward the strengthening of vulnerable and high-risk communi-
ties; one of them was a group of women from community organizations
and the other was an indigenous community. We estimated that there
were 295 people that benefited from these projects. Of this total, 122 were
women in projects specifically for women, 75 were children in child-
focused activities, and the remaining 98 were a mixture of adults and
children in mixed groups.

Context of the Projects

Of the seven projects, three were carried out in marginal neighbor-
hoods of the city of Sincelejo, one in Ovejas and another in Corozal, and
in the two smaller communities Calle Larga and San Martin. Some of the
participants had to commute from rural zones. In Sincelejo, especially in
the more marginal neighborhoods, there is a high degree of control by
illegal armed groups or paramilitaries. There are murders of people who
are accused of being “helpers of the guerillas” or who engage in delin-
quent behavior. In addition, these communities lack access to basic ser-
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vices, display high levels of poverty, and a majority of their members are
victims of displacement due to violence.

Projects From the
Barrancabermeja Area

We will not give details of the proposed projects in Barrancabermeja
because the intensification of violence and drastic changes in the socio-
political context, as well as a crisis in one of the organizations where the
formative process was developed, have impeded the implementation of
the projects.

That which occurred in this zone illustrates the major threats and
difficulties that psychosocial projects face: the intensification of armed
conflict, the violent control of communities by armed groups, and the
eventual internal crises affecting community organizations. In the other
areas, the PTs and the MPAs faced the same difficulties, but to a lower
degree of intensity, and thus they were able to overcome these obstacles
and carry out their work.

EVALUATION

Method

For all of the projects developed by the PTs and MPAs, follow-up activi-
ties by the staff of Corporation AVRE were carried out. A combined
qualitative/quantitative evaluation was done to assess the development
and impact of the projects, as well as the difficulties that trainees encoun-
tered in the process of implementing their projects.. The follow-up activi-
ties also served to reinforce, in a practical way, the knowledge and abili-
ties of the trainees. To illustrate how the follow-up and evaluation were
done we mention some aspects of what was done with the projects in the
region of Sucre.

The PT and MPA pilot training program in Sucre ended in April of
2001. The total number of PT and MPA graduates was 15. The objectives
of the follow-up of the projects were to support their implementation,
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assess their development, reinforce the PTs’ and MPAs’ abilities, and
analyze the impact of the projects on the target communities.

Follow-up activities included the following: meetings with organiza-
tion directors to present the projects and affirm the institutional support
that was required; provision of general assessments to evaluate the de-
velopment of each project’s activities, accomplishments and difficulties;
and assessment “in the field” of specific project activities, such as train-
ing, therapeutic, and psychosocial workshops. We planned the follow-up
to be done throughout the year by means of monthly meetings.

Negotiations With Organizations

Throughout the process we remained in close contact with those
organizations that had members participating in our training. The
objective was to sensitize the organizations to the importance of the
participants” projects, in that way obtaining their conceptual,
methodological, logistic, and financial support.

General and Project-Specific
Assessment Strategies

Assessment efforts entailed evaluating the progress of the projects
with respect to their proposed timelines, the difficulties that arose with
regard to the various project activities, and the extent to which specific
project goals had been achieved. Where indicated, necessary adjustments
were made within each of the projects in response to this assessment.
The follow-up also allowed the PTs and MPAs to reinforce their abilities
and evaluate the impact and development of their projects.

Assessment and follow-up “in the field” consisted of providing sup-
port for the PTs” and MPAs’ activities, evaluations with the target com-
munities, and participant observation. These on-site visits helped us to
evaluate how the PTs and MPAs were applying their abilities and re-
sources, analyze the impact of each project, and provide support for the
interventions. However, due to a variety of difficulties, some due to the
contexts in which projects were implemented, these fieldwork visits
were not carried out for all projects.
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We made an effort to link several of the MPAs and PTs to the vari-
ous activities that Corporation was involved with in the zone. This al-
lowed them to reinforce experientially their abilities related to psychoso-
cial intervention, and to become acquainted with the work of other
groups. The work that they did in these interventions was not just as ob-
servers, but also as co-leaders of the workshops.

Workshops were held periodically to evaluate the progress,
achievements, and difficulties encountered by each project. For the gen-
eral evaluation of each project the methodology was to have each trainee
reflect on the following points:

1. Description of the well-being of the people that had been served
by the project (compared to their well-being at the beginning of
the project);

2. Factors that facilitated the project;

Factors that made the project more difficult;

4. Different situational factors that affect the projects in various
ways.

w

Preliminary Results

We now present the summary of the evaluation workshop of the previ-
ously described project developed in the displaced community of Chen-
gue.

Description of the people following the implementation of the project:

e Emotionally recuperated.

» People felt empowered at the individual and group levels.

e Group members had developed negotiation skills, with
leadership capabilities evident in some individuals.

o  Greater solidarity among participants.

e Greater knowledge of their rights and the mechanisms for
defending them.

» Motivation to continue their organized work with the legal
system.

¢ Interest in multiplying what they learned.
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Aspects that made project development easier:

¢ The facilitators (PTs and MPAs).

¢ Institutional support from a credible local organization
(the Dioceses) to carry out the project.

e AVRE’s evaluation

¢ Solidarity among participants

Aspects that made project development difficult:

e The armed conflict in the zone.

¢ The Dioceses’ unplanned activities, which interfered
with the activity timeline of the project.

¢ Attrition from the group by some members.

o The addition of new members later in the group’s
development who didn’t have the knowledge acquired
earlier in the group

¢ The lack of support of some local organizations and
from the Mayor’s office.

e Low academic level of the participants.

e Conflicts with the activities of other institutions and or-
ganizations.

An additional result of the follow-up process was the proposal by the
PTs and MPAs to create new organizations. Two group evaluations were
conducted to explore the theme of developing an organization of the PTs
and MPAs. This was a positive result, for which the placement of capable
people in the zone contribute to the psychosocial focus. However, we
must make clear that this initiative arose as a result of the weak support
that the PTs and MPAs received from their host organizations. Due to
the precariousness of this support, the work of several projects ended up
being the solitary efforts of the trainees in charge of the projects, without
the support of their home organizations. However, this lack of institu-
tional support was a stark contrast with mutual support that the PTs and
MPAs provided to each other during several of the projects.
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New Training Programs

Taking into account the evaluation of the pilot study, and incorporating
the changes that were deemed necessary, we initiated new training pro-
grams in the cities of Barrancabermeja, Medellin and Monteria. Two
modifications to the: e revised training procedures consisted of the inten-
sification of the training process (to complete the training in nine months
or less), and avoiding the training interruptions that had occurred previ-
ously at the end of the year, a major factor contributing to trainees aban-
doning the training.

The experience of the training process has constituted an important
contribution to the integral attention to victims of violence. This is so in
part because these victims are participants in the development of knowl-
edge and abilities that allow them to confront the direct and indirect ef-
fects of violence in a context of armed conflict and grave human crisis. In
addition, their intervention activities are an important factor in expand-
ing the reach of psychosocial actions well beyond what would be possi-
ble if we relied solely on the work of the small number of available men-
tal health professionals.

Another point worth mentioning about the focus of the training is
that it is done as an activity that integrates interventions aimed at emo-
tional support with attention to the reconstruction of social fabric, the
quest for overcoming impunity, and people’s recognition of themselves
as subjects with rights.

CHALLENGES AND LESSONS LEARNED

Upon completion of the initial training process (the pilot program de-
scribed thus far), we set as a central challenge to reduce participant attri-
tion. The high rate of attrition (65.5%) was related primarily to a lack of
adequate selection criteria when identifying potential trainees, and to the
conditions of violence in the zones where the projects were imple-
mented.

Another challenge lay in the need to achieve a greater commitment
by the supporting organizations (from which trainees were selected to
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participate in the program). Greater assistance was needed from these
host organizations in the process of training as well as during the follow-
up of the projects in the communities.

Trying to get community-based psychosocial projects to function
effectively in the midst of an armed conflict is a very hard thing to do.
During the follow-up of the PT and MPA projects, it was necessary to
reevaluate the risks of the planned activities. This raised questions about
the sustainability of psychosocial projects in situations, such as Colom-
bia’s, that tend to worsen quickly in ways that heavily impact local or-
ganizations.

From the pilot study it was clear that it is necessary to both make
more flexible and speed up the development of the process, so that nine
training workshops are completed within 1 year (that is, without inter-
ruption by the New Year). It may also be necessary to adjust the fre-
quency of the workshops, taking into account specific contextual factors
in each zone, again with the aim of completing the training with 9
months, and possibly less.

In addition, it is crucial that the initial selection of participants be
fine-tuned and that a greater degree of commitment be assured from the
participating organizations, both during the training process and during
the implementation of all subsequent projects carried out by project par-
ticipants.

Finally, it is noteworthy that the projects developed by participants
in the pilot program received considerable acceptance by the target
communities. This suggests that the Popular Therapists and Multipliers
of Psychosocial Actions had begun the important process of addressing
the impact of violence on mental health and the social fabric.

SUMMARY

In this chapter we have presented an experience that is a part of the set
of activities that comprise the psychosocial work of Corporation AVRE
in Colombia. Our focus was on one of the components of our training
program, in which we trained Popular Therapists and Multipliers of
Psychosocial Actions, Mental Health, and Human Rights, in order to ex-
tend the reach of our psychosocial interventions by training local com-
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munity members who could in turn reach a much greater number of
people than could be reached solely by our team of mental health profes-
sionals. These trained community members were able to achieve consid-
erable acceptance by their local communities of the projects they devel-
oped, and in the process helped their communities attain greater auton-
omy. We described the first stage of development of this training proc-
ess, carried out as a pilot study. Through this pilot process, the training
design was more fully developed, adjustments were made, and an
evaluation was carried out. The project is now ready for a subsequent
phase of implementation.
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This chapter describes an evolving program of family-focused
interventions and services research with refugee families from Bosnia-
Herzegovina and Kosova in Chicago. This program has been conducted
by a group of university scholars and community associates, including
Americans, Bosnians, and Kosovars, who are engaged in a
multidisciplinary approach to inquiry concerning service utilization,
while helping refugees and the organizations that help refugees. A
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central focus of the work has involved multifamily support and
education interventions named CAFES (Coffee and Family Education
and Support) that are based on the conceptual framework of Prevention
and Access Interventions for Families. Preliminary evaluation analvses
support the feasibility and psychosocial benefits of the interventions and
distinguish characteristics of families based on their level of engagement
with the interventions. Family interventions of this type are an
underutilized but necessary means for addressing the suffering and
difficulties of refugee communities. A mental health services approach
focusing on issues of prevention and access provides a promising
intellectual framework for building innovative, family-focused
interventions and for learning more about how to help refugee families.

BACKGROUND

Trauma Focused Interventions in Refugee
Mental Health

Refugees of political violence, such as the large number that have come
to the United States from South-East Asia over the past several decades,
are exposed to multiple different types of extreme conditions that
irrevocably change their lives (Leopold & Harrell-Bond, 1994;
Westermeyer, 1986). These are likely to include exposure to traumatic
events of state sponsored violence and oppression, internment in refugee
camps, displacement to a third county, family loss and prolonged
separation, low socioeconomic status, unemployment and cultural
transition (Kinzie, Fredrickson, Ben, Fleck, & Karls, 1984; Mollica,
Wyshak, & Lavelle, 1987). This chapter concentrates on family-focused
interventions with two recent groups of refugees: those persons who
survived ethnic cleansing and siege in Bosnia-Herzegovina and Kosova
before coming to the United States (Judah, 2000; Weine, 1999).

American psychiatry has predominately approached the problem of
traumatization from political violence from the clinical perspective of the
individually oriented focus of the diagnosis of Post-traumatic Stress
Disorder (PTSD) (van der Veer, 1992). Multiple studies conducted on
different refugee populations have demonstrated high severity and
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prevalence of PTSD (De Girolamo & McFarlane, 1996; Jaranson &
Bamford, 1987; Williams, 1986). Similar to the epidemiological studies on
refugees, the mental health interventions most often discussed in relation
to refugees have tended to focus on the individual and the presence of
trauma-related mental health symptoms, especially traumatic stress
symptoms (Mollica, Wyshak, & Lavelle, 1990; Smajkic et al., 2001; Weine,
Vojvoda et al, 1998). Trauma treatment interventions discussed in the
clinical Oliterature on refugees include crisis intervention, individual-
focused supportive or exploratory psychotherapy, cognitive and
behavioral therapies, group psychotherapy, psychopharmacology,
creative arts therapies, rehabilitation, play therapy, and marital and
family therapies (van der Veer, 1992). The treatments described are most
often provided in specialized refugee mental health clinics, torture
rehabilitation centers, community mental health clinics, primary care
clinics, or multiservice agencies.

Research has demonstrated that, in addition to PTSD, refugees have
considerable prevalence rates of other kinds of trauma-related mental
health problems, including depression and somatic symptoms (Moore &
Boehnlein, 1991). Refugee trauma also is known to effect marriages and
families (Agger & Jensen, 1996¢; Sluzki, 1979), as well as community and
society (Weine, 1999). For refugees living in exile, there is the related
problem of being in cultural transition (Marsella, Bornemann, Ekblad, &
Orley, 1994). Further multidisciplinary and mixed method investigations
are needed to fully characterize these other trauma and displacement
related mental health problems that are a part of the broader picture of
refugee trauma and distress.

What also is needed is the further development of interventions and
programs that will work for refugees in the social contexts in which they
live. Utilizing a mental health services approach for refugees can help
toward this goal because this approach is primarily concerned with how
to make available services that fit with the “real world” conditions of
refugees’ lives and how to increase the ability of services to address the
needs and concerns of various refugee groups. Mental health services
approaches address such matters as the challenges to implementing
interventions, the obstacles to accessing interventions, the impact of
contextual influences (social, economic, cultural, and political), and how
to best meet a community’s needs. A services approach can help to
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improve a community’s capacity for delivering mental health services to
refugees who are suffering trauma-related mental health consequences,
but who do not have access to or decline to utilize mental health care.

Bosnian Refugees and the Underutilization of
Mental Health Services

Between 1992 and 1996, more than one million Bosnians became refugees
as a consequence of ethnic cleansing, siege, or war by extreme ethnic
nationalists. Approximately 200,000 Bosnians have been resettled in the
United States, with about 30,000 in Chicago (Weine, 1998). Free mental
health services in a non-institutional, friendly setting with bicultural
workers have been offered to Bosnian refugees in the Chicagoland area.
However, a generous estimate (made by a consortium of community
persons and professionals in 1999) was that, at most, 2000 of the 30,000
(an estimated 7.5%) Bosnian refugees in Chicago have received some
mental health services through one of several refugee mental health
programs in the area, as well as through primary care, community
mental health, and clerical counseling programs (Weine, 1998). Does this
represent an underutilization of refugee mental health services among
Bosnians in Chicago?

Several small studies (e.g., Weine, Vojvoda et al.,, 1998; Weine et al,,
2000) reporting high rates of PTSD and depression among community
samples of Bosnians suggest that it is fair to presume that in the
remaining population of Bosnian refugees in Chicago, there is
substantial distress that is not being treated with mental health
interventions. This would be consistent with reports concerning other
nonclinical refugee populations that have demonstrated high rates of
psychiatric symptoms (Garcia-Peltoniemi, 1991). It further can be
presumed that a subset of those persons suffering the mental health
consequences of trauma who do not receive appropriate services are
likely to be at increased risk for the development of increasingly severe,
chronic, or disabling conditions—with ensuing familial, educational,
economic, and social disruptions. For this reason, it is necessary to
consider why some refugees might be underutilizing existing mental
health services and how this failure to access services can be addressed.
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Traumatic stress theory predicts that traumatized refugees will avoid
traumatic reminders, suggesting that refugees’ failure to access mental
health services could be a manifestation of psychopathology. However, it
would be inadequate to reduce this issue to a matter of individual
psychopathology, when there are other, possibly more fitting, conceptual
explanations.

An ecological perspective would posit that the act of not seeking
mental health treatment, instead of being an expression of
psychopathological processes, could instead reflect the workings of
family, community, and/or cultural systems that are attempting to
maintain an equilibrium of basic sociocultural processes (Klein & White,
1996). In other words, the ecological perspective would consider the
possibility that those persons who are suffering, but not seeking mental
heatlth services, could be finding some support through other avenues—
such as the family, peers, ethnic community, religion, employment, or
through physical health care. It would also posit that existing
frameworks of mental health treatment (which often are pathologically
and individually focused) might clash with the belief structures of these
social resources—especially those of the family or religion—in ways that
present obstacles to obtaining mental health care (Sue & Sue, 1999). This
perspective suggests the need to design family-focused interventions
that aim to diminish such obstacles, and perhaps also enhance existing
family and community supports.

Presently, the mental health literature on refugees lacks studies that
systematically examine nonservice recipients to investigate what might
constitute obstacles to mental health care seeking among these refugees,
and what alternative resources might they be utilizing. This is not so
different from the traumatic stress literature in general, where a few
mental health service studies concerning survivors of other forms of
violence and trauma suggest an underutilization of formal mental health
services (Lindy, Grace, & Green, 1981; Rosenheck & Fontana, 1996).
Likewise, in the mental health services literature, several studies of
general populations have demonstrated that ethnic minorities tend to
underutilize health care and mental health care services (Lin & Lin, 1978;
Szapocznik et al., 1988).

Studies of Bosnian refugees comparing mental health service “help
seekers” versus “non-help seekers” found significant differences
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between the two groups in multiple realms indicating that those who did
not seek services had substantial trauma-related symptoms (although
less so than those who did present for care), but did not identify
themselves as being especially distressed or dysfunctional (Weine et al.,
2000). For example, they would say: “I'm not crazy,” in effect, associating
seeking mental health services, even for trauma, with the stigma of being
chronically mentally ill. Thus, it appeared that symptomatic
nonpresenters had a very different set of attitudes about trauma and
mental health services than did presenters, and those attitudes could be
associated with barriers to them or their family members seeking mental
health services.

Refugee Families and Interventions

Family is clearly at the center of both Bosnian and Kosovar cultures, as
has been well documented (Bringa, 1995, Malcolm, 1994, 1998, Weine,
1999). For those Bosnians and Kosovars who became refugees, and
whose homes and communities were destroyed, the family is the most
important remaining social institution. Even prior to 1992, both Bosnian
and Kosovar families in the former Yugoslavia experienced several
generations of massive social pressures—including experiences of
poverty, migration, urbanization, war, and ethnic nationalism. Despite
these adversities, family still plays a significant role in shaping the lives
of Bosnians and Kosovars, including their experience as refugees. Of
course, these claims are true not only for Bosnians and Kosovars, given
that the family is universally claimed to be the primary micro-social
institution of human life in all cultures (Castells, 1997).

Qualitative investigations with Bosnians indicate that refugees may
experience a disconnect from traditional, clinic-based mental health
services for refugees because of the lack of emphasis upon the family and
its strengths (Weine, Ware, Knafl, & Feetham, 2002). Although “family”
is often a professed value in the field of refugee mental health, neither
the field’s service activities, nor its research and writings, actually define,
conceptualize, or operationalize a family approach to refugee mental
health services in substantial or meaningful ways. Little professional
attention is paid to understanding mental health services from a family
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centered point of view or to making those services more family oriented.
For example, a study of Bosnian refugee health providers found limited
involvement of families in mental health treatment, and little explicit
concern about families among providers (Weine, Kuc, Dzudza, Razzano,
& Pavkovic, 2001). Westermeyer (1991) noted a general bias against
family focused interventions for refugees, due to the increased
complications for therapists already challenged by language and cultural
differences.

In the research literature, little attention has been paid to how
refugee families adjust and recover over time and how the family
influences service use and treatment outcomes. We are unaware of any
published reports on family focused intervention programs with
refugees, although family-focused interventions have been described
(although not evaluated) in unpublished accounts of refugees resettled in
Australia (Aroche, unpublished manuscript, 2001) and refugees in Africa
(N. Barron, personal communication, November 2000).

The small family therapy literature on refugees consists of clinical
reports and theoretical discussions that tend to focus on problematic
interpersonal aspects of the survivor experience, such as family
disruptions, traumatic remembrances, and intergenerational conflict. For
instance, Chambon (1989) emphasized the importance of helping
families choose how they want to address memories of traumatic events,
and Chambon (1989) and McGoldrick, Giordana, and Pearce (1996)
emphasized the interactions of family with culture and ethnicity. The
idea of cultural transitions has been addressed by Sluzki (1979) and
DiNicola (1997), among others. Sluzki’s (1979) case study explored a
family’s silence after torture, and the role of family therapy in helping
the family to find the words to express their traumas. Danieli (1996), Bar
On (1996), and Volkan, Ast, and Greer (2002) have addressed the
intergenerational transmission of traumatic memories. Simon (1983)
studied Soviet and Vietnamese refugees, and looked at intergenerational
contlict between mothers and daughters amongst Soviet and Vietnamese
refugees. Ben-Porath (1987) addressed the problem of different rates of
acculturation in the family and loss of family members. Weine, Vojvoda,
Hartman, and Hyman (1997) published a case study in which changes in
individuals’ symptoms were related to disruptions in family
communication and structure in the context of cultural and inter-
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generational processes. Westermeyer and Wahmanhold (1996) identified
family factors that contribute to pathogenesis: trauma to or loss of
parents, child neglect and abuse, intergenerational conflict, parental
acculturation failure, parental psychiatric disorder, role reversal, partial
families, and solo parents. Agger and Jensen (1996) discussed the
destruction or confusion of ordinary family roles, especially between the
generations. A theme expressed by many of these authors is that refugee
families may tend to not let outsiders know of family problems, because
they feel that these are best dealt with inside the family.

Some of the family problems identified by these authors fit with our
observations of Bosnian and Kosovar families. However, because we did
not want to be limited to a pathological framework, we sought to
approach these types of issues from a family strengths perspective
focusing on the family and its particular values, meanings, needs, and
resources, as articulated by McCubbin and McCubbin (1996), Rolland
(1994), and Walsh (1998). In order to think more contextually about these
matters, we also turned to a family ecological perspective, which
explains how families adapt to changes in the environment through the
unique role of the family as a social unit, and its complex interactions
with other units and levels of the human ecosystem (Bubolz & Sontag,
1993). Lastly, because we were concerned with developing interventions,
we turned to the growing literature on innovative community and
family focused interventions with other marginalized populations
(McKay, Gonzalez, Stone, Ryland, & Kohner, 1995; Szapocanik et al.,
1988; Tolan & McKay, 1996). This literature emphasizes the importance
of the family’s engagement with services, which may be facilitated by
reassuring the family that the work will focus on mutually agreed upon
problems and goals (Holder et al., 1998; Szapocznik et al., 1988).

A Services View of Interventions

In consideration of the aforementioned problems, and based on a review
of the existing literature and 10 years of clinical, community, research
experience, three central questions emerge concerning refugee families’
mental health needs. First, by what means can services address the fact
that massive numbers of refugee families have members at high risk for
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PTSD, depression, and other mental health problems? Second, how can
access interventions be created to reach those families whose members
are suffering, but for whom the obstacles toward receiving mental health
services are too great? Third, how can preventive interventions be
created that build on the inherent strengths of refugee families and
facilitate their adjustment and recovery?

These are the kinds of issues that have been raised in multiple recent
dialogues of governmental and nongovernmental organizations
involved in providing psychosocial assistance to refugees, including
Kosovars in Kosova and in exile in countries such as the United States
(Waldman, 1999). However, by and large, serious attempts to address
these questions with innovative, practical solutions are scarce—the result
being that individual, psychopathologic, or psychotherapeutic oriented
clinical approaches are being utilized to address profound services,
public health, family, and scientific challenges (Weine et al., in press).
Unfortunately, clinic based refugee mental health programs, like
traditional mental health services overall, can be critiqued for being
structured in a “waiting” framework—in which the patients are
responsible for presenting to the clinic. A small subset of refugees will
present for clinical mental health treatment, and may accept the patient
role, but what of the many who do not? Those who fail to present may
not have the social networks or the shared set of help-seeking behaviors
that would serve to channel their distress into becoming service
recipients. Several contemporary theoretical frameworks of mental
health services can help to explain the challenges that refugee families
face with respect to accessing services.

The social network approach to mental health services looks at the role
of community social networks in accessing or implementing effective
services. Social networks are “a specific set of linkages among a defined
set of persons, with the additional property that the characteristics of the
linkages as a whole may be used to interpret the social behavior of the
persons involved” (Pescosolido, Boyer, & Lubell, 1999, p. 448). These
networks emanate out from the family, and include both lay and
professional systems, bringing both cultures to bear upon one another.
Pescosolido, Gardner, and Lobell (1998) emphasized that what is critical
in enhancing the effectiveness of service delivery is understanding the
interaction between the social networks of communities, on the one
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hand, and clinical organizations and providers, on the other hand. For
example, she notes that the presence within a social network of an
“authoritative layman,” who is knowledgeable about mental health, has
been shown to facilitate the accessing of mental health care among those
in that network. Pescosolido (1986) conducted a network studv of
immigrants and found that the expansion of social networks bevond the
family correlates with higher seeking of medical practitioners. The
importance of the relationship between health providers and the families
of consumers is also demonstrated by research on treatment programs
that include family components (e.g., family support groups) and
evidence improved outcomes (Gottlieb, 1981). As summarized in
Campbell and Patterson’s (1995) review, a great deal of research
concerning multiple health problems has shown that when the family is
involved in treatment, program effectiveness is improved.

Help-seeking theory provides another perspective for understanding
the processes by which persons seek mental health services. The concept
of “help seeking pathways” is used to describe, “the sequence of contacts
with individuals and organizations prompted by the distressed person’s
efforts, and those of his or her significant others, to seek help, as well as
the help that is supplied to such efforts” (Rogler & Cortes, 1993, p. 555).
Several critical phases in the help-seeking process are described,
including: problem recognition; the decision to seek help; and the
decision to select specific services. This process is impacted by multiple
factors, such as: predisposing factors (e.g., age, gender, beliefs), enabling
factors (e.g., facilities, barriers, social pressure), and illness profile factors
(e.g., objective conditions and subjective appraisal). Rogler and Cortes
(1993) made the fundamental claim that the help-seeking pathway starts
in the family, “the quintessential primary group.” The family context,
including beliefs, structure, and functioning, is likely to impact upon the
family’s sensitivity to, interpretation of, and rules with respect to a
family member’s psychological distress, and their decisions to seek help.

This leads to a consideration of preventive interventions. Preventive
interventions aim to improve patterns of health related behaviors
through supporting functional patterns of behavior and changing
problematic behaviors through changing relationship networks, teaching
new knowledge and skills, and changing attitudes (Elliot & Tolan, 1999).
Populations targeted for preventive interventions are usually at-risk

’
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populations who have been exposed to a set of traumatic and stressful
life events and who, consequently, are at risk for poor mental health or
behavioral outcomes. Williams (1989, 1996) has called for the
development of preventive interventions to address mental health
problems in refugees and torture survivors. A number of preventive
interventions for refugee youth have been conducted through the
schools, whereas those for adults have utilized the mass media (Lum,
1985; Owan, 1985) and mutual assistance associations (Barger & Truong,
1978; Vinh, 1981). Preventive interventions have also been utilized and
studied in other vulnerable urban populations. For example, Szapocznik
(1988) addressed the problems of underutilization and difficulty
engaging immigrant families by devising and testing a strategic
structural systems approach to engage otherwise difficult to engage
cases. A number of researchers have developed and tested preventive
interventions for urban families with children at high risk for delinquent
behavior (McKay et al., 1995; Tolan & McKay, 1996; Szapocanik et al.,
1989).

When speaking of preventive interventions for refugee families, we
do not mean prevention either in the sense of preventing the acts of
violence, which of course is an important human rights and political
issue, or preventing the occurrence of trauma-related distress, which we
sadly recognize as inevitable for many. Delineating the prevention foci of
interventions with refugee families requires elaborating a new
conceptual framework.

Conceptual Framework: A Prevention and Access
intervention for Families (PAIF)

A services framework of Prevention and Access Interventions for Families
(PAIF) of refugees was developed to facilitate services innovations,
including the CAFES intervention, in the field of refugee mental health
(Weine, 1998). This framework offers an alternative to mainstream
clinical mental health approaches that emphasize the individual and do
not address either the family as the unit of interest or the specific
circumstances of families that are recovering from trauma, adjusting to
the circumstances of forced-migration, and facing cultural transition.
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Traditional clinical approaches also do not address the family as an
important potential catalyst for help seeking and service utilization for
vulnerable family members. The PAIF framework can help to
reconceptualize and develop mental health service interventions in ways
that better draw upon families as resources, and that help families see
mental health services as potential resources. PAIF facilitates rethinking
refugees’ interactions with mental health services, particularly around
issues of access and prevention, in a more family-oriented way.

The PAIF framework is based on knowledge derived from 7 years of
engagement in clinical, research, advocacy, ethnographic, and theoretical
work concerning Bosnian refugee families (see Weine et al., 1995-2002).
It also is grounded in the aforementioned theory and research on social
networks, help-seeking and preventive interventions, as well as theory
and research on families, resilience and adversity.

The PAIF framework rests on the following assumptions:

1.The family is the primary social unit for refugees. The family mediates
refugees’ connections to other families, to community groups and
organizations, to the resettlement social service system, to schools, and
to mental health and health service systems (see Figure 8.1).

2.The family, as a system, is critically important for guiding and
supporting its members’ approaches to a wide range of choices that
have a major influence on their adjustment, recovery, and health.

3. Traumatization and displacement in refugee families can overwhelm
and undo the inherent strengths that reside in families. This is
primarily because the family’s existing values, knowledge, and
behaviors may not fit well with the demands of their present and
future lives, or with potential resources external to the family,
including those of other families, as well as community and service
organizations.

4. Through support and education aimed at helping refugee families
adapt to meet the demands of their new situations, family-focused
services interventions can help refugee families take the appropriate
steps toward adjustment, acculturation and recovery.
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The family-focused services interventions informed by the PAIF
framework encompass both prevention and access dimensions. It is
important to emphasize that the PAIF conceptual framework specifically
does not focus directly on treating individuals’ symptoms of PTSD or
depression, but focuses, rather, on family level phenomena—such as
family beliefs, knowledge, attitudes, behaviors, social networks,
communication, and service utilization—as a way to promote
adjustment and recovery in refugee families.

PAIF'S Prevention Foci of Intervention
With Refugees

The first critical issue for a preventive intervention is determining
that individuals and families are at risk for negative psychosocial
outcomes because of their exposure to some stressor(s), such as the
extreme conditions of war and war-related traumas. Of course, in the
case of refugees, we cannot change an individual's past trauma
exposure, but we may be able to change how they and their families
understand and manage trauma-related mental health consequences.
This may include a focus upon PTSD and depression, but also may
involve targeting other important domains—such as employment,
parenting, and youth issues such as school functioning, drug and alcohol
use, and other high-risk behaviors—that impact mental health and
adjustment. Based on the aforementioned mental health services
theories, as well as family strength and family ecological theories, we
hypothesized that a family-focused preventive intervention would help
change refugee families’ social networks; knowledge and attitudes about
mental health; and family communication and problem solving. Thus,
we considered these to be the prevention foci of the intervention we
developed for refugee families. Specifically, the intervention aimed to:
expand participant families” social networks; improve family members’
knowledge and attitudes concerning trauma mental health; and enhance
family processes (e.g., resiliency, problem solving, and communication).
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PAIF's Access Foci of Intervention
With Refugees

Some refugee families have members that are suffering from mental
health consequences of political violence, including PTSD and/or
depression. For these families, preventive interventions may not be
enough, and access to mental health services may be needed. However,
in vulnerable populations, focusing on the need for mental health
treatment in lieu of prevention efforts, can end up weakening families,
by adding to their sense of shame, guilt, blame, inadequacy and
isolation, or deterring families from accessing helpful resources and
creating more obstacles to recovery. Thus, it makes sense first to help
strengthen families by providing them with knowledge, skills, and
support. Conducting prevention work focused on strengthening families
provides a perch from which access to services for vulnerable
individuals becomes achievable, with knowledgeable and strengthened
tamilies working in collaboration with service providers. This approach
also may help improve common problems with adherence to clinical
treatments that are to be expected.

Access includes access to mental health services. Some of the
obstacles to accessing mental health services have been articulated
through prior research and clinical work with refugees. These include
problems in the areas of attitudes (stigma, fear, shame, avoidance),
information (lack of knowledge about treatments and their benefits), and
trust (lack of connection with persons who can vouch for
appropriateness of services). Therefore, the access foci and goals of the
intervention described in this chapter were: (1) to connect participant
families with persons who can endorse the value of services; (2) to
provide the families with new knowledge and information regarding
trauma mental health and other services; (3) to give families an
opportunity to talk together about issues of trauma mental health and
services; (4) to assist families in connecting with service providers.

Most refugee families may not need clinical mental health services,
but do face obstacles to accessing other types of services. Refugees, and
those who work with them, report difficulties in their relationships with
a range of service organizations including schools, employers, social
service agencies, health care agencies, immigration authorities, law
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enforcement, and financial services. Refugees’ experiences with helping
professionals and service agencies in their countries of origin are often
vastly different from what they are presented with in the country of
resettlement. As a consequence, refugees and those who work with them
often have difficulty clarifying their expectations of and obligations to
one another. Along these lines, a couple of themes can be discerned.
First, refugees often report that they don’t have access to information
about their rights or what services are available to them. Second,
refugees may have difficulty establishing an adequate level of trust with
service providers. These types of difficulties concerning access also can
be the foci of access interventions with refugee families.

Two programs for refugees in the United States that were developed
and implemented based on the PAIF framework are now described.

INTERVENTION

CAFES: A PAIF With Bosnian Refugees in Chicago

Despite the availability of community based mental health services for
Bosnian refugees in Chicago, the vast majority of refugees choose not to
seek mental health services. Based on the PAIF services framework for
refugees, CAFES was developed to target those families who have
members who are suffering but have not sought mental health services.
CAFES is a multifamily education and support intervention that was
provided for Bosnian refugees in Chicago from 1999 to 2002 through
funding by the National Institute of Mental Health.

CAFES is a time-limited intervention, which lasts a total of 15 weeks.
The intervention consists of nine family group sessions, with
approximately seven families per group. The multifamily group
meetings serve three primary functions: Networking: Linking the family
with other families and with organizations, so as to expand the families’
social networks and to create linkages between community and service
networks; Educative: Building families’ knowledge and skills that they
can use to strengthen themselves; Supportive: Facilitating family-group
cohesion and creating an atmosphere of mutual interest and concern.
CAFES groups do not focus on the telling of trauma stories or the
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processing of traumatic memories, because Bosnian families have
repeatedly informed us that they would avoid trauma-focused groups.

CAFES groups are run by Bosnian refugees who are not health
professionals but were trained and supervised by a multidisciplinary
professional team. The intervention is manualized and group meetings
take place in a community setting. It was decided not to allow younger
adolescents and children to attend the groups, and instead to provide
childcare in an adjacent space so that this would not be a barrier to
participation.

There are four phases to the CAFES group:

. Joining (Pre-engagement and CAFES
Meeting 7)

Because refugee families tend to be isolated from other refugee
families, the overall goal of this phase of the intervention is to facilitate
families forming supportive relationships with other families. The pre-
engagement contacts with the family (primarily by home visits) involve
emphasizing the importance of strengthening families; assessing barriers
to participation and developing a plan to address them; and inviting the
family to the first group meeting. The critical element of the engagement
process is identifying and problem solving around barriers to initial and
ongoing participation in the intervention. Another primary goal is to
establish rapport with the caretaker most likely to mobilize the family’s
participation in the program. All adult and older adolescent family
members’ participation is emphasized.

The goals of the first group meeting are to: generate enthusiasm
around helping to strengthen families; outline the goals and structure of
the CAFES program; teach families about families in transition; help
families to introduce themselves as a family to the group; help families to
make the commitment to return for the next group meeting. The CAFES
facilitators give a brief didactic talk on Families in Transition. The
facilitators then engage the families in a discussion of the question: “Why
is a strong family so important to doing well in adjustment after survival
and displacement?” In response, families have told us: “Our family is our
greatest strength”™; “Our strength comes from each other”; “I could not have
survived all of this if I didn't have my family. My family is the reason I'm alive
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today.” The facilitators then emphasize, in positive terms, the importance
of the family (and its strengths) as a resource for family members and
other families, and the CAFES groups as a place for families to get
additional help, and to help one another.

/l.  Defining the Family (CAFES Meetings
2, 3, and4)

The experience of enduring trauma and displacement often disrupts
family members from their prewar developmental paths, and can render
them overwhelmed and disconnected from who thev once were as a
family. The family cannot be the same as it once was, but it can be
redefined as family members evolve. The goal of this phase is to
empower families by assisting them in clarifying and updating their
sense of the family as a system, the familv’s place in the life cycle, and
the family’s beliefs.

There are three sessions in this phase which all introduce kev
framing ideas taken from John Rolland’s (1994) family systems-illness
framework. Session two presents the Family as a System and emphasizes
helping families to view themselves and the problems confronting them
through a systems-oriented lens that provides an organizing framework
that fosters empowerment and effectiveness. Session three, the Family in
the Life Cycle, provides the framework of individual and family life cycles
within which families are asked to locate themselves and their recent
experiences of trauma and displacement. Session four focuses on Family
Beliefs, which help to shape the families” ways of coping and
understandings of health, illness, disability, and transition (Wright et al.,
1996). For example, some families have addressed coping by saying, “I
don’t talk about the war with my children. I don’t want them to remember the
war. Having a better life here is what’s most important now."”

. Working Together in the Family (CAFES
Meetings 5, 6, and 7)

This phase is designed to help families to more effectively identify,
communicate, and manage distress and problems in the family. This
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phase of the intervention is divided into three sessions, each devoted to a
specific area of family functioning.

Session five focuses on Strengthening Family Identity. The overall
dilemma that refugee families face concerns how they integrate aspects
of their prior identities with their current realities in ways that are
supportive to both the family as a whole and to its individual members.
For example, participant families have expressed, “We are Bosniaks and
our children must not forget that. They will also become American and will live
like Americans, but they are Bosniak first.” In this session, the facilitators
engage the families in a collage making exercise and discussion that
focuses on family identity.

Sessions six and seven concentrate on Family Communication. The
content of these sessions is based on the premise that families know how
to communicate, but the experiences of trauma and displacement may
overwhelm their existing communicative capacities. The work of these
sessions focuses on addressing the challenges to family communication
presented by traumatic memories and cultural transition. For example,
one family member shared, “I don’t like to talk about my own pain about the
war because I don’t want to burden my family. They have enough to worry
about.” The aim of these sessions is not to teach families one set way for
communicating, but to help them to identify and frame communication
dilemmas and obstacles, and to familiarize themselves with a range of
possible helpful options. Overall, these three sessions are intended to
bolster the families’ ability to make better use of its own interpersonal
resources to deal with the challenges and vulnerabilities of its members.

V. Using Resources Outside of the Family
(CAFES Meetings 8 and 9)

Families can benefit from learning how to access and use external
resources, which can include health and mental health care, social
services, community resources, and of course, other families. A special
focus in these sessions is mental health, given that there are neither the
informal or formal social networks, nor the information or assumptions
regarding mental health, which can reliably serve to link refugee families
with mental health services. Thus, the overall aim for the last phase of
the CAFES intervention is to set goals and make plans for the family’s
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and its members’ continued involvement with other families and with
service organizations.

Toward these ends, session eight, Families to Organizations, focuses
on utilizing services and session nine, Families to Families, focuses on
families using other families. The CAFES facilitators help families
discuss the importance of learning to utilize and negotiate with
organizations, particularly for mental health services, and also the
importance of forming family-to-family supportive relationship
networks. The last sessions also are intended to put some closure on the
CAFES groups, by reviewing families’ experiences and accomplishments
in the group, and by helping families plan how to continue to make use
of what they learned in the group. Ongoing contact between families is
encouraged.

TAFES: A PAIF With Kosovar
Refugees in Chicago

The PAIF framework also provided the conceptual framework for the
development and implementation of the Kosovar TAFES (Tea and
Family Education and Support) program. In 1999 —after more than a
million Kosovars were forced from Kosova by the ethnic cleansing
carried out by Serbian forces—around 20,000 Kosovars came to the
United States as refugees (Judah, 2000; Malcolm, 1998). New Kosovar
arrivals to Chicago, beginning in the summer of 1999, were facing the
simultaneous multiple challenges of displacement, resettlement, and
traumatization —made more difficult given the extreme rapidity of their
becoming refugees and the immediate possibility of return. Kosovars
were facing many additional obstacles that made their resettlement
process quite difficult, including geographic disbursement, unfamiliarity
with institutionally based health, mental health and social services, and
large extended families. Similar to our work with Bosnians, preliminary
ethnographic investigation and clinical experiences indicated that efforts
to help Kosovars should be focused on the Kosovar family.
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As with the CAFES experience, TAFES centered on a time-limited
multifamily group intervention, but with modifications (Weine, 1999).
The intervention consisted of six multiple family group sessions, which
lasted a total of 8 weeks, with up to six families per group. As with
CAFES, there were four phases of the TAFES intervention:

1. Joining (Family home visits and TAFES meeting 1)

2. Defining the Family and its Needs and Obligations (TAFES
meetings 2 and 3)

3. Using Resources Outside of the Family (TAFES meeting 4)

4. Working Together in the Family (TAFES meetings 5 and 6).

Several structural and content changes were made for the TAFES
intervention and manifested in a new TAFES group intervention manual.

In response to the sense of urgency that Kosovars felt, the TAFES
intervention was designed to have fewer sessions over less time (i.e., the
CAFES design included 9 sessions over 16 weeks, while the TAFES
included 6 sessions over 8 weeks). Fewer families (6 per group) were
invited, because families were generally larger and higher rates of
participation were anticipated. The multifamily groups focused more on
issues of family cohesiveness, adjustment, and choices in the face of
recent calamitous life events and life-transitions, than on the bicultural
questions of family identity that frequently came up with Bosnians (now
several years into their displacement). The central questions that were
discussed with Kosovar families were: Where is our family now? Should
we stay or should we return? How do we adjust to work life in America?
How do we speak with our children about all that has happened? How
do we get help for sadness, fear, sleep problems? These were the highest
priority questions that had emerged from the ethnographic and
empirical investigations conducted prior to and concurrent with the
development of TAFES. When Kosovars were identified as needing
clinical psychiatric services, our team either provided those services
(through a psychiatrist and nurse from a collaborating organization who
were part of the TAFES team), or assisted the person in being seen by an
appropriate service provider.
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CHALLENGES AND LESSONS LEARNED

To build family-focused interventions for refugees is a complex and
multifaceted endeavor that requires an approach that is interdisciplinary,
collaborative, and culturally sensitive. A broad intellectual context—
encompassing such concerns as ethnic nationalism, colonization,
traumatization, immigration, cultural transition, poverty, ethnicity,
gender, and development—is needed to expand the focus of intervention
beyond traumatic events per se to address these other issues impinging
upon families, only indirectly related to trauma, but nonetheless
important.

We have come to feel strongly that a family-focused conceptual
model is needed to support the development, implementation and
evaluation of family oriented interventions. That conceptual model itself
must be subject to modification to fit the particular set of families being
targeted (i.e., oriented to how they define family) and the particular
social niches of the community, and flexible enough to address
important emerging issues.

In addition, the delivery of services to refugee families is very likely
to involve non-health professionals, who must be adequately trained and
supervised. Effective service delivery also requires collaboration among
resettlement, health, mental health, and educational service
organizations. Clients must be identified and referred for appropriate
services, including mental health services. Lastly, an evaluation of the
process of adaptation and of the outcome of the services must be
conducted, and the results of the work must be disseminated so that thev
may inform the work of colleagues elsewhere.

The process of implementing CAFES and TAFES has not been
without difficulties. One constant challenge we have encountered
concerns the engagement of families—many of whom are verv busy or
may not trust other families or service providers.

Another source of difficulty we’ve encountered in our groups
concerns gender. Families from Bosnia-Herzegovina and Kosova can be
highly (although not equivalently) patriarchal, with rigid gender roles
and expectations, especially in relation to the gender attitudes of
American providers (Fox & McBride-Murry, 2000). The experience of
being refugees in America presents a serious challenge to the patriarchal
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structure of refugee families, due to such factors as the father’s inability
to economically provide for the family, the mother’s entering the
workforce, women’s greater access to education, exposure to feminist
thinking, and women’s greater independence (Castells, 1997).
Differences in ideology and philosophy between family members and
group facilitators must be negotiated in order to find effective ways to
talk with families. For example, with Kosovar families, we found
ourselves having to make necessary adjustments (e.g., not visiting
Kosovar women and children without permission of the men) and
choosing to address gender issues in other ways (e.g., encouraging
women to speak up in multifamily groups).

Another problem area concerned conflicts within or between
families. When families did not get along (either for reasons that were
interpersonal, political, or sociological) with other families in the group,
groups had to be reconfigured. Overall, the implementation of family
interventions requires tremendous flexibility and willingness to
compromise, especially when core cultural values are at stake for both
families and providers.

EVALUATION

The family-focused interventions described in this chapter are being
scientifically evaluated using methods developed and implemented over
the past 7 years doing services focused research concerning Bosnian and
Kosovar refugees. Guided by the PAIF conceptual framework, CAFES
uses standardized and investigator designed measures to determine
whether the intervention: (1) increases social support and expands the
social networks of participant families; (2) improves knowledge and
attitudes concerning trauma mental health among families; (3) enhances
family processes; (4) increases service utilization. It was hypothesized
that participation in the CAFES intervention would lead to
improvements in these four realms. The CAFES intervention research
design was as follows: Persons were randomly assigned to receive either
the intervention or the control condition {(which did not receive the
CAFES intervention, but was given information about treatment
available in the community). Longitudinal assessments occurred every 6
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months for 18 months in order to document effects over time (post-
intervention). In the TAFES intervention for Kosovar refugee families,
neither control group, nor randomized assignment, nor repeated
longitudinal follow-up were possible (Weine, Raijna et al, 2001).
However, follow-up assessments were conducted and analyses
compared families who engaged and with families who did not engage.
In this chapter we are able to report on preliminary findings that indicate
the intervention’s feasibility.

The CAFES groups are still running and follow-up assessments are
still being conducted. At the time of this writing, the CAFES program
has had contact with more than 200 families, of which more than 100
were assigned to control groups and over 100 assigned to intervention
groups. Approximately three out of every five families assigned to
interventions groups actually engaged in the CAFES groups. The
demographic characteristics that distinguish families who engaged in
CAFES groups are older age, more marital disruption, and older age of
first child. The experience of these families in the United States is
characterized by: being newer arrivals to the United States; having lower
rates of employment; having lower monthly family income; exhibiting
lower rates of English speaking; and reporting higher rates of PTSD and
depression. As far as the effectiveness of the CAFES intervention is
concerned, preliminary analysis of the data set indicates that the CAFES
intervention is associated with improvements in psychiatric service
utilization, knowledge and attitudes concerning trauma related mental
health, family communication, mental health service utilization, and
symptoms of depression.

The TAFES program had contact with 61 Kosovar refugee families of
which 42 families (69%) engaged in TAFES groups. The TAFES
intervention was able to engage a wide range of persons including those
who were working and more highly educated. Several characteristics
were associated with those who engaged, including: higher age of
parents; lower monthly family income; higher number of children; and
higher age of first child. All families were new arrivals to the United
States. The uncontrolled post-intervention assessments demonstrated
increases in social support and psychiatric service utilization, both of
which were associated with engagement in the TAFES group. Engagers
also showed time changes in scale scores assessing trauma mental health
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knowledge, trauma mental health attitudes, and family hardiness
(Weine, Raijna et al., 2001).

These preliminary results of the CAFES and TAFES interventions are
generally consistent with a claim found in the family literature —that the
results of family interventions are, “promising but not conclusive”
(Campbell & Patterson, 1995). In particular, the findings in the area of
change in knowledge and attitude and service utilization is consistent
with the claim that family psychoeducation has been shown to be most
effective.

As we await the complete analysis of the outcome data, the three
questions for family intervention research posed in Gillis and Davis’s
(1992) review article seem very pertinent to family interventions after
refugee trauma: Which outcomes are we best able to influence? What
types of interventions are most effective for what types of families? What
types of interventions are most effective for what types of clinical
problems? It follows that, in research on family-focused interventions
with refugees, the intervention must be targeted to the specific needs and
strengths of a sub-population of refugee families and the study measures
must be closely integrated with the factors that the intervention intends
to change. Qualitative investigations can also be very helpful in research
with families and family focused interventions. Currently we are
conducting qualitative investigations of CAFES implementation, TAFES
implementation, CAFES engagement, and Bosnian adolescents and their
families.

Services research concerning refugee families has a long way to go.
The systems that provide and fund mental health services are largely
oriented in other directions (e.g., individual, psychopathological,
psychodynamic). The agencies providing services are often competitive
and resistant to linkages into a broader network. The concepts and
methodologies for addressing the complex issues involved in family-
focused services research are not yet accepted as part of the refugee
mental health field. However, when we see refugee families providing
necessary strength and meaning to family members, and when we see
that services can better facilitate those efforts, we believe that this is a
struggle worth undertaking.
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Hmong Refugees in the United States:
A Community-Based
Advocacy and Learning
Intervention

Jessica Goodkind, Panfua Hang, and Mee Yang

As a country founded by individuals seeking religious and political ref-
uge, the United States has accepted more refugees than any other coun-
try (Idelson, 1995). Upon resettlement, most refugees struggle to adjust
psychologically, physically, socially, and economically to their new
communities. The adjustment of Hmong refugees has been particularly
challenging (e.g., Rumbaut, 1989; Yang & Murphy, 1993). We developed
the Refugee Well-Being Project at Michigan State University! to promote
the well-being and empowerment of Hmong refugees. It was rooted in

'The Refugee Well-Being Project was funded by the National Institute of
Mental Health (Grant # F31 MH 12789). The authors wish to acknowledge the
contributions to this research made by Cris Sullivan, Deborah Bybee, Kou Lee,
Pao Yang, Yer Yang, Xue Vue, Noerung Hang, Kyle Pund, Nancy Vue, and all of
the Hmong residents and undergraduate students who participated in this pro-
Ject.
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an ecological perspective, focusing on improving the community’s re-
sponsiveness to the needs of refugees and emphasizing adaptation as a
mutual process by both the refugees and their environments. For a pe-
riod of 6 months, Hmong adults and undergraduate students partici-
pated together in the intervention, which had two major elements: an
educational component, which involved cultural exchange, opportuni-
ties to address community issues collectively, and one-on-one learning
opportunities for Hmong adults, and an advocacy component which
involved undergraduates advocating for and transferring advocacy skills
to Hmong families to increase their access to resources in their communi-
ties. An evaluation with both quantitative and qualitative components
revealed that participants’ quality of life, satisfaction with resources,
English proficiency, and knowledge for the United States citizenship test
increased and their levels of distress decreased over the course of the
intervention.

BACKGROUND
Sociopolitical Context

Before the late 1970s, the majority of immigrants and refugees who reset-
tled in the United States were of European descent. However, the Immi-
gration and Nationality Act of 1965 removed discriminatory country-by-
country quotas that favored Europeans and Canadians. Subsequently,
one of the largest groups of refugees to resettle in the United States were
Southeast Asians, who began arriving in large numbers in the 1970s and
1980s, as a result of the Vietnam conflict and the Pol Pot regime in Cam-
bodia. One of the many groups among this influx was the Hmong peo-
ple, a minority ethnic group from the mountains of Laos. Their resettle-
ment in the United States since the 1970s follows a long history of perse-
cution and suffering as an ethnic minority in several countries. Origi-
nally from China, many fled Chinese efforts of forced assimilation and
migrated to the mountains of Laos and Vietnam about 150 years ago. As
a result of their recruitment by the CIA to fight against the North Viet-
namese and their communist allies in Laos during the Vietnam Conflict,
many Hmong were forced to flee from Laos to Thailand between 1975
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and 1990, where they spent up to 20 years in refugee camps. Between
1975 and 1996, the United States accepted many of these Hmong refu-
gees for resettlement. Approximately 250,000 Hmong currently live in
the United States, and, during the 1990s, the number of Hmong in the
United States was increasing faster than the population of any other
Asian group (Yang & Murphy, 1993).

In order to promote the well-being of Hmong refugees, it is essential
to understand some of the important aspects of Hmong culture and its
strengths. Hmong culture is a collectivist, clan-based culture (Scott,
1982), which, as opposed to American and other Western cultures that
emphasize autonomy, privacy, and individual initiative, is based on a
“we” orientation and the importance of group solidarity, duties and ob-
ligations, and a collective identity. More than any other immigrant
group, the Hmong have succeeded in preserving many aspects of their
culture, interdependency, and sense of ethnic community (Fadiman,
1997). This emphasis on clan and community is an important strength of
the Hmong community, which commonly results in an incredibly exten-
sive and strong support system (Dunnigan, 1982; Hutchison, 1991).

Despite these strengths, the Hmong have been particularly chal-
lenged in their adjustment to life in the United States. Numerous factors
have contributed to their difficulties: significant language and cultural
differences, limited previous education (which puts any individual or
group at a disadvantage in the United States), limited transferable occu-
pational skills, and the particular context into which they were relocated
(most Hmong arrived here in the 1980s in the midst of a severe economic
recession with high unemployment). As a result of these factors, the
Hmong have experienced a large gap between the abilities they possess
and the needs they must fulfill here (Scott, 1982). In fact, statistics from
the U.S. Department of Commerce indicate that the quality of life for the
Hmong community is precarious. In 1990, the median household income
for the Hmong was $14,300, 67% of households received public assis-
tance, 87% of Hmong lived in rental units, 86% did not have a high
school degree, and 60% were linguistically isolated (Hein, 1995). It is also
important to understand that many Hmong families are faced with lim-
ited income and other resources in the context of having many people to
support. In a representative study of 355 Hmong households, Rumbaut
(1989) found that they had an average of nine people per household. The
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large gap between their skills and needs and the time Hmong refugees
have spent in refugee camps (anywhere from a few months to 20 years)
have resulted in many Hmong refugees feeling particularly powerless in
the United States. Many have lost a sense of control over their lives. This
is contradictory to Hmong people’s usual experiences of being active in
their communities and in decision-making processes, and has exacer-
bated their distress (e.g., Westermeyer, Vang, & Lyfong, 1983; Wester-
meyer, Vang, & Neider, 1983).

Mental Health and Psychosocial
Implications

The adverse mental health consequences related to becoming a refugee
(i.e., the trauma of war, violence, escape, and resettlement), particularly
for the Hmong and other Southeast Asian refugees, have been exten-
sively documented (e.g., Carlson & Rosser-Hogan, 1991; Rumbaut, 1991;
Westermeyer, Neider, & Callies, 1989). Many of these studies have fo-
cused particularly on psychiatric symptoms such as depression, somati-
zation, phobia, anxiety, hostility, and paranoia (e.g., Carlson & Rosser-
Hogan, 1991; Westermeyer et al, 1989). Westermeyer and colleagues
found that there was a large subgroup of Hmong adults who continued
to experience many of these symptoms even after 8 years in the United
States.

However, other researchers have measured psychological well-being
of Hmong refugees using the Psychological Well-Being Scale (Rumbaut,
1991), which is an adapted version of the General Well-Being Index (Du-
puy, 1974) that assesses frequency of affective symptoms of well-being
and distress. According to Rumbaut (1985), the Psychological Well-Being
Scale measures emotional and somatic distress and overall demoraliza-
tion, rather than depression or other clinical disorders. The measure also
includes a happiness subscale. Taken together, these scales are “reliable
measures of general and persistent affective states as reported by the
person” (Rumbaut, 1989, p. 155). In a broad study of refugee adjustment,
Hmong refugees’ rates of distress/demoralization were three times
higher than that of other Americans (Rumbaut, 1991). Furthermore, their
average levels of distress/demoralization were significantly higher and
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their average happiness levels significantly lower than Vietnamese,
Cambodian, Laotian, and Chinese-Vietnamese refugees (Ying & Akutsu,
1997).

Rumbaut (1991) has also widely assessed refugees’ psychological
well-being in terms of life satisfaction, which he describes as a cognitive
rather than affective appraisal of well-being. Compared to other South-
east Asian refugee groups (Khmer, Chinese-Vietnamese, and Vietnam-
ese), the Hmong were the least satisfied with their lives and were the
only group whose life satisfaction decreased over time (Rumbaut, 1989).
Rumbaut (1991) emphasized that distress and life satisfaction are not
opposite dimensions of a single scale, but rather measure very different
psychological processes. Thus, it seems important to consider definitions
of psychological well-being that include both affective and cognitive
components, and which use measures that have been developed to as-
sess a wider range of people’s experiences rather than only clinical popu-
lations. Furthermore, including life satisfaction and happiness measures
provides opportunities to present research findings that are not solely
deficit-focused.

Given the traumatic circumstances most Southeast Asian refugees
have had to endure prior to their resettlement in the United States and
their high rates of demoralization and distress, it is important to consider
the prevention of further distress. Ying and Akutsu (1997) pointed out
that refugees’ existing distress will be exacerbated and that refugees may
be more likely to develop clinical psychiatric symptoms and disorders if
their adjustment in their country of resettlement is difficult. Rumbaut
(1991) argued that refugees are at particular risk for psychological dis-
tress because of their marginal position and relative powerlessness. It is
difficult for them to deal with the extensive changes (usually undesired)
they have endured and to try to achieve their life goals in a new, foreign
environment. Thus it is important for refugees to feel they have influence
and control in their new environments. Recent research has documented
that much of refugees’ distress in their countries of resettlement is due to
what Miller (1999) termed exile-related stressors—that is, daily economic
concerns about survival in a new country, racism and discrimination,
loss of community and social support, and loss of meaningful social
roles—rather than solely to past traumas (e.g., Gorst-Unsworth &
Goldenberg, 1998; Lavik, Hauff, Skrondal, & Solberg, 1996, Pernice &
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Brook, 1996; Silove et al., 1997). Taken together, these findings highlight
the potential for amelioration of distress through attention to refugees’
postmigration experiences in their communities.

When considering a move away from traditional individual, trauma-
focused interventions, it is also important to note that distressed refugees
often do not use mental health clinics—both because they are not neces-
sarily responsive to the needs of refugees and ethnic minorities and be-
cause of the common stigma of seeking psychological help (Sue & Mor-
ishima, 1982). In addition, research has shown that therapy and/or drugs
alone are not effective without also addressing the social and economic
needs of refugees (e.g., Kinzie & Fleck, 1987; Pejovic, Jovanovic, & Djur-
dic, 1997)Furthermore, individual interventions can be culturally inap-
propriate and even disempowering, particularly for refugees with collec-
tively oriented cultures (e.g., Strawn, 1994). Finally, they may patholo-
gize individuals (Ryan, 1976) and fail to utilize resources and strengths
in their communities (Rappaport, 1981).

INTERVENTION
Theory and Rationale

An ecological and strengths-based perspective guided the design of the
Refugee Well-Being Project. An ecological perspective on refugee well-
being is based on several important principles. First, it is essential to at-
tend to the culture and histories of individuals, their particular context,
and the fit between the two (Kelly, 1968). An ecological perspective also
emphasizes structural forces and the mobilization of community re-
sources for disenfranchised populations that lack adequate access (Le-
vine & Perkins, 1987). This is particularly important given the structural
barriers such as prejudice and racism (e.g., Benson, 1990; Goode, 1990)
and lack of economic opportunity and support (e.g.,, Bach & Argiros,
1991) which many refugees face. Third, an ecological paradigm suggests
that it is important to consider adaptation in understanding human be-
havior because environments constrain and facilitate different behaviors
(Kelly, 1968). This principle is particularly relevant to refugees, who are
forced to adapt to new, very different environments, and also empha-
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sizes that adaptation can occur not only by changes in individuals, but
through changes in the environment as well. Thus, an intervention
should not focus solely on refugees adjusting to their existing environ-
ment, but also on changing the environment if it is unfair or constrain-
ing. Finally, an ecological perspective directs us to create collaborative,
culturally appropriate interventions that do not rely solely on outside
“experts” but instead involve individuals and groups in solving their
own problems (Rappaport, 1977; Trickett, 1996).

A strengths-based perspective emphasizes the importance of focus-
ing on the strengths that individuals and communities already possess or
that can be developed and the creation of settings that allow them to con-
tribute their culture and knowledge to their broader communities and to
develop skills and knowledge that they want (Dunst, Trivette, & Thomp-
son, 1990). In sum, an ecological, strengths-based perspective suggests a
focus on addressing social issues from a multilevel perspective that lo-
cates problems and solutions beyond the individual and on designing
interventions with particular attention to a specific group, their context,
and the mobilization of community resources.

Components and Goals

Based on an ecological perspective, the Refugee Well-Being Project was
developed with two major elements: an advocacy component, based on
the Community Advocacy model (Sullivan & Bybee, 1999), which in-
volved the mobilization of resources with and for Hmong families, and
an innovative group learning component, called learning circles, which
involved cultural exchange, focus on community issues, and one-on-one
learning opportunities for Hmong adults. The fundamental goals of the
intervention were to promote the well-being of Hmong refugees by cre-
ating opportunities for individual and collective empowerment and by
improving the community’s responsiveness to their needs. Specifically,
the program was intended to provide opportunities for Hmong partici-
pants to contribute their knowledge, skills, and abilities to their commu-
nities, acquire new skills and knowledge, direct their own learning, par-
ticipate in and understand democratic processes in their communities,
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raise their critical consciousness, overcome feelings of powerlessness,
and increase their access to community resources.

In order to accomplish these goals, trained undergraduate students
worked with Hmong adults and their families in numerous wavs for a
period of 6 months. Undergraduates participated in the learning circles,
including facilitating and sharing their experiences during the cultural
exchange and working one-on-one with Hmong adults on whatever each
adult wanted to learn (e.g., learning English or preparing for the U.S.
citizenship exam). Undergraduates also worked individually with
Hmong families as their advocates to help ensure their access to re-
sources and opportunities in the community in areas such as employ-
ment, health care, housing, or education. These efforts also involved the
undergraduates transferring their advocacy skills to the Hmong families
by showing the families how to do things rather than doing things for
them and by documenting the steps that theyv took together to mobilize
resources so that the families would know how to obtain resources thev
needed in the future when the students were no longer there.

Rationale for Advocacy
Component

The advocacy component of the intervention was based on the
Community Advocacy model, which has been successfully applied to
women and children who have experienced domestic violence (Sullivan
& Bybee, 1999) and to juvenile offenders (Davidson, Redner, Blakely,
Mitchell, & Emshoff, 1987). These advocacy projects are predicated on
the belief that access to community resources is fundamental to promot-
ing the well-being of disenfranchised individuals and groups. Refugees
and immigrants who resettle in the United States often struggle to access
the resources they need from their communities. Thev also face numer-
ous barriers, including language and cultural differences and lack of
knowledge of the system. Refugees may not be aware of their rights and
responsibilities with respect to the community and community re-
sources. In particular, the needs of Asian refugees are often ignored be-
cause service providers believe they prefer to seek and receive help ex-
clusively from members of their own communities (Lee, 1986, Starret,
Mindell, & Wright, 1983).
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Rationale for Learning
Component

Newcomers to the United States often need to acquire new skills and
knowledge, such as English proficiency, knowledge about political, so-
cial, and economic processes, literacy, and job skills. This type of learn-
ing is termed instrumental learning and is an important aspect of empow-
ering individuals because it enables them to acquire the skills and
knowledge they need to participate in their communities (Zimmerman,
1995). Learning English is also important because English proficiency is
an essential resource for the economic and social adaptation of immi-
grants and refugees (Rumbaut, 1989) and is negatively related to depres-
sion, anxiety, and other mental health problems in Hmong refugees
(Rumbaut, 1989; Westermeyer, Neider, & Callies, 1989). However, learn-
ing can further empower disenfranchised individuals by raising their
consciousness, increasing their understanding of their oppression and
the structural forces affecting them, and providing mechanisms through
which they can work collectively for social justice. This type of learning
is also referred to as popular education (Cunningham, 1992) or transforina-
tive learning (Cunningham, 1998), and places individuals and their ex-
periences in the center of their own learning, as subjects (rather than ob-
jects) of their learning (Freire, 1998). The popular education perspective
argues that individuals are shaped by their context, including their social
location, and therefore it focuses on transforming social structures in or-
der to achieve a more just society.

The work of Jane Addams is fundamental to an understanding of
adult/popular education for refugees and immigrants and the educa-
tional component of the intervention. Jane Addams formed one of the
first settlement houses in Chicago, because she felt that all community
members must share responsibility for immigrants” well-being. Her ac-
tions were predicated on several beliefs, including the interdependence
of all human beings and the importance of education as the basis of so-
cial change and the vehicle through which immigrants could contribute
their unique abilities, skills, and vision to their communities. She be-
lieved that education must begin from the experiences of the learners but
must also help learners to see their place in the larger world (Addams,
1964). It is important to note that popular education and Freire and Ad-
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dams’ approaches to learning are intimately linked to the processes of
community participation, empowerment, and access to resources. Thev
recognize education as a social as well as individual act {Cunningham,
1998) and thev problematize a sole focus on individual learning without
accompanying change in social structures or mobilization of resources.

Rationale for Combining
Advocacy and Learning Components

The learning and advocacy components of the intervention were two
inextricable parts of one holistic intervention. The intervention was cen-
tered around the group learning circles. Undergraduates and Hmong
participants met in the learning circles for almost 1 month before begin-
ning advocacy together, and often they would discuss their advocacy
efforts during the learning circles to share ideas and resources with other
group members, to address an unfair institution or system collectively,
and/or to get the input or translation assistance of the group facilitators.
The intervention was designed by the first author after her work on an
advocacy intervention for women who experienced domestic violence
(see Sullivan & Bybee, 1999), through which she realized that refugee
families faced many of the same struggles accessing resources and being
ignored by systems that were supposed to assist them, but with an
awareness that an individual advocacy intervention would be ineffective
because it would not build on the strengths of the Hmong community,
would not provide opportunities for collective validation and action, and
would not address the learning needs of Hmong refugees. Furthermore,
the most important need expressed by Hmong women in the community
was for opportunities to learn English and study for the U.S. Citizenship
exam. Thus, by combining the advocacy and learning components, the
intervention had the potential to incorporate the strengths, needs, and
wants of the Hmong community. In addition, the intervention as a whole
addressed the multiple aspects of the empowerment process (Parsons,
Gutierrez, & Cox, 1998): (1) Building skills and knowledge for critical
thinking and action (e.g., awareness of oppression, English proficiency,
citizenship knowledge, advocacy skills); (2) changing attitudes and be-
liefs (e.g., value of own culture and knowledge, self-efficacy, ability to
make change); (3} validation through collective experiences; and (4) se-
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curing real increases in resources and power through action and mobili-
zation of community resources.

The Refugee Well-Being Project was designed to enable Hmong par-
ticipants to take greater control over their lives by providing mecha-
nisms through which they could define and solve their own problems,
rather than rely on outside “experts.” Gaventa (1995) pointed out both
external barriers (e.g., lack of organization, lack of voice in community,
limited funds to influence politics) and internal barriers (e.g., lack of
critical consciousness, lack of understanding of possibilities for social
change), which exclude many disenfranchised people from meaningful
participation in their communities. Thus, effective participation and real
gains in power require both community organizing in order to bring a
group together and to establish a power-base, as well as popular educa-
tion in order to enable individuals to transform how they think about
themselves and their place in the world (Gordon, 1998). This project ad-
dressed both of these components by offering opportunities for trans-
formative learning in the learning circles and for community organiza-
tion through both cultural exchange and the mobilization of community
resources. This project was based on the premise that “participation
means that there has to be real surrender of power by the ‘experts
(Ashworth, 1997, p. 102). In this intervention, Hmong participants di-
rected their own advocacy and controlled their own learning. No one
involved in the intervention was an “expert.” Rather, Hmong partici-

112

pants and undergraduate students learned from each other—including
sharing cultural knowledge, skills, language, and information about re-
sources. Thus, the learning and advocacy components of this interven-
tion were specifically designed to promote the empowerment and well-
being of Hmong refugees.

Implementation
Setting
The Refugee Well-Being Project was fully based in the communities

of the Hmong participants. The learning circles occurred at the commu-
nity centers of two public housing developments where many of the par-
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ticipants lived. In addition, the advocates were trained to focus on de-
veloping resources and planning activities within the Hmong families’
natural environments. Thus, the project was not onlv convenient and
accessible for Hmong participants, but also created a safe and familiar
environment in which to learn and work together.

Hmong Participants

Twenty-eight Hmong adults (26 women, 2 men) from 27 families
participated in the project. They were an average of 41 years old (range
22 to 77), most (79%) were married (4 were widowed, 1 was single, and 1
was legally separated), and they had an average of six children (range 0
to 11). Fifty-four percent were employed, 82% had no previous educa-
tion, none of the participants had a high school degree from the United
States (one woman graduated from high school in Laos), and 33% were
not literate in any language. They had been in the United States an aver-
age of 12 years (range 6 months to 22 years) and resettled here at the av-
erage age of 29 (range 16 to 66). Fourteen were residents of public hous-
ing, 10 owned their own homes, and 4 rented apartments or houses. The
majority of the Hmong participants were among the second wave of
Hmong refugees to arrive in the United States (Yang & Murphy, 1993),
possessing less education and other resources and being less equipped
for life here than those who came in the first wave. Within the local
Hmong community, they were among those struggling the most—many
living in public housing, and most having no previous education and
very low levels of English proficiency despite not being recent newcom-
ers. Originally, the intervention was open to the participation of all
Hmong adults in the community. However, much greater interest was
expressed by Hmong women, and, therefore, the project was predomi-
nantly an intervention with refugee women.

Recruitment of Hmong Participants

Individuals’ backgrounds are very important to most Hmong people
and the mutual exchange of this information is an essential part of estab-
lishing trust. Thus, non-Hmong individuals need to be able to form a
connection with Hmong people when they first meet. Even within the
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Hmong community, it is important when meeting other Hmong to know
their clan name and who their parents are. The first author, a Caucasian
woman, worked with Hmong people in a refugee camp in Thailand for 2
years and was involved with Hmong residents in the Lansing commu-
nity for several years—conducting research and teaching English. The
knowledge acquired and relationships established were important in
recruiting participants and creating a successful intervention. However,
it was also essential to be working in collaboration with Hmong com-
munity members. Therefore, potential participants were either contacted
by the first author accompanied by one of the Hmong co-facilitators of
the project or solely by one of the Hmong co-facilitators (the second and
third authors). All Hmong families living in the three public housing
developments in the city were contacted first, by visits to their homes in
which the first author and either the second or third author would de-
scribe the project and invite adults in the household to participate. There
were a total of 25 Hmong families in the housing developments and 13
(52%) chose to participate. When it was determined that extra space was
available, the project was opened up to other Hmong families in the
community (based on the network of the authors and spreading the
word throughout the Hmong community). Initially, some Hmong fami-
lies were hesitant, and often calléd their friends or family to determine
what others knew about the project and its facilitators. However, within
the first week that the project began, interested Hmong adults were
showing up spontaneously at the learning circles and a waiting list was
created.

Undergraduate Participants

This project was implemented with the use of 27 trained paraprofes-
sionals, who were undergraduate students at Michigan State University.
Of the 27 students, there were 21 women and 6 men, 19 European
Americans, 3 Latino/as, 2 Asian/Asian Americans, 2 Arab Americans,
and 1 African American/Native American. All but one were juniors and
seniors. Students made a two-semester commitment to the project,
earned eight course credits, and received 48 hours of training over a pe-
riod of 12 weeks. The training began 2 months before the commencement
of the 6-month intervention and was based on a manualized curriculum
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(see Goodkind, 2000) adapted from the Advocate Training Manual of the
Community Advocacy Project (Sullivan, 1998). Students received weekly
grades based on their comprehension of the material, which included
readings and units on adult education and social change, refugee learn-
ing, specifics of the experiences and culture of Hmong refugees, the spe-
cial needs of refugee children, oppression and diversity, and collective
action and the immigrant experience. Students also participated in dis-
cussions, role plays, class exercises, community projects, and thought
papers to prepare them for their work with a family. In addition, stu-
dents learned how to be effective advocates and about the importance of
community resources and community responsiveness in meeting the
needs of refugees, as well as how to use empathy, values clarification,
and problem-solving skills. Another important component of training.
involved helping undergraduates identify and make connections with
community resources and networks, so that they could successfully link
the Hmong families they worked with to needed resources or recognize
when further efforts were necessary to mobilize resources that were not
currently available. Undergraduates were also trained how to instruct
their family and their family’s natural advocates (e.g., family and
friends) in the methods of advocacy from the beginning of the interven-
tion, through their mutual discussion and efforts as well as the family’s
observations of the undergraduates’ advocacy strategies. Training con-
tinued during the first month of the learning circles. For the final 5
months of the intervention, weekly supervision replaced training. Un-
dergraduates met for supervision once a week in small groups (6-8 stu-
dents) to review the progress of their advocacy and discuss their experi-
ences in the learning circles.

The use of paraprofessional undergraduates provided several ad-
vantages, including lower cost to the community and less stigma for par-
ticipants. In addition, the undergraduate students had important oppor-
tunities to learn from and with the Hmong families, to develop advocacy
and teaching skills, to engage in experiential learning that allowed them
to apply what they learned in the classroom, to develop critical aware-
ness and work toward a more just society, to earn course credit for work
in the community, and to acquire good experience for graduate school or
a career in human services. Although a detailed discussion is beyond the
scope of this chapter, interviews with the undergraduate advocates upon



9. Hmong Refugee Well-Being Project 309

completion of the project revealed that the benefits they accrued were
numerous and widespread.

Project Facilitators/Coordinators

The project was co-facilitated by the three authors (1 White Ameri-
can woman and 2 Hmong American women). As discussed previously,
the first author had worked extensively with Hmong people in Thailand
and the United States for 7 years and she spoke and understood some
Hmong. The second and third authors were bicultural and bilingual, one
of whom was first generation born in the United States, and the other of
whom was born in Laos, spent time in a refugee camp in Thailand, and
resettled in the United States when she was 14 years old. This project
was conceived and developed by the first author, in close consultation
with Hmong adults in the community. The second and third authors
were initially hired to help recruit participants, to translate during cul-
tural exchange time, to be available during one-on-one learning time to
translate concepts, and to facilitate communication between advocates
and Hmong participants in or outside of the learning circles. However,
their roles quickly expanded and they became co-leaders and facilitators
of the learning circles and the project in general. They helped lead and
participate in cultural exchanges, and they were both teachers and learn-
ers (as was everyone in the learning circles). Many Hmong participants
confided in them if they were concerned about an aspect of the project,
and thus they were able to facilitate communication and understanding
between Hmong participants, undergraduates, and the first author. In
addition, they often accompanied Hmong participants and their advo-
cates on trips to the doctor, the bank, or other places where translation or
explanation might be required. Most importantly, they were truly lead-
ers and facilitators of the learning circles and were an integral and essen-
tial aspect of the entire project. It would not have succeeded without
their knowledge, expertise, hard work, and interpersonal skills. How-
ever, they were careful not to allow undergraduates and Hmong partici-
pants to become too dependent on them, because we wanted to keep the
focus on advocates transferring skills to their families and on encourag-
ing participants to practice their English as much as was feasible.
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Components of the Intervention

Learning Circles

The learning circles were based on a model created by the Jane Ad-
dams School for Democracy in Minneapolis and have their theoretical
foundation in the principles of popular education and transformative
learning, as discussed previously. In addition, given the collective orien-
tation of Hmong culture, the learning circles were important because
they provided a group setting in which Hmong refugees could learn and
collectively address community issues. Participants met in learning cir-
cles twice weekly at one of the housing development community centers?
for 6 months. Each meeting was 2 hours in length and was composed of
equal numbers of Hmong participants and undergraduate students.

The learning circles involved two components: cultural exchange
and one-on-one learning. Cultural exchange occurred for the first 30 to
45 minutes of each meeting and was facilitated together by an under-
graduate and a Hmong participant. Initially, as the three project coordi-
nators, we also facilitated some of the discussions. In order to enable all
participants to share in the discussion, regardless of English or Hmong
language ability, two of the project coordinators translated Hmong to
English and English to Hmong throughout the cultural exchange discus-
sions. The purpose of the cultural exchange was to provide a forum for
Hmong participants and undergraduate students to learn from each
other, share ideas, develop plans for collective action, and realize the
important contributions they were capable of making. Discussion topics
(primarily chosen by participants and undergraduates) included: the
presidential election and process (as the intervention was occurring dur-
ing the 2000 presidential election), the Bill of Rights and a comparison of

*Participants had the option of joining morning learning circles or evening
learning circles. This accommodated people who worked either 1+ or 27 shift.
Also, the morning and evening learning circles were held at different housing
developments (to ensure that locations were accessible), and transportation was
provided for participants who needed it. Twelve Hmong adults (10 women, 2
men) and 11 undergraduates participated in the morning learning circles and 16
Hmong women and 16 undergraduates participated in the evening learning cir-
cles.
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rights in Laos and the United States, holidays celebrated by different
group members (e.g., Thanksgiving, Hmong New Year, Valentine’s Day,
Passover), ideas about how to raise children in the United States, health
beliefs, stereotyping, and genetic cloning. In addition, numerous guest
speakers were invited to the learning circles, including a city clerk who
brought a voting machine and demonstrated its use, an union organizer
who discussed workplace issues and workers’ rights, two representa-
tives from a Hmong woman'’s organization in Detroit, and a Hmong
youth leader who focused on issues kids face in school. Finally, group
members took several field trips, including visits to the Capitol building
to see the state legislature, the state museum, and a speech by President
Bill Clinton.

The second component of the learning circles was one-on-one learn-
ing. For the remaining 1% to 1% hours of the meeting time, undergradu-
ates and Hmong participants worked in pairs and focused on whatever
each Hmong adult wanted to learn (e.g., speaking, reading, and writing
English, studying for the U.S. citizenship exam, learning to complete
employment applications and practice interviews, writing checks, or any
area of learning each chose). This aspect of the one-on-one learning was
very important and different from most other learning situations. Vella
(1994) called this “participation of the learners in naming what is to be
learned” (p. 3), and stated that it is essential for effective adult learning,.
Hmong participants were actively engaged in their own learning proc-
esses and received individual attention, which provided them with con-
trol over their own learning and more concentrated learning time. It is
also important to note that the undergraduates were also engaged in
learning, as they learned about the culture, experiences, and knowledge
of Hmong participants. Materials, such as citizenship study guides and
English as a Second Language (ESL) materials (picture and word cards,
workbooks), were available to facilitate learning.

As the project developed, the learning circles took shape in unex-
pected ways. This was intentional —based on the assumption that by cre-
ating the space for Hmong adults and undergraduate students to learn
together and develop relationships, they would make the learning circles
into places and experiences that were fun, welcoming, and beneficial. For
instance, many Hmong and undergraduate participants brought snacks
to learning circles, prepared and brought food to celebrate holidays to-
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gether, tried on each other’s traditional clothes, took pictures, and
planned field trips together. Exchanges were not only material, but emo-
tional as well. There were commonly discussions of pregnancies, ill-
nesses, friends and family, and other signs of mutual support.

Advocacy

Once relationships began to form between individual Hmong par-
ticipants and undergraduate students, each undergraduate was matched
with a participating Hmong adult, with whom they had been working
during the learning circles, to serve as an advocate for that person and
her family. Rather than deciding who would work together, we let rela-
tionships between the Hmong participants and undergraduates develop
naturally, and people tended to gravitate toward someone who matched
their personality and style of learning. It is important to note that rela-
tionships between Hmong participants and undergraduate paraprofes-
sionals formed during the learning circles, before sending the students
into the homes of Hmong families to do advocacy. As discussed in more
detail previously, forming a connection with a Hmong individual is es-
sential to developing a good relationship. In addition, the continuation
of the learning circles during the advocacy component was essential be-
cause these biweekly meetings provided a forum for Hmong adults and
undergraduates to share advocacy successes and struggles with each
other and to access a translator to facilitate communication when neces-
sary. The intervention was not only an intervention with individuals, but
also with the Hmong community as a whole. This is an important dis-
tinction because some of the strengths of Hmong culture are its collective
orientation and the high level of mutual support within the Hmong
community. These aspects of community life were important to preserve
within this intervention and were important components of its success.

Each advocate spent an additional 4 to 6 hours each week (outside of
the learning circles) with the Hmong adult and her family to provide
advocacy on any issues the family wanted to address. Advocacy contin-
ued for 5 months, with some undergraduates mainly working with the
adult participant and some undergraduates working closely with both
the Hmong adult and her children. The undergraduates first worked
with the families to identify the specific issues each family wanted to
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focus on during the 5 months of advocacy. Often these discussions oc-
curred during learning circles, so that translators could assist with com-
munication. Once an unmet need was identified, the advocate and fam-
ily proceeded through the four phases of advocacy they had learned dur-
ing their training: assessment, implementation, monitoring, and secon-
dary implementation.

During assessment, the unmet needs of the family, such as employ-
ment, education, health care, transportation, or material goods, were
identified. Next, the advocate and family attempted to identify any and
all resources in the community that might meet this need. Once these
potential resources were identified, implementation began. In this phase,
the advocate and family worked together to generate and/or mobilize
community resources to satisfy the need. Monitoring was the important
next step of advocacy, in which the advocate and family evaluated the
effectiveness of the resources mobilized in meeting the family’s needs. If
it was decided that the particular need had not been adequately ad-
dressed, then the undergraduate and family began secondary implemen-
tation to mobilize additional resources or adjusted current efforts to fur-
ther satisfy the need. Because most families had multiple unmet needs,
the advocate and family were most often engaged simultaneously in
several phases of the advocacy process, in order to address the various
needs the family had identified.

In addition, undergraduates continually worked hard to transfer ad-
vocacy skills to the Hmong participants and their families. Undergradu-
ates made sure that they helped Hmong participants do things for them-
selves, rather than the undergraduates doing things for them. They often
demonstrated or modeled certain actions with their families, and then
encouraged the families to take the lead. They would role play what the
undergraduate and the adult(s) or children in the family would say in
various situations (including how to say things in English), and they
would clarify how involved each of them would be in the advocacy pro-
cess. For instance, if they were going to meet a resource provider, they
would agree beforehand who would do what and would never assume
that their family wanted them to talk on their behalf. Advocates also
helped Hmong participants identify other family members who could
communicate well in English if they were not able to themselves.
Undergraduates made it clear to their family from the beginning that
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they were going to be working together for a 20-week time period. As
the intervention progressed, undergraduates encouraged their families
to perform many of the advocacy tasks on their own, so that transfer of
advocacy skills did not only involve talking to the family about how to
execute self-advocacy, but also first-hand experience for the family. Dur-
ing the last four weeks of the intervention, the undergraduates tried to
provide their families with all of the information they had been using
together, so that the family and their significant others would have an
alternative to passive acceptance of unfulfilled needs.

An example of one participant’s experiences follows, although it is
important to note that the intervention process was different for each
participant, because the learning and advocacy were directed by the
Hmong individual and her family, rather than by what the undergradu-
ate thought the participant might want or need.

Case lflustration?

Mai, a 31-year-old Hmong woman with four children, came to the
United States in 1989. She and her family lived in the housing develop-
ment where the morning learning circles were held, which fit well into
her schedule because she worked 2n¢ shift (2:30 pm to 11:00 pm) baking
donuts at a local bakery chain. She joined the project with one main
goal—to study for the U.S. citizenship test. From the first day, Mai was
very intent and dedicated to studying, and in fact sometimes wanted to
study her citizenship materials before cultural exchange time was com-
pleted. However, Mai and her advocate Sara did participate in cultural
exchange and facilitated several interesting discussions.

Mai and Sara started to work with each other immediately during
the first learning circle meeting and became attached very quickly. After
the first month of working together during learning circles, Sara and Mai
were “officially” matched together and Sara began her assessment with
Mai by spending time getting to know Mai and her children and hus-
band by doing things with them such as shopping and cooking. Initially,
Mai did not express many unmet needs besides U.S. citizenship. Thus,

3Names and identifying information have been changed to protect the par-
ticipants’ privacy.
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Sara focused on helping Mai fill out her citizenship application, creating
flashcards of the 100 citizenship questions for Mai, and spending extra
time studying with her each week. Throughout the 6 months Sara and
Mai spent together, however, several other needs emerged.

The first need to arise was that Mai and her family’s green cards
were expiring and they were not sure what to do. They hoped to become
citizens before renewing them, but Sara helped them contact the Immi-
gration and Naturalization Service, determined that they did need to
renew their cards, and accompanied them to Detroit to do so. Soon after
that and about halfway through the project, Mai’s husband was laid off
and Sara was able to help him file for unemployment. Around the same
time, Mai developed a severely swollen neck and Sara learned that Mai
did not have any health insurance. Sara found a free health clinic where
Mai could be tested and treated and was also able to help Mai sign up for
health insurance through the county. Another salient issue for Mai was
the stress she endured at work. She and many of the other women in the
project, who worked at the same bakery, were required to work many
hours of overtime and were on their feet constantly. Mai frequently hurt
her hands or back lifting heavy trays of donuts and shared with the
group that she had miscarried during her last pregnancy due to the
stress and strain of her job. We invited a union organizer to talk to the
group about workers’ rights and although Mai and the other women
were wary about trying to organize a union at their workplace, they felt
that they understood more about their rights and that there were people
who cared about their predicaments.

Sara was extremely effective at not only locating resources for Mai
and her family, but also in transferring the advocacy skills she had
learned to Mai and her children. When Mai’s oldest daughter needed a
physical exam for school, she talked to Sara, who helped her find places
to call and encouraged her to make the calls herself. Mai explained this
transfer of skills in an interview:

Like, for example, she [Sara] take me to renew my green card,
and so, show us how to do it, and then what to do, and then . . . I
learned more because of that.
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Sara’s enthusiasm and interest was effusive and she took outside ini-
tiative to find articles on Hmong culture to read and to share with Mai
and her oldest daughter. By the end of the 6 months, Mai felt that she
could continue to study for the citizenship test on her own. However,
she invited Sara to Hmong New Year to celebrate with her family and
she made plans to continue to spend time with Sara—teaching Sara how
to garden and doing fun things together with Sara and the children. At
the final graduation ceremony, Mai brought Hmong clothes and asked
Sara to wear them, which is a very high compliment. Mai and her hus-
band (with whom she shared her learning materials) passed the U.S. citi-
zenship test several months later.

Ending the Project

The Refugee Well-Being Project was designed as a small pilot project. In
consideration of this, as well as the nature of undergraduate students’
schedules, the project was conceived of as having a clear ending point.
Another purpose of this structure was to try to avoid Hmong partici-
pants becoming overly dependent on their advocates—rather the focus
was intentionally on the undergraduates transferring advocacy skills to
the Hmong participants and their families. Thus, after 8 months of work
with the undergraduates and 6 months of the Hmong participants and
undergraduates working together, the project officially ended. Several
plans were made to attempt to lessen the difficulty of an abrupt ending.
First, the undergraduates were trained to continually work on transfer-
ring their advocacy skills to their families, and this was particularly em-
phasized during the last month of the project. In addition, the ending
date of the project was made clear to all participants from the beginning.
As this date approached, undergraduates created separate “termination
packets” for their adult and any children with whom they had worked
closely. These packets contained pictures, letters, stories, quotes, sugges-
tions for fun activities in the community, and other creative material. The
packets were also very important because they included community re-
sources in areas that each pair had worked on together or that the
Hmong family might need in the future. Finally, a graduation ceremony
and celebration was planned collaboratively and held at a park. Every-
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one cooked food, brought their families and friends (including lots of
children). Graduation certificates were presented to all Hmong partici-
pants and undergraduates (since everyone learned together), under-
graduates gave their families the termination packets, and many photos
were taken. Some undergraduates and Hmong participants maintained
their relationships with each other after the project ended, whereas oth-
ers did not. In addition, due to the interest of many Hmong participants
and undergraduate students, smaller learning circles have continued to
be held twice a week. Although the advocacy component has ended,
these groups meet to study and talk and the undergraduates are partici-
pating without receiving course credit.

CHALLENGES AND LESSONS LEARNED

Overall, the Refugee Well-Being Project was quite successful. In addition
to the positive impacts on participants discussed subsequently, the pro-
ject’s success was evident by the fact that all participants continued to
attend throughout the 6 months. However, it is important to recognize
that there were numerous challenges throughout the process. One of the
most salient was the language difference. Despite the excellent transla-
tion provided by the co-facilitators, many participants often felt frus-
trated with their inability to communicate with each other. This frustra-
tion subsided in some regards, as everyone learned that relationships can
develop across language barriers and learned more English (or Hmong
in some cases), but as relationships grew stronger, participants’ inability
to fully express themselves to each other was also highlighted. The short
length of time of the project was also difficult for many participants. As
the ending date approached, many of the Hmong participants began
mentioning it during learning circle discussions and expressed their con-
cern and disappointment. On the other hand, another challenge of this
project was that it required a large time commitment from Hmong par-
ticipants and undergraduate students, all of whom had many competing
responsibilities including children, work, and classes. Finally, despite the
explicit attention devoted to avoiding dependency and the extensive
steps discussed previously that undergraduates took to transfer their
advocacy skills to the Hmong participants, their families, and other natu-
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ral advocates (e.g., extended family members and friends), there was a
constant tension evident because many Hmong participants’ limited
English proficiency made it difficult for them to access resources in the
community without the assistance of their undergraduate or an inter-
preter.

EVALUATION
Method

To assess the impact of the intervention, a comprehensive, multimethod
strategy was implemented, including a within-group longitudinal design
with four data collection points over a period of 9 months and in-depth
qualitative recruitment and post-intervention interviews with partici-
pants. This design allowed for a thorough exploration of the processes at
work in the intervention.

Recruftment Interviews

The initial recruitment interviews were conducted in participants’
homes by the first author with either the second or third author inter-
preting. They were designed to learn about participants and what they
were interested in learning and obtaining from their participation in the
project, as well as to begin to form relationships with the participants by
listening to their flight and resettlement stories and to what their current
lives in the United States were like.

Quantitative Interviews

Four quantitative interviéws were completed to measure the impact
of the intervention on five specific hypothesized outcomes. These inter-
views occurred at 3-month intervals (pre-intervention, midpoint of the
intervention, immediately following the conclusion of the project, and 3
months after the project ended). The interviews were conducted in
Hmong in participants’ homes by trained bilingual interviewers who
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were not a part of the learning circles. The interviews took an average of
90 minutes and contained the following measures:

QOutcomes

»  English proficiency was measured by the Basic English Skills Test
(BEST), which is a standardized measure of English as a Second Lan-
guage ability, designed to assess English communication, fluency, pro-
nunciation, and listening comprehension for adults at the survival and
pre-employment skills level. It has an established internal consistency of
91 (Kenyon & Stansfield, 1989).

o Citizenship knowledge was measured by 10 questions from the
Immigration and Naturalization Service’s list of 100 questions applicants
for citizenship need to know to pass the United States’ citizenship exam
(average Cronbach’s a = .87).

e Access to resources was measured by adapted versions of the “Sat-
isfaction with Resources” scale (Sullivan et al., 1992) and the “Difficulty
Obtaining Resources” scale (Sullivan & Bybee, 1999). For the first scale,
Hmong participants were asked to rate, on a 7-point scale, how satisfied
they were about the resources they had in 11 specific domains {(e.g., edu-
cation, health care, housing, employment). The latter scale asked partici-
pants to rate, on a 4-point scale, how difficult it had been or would be in
the future to obtain resources they needed in 14 specific life domains
(e.g. transportation, employment, material goods, and services). Average
Cronbach’s s for these scales were .70 and .79, respectively.

e Psychological well-being was measured using modified versions of
the distress and happiness subscales of Rumbaut’s (1985) Psychological
Well-Being Scale. Each subscale consisted of six items measured on a 4-
point scale with possible responses of never, a little, sometimes, and a
lot. The distress scale included questions such as: In the last month, how
often have you felt under strain, stress, and pressure? How often have
you felt you had so many problems that you wondered if anything was
worthwhile? The happiness subscale included items such as: How often
have you felt happy, satisfied, or pleased with your present life? How
often have you felt cheerful and lighthearted? Average Cronbach’s o's
for these scales were .70 and .49, respectively.
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e Quality of life was measured by the Satisfaction with Life Areas
(SLA) scale (Ossorio, 1979), which has been employed in several studies
of Hmong and other Southeast Asian refugee groups (e.g., Rumbaut,
1989, 1991). Respondents rated their satisfaction with nine areas of eve-
ryday life (work, money, home life, children, neighborhood, social con-
tacts, health, religion, and leisure) on a 7-point scale ranging from very
dissatisfied to very satisfied (average Cronbach’s o = .66).

Descriptive statistics for all outcome variables are shown in Table
9.1.

Paired Qualitative Interviews

Because this was a new project involving refugees from a nondomi-
nant culture, it was important to understand the experiences of the
Hmong participants in the intervention, as well as how their participa-
tion may have impacted their lives. Thus, it seemed essential to allow
participants to speak in their own words. Often, the voices of refugees
are not heard, particularly because of language differences. In addition,
we wanted to understand the experiences of the undergraduates and,
most importantly, provide opportunities for Hmong participants and
their advocates to share with each other what they learned. Fundamen-
tally, it was important that the evaluation methods we used were consis-
tent with the principles of the intervention—which was intended to be
emancipatory, participant-focused, and reciprocal. Therefore, in addition
to the primarily fixed-response interviews, each Hmong participant and
her advocate were interviewed together at the end of the project. The
first author and either the second or third author participated in each
interview and these interviews were conducted in Hmong and English,
tape recorded and transcribed. The interviews lasted approximately 1 to
1.5 hours and were semistructured with 10 open-ended questions about
the most important things each advocate and Hmong participant had
learned from each other and taught each other, the best and most



Table 9.1. Descriptive Statistics on Outcome Measures

Mean
(Standard Deviation)
Range
Outcome Scales Pre Midpoint Post Follow-up
English Proficiency 38.96 4412 45.00 5419
(23.07) (22.89) (23.95) (22.61)
0-73 0-79 0-78 0-80
Citizenship Knowledge 43 2.79 3.10 3.05
(1.16) (3.17) (3.31) (2.42)
0-5 0-8 0-9 0-7
Satisfaction with Resources 3.18 3.55 4.08 3.22
(.84) (.84) (.86) (.94)
1.44-4.40 2.22-520 1.40-5.38 1.70-4.78
Difficulty Obtaining Resources 291 3.02 2.84 3.10
(.59) (.61) (.50) (.52)
1.70-4.00 1.50-3.86 1.64-3.70 2.14 - 3.86
Quality of Life 3.62 3.83 4.25 3.93
(.73) (.99) (.53) (.82)
1.78-4.78 222 -567 3.00-5.11 2.56 - 5.56
Psychological Well-Being/Distress 1.92 1.36 1.29 1.66
(.68) (.75) (53) (.64)
33-3.00 33-2.83 .33-2.33 .33-3.00
Psychological Well-Being/Happiness 1.57 1.50 1.55 1.76
(61) (.56) (.30) (.45)
50-2.83 .33-2.50 1.00 - 2.00 67 -2.67
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difficult things about working together, what their expectations of the
project were and whether the project had met them, as well as opportu-
nities to add other thoughts or ideas.

Participant Observation

In order to augment the interview data collected, the first author re-
corded field notes throughout the project—after each learning circle,
during supervisions with the undergraduate advocates, and following
interviews. These notes were used to help explain and understand the
quantitative findings (e.g., growth curves) and qualitative data, and to
document the fidelity of the intervention (e.g., amount of time each ad-
vocate spent with her family, what each advocate and participant ac-
complished). Field notes were also important in order to record the proc-
ess of this new intervention.

Evaluation Challenges

Designing and implementing the evaluation of this project was challeng-
ing for many reasons. First of all, a true experimental design might have
been an ideal way to test the efficacy of the intervention, but was not fea-
sible given several constraints. After extensive discussion with many
people in the Hmong community, it was decided that it would be cultur-
ally inappropriate to offer some Hmong people the opportunity to par-
ticipate in the project while excluding others, especially given Hmong
culture’s collective orientation which places concern for community
well-being above that of individuals. Furthermore, it seemed likely that
Hmong participants who were assigned to the experimental group but
had relatives in the control group would be likely to either not partici-
pate at all or to share the intervention with their relatives.

A second difficulty involved the translation of the quantitative inter-
view protocol. Initially, the interview was constructed in English and
translated into Hmong. However, it was extremely difficult to find inter-
viewers who were fluent in both English and Hmong and who could
also read Hmong. Therefore, it was necessary to print the interview in
English and review it as a group (co-facilitators and interviewers) during
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interviewer training to ensure that all interviewers would translate the
questions consistently. Another limitation of the quantitative interviews
was uncertainty about the applicability and translatability of many of the
measures. Furthermore, many participants had limited education and
were not accustomed to forced-choice questions. (We used picture re-
sponse cards and simplified response choices for some scales to address
this issue.) Finally, many Hmong participants felt nervous about being
“tested” during the English and citizenship sections of the interview,
despite assurances that the project was being tested, not them. In fact,
participants seemed more comfortable speaking English to the advo-
cates, other native English speakers, and the co-facilitators of the project
than to the Hmong interviewers. Despite these challenges, however, a
comprehensive evaluation strategy with multiple methods compensated
for many difficulties and provided much valuable information.

Results

The quantitative data was analyzed using growth curve modeling, which
is a technique related to regression that determines whether there was
significant change over time on specified variables and whether indi-
viduals followed consistent patterns of change over time (see Byrk &
Raudenbush, 1992 for further discussion of this technique).

Outcomes

In order to measure whether the intervention was effective, growth
curves for English proficiency, citizenship knowledge, satisfaction with
resources, difficulty obtaining resources, quality of life, distress, and
happiness were examined (see Table 9.2 for coefficients of significant
models). English proficiency significantly increased throughout the in-
tervention and continued to increase after the intervention ended.
Hmong participants’ satisfaction with resources increased significantly
throughout the intervention, but decreased somewhat between the end
of the intervention and the follow-up interview, which occurred 3
months later. However, participants’ satisfaction with resources re-
mained higher at the follow-up interview than it was pre-intervention.



Table 9.2. Growth Curve Models of Initial Level and Change on Outcome Variables
(NV= 27 individuals, 103 observations across 4 time points)

Coefficients for Each Outcome Variable

Parameter English Citizenship Access to Quality of Distress
Proficiency = Knowledge  Resources Life
Average (fixed) effects
Intercept — initial level (BO) 38.65 *** 0.49 3.09 = 3.57 1.92
Linear change (B1) 485 244 > 94 053 * 073 =
Quadratic change (B2) - -054 * -029 -0.13 022 *

Random Variance Estimates

Intercept variance 47146 ***  --ee- 035 .18 (.32 »
Linear change variance =~ ----- 12.04 ™ e e 038 *
Quadratic change variance - 08 ** e 0.03 *

*p < .05, **p < .01, *** p < .001.
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Participants” quality of life significantly increased throughout the in-
tervention, but decreased slightly after the intervention ended, although
it remained above its initial level. Participants followed consistent pat-
terns of change on all of these measures. Citizenship knowledge in-
creased significantly throughout the intervention, but decreased slightly
after the intervention ended (remaining much higher than its initial
level). Distress decreased significantly throughout the intervention, but
increased a small amount after the intervention ended (remaining lower
than its initial level). However, although the overall effects of increased
citizenship knowledge and decreased distress were significant, individu-
als did not follow consistent patterns of change. Unlike the other meas-
ures, there was individual variability in the growth curves of citizenship
knowledge and distress. Attempts to account for this variability by ex-
amining individual and intervention characteristics (e.g., age, years in
U.S., English ability, level of participation in the intervention) were un-
successful. This could be because levels of participation in the interven-
tion were consistent and high (participants attended an average of 32 of
the 41 learning circles, with 75% of participants attending at least 28
learning circles), because we did not measure the variable that might
explain the different patterns, or because with only 27 participants we
did not have the power to delineate the effect. Difficulty obtaining re-
sources and happiness did not change significantly over time; no ade-
quate models for these outcomes could be constructed or presented. In
sum, positive effects were demonstrated on most outcome measures,
although some of these effects diminished after the intervention was
completed (see Table 9.2).

Qualitative Findings

The paired interviews, which were conducted with Hmong partici-
pants and undergraduates at the end of the intervention, were tran-
scribed and checked for accuracy. The first author completed a content
analysis of these interviews and her field notes, in which she identified a
comprehensive list of themes and grouped these themes into larger
meta-themes. The interviews and field notes were extremely valuable in
understanding the experience of the intervention for participants and the
range of ways in which it impacted them. A full discussion of these find-



326 Goodkind, Hang, and Yang

ings is beyond the scope of this chapter. However, it is important to em-
phasize that we found validation and support for our quantitative find-
ings. Participants talked about English and citizenship knowledge they
had learned, resources they had been able to access, improvements in
their quality of life, reductions in their distress, how their understanding
of the ways in which society is structured had changed, and how they
had taught undergraduates about their culture, values, and ways of life.
In addition, unexpected and unmeasured impacts were revealed in our
qualitative analyses, including that participants often experienced im-
proved social support, formed more critical understandings about
American and Hmong cultures and how to decide what aspects of each
to preserve or adopt, developed strong relationships with the under-
graduates with whom they worked, and gained self-efficacy and confi-
dence in their abilities to accomplish their goals.

The accumulated effects demonstrated by the growth curves and the
qualitative findings suggest that the intervention had a positive impact
on participants and that empowering refugees by addressing resource
and learning needs and valuing refugees’ strengths may be important in
reducing refugees’ distress and improving their quality of life. It is im-
portant to note that without a control group, we cannot conclude that the
effects we observed were definitely due to the intervention. For instance,
there might be historical effects such as something else occurring in par-
ticipants’ lives or their community or a maturation effect of a natural
trajectory of decreased distress over time as refugees are in the United
States. However, the pattern of the growth curves of distress, quality of
life, and satisfaction with resources, which showed positive effects that
diminished after the project ended, suggest that these effects were due to
the intervention. A measurement issue, such as participants giving in-
creasingly positive responses because of the general interest taken in
their lives, is another possibility, but it is difficult to imagine how par-
ticipants could show improvements in English proficiency or citizenship
knowledge if this were the case. Thus the patterns we observed, our
qualitative findings, and our immersion in the community suggest that
this intervention demonstrated promising results.
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Our findings have several implications for policy and practice. First, it is
important to recognize that refugees need assistance beyond the initial
resettlement period. Most refugee organizations, policies, and programs
focus on the first 6 months after refugees arrive in the United States. Al-
though this is a crucial time period, it is evident from the participants in
the Refugee Well-Being Project that the challenges of adjusting to a new
place persist for many years for some people, particularly those who
have limited education and English proficiency. Second, the success of
this project lends support to the idea that attention to the psychological
needs of refugees is important but inadequate if other needs are ignored.
Holistic interventions that address material, social, and educational
needs, as well as psychological needs and that build upon the strengths
of participants are important.

The success of this intervention, as evidenced by its impact on par-
ticipants and participants’ high attendance rates at the learning circles
was due not only to its holistic focus, but also to its community-based
and culturally grounded nature. It is important to understand and ac-
count for the role culture plays in people’s behavior and values, espe-
cially when designing an intervention designed to promote their well-
being (Berry, 1998). Individuals are less likely to participate in commu-
nity interventions and projects that are not culturally relevant or appro-
priate (Marin, 1993). In addition, interventions developed and imple-
mented without cultural awareness often fail, and can even result in the
disempowerment of individuals or communities that researchers in-
tended to empower (Strawn, 1994).

The Refugee Well-Being Project was developed collaboratively with
Hmong families, based on what was culturally relevant and appropriate
and what they wanted and needed. Furthermore, the combination of the
advocacy and learning components of the intervention was important
because, in addition to addressing the particular needs of Hmong refu-
gees (i.e., increased English proficiency, improved access to community
resources), it was specifically structured to take into account the unique
attributes of Hmong culture, particularly its collective orientation. Kim,
Triandis, Kagitcibasi, Choi, and Yoon (1994) found that an individual-
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ist/collectivist model is an important model for understanding many cul-
tural differences because it coherently summarizes fundamental differ-
ences between the rules, practices, and values of groups of people. Col-
lectively oriented cultures value the well-being of the group above that
of the individual, and this intervention was designed with that funda-
mental consideration in mind. By structuring the intervention around the
learning circles, Hmong participants had a space to come together to
learn, address issues and social problems collectively, and build on the
skills and cultural strengths they had to contribute to their communities.
Therefore, effective interventions must attend to the particular attributes
of participants’ cultures and be developed collaboratively with partici-
pants.

Another implication of our findings is that interventions such as the
Refugee Well-Being Project need to be longer than 6 months. Many of the
positive impacts the project demonstrated began to erode once it ended.
Although this might suggest Hmong participants’ dependency on the
undergraduate students, our observations and the qualitative interviews
suggest that the types of processes that were occurring, the skills and
knowledge we were trying to help participants build, and the social
change efforts we were engaged in together, require longer periods of
time. Empowerment is a process that takes time and that must include
real and enduring increases in power and resources (Speer & Hughey,
1995). We have seen some evidence that this has occurred in the Hmong
community in Lansing, and that it has persisted even after the interven-
tion ended. For instance, at least 10 participants and their spouses have
become U.S. citizens due to their involvement in the project. This accom-
plishment has had radiating effects throughout the Hmong community.
U.S. citizenship has been a widespread goal among many members of
the Hmong community, because it secures certain resources, rights, and
protections. Previously, many Hmong people in Lansing perceived this
goal as unattainable. However, now there is a common sentiment that it
is possible, because people have seen their cousins, friends, and neigh-
bors pass the test. Furthermore, many of the Hmong participants have
shared their knowledge and materials with others (e.g., flash cards to
study for the test, the test questions and study guides, knowledge of how
to fill out applications and mail them in, an understanding of how and
where to complete the process, and confidence that it is possible). The
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same phenomenon has occurred with other resources as well (e.g., health
insurance for uninsured adults, tutoring resources for children).

The strong social network that existed within the Hmong community in
Lansing has thus been infused with more material resources and knowl-
edge. A growing body of research demonstrates that increased access to
resources improves individuals’ quality of life, which in turn has long-
term impacts on their future access to resources (e.g., Bybee & Sullivan,
2002; Hobfoll & Lilly, 1993; Diener & Fujita, 1995). We were not able to
measure follow-up beyond 3 months but it is important to consider this
aspect of sustainability as well. However, we believe that the full poten-
tial of the project was not achieved because it was implemented in a way
that could not be sustained.

We envision an on-going project involving learning circles and advo-
cacy, in which community members participate as long as they would
like. Thus, it is important to consider how this type of endeavor could be
sustained and institutionalized within refugees’ communities. An on-
going partnership between universities and refugee communities and
organizations, in which undergraduates make a two-semester commit-
ment and refugee community members participate as long as they want
is our idea. As such a project grew and social and material resources
within the community developed, coordination and ownership could be
increasingly shifted to the refugee community. However, many refugee
communities have so few resources that it takes time to reach this ulti-
mate goal. Our project demonstrated that universities possess untapped
resources that have great potential for improving the well-being of refu-
gees and that undergraduates can be effective change agents and engage
in relationships with refugees and their communities that are mutually
beneficial. Therefore, we think this model has great potential on which to
build more sustainable interventions.

Finally, we would like to address a tension that existed throughout
the project: balancing efforts to eliminate refugees’ distress through the
reduction of individuals’ barriers and problems versus elimination of the
causes of the distress (Strawn, 1994). Particularly with refugees, who are
usually survivors of numerous traumas and face multiple resettlement
challenges, it is important to address their individual needs. However, a
focus on larger social and system change, both in terms of the treatment
of refugees in the United States and the dynamics that create ever-
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increasing numbers of refugees worldwide, also deserves attention. The
Refugee Well-Being Project sought to reduce refugees’ distress through
attention to multiple levels of change. Although it was certainly a small
step toward broader social change efforts, we hope by creating a space
for learning to occur across different cultures, ages, experiences, lan-
guages, and races and providing opportunities for critical thought and
collective action, that seeds of change have been planted.

SUMMARY

Newcomers to the United States bring with them unique perspectives,
skills, and traditions, which have the potential to make great contribu-
tions to our country. Therefore, the impetus to understand the processes
through which refugees can thrive in the United States and become inte-
grated into their resettlement communities, while maintaining their own
cultural identities, is strong. The Refugee Well-Being Project sought to
clarify and facilitate some of these processes. Given that it was successful
in empowering Hmong participants, reducing their distress, improving
their quality of life, and increasing their skills, knowledge, and access to
resources, the next step is to develop similar projects that reach more
people, extend the length of time of the intervention, carefully adapt it to
the needs and wants of other refugee groups, and, most importantly,
create more ongoing engagement in refugee communities by building
participants’ and local organizations’ capacities to develop sustainable
resources and relationships.
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Evaluating Ecological Mental Health
Interventions in Refugee Communities

Jon Hubbard and Kenneth E. Miller

As the preceding chapters have shown, considerable progress has been
made in the design and implementation of ecological mental health pro-
jects with communities displaced by political violence. Innovative strate-
gies have been developed to help refugee communities respond effec-
tively to their own mental health needs, using methods that integrate
local and Western knowledge, beliefs, and practices. The critical question
now is whether these programs are achieving their goals of empowering
communities and improving the mental health and psychosocial well-
being of community members. That is, to what extent are ecological men-
tal health interventions with refugees effective?

In order to answer this question, the editors of this volume asked the
contributing authors to (1) describe the methods they used in evaluating
their projects, (2) summarize their evaluation findings, and (3) discuss
any challenges they encountered while carrying out their evaluations.
For authors who were unable to evaluate their interventions, the editors
asked that they discuss the obstacles they had encountered to conducting
systematic evaluations. The emphasis on identifying challenges and ob-
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stacles to conducting evaluations was intended to generate a discussion
of commonly encountered evaluation roadblocks, and to begin exploring
a range of possible solutions to those roadblocks.

In reviewing the evaluation sections of the preceding chapters, we
found that two themes were readily apparent. First, it is considerably
easier to carry out systematic evaluations of ecological interventions in
the comparatively safe and stable environments of resettlement countries
such as the United States. In contrast to projects implemented in or near
zones of ongoing violent conflict, interventions in the United States and
other industrialized nations do not have to contend with the recurrent
threat of violence and forced relocation; they have greater access to
evaluation resources (materials, computers, consultants); and they tvpi-
cally have greater control over participation in their interventions, which
allows for the development of more rigorous evaluation designs. Con-
versely, ecological interventions in or near conflict zones must contend
with precisely the opposite conditions: ongoing vulnerability to further
acts of violence that may result in repeated experiences of displacement,
a lack of evaluation resources, and minimal control over who partici-
pates (and who does not) from week to week in the project. From an
evaluation standpoint, such conditions are clearly far from ideal. In fact,
they appear to be sufficiently formidable as to discourage program staff
from attempting to carry out systematic evaluations of their projects—
the second theme evident in our review of the evaluation sections of the
chapters in this book. The authors in this volume are not alone; indeed, a
review of other published accounts of ecological interventions with refu-
gees in areas of ongoing conflict reveals a similar pattern: innovative
program designs, compelling implementation strategies, and minimal
discussion of actual outcome data (e.g., de Jong, 2002).

We appreciate the magnitude of the obstacles that program staff
working in or near zones of conflict commonly encounter when trying to
evaluate their interventions, and mean no disrespect in underscoring the
lack of sound evaluation data. Indeed, we have encountered these same
obstacles in our own work. We are concerned, however, about inadver-
tently creating what psychologist Robin Dawes (1994) has termed a
“house of cards” —a substantial body of anecdotal evidence with little
empirical data to support it. In the absence of sound evaluation findings,
we cannot know the extent to which our interventions are truly effective.
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We have no way of knowing which aspects of our programs are working
well, and which components need to be altered or discarded. Confidence
in the effectiveness of our interventions becomes more a matter of faith
than knowledge, based more on subjective impression than organized
assessment. This was precisely the situation with the highly funded Pro-
ject DARE (“Dare to keep kids off drugs”), a U.S.-based project designed
to prevent drug abuse and promote healthy psychosocial development
among youth. Faith-based confidence in the DARE program was ex-
tremely high, and the program was implemented, at a cost of millions of
dollars, in schools throughout the country. Unfortunately, a systematic
evaluation of the DARE program in the state of Illinois showed it to have
only minimal impact on students’ drug use immediately after the inter-
vention and no impact at all at 1 and 2 years post-intervention. In addi-
tion, the program had no effect on enhancing children’s social skills
(Enett et al., 1994). As it turned out, confidence in the DARE program
was indeed something of a house of cards, one that cost a great deal of
time and money while yielding few, if any, beneficial results.

Clearly, evaluations are essential if we wish to have well-founded
confidence that our interventions are achieving their intended goals. Fur-
ther, evaluations can help us identify problems with the design or im-
plementation of our programs that may be diminishing their effective-
ness. Finally, well conducted evaluations can help us answer a range of
other interesting questions, such as: Who are we reaching with our pro-
grams? Who are we failing to reach, and why? What unanticipated ef-
fects are our programs having in the community, both positive and nega-
tive?

The goals of this chapter are twofold: (1) to describe the rationale
and methods of two key types of program evaluation: process evalua-
tions and outcome evaluations; and (2) to suggest strategies for carrying
out process and outcome evaluations in refugee settings that are in or
near situations of ongoing conflict. We recognize that organizations
working with refugees in developing countries typically have limited
budgets, work under chaotic and often stressful conditions, and may
lack staff members with expertise in program evaluation. However, we
believe that informative evaluations can be conducted using modest re-
sources, that evaluation designs can be tailored to the demands of highly
challenging settings, and that sound evaluations can be carried out with
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a minimum of evaluation expertise. Our hope is to both demystify the
evaluation process, and to outline a set of evaluation strategies that can
provide meaningful data yet still be implemented under the difficult cir-
cumstances in which ecological interventions with refugees are typically
conducted.

PROCESS EVALUATIONS

Several years ago, one of us helped to evaluate the outcome (effective-
ness) of an ecological mental health project for rural communities in a
Latin American country that had been devastated by a widespread cam-
paign of state-sponsored violent repression. For nearly 3 years, represen-
tatives of numerous villages had traveled to a central location in order to
participate in week long trainings in the theory and methods of the men-
tal health intervention. The expectation was that they would return to
their villages and implement what they had learned, developing work-
shops designed to help community members, and children in particular,
heal from the effects of the violence and subsequent displacement.
Unfortunately, it was impossible to evaluate the effectiveness of the
participants’ work in their own communities, for it turned out that no
one had actually implemented the mental health activities they had
learned in the trainings. This was quite a surprise for the staff of the or-
ganization that had provided the training, who had assumed that project
trainees were actively putting into practice the knowledge and skills they
had acquired. In a subsequent workshop held to explore the reasons for
the trainees’ failure to implement the mental health intervention in their
home communities, the participants offered a list of significant obstacles
they had encountered, including a lack of supervision and consultation
by program staff, the lack of a written manual to which they could turn
for descriptions of the various intervention techniques, and resistance
from religiously conservative community members who regarded the
intervention as subversive and had threatened to alert the army if the
intervention was carried out. These and other data gathered during this
process evaluation workshop provided invaluable information to the staff
of the project, who were then better informed about the kinds of support
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trainees needed, and the kinds of challenges they faced upon returning
to their home communities.

Process evaluations are designed to answer several key questions:

e To what extent has an intervention been implemented as
planned?

o What factors are causing an intervention to be implemented
differently than planned (or to not be implemented at all)?
How might those factors be addressed?

e To what extent is an intervention reaching the intended (tar-
get) population?

e Who within the target population is not being reached by the
intervention, and what are the obstacles to participation for
these individuals (families, groups, communities)?

Evaluations that address the first two questions are sometimes re-
ferred to as implementation or fidelity evaluations, while those address-
ing the latter two questions are sometimes called efficiency evaluations
(Dalton, Elias, & Wandersman, 2001; Miller, 1999). In this chapter, we
use the term process evaluation to refer collectively to any evaluation that
addresses any or all of these questions.

It is an axiom of program evaluation that an intervention is unlikely
be effective if it is not implemented appropriately. In the example offered
earlier, the intervention was not implemented at all. More commonly,
however, interventions are not effective because they have been imple-
mented poorly rather than not at all. For example, one of our colleagues
was involved in a well designed community intervention designed to
increase safe sex behavior among gay men in a large urban area of the
United States. At the completion of the multisession group intervention,
the program was found to have had little effect on increasing the partici-
pants’ safe sex behavior. Although it would have been easy to conclude
that the project was poorly designed and therefore ineffective, a closer
examination revealed something quite different. It turned out that one of
the group leaders was quite uncomfortable talking explicitly about the
kinds of sexual behaviors that put gay men at risk for the transmission of
HIV, the virus that causes AIDS. The group leader’s discomfort led to an
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avoidance of the very sort of discussions that were to essential to the
program’s success. No wonder that the program showed few beneficial
effects—it had not been implemented as designed.

This example illustrates an important point: Process evaluations can
help us determine whether an intervention that is not effective suffers
from a poor program design—in which case the intervention itself should
be modified, or from problems of program implementation, in which case,
obstacles-to effective implementation should be addressed (Dalton et al.,
2001). There is another important point to be drawn from this example
and that of the project in Latin America: until we can be reasonably cer-
tain that a program has been well implemented, it makes little sense to
evaluate the outcome or effectiveness of the program. The effectiveness of
any intervention depends in part on the quality of its implementation.

Strategies for Evaluating the Implementation
of Ecological Interventions

The first and most obvious question asked by a process evaluation is
whether an intervention was actually conducted. Although it may seem
odd to even ask such a basic question, our earlier example of the mental
health project that was not implemented by trained paraprofessionals in
their home communities underscores the importance of ensuring that
people are actually conducting the intervention. In our experience, the
risk of non-implementation increases when paraprofessional staff are
trained in a central location and expected to implement what they have
learned int their home communities without regular supervision and con-
sultation from project staff. Mental health work, especially with survi-
vors of extreme violence and forced displacement, is inherently complex
and challenging. A brief but intense period of training cannot substitute
for ongoing guidance and consultation. Of course, support and supervi-
sion are needed whether paraprofessional staff are working in communi-
ties distant from the central training site, or in the same community in
which the training is offered.

Let us assume that trained community members are receiving ade-
quate support from more experienced project staff members, and are
actively involved in implementing an ecological mental health interven-
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tion with other community members. The question now becomes one of
assessing the fidelity of the project’s implementation; that is, is the inter-
vention being conducted as planned? If not, why not?

There are several ways of examining the issue of fidelity.

s Co-facilitation. Co-facilitation involves having trained
community members co-lead the intervention with a more
experienced staff member (who may also be a member of the
target community), who can serve as a role model for the
appropriate implementation of the intervention while also
ensuring that activities are implemented as designed.

e Observation. Experienced staff members can observe di-
rectly the implementation of an intervention, noting areas of
fidelity as well as obstacles to implementing the intervention
as designed.

o Post-session interviews with trained paraprofessionals.
Supervisory staff can regularly conduct interviews with
trained paraprofessionals following each session of the in-
tervention. In addition to ensuring that all of the planned ac-
tivities were carried out (or to discovering why some activi-
ties were not implemented), regular interviews also provide
time for providing paraprofessional staff with support and
supervision.

e Videotaping sessions or events. Videotaping intervention
sessions or specific intervention events provides an invalu-
able source of data regarding what actually happened dur-
ing the implementation of project activities. For example, the
process of videotaping the implementation by schoolteach-
ers of the Playing to Grow intervention with Guatemalan
refugee children in Mexican refugee camps provided the
project staff with invaluable data regarding the kinds of ac-
tivities that worked well and those that needed to be altered,
and also helped staff identify areas in which the school-
teachers needed additional training (Miller & Billings, 1994;
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Miller, Billings, & Farias, 1995). A major concern with video-
taping is the extent to which participants feel comfortable
being videotaped. In our experience, children are often more
comfortable being videotaped than adults. It is also possible
that cultural differences in what it means to allow oneself to
be photographed or videotaped may shape a given commu-
nity’s openness to having the intervention (or parts of it)
captured on video.

Focus groups with project participants. Focus groups are a
form of group interview, in which a small group of partici-
pants is asked to discuss a set of questions related to a par-
ticular topic (Dean, 1994; Krueger, 1994). Focus groups are
ideal for conducting process evaluations, because it is rela-
tively easy to ask participants in an intervention to talk
about the activities that were conducted, and to comment on
those activities they found most helpful and those they be-
lieve should be altered or dropped. Focus groups are effi-
cient, as data are gathered from several people at once. Fo-
cus groups typically have about 8 to 10 people, and can run
as long as participants are willing to continue discussing the
questions at hand (we usually limit focus groups to a maxi-
mum of about 2 hours). The groups can take place in any
community setting, such as a school room, a clinic, or a
community member’s home. The most effective focus groups are
those in which the facilitator is able to generate discussion among
group members, rather than fostering dyadic interactions between
each group member and the facilitator. For those interested in
learning more about focus groups, Richard Krueger (1994)
and Debra Dean (1994) have written excellent guides.

Questionnaires. Another approach to ensuring fidelity of
implementation is to have paraprofessional staff (i.e., trained
community members) complete brief questionnaires or
checklists, indicating which of the planned activities were
actually carried out, and which were not. Supervisory staff
should then discuss with the paraprofessionals the reasons
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that specific activities were either not carried out, or were
implemented differently than planned. It is also useful, al-
though time and labor intensive, to have project participants
complete participant satisfaction questionnaires at the con-
clusion of each meeting, or alternatively, at the midpoint and
conclusion of the intervention. The questionnaires should
ask participants to indicate their level of satisfaction with the
specific intervention activities, and may also cover other ar-
eas such as satisfaction with the performance of the parapro-
fessional staff, the quality and appropriateness of the inter-
vention materials, and so forth. For participants with limited
reading skills, project staff can read the questionnaire items
aloud and participants can indicate their responses using
such answer choices as an empty circle (“not at all satis-
fied”), a partially filled circle (“somewhat satisfied”), or a
completely filled circle (“very satisfied”). Methods of analyz-
ing questionnaire data are discussed farther below.

Strategies for Assessing Who |Is (and Who Is Not)
Being Reached by an Intervention

We suggested earlier that process evaluations can also be used to assess
the extent to which an intervention is reaching the target population. The
importance of this type of process evaluation cannot be overstated. If the
intervention is designed for a particular subgroup within a community
(e.g., people experiencing persistent symptoms of psychological distress)
but is reaching only people who are showing few signs of distress, it is
unlikely to be effective and may represent a poor expenditure of limited
resources. Similarly, if an intervention is designed to serve a community
in its entirety but people don’t participate in it, or participate only spo-
radically, the intervention is unlikely to show positive results. Although
low participation rates may suggest a problem with the design of an in-
tervention, they may also reflect factors that having nothing to do with
the program’s design. Such factors might include negative inaccurate
perceptions of the project, a lack of trust between community members
and the project’s staff members, a lack of effective recruitment and ad-
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vertisement efforts, or conflicts with other community or family com-

mitments. We return shortly to a discussion of obstacles to participation.
To assess the extent to which an intervention is reaching the target

population, it is necessary to answer a number of related questions:

¢  Who is the target population for the intervention?
e  Who is actually participating in the intervention?

»  What constitutes “participation”? (e.g., attendance at 75% of
the meetings, activities, or sessions)

e  What percentage of the target population can be realistically
expected to participate in the intervention?

s  Of those who could benefit from the intervention, who is not
participating? What are the obstacles to their participation,
and how these obstacles be overcome?

Who Is the Target Population for the Intervention?

This is a relatively straightforward question. Who do you want to
reach with your intervention? The whole community? Parents with
school age children? Widows? Adolescents? New or expectant mothers?
Unemployed men? Schoolteachers? Families? Individuals experiencing
high levels of war-related trauma?

Once you have designated the target population, it is ideal (although
not absolutely necessary) to try to assess the number of people or fami-
lies in the community who comprise this target group. Obviously, if your
intervention targets the whole community, this is simple: The number of
people or families in the community is the same as the number in your
target group. However, because many interventions have components
that serve specific subgroups, it is helpful to know the size of those sub-
groups, as this allows you to estimate a proportion of the subgroup that
your intervention should reasonably be able to reach. For example, if you
are developing a project to assist children disabled by political violence,
and you estimate that there are roughly 100 such children in the com-
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munity where you are working, you might aim to involve 50 of them
with your intervention during the first year (the actual numbers you des-
ignate will depend on the resources available and the nature of your in-
tervention). Having set a realistic goal of reaching 50 children, you have
set the stage for a relatively straightforward evaluation to determine
whether you have achieved your goal at the year’s end.

Monitoring Participation: Who Is Actually Taking
Part in the Intervention?

There are several strategies available to assess who is and is not par-
ticipating in an intervention. The simplest approach for monitoring par-
ticipation is to keep an attendance record or participant log. For commu-
nity-wide interventions, this might involve having a staff member ob-
serve and document the number of different people (or families) who
use a particular setting during a given period of time. For example, for 2
hours each day over the course of a week, project staff could document
the number of people who use a community playground or attend a
community center. It is also possible to count or make a list of the people
who participate in a particular community activity. Another strategy is
to randomly survey community members to ask whether they are famil-
iar with the project, and whether they have participated in any of the
project activities.

For smaller group activities, such as social support groups, it is rela-
tively simple to keep an attendance log that documents who attends each
meeting of the group. For projects that ask participants to engage in cer-
tain tasks between group meetings (e.g., visit other group members,
practice certain new skills), a record can be kept at each meeting of each
participant’s between-session completed tasks.

Why is it important to keep track of who participates in an interven-
tion? First, this allows us to assess whether we are reaching those people
for whom the intervention was designed. Second, keeping a participant
log allows us to keep track of how regularly people are participating in
the various intervention activities. This will be important later on when
we conduct outcome evaluations, as there is usually a strong relationship
between the degree to which people participate in an intervention and
the intervention’s effectiveness. Stated differently, those people with the



348 Hubbard and Miller

greatest degree of participation tend to experience the greatest benefit
from a project.

Imagine a support group offered to distressed widows. Some of the
women attend all 10 meetings of the group, whereas other women attend
less regularly, some showing up every other week and others attending
only one or two meetings. We can expect that those women who attend
more of the meetings will experience a greater benefit from the interven-
tion. Only by keeping a participant log will we be able to keep track of each
woman’s level of participation in the program. When evaluating the effec-
tiveness of the support group, our primary aim is to show that it is effec-
tive for those women who actively participate in it. What constitutes “ac-
tive” participation? There is no set rule, although generally participation
below 50% (e.g., attending less than half of the meetings of a support
group) is regarded as partial or nonattendance. It would, for example, be
a valuable finding if we could show that women who attended at least
half of the sessions showed a marked increase in psychological well-
being, and those who attended all of the sessions experienced an even
greater improvement.

Identifying Prospective Participants Who Are
not Being Reached by the Intervention

It is relatively easy to keep track of who is participating in an inter-
vention. It is somewhat more challenging to identify those individuals or
families who might benefit from the program but are not participating in
it. If we know the approximate size of the target group (e.g., the number
of widows in the community), we can easily compare the number of
people from the target group that have participated in the intervention
with the total number of members of the group. This will give us a good
idea of the number of potential participants who have not yet gotten
involved in the project.

Often, however, we don’t know the size of the target group. For ex-
ample, we may not know how many individuals are struggling with de-
pression or trauma in a community, and we may not have the time or
resources to carry out a community-wide assessment. In such cases, how
can we know whether we are reaching most of those people who might
benefit from our intervention? One useful approach is to ask program
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staff (who are normally members of the local community), as well as
program participants, to identify other community members whom they
believe might benefit by participating in the intervention.

ldentifying Obstacles to Participation

There are numerous reasons why community members might not
participate in a mental health or psychosocial intervention. They might
be concerned about a negative stigma associated with participating in
the program; they might need to work during the time that program ac-
tivities are offered; they might not be aware of the intervention or may
have an inaccurate idea of what it involves; they may be concerned about
issues of confidentiality; or they may not have anyone available to watch
their children while they participate in the program. Most such obstacles
to participation can be readily overcome with a bit of flexibility and crea-
tivity on the part of program staff.

There are a couple of simple strategies for identifying the specific ob-
stacles that affect participation in the community you work in. One ap-
proach is to ask people who are participating to talk about why they
think other community members are not participating. Another approach
is to either informally or through formal interviews or focus groups ask
non-participants about the reasons they have chosen not to take part in
the intervention. Once the obstacles to participation have been identified,
program staff can then work with community members to find ways of
overcoming those obstacles, and thereby expand the reach (and thus the
impact) of the program.

OUTCOME EVALUATION

Whereas process evaluations provide the information we need in order
to know if our programs are being implemented—and implemented in
the ways in which we have planned —we need to gather additional data
to know if our programs are having their intended effect. Collecting in-
formation for the purpose of assessing the effectiveness of a program is
referred to as outcome evaluation. Outcome evaluations can be difficult to
conduct under the best of circumstances and may feel impossible to
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carry out under the fluid and often chaotic conditions of conflict zones
and refugee camps. The authors do not portend to have solutions for all
the complex challenges that arise when assessing the effectiveness of
programs being carried out in these turbulent contexts; however, sugges-
tions are offered that may help in designing and conducting more useful
and informative outcome evaluations under these less than ideal condi-

tions.
Outcome evaluations are designed to answer the questions:
e How well did the program achieve its goals and objectives?

s  Who benefited most from the intervention or what compo-
nents of the program had the greatest impact?

e Did the program have unintended consequences (positive or
negative)?

¢  What was learned that would inform future interventions or
other similar programs?

There are many ways of answering these questions and a variety of
issues to consider when designing your outcome evaluation. The follow-
ing sections highlight some of these issues and suggest strategies for
handling challenges that can arise when designing the evaluation, choos-
ing appropriate methods and measures or analyzing, interpreting, and
reporting the results of an outcome evaluation.

Strategies for Evaluating the Effectiveness of
Ecological Interventions

Outcome evaluation begins with a series of questions that need to be an-
swered in order to know the degree to which a program has been effec-
tive in meeting its expectations. If the expectations for the program have
not been clearly articulated, it will be very difficult to design a successful
evaluation. This may sound self-evident but it is surprising how much
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difficulty many program staff have explaining exactly what their pro-
gram’s goals and objectives are. Goals are the general aspirations of a
program and are often stated in fairly broad terms (e.g., to reduce post-
conflict distress and increase feelings of well-being in a particular dis-
placed population). Program objectives are the specific methods used to
achieve the program’s goals and need to be stated in more precise and
measurable terms (e.g., organize 20 12-week adult therapy groups to re-
duce symptoms of depression and anxiety and increase social connect-
edness among participants). Objectives that are too broad or vague do
not readily lend themselves to evaluation. Frequently programs have
multiple objectives and there should be outcome indicators associated with
each individual objective. Outcome indicators are the specific items that
are used to judge the success of a program and should be directly tied to
the goals and objectives. An example of program goals and objectives is
found in Box 1 (next page), which comes from the intervention with Si-
erra Leonean refugees described in chapter 2 of this volume.

In general, the term effects refers to immediate program outcomes
while impacts refers to the more enduring long-term outcomes (the usage
differs by field). We use the terms somewhat interchangeably in this
chapter as many of the strategies described are useful for both.

There are many good articles and books covering the basic principles
for conducting outcome evaluations (e.g., Fetterman, Kaftarian, & Wan-
dersman, 1996; Kazdin, 1992; Linney & Wandersman, 1991; Wholey,
Hatry, & Newcomer, 1994); therefore we do not go into detail on ‘the
basics” here, but rather focus on applying some of these basic ideas to the
evaluation of interventions in high adversity contexts like post-conflict
zones.

Considerations in Designing an Outcome Evaluation

One of the fundamental reasons that many program evaluations fail is
simply poor planning. Although significant efforts are made to develop
detailed intervention plans, relatively little time and effort is put into
designing the evaluation components. Outcome evaluation, like re-
search, will produce much more meaningful results when it is well de-
signed and conducted in as rigorous a manner as possible. While there
may be limits on the rigor that can be achieved in the contexts in which



TABLE 10.1. Objectives and Goals From a Project With Sierra Leonean

Refugees*

Goal

Obijective

Outcome measure

1. To provide psycho-
education and mental
health services to Sierra
Leonean adults living in
Guinean refugee camps.

1. Implement eight, 12-week
therapy groups (four male &
four female) for 8 to 12 adults
per group in each refugee
camp in which the program
is operating.

Groups will be designed
provide psychoeducation,
reduce post-trauma symp-
toms and increase social
functioning and ability to
engage in the tasks of daily
living.

1.1 Symptom checklists for
depression, anxiety, somatic
symptoms and PTSD ad-
ministered at intake, & 1, 3,
and 6 months (quantitative)

1.2 Measure of social con-
nectedness and community
involvement (quantitative)

1.3 Behavior checklist of
indicators of involvement in
daily activities (quantita-
tive).

1.4 Participant and commu-
nity focus groups organized
four times per year (qualita-
tive)

2. To create a cadre of peer
counselors who are able to
provide culturally appro-
priate mental health ser-
vices to their fellow refu-
gees

2. Professional expatriate
psychotherapists will pro-
vide long-term applied train-
ing (topic-specific trainings,
in-session modeling, pre- and
post-therapy training and
ongoing case supervision) to
refugee peer counselors (ratio
of approximately 10 trainees
for each senior staff).

Training will continue
throughout employment
with the program and be
adapted to the changing
needs and abilities of each
staff.

2.1 Written examinations on
basic counseling skills and
the impact of war on indi-
viduals, families and com-
munities. Conducted fol-
lowing initial month of
training and then on a semi-
annual basis (quantitative/
qualitative)

2.2 Quarterly supervisor
ratings on counseling skills,
ability to incorporate train-
ing into practice and job
performance (qualitative
/quantitative)

*Note: These goals and objectives are taken from the project described in chapter 3.
They are selected examples from a larger set and do not represent a complete evaluation

design.
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many ecological interventions operate, there are ways to improve the
odds of ending up with useful results.

Begin by designing the outcome evaluation at the same time you de-
velop the intervention plan for your program. Make it part of your pro-
posal or implementation plan from the outset. All too often outcome
evaluation is an afterthought for ecological mental health interventions
and psychosocial programs that is added on after the program has been
developed and is in operation or when additional funding is sought. It is
much harder to develop and implement a successful evaluation post-hoc.
As you go through the process of developing evaluation questions and
selecting measures keep returning to the basic questions: What was the
program designed to achieve? How will you know if it was effective?

Collecting Data

Determining that a program has had an impact requires several
types of information: baseline data, follow-up data and, if possible, com-
parison or control group data. Baseline data is collected from the target
population on all of the dimensions of interest prior to the start of the
intervention. Baseline data can be collected as part of an overall needs
assessment or as a specific evaluation activity. This is the data with
which all future assessments will be compared, and as such, all questions
of interest must be included.

At a minimum there needs to be at least one follow-up assessment in
which the measures administered during the baseline assessment are
given again. Usually, a follow-up assessment is conducted at the end of
each specific program activity or intervention cycle. Sometimes, how-
ever, there are multiple assessment points during or following an inter-
vention.

Finally, it is impossible to make any conclusive statements about the
effectiveness of a program without collecting baseline and follow-up
data from community members who did not participate in the interven-
tion, but who are, in all other ways, similar to program participants.
Even if your follow-up assessment indicates a significant positive effect
among participants, for example a large drop in symptoms, you cannot,
with any certainty, attribute the change to your intervention or interpret
its meaning without a comparison or control group. It is possible that dur-
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ing the period of your intervention, symptoms dropped in the entire
community and the effects seen among program participants were not
due to your intervention but to more general phenomenon like the pas-
sage of time or reduced tension in the region. It is even possible that
symptoms could have dropped to a greater degree in the entire commu-
nity than among your program participants, in which case the program
would actually be impeding recovery. Control group data is the stan-
dard against which program results are compared in order to judge their
significance.,

Control groups can be created in several ways. Once the target audi-
ence has been identified, participants can be randomly assigned into
groups—those who will participate in the intervention and those who
will not. For obvious reasons this approach can be difficult to use in
many ecological mental health interventions. However, if the program
can only serve part of the target audience at a time, people can be ran-
domly placed into sequential cycles of the intervention. If you have sev-
eral types of interventions within one program, you can randomize the
order in which people receive the different interventions or have some
people receive several interventions at once (e.g., group therapy and life
skills training) and compare them to those who receive single interven-
tions.

All of these methods can be very difficult to organize and manage in
the contexts we are discussing and finding a method for including a ran-
dom “non-intervention group” or control group in the evaluation design
may not be possible. It can be enough of a challenge to gather evaluation
data from program participants in these settings and the added burden
of identifying and following an adequate comparison sample can over-
whelm program resources. Yet there are other ways to try and build a
case for program effectiveness. As previously noted, you can use internal
indicators like attendance records to determine if people who partici-
pated more frequently received greater benefit from an intervention than
those who attended less often. This method was used by one of the au-
thors in a recent program evaluation and it could be shown that higher
attendance was related to greater symptom reduction among refugees
receiving group therapy. Examining the attendance records also indi-
cated that those with the most severe psychological symptoms at the
baseline assessment were the most likely to drop out. A preliminary fol-
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low-up with these drop-out cases indicated that they were not ready to
address their problems in a group setting and some requested individual
sessions where they could discuss their problems “in private.”

Other methods for substantiating effectiveness include gathering fol-
low-up data on clients for whom you have baseline information but who
did not participate in the intervention at all (a zero attendance group).
We have found people very willing to participate in follow-up assess-
ments even when they have not attended any parts of the intervention.
This strategy also provides information about why some people chose
not to participate (process evaluation data) and provides a chance to re-
engage these people in tne program. It is useful to collect data that al-
lows for examination of possible differences between those who engage
and those who don’t (e.g., demographic information like age and gender
or experiential data like higher rates of traumatic exposure). Another
method is to conduct baseline assessments with a cohort of participants
prior to their engaging in an intervention (e.g., 1 month prior) and then
re-assessing them when the program is about to begin. This pre-
intervention or ‘wait period” data can be compared with data collected at
a similar period into the intervention and/or with data from another
similar cohort who were assessed at the beginning and one month into
the program (this is a “waiting-list” type strategy).

Planning for the Unpredictable

Another important design consideration in these contexts is to be
prepared for change. If you know you are working in a confinually
changing or fluid environment, which is frequently the case when inter-
vening with displaced populations, build this into your evaluation de-
sign. Although you cannot plan for every unexpected turn of events you
should design your outcome evaluation around the reality of the situa-
tion as you have come to know it. Some strategies include:

* Keep measures brief so that information can be collected quickly.
Assessing a few key indicators for each of the domains of inter-
est will be less cumbersome for staff and participants than
lengthy all-inclusive assessments. Brief measures also lend
themselves to more frequent assessments.
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¢ Shorten the time between data collection points. This is helpful if
your program is suddenly interrupted and it will also allow you
to analyze more precisely when significant changes occurred.

e Evaluate the effectiveness of specific techniques or components
of the program or intervention as well as the overall impact.
Knowing how individual parts of the intervention are succeed-
ing can often be more informative than measures of overall effec-
tiveness. It allows you to compare interventions and to analyze
which parts of the program are having the most (or least) im-
pact. This strategy also protects against ending up with no
evaluation data, if the whole program ends prematurely or parts
of the program are terminated.

e Have a system in place for tracking participants. In highly mo-
bile situations such as refugee camps, it is helpful to collect good
contact information, such as a friend or relative who might know
where to find a participant or information about where someone
intends to go if the situation changes (e.g., the camp is closed
down). We have found this data crucial in locating the “zero at-
tendance comparison group” discussed earlier.

¢ Have a plan in place that describes how confidential information
will be protected or destroyed if staff needs to quickly relocate.
For example, who will be responsible for evaluation data in an
emergency situation? It is always better to destroy sensitive or
confidential data if you are forced to evacuate than to leave it
behind or transport it in an unprotected or unregulated manner.

Including Community Members in the
Evaluation Process

An outcome evaluation will produce more meaningful results if you
find ways to involve people from the local community in the evaluation
process. We believe that this is an extremely important part of develop-
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ing an appropriate evaluation strategy, and one that is quite often over-
looked. Outcome evaluation should be a participatory process with as
much local input and involvement as possible (Dalton et al., 2001; Fet-
terman et al., 1996). It is becoming more common for program develop-
ers to elicit community input when designing new interventions (usually
during the needs assessment phase); however, few programs appear to
seek local participation and input when designing the evaluation com-
ponents of their programs.

Community involvement can have a significant impact on the suc-
cess or failure of an evaluation. When community members are engaged
in developing an outcome evaluation from the beginning, they feel own-
ership of the process. It is easier to get the community to participate in the
evaluation if they have been involved in designing it. Through a coop-
erative design process, program staff and community members have an
opportunity to develop an outcome evaluation that holds meaning for
everyone concerned. It creates an environment in which they can begin
to see evaluation as an important and valuable part of the program and
not an added burden carried out only as a requirement of funding agen-
cies and management at the “home office.”

In addition, local participation can aid in developing more meaning-
ful assessment questions and provide valuable feedback as to whether
questions brought in from the outside will be understood by partici-
pants. They can tell you if the methods you have chosen to gather infor-
mation will be accepted by the community or provide information that
can impact the timing of your evaluation. If you know, for example, that
it is inappropriate for women to meet alone with a man for an interview
or that few people will be able to participate in a follow-up assessment
because it is scheduled during a local festival, you can alter your design
accordingly.

But it is important to do more than simply elicit local input. We sug-
gest, whenever possible, hiring local staff to implement the evaluation
or, at a minimum, include people from the community as regular mem-
bers of your evaluation team. In our own programs, we have trained lo-
cal staff to conduct interviews, facilitate focus groups, administer check-
lists, analyze data, and write reports. This often requires more time and
effort spent recruiting, training, and supervising; however, the benefits
are well worth the investment. In part, this is another way of empower-
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ing the community you are serving. By creating local expertise in design-
ing and carrying out program evaluation you are contributing to the sus-
tainability of the program. There are direct benefits for the program as
well. Along with being cultural resources, people are often more com-
fortable talking to someone from their culture who speaks their own lan-
guage and understands the context for their answers.

That being said, it is also important to be aware of possible differ-
ences between the local staff you hire and the larger community. Often
local staff are hired because they have more education, are multilingual
or have worked previously for psychosocial programs. These differences
in status or education may create barriers between local staff and pro-
gram participants. We cannot assume that having someone from the
community conduct an assessment will always result in more accurate
information. A number of years ago, one of the authors was part of a
longitudinal study examining the long-term psychological consequences
for Khmer adolescents who lived through the horrors of the Pol Pot re-
gime. He interviewed a young man who reported having had signifi-
cantly high levels of post-trauma psychological symptoms since arriving
in the United States several years earlier. When the interview was fin-
ished, the author briefly reviewed the assessment data reported by this
young man from the previous summer and noticed that at that time he
had indicated having had almost no symptoms. When questioned about
this, the youth replied that during the previous assessment there had
been an interpreter present, a Khmer man who was well respected in the
community. He said he had not wanted to reveal his problems to some-
one from the local Khmer community but was willing to discuss them
alone with the author, as he was “an American” and so it was alright.

We have found that it is not uncommon for people to be guarded
with their comments when working through an interpreter due to con-
cerns about confidentiality or underlying tensions created by differences
in age, gender, religion, or culture. Common language does not necessar-
ily translate into common beliefs or acceptance. The general point is that
you cannot assume a specific intervention technique or methodology
will work with any particular population or in any specific context until
you do your homework and then try it out. You need to work with the
community to understand how to adapt evaluation methods to local be-
liefs and conditions. Sometimes there are obstacles that you cannot do
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anything about and simply must live with but it is important to know
what they are.

It is also helpful to keep in mind the skills of those who will be con-
ducting the evaluation. What kind of training will they need to ensure
that you get valid results? How much supervision will be required? It is
best to keep the design and techniques within the ability of the staff car-
rying out the work. It is also good to avoid developing a plan that re-
quires university trained researchers if local community members with
minimal formal education will be responsible for overseeing and con-
ducting the evaluation. It is also important to provide clear instructions
for each step in the evaluation process with clearly defined responsibili-
ties and lines of supervision. Manuals can be useful resources and are
helpful for keeping the evaluation on track.

External Consuftants

Finally, if you do not have the internal expertise to design your out-
come evaluation, bringing in an outside consultant can be very helpful.
Find someone who will take the time to understand your programs ob-
jectives as well as the population you are working with and the context
in which the program will be operating. Outside experts who are called
in for quick consultations sometimes bring along their own agenda (and
sometimes their own measures) that may not be the best fit for answer-
ing your particular program’s questions.

Choosing Measures of Program Success

Selecting appropriate measures for evaluating the effectiveness of an eco-
logical mental health intervention can be challenging and there are a va-
riety of issues that can influence the choices you make. It is important to
begin with clear evaluation questions and then look for the methods and
measures that will provide the answers—not the other way around: Do
not let the measures dictate the evaluation. Some of the issues you will
want to consider when selecting measures include:
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Who does the evaluation need to inform? You may want to
start by considering the audience(s) that your evaluation must
satisfy. These audiences, sometimes referred to as stakeholders,
include your program staff (field staff responsible for imple-
menting the program and staff from the home office), funding
agencies, other groups who may want to replicate your program
and the local community. Often these groups have different
needs or agendas which may require collecting different infor-
mation.

From whom should information be collected? Many evalua-

‘tions limit themselves to collecting data from program partici-

pants. However, evaluation results will be more informative and
useful if you employ multiple measures and collect information
from a variety of informants. For example, if you are trying to
assess the effectiveness of a program for children, you will have
a more complete picture if you can gather information from the
children, their peers, caregivers, and other adults, such as teach-
ers, who know the children in particular contexts. Program ef-
fects may be more evident in one setting than another (e.g., in a
structured situation like school than in less structured situations
like home or play settings). Important information can be missed
when data are gathered in only one setting or from only one
group of respondents.

Who are the targets of the intervention? The methods you
choose to evaluate the program will differ depending on the
population(s) being targeted. For example, are you interested in
the program’s effect on individuals? families or systems? or
community wide effects? Many programs are interested in
measuring the program’s impact on several (or all) of these lev-
els.

Types of Information to Collect

There has been a tendency for ecological mental health interventions,

and many psychosocial programs, to use measures of psychological
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symptoms as the sole method for establishing program success. Al-
though measuring symptoms may be important and useful, there are
other types of information that can also help establish program effective-
ness. Types of data to consider collecting are:

e Measures of psychological distress: There are numerous stan-
dardized measures of psychopathology (many based on ICD or
DSM taxonomies). The most frequently used by ecological men-
tal health interventions and psychosocial programs assess de-
pression, anxiety, somatic symptoms and post-traumatic stress
disorder. Most often these measures will need to be translated,
validated and adapted for use with new populations. The alter-
native is to develop new measures based on local problems and
expressions of distress.

e Process evaluation data: Information gathered for the purpose
of process evaluation can also be valuable when answering ques-
tions about program effectiveness. As described earlier, partici-
pation data and attendance logs can be useful for outcome
evaluation as well.

s Functional adaptation: It can be useful to include measures that
assess important areas of daily functioning, such as social adap-
tation, ability to parent children or engage in meaningful com-
munity activities in an outcome evaluation. Change that takes
place in these domains can be as or more meaningful to partici-
pants than changes in psychological symptoms, and as such,
they can be important indicators of program effectiveness. How-
ever, because there are no established measures of adaptive
functioning, and because these behaviors are so culturaily and
situationally determined, you will need to develop your own
measures (for an excellent approach to developing culturally
appropriate measures of functioning, see Bolton & Tang, 2002).

* Referral or service utilization data: Gathering information on
how well program participants are able to follow through on re-
ferrals made for them to other programs, or are able to utilize
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other services available to them, can be helpful when evaluating
program success. For example, it may be useful to know if peo-
ple who have participated in your mental health intervention are
more likely to enroll in skills training or job placement programs
than they were prior to the intervention (or more likely to enroll
than a comparison sample).

¢ Ongoing outside events: It is important to gather information
on significant events that impact the local environment. Condi-
tions such as increasing levels of violence or changes in access to
important resources such as food, water, and medicine, while
possibly unrelated to your specific program, may have a signifi-
cant influence on your program’s effectiveness. A detailed log of
events that have taken place concurrently with an intervention
can often prove to be crucial when interpreting the evaluation
results.

There is another set of considerations to be made concerning the na-
ture of the data to be collected for the evaluation. Two common distinc-
tions that can impact your measure selection are qualitative vs. quantita-
tive and emic vs. etic.

Qualitative Versus Quantitative Measures

Evaluation methods are frequently categorized according to whether
they provide us with numbers (quantitative data) or words (qualitative
data) and there has been an ongoing debate over the relative usefulness
of each type in evaluating program effectiveness. Quantitative methods
provide numerical data that can be analyzed with statistical methods.
The quantitative techniques most frequently used in psychosocial out-
come evaluations are checklists, surveys, and structured interviews. The
numerical data derived from these techniques can be used for hypothesis
testing (e.g., we expect that people who attended more than 50% of the
intervention activities will have significantly more social connections at
the 3-month follow-up assessment than those who attend less than 50%
of the activities) and summarizing results for reports (e.g., percentage
and frequency data).
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Qualitative methods, on the other hand, provide narrative data that
are primarily descriptive and interpretative, and highlight the unique or
individual characteristics of the target population in its natural context.
Methods include unstructured interviews, focus groups, and observa-
tion, as well as techniques like video taping, group mapping, role plays,
and drama. Qualitative techniques have traditionally been associated
with attempts to understand program effects from a local perspective,
whereas quantitative techniques have been associated with a more scien-
tific or outsider’s perspective.

Recently, these traditional distinctions have been breaking down.
Programs are developing quantitative checklists and surveys that reflect
local beliefs and concerns and are using qualitative methods to collect
baseline and follow-up data to assess changes in understanding or
knowledge. For example, one of the authors conducts numerous brief
interviews during the needs assessment phase of program development
to gather information on local concepts of well-being and individual
problems that have resulted from living through the war (a qualitative
technique). The data generated through these interviews is then used to
create new baseline and follow-up measures for assessing program effec-
tiveness. These new checklist style measures (a quantitative technique)
will be based on local perceptions.

Traditional survey and interview style techniques for evaluating
program effectiveness often combine qualitative and quantitative meth-
ods as well. Sometimes a specific quantitative question like, “Are you
separated from your family?” (yes/no) are followed by a qualitative
question like, “How has this affected you?” The reverse strategy is also
used. A mental health intake assessment might ask, “Tell me why you
came to our program today?” or “What kind of assistance do you hope
to receive?” These open-ended qualitative questions can be followed
with a variety of quantitative questions that are of specific interest to the
program (e.g., a list of post-trauma symptoms or common reasons peo-
ple give for participating in the program).

Both types of approaches have their strengths and when used to-
gether can provide richer results. Recently, one of the authors was ana-
lyzing symptom data from a community mental health intervention and
found a consistent and statistically significant relationship between age,
depression, and anxiety; while being young was related to higher anxi-
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ety scores, being older was associated with higher levels of depression.
This quantitative finding was interesting, but it took qualitative data,
gathered through interviews with program participants, to give meaning
to the finding. Younger refugees described feeling as though life was
passing them by while they sat in the camp; they should be going to
school, starting a business and building a future for themselves. They
expressed impatience with their situation, and were anxious to get on
with their lives. Older refugees, on the other hand, expressed little hope
of being able to start over again or rebuild their lives when they returned
home from the camps and were more focused on the tremendous losses
they had experienced.

Emic Versus Etic Measures

Another area of consideration when selecting evaluation measures is
the degree to which program staff and/or other stakeholders are inter-
ested in understanding the intervention’s effectiveness from an emic (in-
sider or local) or etic (outsider or observer) perspective. Generally, when
you use standardized measures or quantitative assessment tools that
were originally developed for use with a different population than the
one with which you are working, you are taking an etic approach. For
example, assessing a construct such as depression among Filipinos or
Vietnamese using a measure originally developed for use with middle
class White Europeans would represent an emic approach. On the other
hand, when you use measures or techniques that were locally derived, or
methods that were designed to understand the impact of a program as
community members perceive, experience, and understand it, you are
taking a more emic evaluation approach. It is easy to see why qualitative
techniques are often associated with emic approaches while quantitative
techniques are linked with etic approaches. As demonstrated in the pre-
vious section, however, this generalization is not always valid.

As ecological mental health interventions have become more cultur-
ally sensitive, there has been a tendency to view emic methods as good
assessment techniques while etic methods are characterized as bad, or at
least less desirable techniques. As usual, the reality is more complicated
than this and there are a variety of reasons why a particular program
might choose to include one type or the other. For example, a program
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might choose to include etic measures out of a desire to compare their
results with those from other programs—in which case it is helpful to
use common measures. In fact, the desire to generalize the results of one
program to other populations (and vice versa) is a common underlying
reason why some evaluators prefer standardized measures. It is difficult
to compare results across programs or populations when the data col-
lected are by definition specific to the local community and context,
which is the case with emic data.

Another commonly cited reason for using existing or standardized
measures is pragmatics. It is simply much easier and efficient to use a
measure that has already been developed and found to be useful with
other populations. Many program staff feel that they just do not have the
expertise or resources to create their own measures.

In addition, funding agencies sometimes ask programs to include
particular measures of program success as a requirement for funding.
Almost always these are quantitative, etic measures that have demon-
strated their effectiveness in other settings. They may not, however, be a
good fit for evaluating a particular population or program. If faced with
this situation, we suggest countering with a well thought out alternative
method. Based on the experience of colleagues, funding agencies are of-
ten willing to accept substitute methods when a sound alternative plan is
proposed and are becoming more receptive to methods that incorporate
emic perspectives.

Historically, the outcome measures used by most ecological mental
health interventions and psychosocial programs have been etic in nature,
but there appears to be a growing tendency to approach evaluation from
a more emic perspective. More often in recent years, programs are inter-
ested in understanding and measuring their effects as they are experi-
enced by the participants. There is an awareness that outcome evalua-
tions are much more meaningful if they include local perspectives.
Methods that have traditionally been used by anthropologists, such as
social mapping and narrative techniques are being incorporated into
outcome evaluations. Some of the techniques previously described, such
as eliciting community input into the evaluation process and including
community members on the evaluation team can help keep a program
from becoming too “outsider focused.”
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Using Existing Measures or Creating Your Own

After you have developed your evaluation questions, identified the
domains which need to be assessed, and considered the various meas-
urement issues raised in the previous sections, you need to decide on the
actual methods and measures you will use. There are basically three ap-
proa'ches available. You can choose to use existing measures, adapt exist-
ing measures for use with your specific population, or create new meas-
ures. Each of these approaches has its strengths, weaknesses, and chal-
lenges.

Some of the strengths of using existing measures were presented ear-
lier: the knowledge that they have been useful in other settings, the abil-
ity to compare findings with other programs, and the efficiency of not
having to create measures. But there are problems as well. It is important
to remember that a measure developed and standardized on one popula-
tion is not necessarily valid for use with another. There is no such thing
as a measure being “somewhat valid” —it either is or it isn’t. Rarely have
traditional measures been validated for use with the populations being
served by ecological psychosocial and mental health programs for refu-
gees. Nonetheless, many programs, including our own, have gone ahead
and used existing measures in these contexts (for the reasons stated ear-
lier) and with the time-limited nature of many interventions and the lack
of resources for evaluation, this will likely continue to be the case into
the foreseeable future.

There are a number of things that can be done to make existing
measures more useful in new settings. Begin by translating the measures
into the local language. The most commonly used strategy for this in-
volves translation and back-translation (Behling & Law, 2000; Brislin,
1970). The first step is to have one person, fluent in both the language of
the original measure and the local language, translate the measure into
the local language. A second person, with the same skills, is given the
translated version only (they do not see the original measure) and they
translate it back into the original language. This “back-translation” is
then compared with the original measure and any discrepancies between
the translated and original version are resolved by the two translators. It
is important that the two translators fully comprehend the meaning of the
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items in the measure if they are to arrive at a meaningful final product.
We recommend adding an additional step to the measure translation
process by having a group of bilingual staff and community members
read the back-translated measure (for language and meaning) with the
task of achieving group consensus for the items. It is also helpful to then
pilot the translated measures with a small group of community members
to ensure that all items are readily understood as intended. A failure to
take these precautionary steps can lead to unexpected (and problematic)
results. For example, one of us was involved with the adaptation and
translation of a conventional measure of children’s behavioral problems,
for use among indigenous Guatemalans living in refugee camps in
southern Mexico. To our surprise, on an item assessing audio hallucina-
tions most of the parents reported that their children often heard voices
when no one was actually present. We had spent enough time in the
camps to know that most children were not psychotic (none were, in
fact). Upon further exploration, it became clear that children heard the
voices of people not actually present because the houses were made of
cornstalks or loosely bound boards through which the voices of
neighbors could easily heard. Piloting the measure and closely examin-
ing the results allowed us to identify and correct a significant gap be-
tween the intended and actual understanding of an instrument item.

Interview style measures should also be translated into the local lan-
guage—even if the staff administering them are bilingual and can trans-
late on the spot. Unless there is a translation to go by, different inter-
viewers will often ask questions in somewhat different ways. Even the
same interviewer will translate questions differently on different admini-
strations.

When intervening with populations of limited literacy, written
measures can also be given interview style. Pictures or diagrams can be
used in place of, or along with, typical rating scales to overcome literacy
problems or comprehension issues related to cultural differences. For
example, a card with a picture of four glasses with varying amounts of
water has been used to help people rate symptoms on a never (empty
glass) to always (full glass) Likert scale. In another instance, children used
a card with a sketch of a person crying on the right and a person smiling
on the left (connected with a line) to indicate how they felt over the pre-
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vious week. A grid was laid over the card and the children’s answers
were coded depending on where in the grid their mark fell.

The third alternative, creating new measures, has two primary ad-
vantages: You can create measures that specifically address the evalua-
tion questions of interest to your program, and you can collaborate with
the local community and develop measures that capture their feelings,
beliefs, and expressions of distress. If your program is interested in as-
sessing areas for which there are few, if any existing measures, for ex-
ample increased trust, social connectedness, or the ability to handle daily
domestic responsibilities, there will be little choice but to create new
measures. But even if the program is interested in evaluating post-
traumatic psychological symptoms, like depression or anxiety, you may
want to create new measures that reflect local post-traumatic feelings
and experiences.

There are a variety of ways to create measures that reflect local feel-
ings and beliefs. Focus groups can provide insight into the local perspec-
tive when creating new measures. Another method that is gaining popu-
larity is to gather information from the community in a standardized
way, for example through a series of brief interviews or surveys. The
interview or survey data is then examined for common themes or high
frequency responses and the results of this analyses are used to create
the new measures, but ones that are based on local concepts (a method
of this kind was described earlier in the ‘qualitative vs. quantitative’ sec-
tion; see also Bolton & Tang, 2002). There are a variety of resources avail-
able to assist with the process of scale development (e.g., Dawis, 1993;
DeVellis, 1991).

Analyzing, Interpreting, and Reporting the Results
of an Outcome Evaluation

If an outcome evaluation has been well designed and implemented the
analysis and reporting phase is often fairly straightforward and reward-
ing. But once again, the context and conditions can create added chal-
lenges which should be considered.
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Data Management

The results of an outcome evaluation can only be as good as the data
on which it is based. It is important to manage the data collection and
data entry processes closely. We have known psychosocial projects that
got to the analysis phase of their evaluation only to find that problems in
the quality of the data precluded meaningful analyses or interpretation.
Most of the time, if the problems had been identified earlier in the pro-
cess, they could have been easily rectified. Some of the ways to avoid
problems include meeting regularly with the evaluation team to ensure
that everyone is conducting the assessment in the same manner. It can be
useful to have evaluation team members sit in on each other’s assess-
ments. It is usually wise to enter evaluation data in an ongoing way (i.e.,
do not wait until all the data are collected to begin entering and examin-
ing them). In one of our own programs, assessments were left to accu-
mulate with the intention of entering the data over a brief period (the
assumption was that it would be easier to supervise and retain consis-
tency). Without warning, there were a series of violent rebel attacks, the
refugee camps were evacuated and, in the process, almost 9 months of
evaluation data were either lost or destroyed. The only data that re-
mained were those that had been already entered into the computer and
stored on discs, which could be easily transported.

At times, the relatively unregulated conditions of field work can lead
to a more casual approach to data management. It is important to use the
same care in safeguarding confidential data that you would use if you
were operating in a university or clinical setting. Set up clear rules sur-
rounding access to, and handling and storage of sensitive information;
and review these processes, and the reasoning behind them, with the
entire evaluation team. The rights of program participants to privacy
should always supercede the evaluation needs of the program.

Analyzing Data

Programs choose between having local staff analyze data in the field
and sending the data off-site to have it analyzed. Frequently local pro-
gram staff feel that they lack the expertise to analyze their own data on-
site, thus they choose to send it on to more skilled program evaluation
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staff, either at their home office or to external consultants, who can use
more sophisticated approaches in analyzing the data. The appeal of this
approach is obvious. But there are advantages to conducting the out-
come evaluation analyses locally. It keeps the program staff involved in
the process and avoids the situation where the data they have worked
hard to collect gets sent away with no further word; or the results are
returned with no explanation of how they were generated. Analyzing
data in the field helps take the mystery out of the process and contrib-
utes to building local capacity by giving community team members ac-
cess to it.

When analyzing data in the field it can be helpful to keep the tech-
niques simple, and, once again, staff will do better with step-by-step in-
structions and a how-to manual. Many basic summary statistics like av-
erages, frequencies, and percentages, as well as impressive graphs and
figures, can be generated with basic spreadsheet programs like Microsoft
Excel. Local program staff are much more likely to have experience using
these programs than statistical software packages. However, one of the
authors has had great success recruiting and training refugee staff to use
statistical software and now has research and evaluation staff capable of
running many comparative and predictive statistics in the field.

Interpreting the Results

Sometimes program results are self-explanatory and do not require
much interpretation. Other times, however, outcome evaluation results
need context to give them meaning. Once you have analyzed your data
and have the basic results, it is helpful to discuss them with your staff,
program participants, and other members of the community. Ask them
what they think about the findings. Do they reflect their experience of
program impact? Were there additional program effects that were not
captured by the evaluation results? This provides an opportunity to ex-
plore unintended effects of the program or to look for explanations for
surprising or unexpected results. As previously mentioned, it can be en-
lightening to examine the results of the outcome evaluation in relation to
other concurrent events that may have impacted the success of your pro-
gram.
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Finally, it is important to remember that there can always be at least
three reasons for negative findings from a program evaluation. First, for
a variety of reasons the program may not have been effective and nega-
tive results may reflect the unfortunate reality of a problematic program
design. As difficult as this can be, it is one of the important reasons for
conducting an outcome evaluation—to learn if our interventions are hav-
ing their intended effects. Second, the program may have been well de-
signed, implemented, and possibly effective under other circumstances
but “outside factors” were undermining the program effectiveness. And
finally, negative findings may be the result of a poorly designed or im-
plemented outcome evaluation. That is, the evaluation itself may have
been flawed, thus providing inaccurate results. It is always important to
take time and explore the reasons behind any set of evaluation results.

Reporting Evaluation Results

Most of the time, outcome evaluation data and the reports generated
from it, flow in one direction: from the program to the home office or
management level staff, and then on to the funding agencies. Rarely, in
our experience, do results get reported back to the local staff who pro-
vided the intervention (and often collected the data), the participants, or
other community members. However, rapid feedback of results to these
stakeholders is important. If the program is having positive effects, the
reports can provide encouragement for local staff and build support for
the program in the community. But regardless of the actual findings,
these are the people who have been collecting the data or participating in
the evaluation, and they need to know the results of their efforts.

Take the time to adapt the reports for each audience so that the in-
formation is meaningful for them. Pictures and graphs can be useful
where literacy is a consideration. One of the authors recently sat in on a
community presentation by a program where many summary statistics
were presented orally. In a follow-up discussion we learned that only
one person in the audience knew what a percentage was, and that while
everyone had smiled and nodded politely during the talk, very little of it
had been understood.
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Although report formats and styles vary considerably, there is some
basic information that should be included in the evaluation section of a
report.

¢ The outcome evaluation section of a report frequently begins
with a summary of the findings from the process evaluation: was
the program implemented as planned; did the activities take
place; was the target audience reached, etc. Too often, however,
process evaluation data are all that is reported for ecological
mental health and psychosocial interventions working in ad-
verse contexts. Although process evaluation data can tell us a
great deal that is useful about how an intervention was imple-
mented and who it did and did not reach, process data, by them-
selves, cannot tell whether an intervention was or was not effec-
tive.

e [tis helpful to provide a brief summary of the methods that were
used to assess program effectiveness. This will save the person
reviewing the report from having to refer back to the original
proposal to make sense of the results.

e DProvide a complete summary of your findings. Highlight and
elaborating them specifically for each audience.

s Describe any problems that were encountered in the evaluation
process and how you intend to address these concerns.

e Finally, state your plans for any ongoing or future evaluations of
the program (e.g., post-intervention follow-up assessments or
community impact evaluations).

CONCLUSION

For the sake of presentation, program evaluation has been presented in
this chapter in a somewhat linear fashion. In reality, the processes that
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were described are interrelated and iterative, both informing and dictat-
ing each other as the evaluation is designed and implemented. Good
outcome evaluation is not static but should be an active process that is
constantly re-examined and adapted to meet changing needs of a pro-
gram. We have an obligation to our programs, our funders, and the par-
ticipants in our interventions, to do a better job of evaluation and to pass
what we learn on to others. There is increasing attention to the sustain-
ability of interventions in post-conflict regions. Ecological mental health
projects and psychosocial programs have often focused on empowering
local staff with training and intervention skills; however, local staff also
need the skills necessary to effectively evaluate their work. We hope that
the suggestions considered in this chapter are helpful for those individu-
als and organizations who desire a better understanding of the effective-
ness of their programs. Success begins by making evaluation a priority.
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Innovations, Challenges,
and Critical Issues in the Development
of Ecological Mental Health
Interventions With Refugees

Lisa M. Rasco and Kenneth E. Miller

The projects outlined in this volume represent some of the most creative
and challenging mental health and psychosocial intervention work with
refugees today. The contributing authors describe a wide range of
ecological interventions designed to promote the psychological well-
being of refugees in a diversity of settings—from refugee camps within
or along the tenuous borders of developing countries to more permanent
resettlement communities in nations such as the United States. Although
the methodologies and theoretical underpinnings of the interventions
vary, all of the projects are guided by a community-based, ecological
model, which emphasizes drawing on community strengths and
resources and involving community members as stakeholders and active
collaborators in the development and implementation of psychosocial
interventions.
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Box 11.1
Summary of Ecological Principles

(For expanded description, see chapter 1, pp. 35-48)

1. Psychological problems often reflect a poor fit between the
demands of people’s settings and the adaptive resources
to which they have access. Ecological interventions should
seek to alter problematic settings, create alternative
settings better suited to people’s needs and capacities, or
enhance people’s capacity to adapt to existing settings.

2. Ecological interventions should prioritize and address
problems that are of concern to community members.

3.  Whenever possible, prevention should be prioritized over
treatment, as preventive interventions are generally more
effective, cost-efficient, and humane than an exclusive
reliance on the treatment of problems once they have
developed.

4. Local values and beliefs about psychological well-being
and distress should be incorporated the into the design,
implementation, and evaluation of community-based
interventions.

5. Whenever possible, ecological interventions should be
integrated into existing community settings and activities
to enhance community participation and long-term
sustainability.

6. Capacity building, rather than direct service provision by
mental health professionals, should be an intervention
priority —especially in communities that underutilize or
have limited access to professional mental health services.
Capacity building reflects the ecological focus on
empowerment (i.e., helping people achieve greater control
over the resources that affect their lives).
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In this chapter, we step back and offer reflections on a number of
critical issues that arose as common themes across this body of work. We
first note the innovations, strengths, and ways the various projects
exemplify the principles of ecological interventions discussed in chapter
1 (see summary in Box 11.1). Yet, even as we look to the work of the
contributors for inspiration and guidance, their candid discussions of
obstacles they’ve encountered make it clear that the field is not without
challenges. Therefore, we next outline some common difficulties
researchers and practitioners face when conducting ecologically oriented
intervention work with refugees. We hope that highlighting these critical
issues will help lay the groundwork for the development and sharing of
constructive solutions. Toward these ends, we discuss the importance of
developing well-elaborated models of risk and protection to guide
intervention work, and offer a broad organizational frame to aid this
endeavor. Next, we discuss the need for better conceptualizations of
distress and well-being at the family and community levels, as well as
the need for a clear articulation of intervention goals and the difficulties
involved in choosing these goals when a wide range of material and
psychosocial needs exist. We also consider the importance of clearly
articulating linkages between models of risk and the design of
psychosocial interventions, as well as the challenges involved in
program evaluation. Finally, we discuss conceptual and practical
impediments to creating culturally sensitive interventions that blend
Western and local approaches to healing, and offer ideas about how to
address these obstacles.

Although this chapter is not meant to cover all of the critical issues
facing the field of ecological approaches to refugee mental health and
well-being, our intention is to organize and frame a number of key issues
as important foci for ongoing discussion and to stimulate critical
reflection on how these challenges might be addressed in the diverse
settings in which they arise.

STRENGTHS AND INNOVATIONS

Although the theoretical foundations and methodologies of the projects
in this volume vary, all of the interventions adhere in important ways to
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the basic tenets of an ecological approach to intervention (see Box 11.1).
For example, in accordance with the first ecological principle, a number
of the interventions involve the creation or alteration of community
settings to support and build local capacity and enhance people’s ability
to adapt to existing settings. Goodkind, Hang, and Yang (chap. 9)
describe how their “learning circles” intervention for Hmong refugees
built local capacity by bringing together resources from the University
and Hmong communities to strengthen the skills of, and empower, all
community participants. Tribe and colleagues (chap. 5) describe the
training of ‘women, all of whom had participated in empowerment
programs for war widows in Sri Lanka, to work at local extension offices
and become “be-frienders” to other women in their communities—
thereby extending the reach of their psychosocial intervention. Weine
and colleagues (chap. 8) describe the success of a family-oriented,
psychosocial support and resource intervention, which helped ease the
transition of Bosnian and Kosovar refugees to their new lives in the
United States. These projects not only created settings for group learning,
empowerment, and psychological support, but also enhanced
participants’ ability to adapt to their new settings by providing crucial
information and education about services, resources, and rights in their
communities.

In addition, true to the second ecological principle, all of the projects
involved active collaboration between project developers, staff, and
community members in intervention design and implementation. Rather
than imposing a ready-made agenda on refugee communities, a number
of project teams drew on methods that prioritized communities’ self-
identified needs. For example, Tribe and colleagues (chap. 5) conducted
“fact-finding missions”, during which each community’s specific needs
were identified by local community members and service organizations
working in various Sri Lankan refugee camps, prior to the development
of empowerment groups for war widows living in those camps. The
results of these inquiries significantly shaped the agendas for the various
women’s empowerment groups. Similarly, other chapter authors
describe the employment of needs assessments, focus groups, meetings
with community elders, and so forth to establish the needs of
communities and elicit the support of key community members to help
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design and implement mental health interventions to address those
needs.

As Ecological Principle 3 states, an ecological approach to
intervention prioritizes prevention over treatment, and accordingly, the
projects in this volume aimed to build local capacity to address
difficulties and decrease the probability of long-term, chronic suffering
among community members impacted by the stresses of forced
displacement. Rather than primarily directing resources to set up
Western-style, expert run clinics for the treatment of psychopathology,
many projects promoted the reestablishment of local healing and
psychosocial support networks, as well as community activities and
meeting places to provide safe, supportive, and predictable
environments to promote community healing. However, it is clear that
many refugees and displaced persons do experience high levels of war-
related and displacement-related distress, and contributors such as
Hubbard and Pearson (chap. 3) and van de Put and Eisenbruch (chap. 4)
illustrate innovative ways in which treatment-focused interventions can
be culturally appropriate, utilize community resources, and strive to
empower communities by helping them develop greater capacity to
address their own mental health needs. Stated otherwise, while the
ecological model prioritizes prevention over treatment, it in no way
negates the importance of treatment for individuals experiencing
significant distress. The challenge is to develop treatment-focused
interventions that are contextually grounded, empowering in nature,
and that utilize local resources rather than rely on scarce outside
professionals.

Along these lines, several projects incorporated local approaches to
healing (Ecological Principle 4), a topic we discuss in some detail in the
final section of this chapter. Also, to increase the likelihood of program
utilization and sustainability, many projects were integrated into familiar
and nonstigmatized community settings (Ecological Principle 5), such as
schools (Kostelny and Wessells, chap. 6), homes (van de Put and
Eisenbruch, chap. 4) neighborhood community centers (Weine et al.,
chap. 8) and various community meeting places within or adjacent to
refugee camps or zones of conflict (Buitrago Cuéllar, chap. 7; Hubbard
and Pearson, chap. 3; Tribe and colleagues, chap. 5; and Wessells and
Monteiro, chap. 2).
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Finally, the interventions in this volume focused on strengthening
the capacity of communities to cope with and heal from displacement-
related stressors, as well as the effects of violence and war-related loss
(Ecological Principle 6). For example, Hubbard and Pearson (chap. 3)
described the training of local psychosocial agents to address the mental
health needs of psychologically distressed Sierra Leonean refugees
unable to take advantage of relief services, and Wessells and Monteiro
(chap. 2) described how community members and local service providers
were trained to facilitate normalizing and healing activities for
thousands of internally displaced children and youth in Angola, and
how a mobile unit of intensively trained local staff traveled to various
communities to provide ongoing supervision and support for
psychosocial interventions. In a similar vein, the staff of Corporacion
AVRE (chap. 7) trained local community members to work as Popular
Therapists and Multipliers of Psychosocial Actions with a broad range of
distressed communities affected by violent conflict and displacement in
Columbia. While initially providing on-going supervision to the local
staff doing the front-line work, the goal of these projects has been to train
local staff who do not rely heavily on outside mental health experts,
thereby building local capacity to manage necessary psychosocial
intervention work. Indeed, Hubbard and Pearson describe how local
psychosocial agents (PSAs) continued to provide assistance to distressed
Sierra Leonean refugees even after a rebel attack forced them to relocate
and necessitated the temporary withdrawal of expatriate project staff
providing supervision and training. They also note that the PSAs began
to train other community members to provide psychosocial assistance
(spontaneously “training trainers”) and were eager to continue a new
phase of their work during the process of repatriation. These chapters
provide promising examples of how trained community members can
provide ongoing, dependable psychosocial support to their communities
even under very difficult circumstances.

Clearly, the field is rich with dedicated and creative individuals
coordinating innovative programs true to the principles of an ecological
approach to mental health intervention. Yet, it is also clear from the
contributors’ descriptions of their projects that there remain notable
challenges facing the field —and in the following sections, we elaborate a
number of these critical issues in the hopes of stimulating discussion and
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ideas about how to address some of the challenges involved in
designing, implementing, and evaluating ecological interventions for
and with refugee communities.

CHALLENGES AND FUTURE DIRECTIONS
The Need for Elaborated ﬁisk Models

An important endeavor in the field of refugee mental health, as in any
field of health-related research and intervention, is the development and
elaboration of risk models! that guide the design, implementation, and
evaluation of psychosocial interventions. As Kostelny and Wessells
(chap. 6) suggest, we can look to risk and resilience theory from the
fields of public health and developmental psychopathology to inform the
development of risk models, which organize our understanding of how
risk factors?—such as the multiple stressors commonly associated with
the refugee experience—in the presence or absence of protective factors,
translate into psychosocial outcomes at the individual, family, and

"Throughout the remainder of this chapter, we use the term risk rather than
causal model because we do not have the appropriate studies to indicate a causal
or etiologic relationship between common elements of the refugee experience
{e.g., exposure to political violence and displacement) and indicators of
psychosocial distress among refugees. However, a number of correlational
studies indicate important associations among various refugee experiences and
psychosocial outcomes, and therefore help us identify risk and protective factors
(e.g., see recent review by de Jong, 2002; and chapter 1, this volume). Moving
from models of risk to causality requires studies that establish criteria such as
longitudinal time sequence, ruling out of alternative explanations, etc.
(Freedman, 1999). However, meeting these criteria is particularly difficult in this
field because we rarely have “pre-conflict or displacement” measures (other than
retrospective accounts). Yet, with more large-scale intervention research and
evaluation studies, we may begin to establish more of these criteria and move in
the direction of building causal models to better understand these relationships.

2As Rutter (1987) explained, risk factors should not be thought of as static
events—but, rather, as sets of circumstances that set in motion a series of events
or mechanisms that, in certain contexts, increase the likelihood of particular
negative outcomes.
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community levels. A number of pre- and post-migration risk factors—
such as loss of or separation from family members, lack of shelter,
torture, imprisonment, poverty, discrimination, exposure to combat,
sexual assault, and so forth—have been associated empirically with
increased psychosocial distress in a range of refugee populations (de
Jong, 2002; Steel & Silove, 2000). Research and theory indicate that the
greater the number, severity, and chronicity of risk factors experienced
by individuals or communities, the greater the probability of the
expression and severity of adverse psychosocial outcomes associated
with those risk factors (Coie et al., 1993; Garbarino & Kostelny, 1996;
Rutter, 1979; Rutter & Garmezy, 1983).

A well-articulated risk model, based on empirical data or sound
theory, offers a theoretical “roadmap” outlining paths between risks and
psychosocial outcomes of interest, and, ideally, delineating specific
mechanisms (including mediating or moderating variables) linking risk
to outcome. In the design of interventions, these models help us make
predictions, visualize potential intervention points along the path from
risk to outcome, and—during the evaluation phase—allow us to
pinpoint what is or is not working in our interventions by drawing
attention to discrepancies between predictions from the model and
actual outcome data. Well-elaborated risk models, therefore, advance the
science of prevention and intervention by helping us continually hone
and correct our guiding models, improve the design of interventions,
and even design models to guide the extension of successful
interventions to new populations. In a nutshell, risk models identify
clearly which problems need to be addressed; specify the factors that
increase the likelihood of people developing particular problems; specify
the pathways by which risk factors impact people’s well-being; and
ideally, specify variables that either increase or reduce people’s
vulnerability to developing the target problems in the face of the risk
factors.

A comprehensive risk model for understanding the impact of
trauma, loss, and displacement-related stressors on refugee mental
health and well-being would account for the mental health and
psychosocial difficulties—ranging from symptoms of PTSD and
depression to broad social problems, such as the breakdown of support
networks—that are commonly observed and documented in refugee
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populations. Well-elaborated risk models take into consideration both (1)
risk factors, associated with various negative outcomes, that might be
prevented or ameliorated and (2) protective factors® that moderate the
impact of risk and might be harnessed to foster well-being and decrease
the likelihood of maladaptive psychosocial outcomes in the presence of
unavoidable stressors (e.g., de Jong, 2002). For our specific purposes, a
risk model relevant to refugee mental health would outline how
exposure to political violence, migration, social upheaval, and
displacement-related stressors are thought to place refugees at risk for a
number of adverse psychosocial outcomes—including symptoms of
trauma, anxiety, and/or depression in individuals, distress and tension
among families, and social disruptions in communities.

A Broad Framework for the
Development of Risk Models

The authors in this volume have drawn on a range of theoretical
models—from theories of trauma to theories of political and social
empowerment—to ground and guide their intervention work with
refugees and displaced persons. In reflecting on these theoretical
foundations and on the empirical literature summarized in chapter 1, we
have constructed a general, global risk model that may be useful across
the diverse settings in which refugees are found (Fig. 11.1). The model
we have sketched is not meant to represent all of the underlying
mechanisms involved in the translation of risk to psychosocial and
mental health outcomes—but is meant to offer a guiding framework for
mapping the potential impact of common war and displacement-related
stressors (i.e., risk factors) on the psychosocial well-being of refugees.

*Although it is an understandable tendency —when dealing with situations
of human suffering and psychosocial distress—to emphasize the abundant
stressors, refugee communities are equally remarkable for their resilience and
adaptability. For this reason, protective factors, such as relocating with an intact
family or gaining meaningful employment upon resettlement, should be
considered in the construction of risk models, as they are thought to buffer or
mitigate the negative psychosocial impact of various risks in ways that should be
more carefully studied and understood.



Figure 11.1. The Adverse Effects of Polltical Violence and Displacement on Individuals, Families, and
Communities
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A number of risk factors associated with the refugee experience are
outlined on the left-hand side of Figure 11.1. Although risk factors
associated with negative psychosocial outcomes are often conceptualized
as occurring either within individuals (physiologic vulnerability to stress,
poor coping skills), families (single-parent household, marital discord), or
communities (high poverty, few mental health resources), risk also might
be viewed as the result of a poor fit between individuals, families, or
communities and their environments. For instance, a particular coping
style may only be “poor” or “maladaptive” in a particular setting. From
this perspective, we would not speak of at-risk individuals or groups,
but consider at-risk contexts or person—environment transactions. In our
model, most of the displacement related stressors—such as
discrimination, lack of environmental mastery, loss of familiar social
roles and support networks—might be conceptualized as person-
environment mismatches that lead to adverse psychosocial outcomes.
When risk is viewed in this ecologically contextualized manner, we
would argue that risk factors are best targeted with ecologically
grounded interventions that take into account person-environment
transactions (Barrera, 2000; Felner, Felner, & Silverman, 2000; Kelly, 1987;
Vincent & Trickett, 1983). For example, although it might be difficult to
alter an individual’s physiological reactivity or previous exposure to
stress, it is possible to develop community resources and adapt current
environments to support resilience and protect or buffer individuals—
who may be highly reactive to stress or who have experienced high
levels of trauma exposure —from negative psychosocial outcomes.

It is important to note that risk factors for various forms of
psychosocial distress often vary across populations (Coie et al.,, 1993; de
Jong, 2002; Steel & Silove, 2000), and the risk factors included in Fig. 11.1
should not be assumed to be exhaustive or relevant for all refugee
groups, or linked to psychosocial distress in the exact same manner
across populations. However, the model provides a general schema
outlining the types of stressors that commonly impact the lives of
refugees in adverse ways—and provides an illustrative list of factors to
take into consideration when building and testing risk models for the
populations with whom we work.

Although we have stressed the importance of protective factors
when creating models of risk and resilience, we did not include them in
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the general risk model pictured in Figure 11.1. However, the inverse of
any of the risk factors outlined on the right of the diagram could be
considered a protective factor. For example, the stress of losing
supportive social networks in its inverse would be the maintenance or
development of crucial social ties—an important protective factor
thought to mitigate the stress of displacement for refugees (e.g., Gorst-
Unsworth & Goldenberg, 1998; Kinzie et al., 1986; Miller et al., 2002).
Other important protective factors not specifically implied by our model,
but that might be harnessed and fostered in community-based
interventions, include involvement in recreational activities (sports,
dances, concerts) and empowering organizations such as workers unions
and human rights groups, living in safe neighborhoods or smaller sized
camps, access to good schools and jobs, and the maintenance of religious
or political ties and activities that provide comfort and meaning in trying
circumstances (de Jong, 2002; Steele & Silove, 2000). From an ecological
perspective, effective interventions are likely to be those that identify
and strengthen protective factors—such as the often overlooked
resources present in refugee communities—while minimizing the
salience of risk factors that may compromise people’s well-being.

The stressors related to political violence and displacement, shown
on the left-hand side of Fig. 11.1, impact the psychosocial well-being of
refugees at multiple, interrelated levels including: individual health and
psychological functioning; the structure and functioning of families; and
community well-being. These multilevel psychosocial outcomes are
represented by the box on the right hand side of Fig. 11.1. Depending on
which level is targeted by a particular intervention or intervention
component, the model can be re-organized so that individual, family, or
community level outcome is at the far right, while the other levels might
then represent mediating or moderating variables.* For example, one
component of an intervention may entail the development of a women’s

‘As described by Baron and Kenny (1986), a mediating variable helps
account for the relationship between two factors. For instance, feelings of
profound guilt may help explain (i.e., mediate) the positive association between
witnessing the violent death of a family member and the development of severe
depression. A moderating variable, on the other hand, affects the direction or
strength of the relationship between two variables (see example in text about the
women’s weaving collective).
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weaving collective, designed to ameliorate depression in individual
participants and enhance their financial well-being by creating a socially
supportive setting in which their crafts can be produced and marketed. It
may be that a family level variable, such as whether or not women have
spouses who support their working, is an important moderating
variable. Perhaps only those women with supportive spouses will
benefit from participation in the collective, given that women with
unsupportive spouses may experience increased distress because their
participation in the intervention increases tensions at home. Community
level variables—such as attitudes about women working in the
community (e.g., women’s access to loans)—might also moderate the
outcomes of this type of intervention. This is simply to illustrate that the
general framework of risk outlined in Fig. 11.1 can be “reorganized,”
depending on the outcome(s) of interest (i.e., individual, family, or
community-level), and can include important mediating and moderating
variables at the individual, family, and community level(s) that might
influence specified outcomes in important ways.

Intervention Foci: Multiple Levels of Interest

As noted, the psychosocial outcomes in Fig. 11.1 represent the multiple
levels of distress often associated with the risk factors commonly
experienced by refugees and displaced persons. Although numerous
mental health interventions for these populations focus primarily on
individual level distress as the primary intervention target and outcome of
interest, the broad theoretical model that guides the work of ecologically
minded researchers and practitioners acknowledges that trauma, loss,
and displacement impact the psychosocial well-being and functioning of
target populations at multiple, interconnected levels, including those of
the individual, the family, and the community.

Although each of these multiple, interacting levels of psychosocial
well-being is clearly important, in the psychological sciences,
formulations of well-being and distress have rarely been articulated or
operationalized beyond the individual level. Mental health workers are
trained to assess symptoms of distress in individuals, and accordingly,
most mental-health oriented research and intervention work with
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refugees targets individual level symptoms and functioning as the
outcomes of interest. As summarized in chapter 1, research clearly
indicates that exposure to violence is correlated with symptoms of
trauma (nightmares, flashbacks, avoidance, hyperarousal, numbing,
dissociation) among refugees (Arroyo & Eth, 1986; Fox & Tang, 2000;
Kinzie, Sack, Angell, Clark, & Ben, 1989; Kinzie, Sack, Angell, Manson, &
Rath, 1986; Miller :t al.,, 2002; Mitchulka, Blanchard, & Kalous, 1998;
Mollica et al., 1993; Mollica et ai., 1998; Thabet & Vostanis, 2000; Weine et
al., 1998), and displacement related stressors are associated with
symptoms of depression and anxiety (Gorst-Unsworth & Goldenberg,
1998; Miller et al., 2002; Pernice & Brook, 1996; Thabet & Vostainis, 2000).
And although it is of great importance to understand how political
violence and displacement-related stressors impact individuals, it is
equally important to understand how larger systems, such as families
and communities, are affected by violence and displacement. It is also
essential to examine the ways that family and community-level distress
and well-being impact individuals, and to understand the dynamic
interactions among these interrelated levels of functioning. In order to
clarify these relationships, we need conceptual models and assessment
methodologies that allow us to operationalize and evaluate forms of
well-being and distress at the family and community levels. To capture
distress and well-being at these levels, we must draw on methodologies
from such fields as family systems research, sociology, anthropology,
and public health.

Family Well-Being and Distress

Many researchers and practitioners in the field of refugee mental
health point to the primary importance of the family in refugee
communities with whom they work (see Weine et al, chap. 8, and
Wessells and Monteiro, chap. 2). As Weine and colleagues note, for
refugees—who have experienced the dissolution of familiar social
networks and institutions—the family, however intact, is often the only
remaining social group to whom refugees can turn for support and a
sense of belonging; thus, it is important to understand how refugee
families are functioning. Family-level outcomes of interest might include
the level of family cohesion or tension, the functioning of marital or
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parent—child relationships, and the integrity of extended family
networks after displacement. However, better articulated models of
optimal versus compromised family functioning that are specific to
different refugee groups® are needed to help illuminate the impact of
stressors at the level of the family and to operationalize notions of
“distress and well-being” at the level of the family.

In family research, familial distress and well-being have been
conceptualized in a number of ways, including: (1) the aggregation of the
self-reported distress or well-being of individual family members, (2) the
assessment of the integrity of various relational subsystems (e.g., the
marital dyad, siblings, parent—child relationships, intergenerational
relationship among extended family) through observational coding
and/or self-report of members of the subsystem (e.g., Cowan, Powell, &
Cowan, 1998), or (3) the assessment of more global, “emergent”
functioning—such as family cohesiveness and tension (Moos & Moos,
1986). These approaches to family assessment could be employed to
collect information about family functioning in refugee populations.

Drawing on work from family researchers such as Philip and
Carolyn Cowan (e.g., Cowan, Powell, & Cowan, 1998), one potentially
fruitful direction for future research on refugee families would be to use
a model of family functioning that outlines how multiple relationship
domains (or subsystems) may be affected by exposure to violence and
displacement related stressors. For example, it would be reasonable to
predict that the marital relationship is affected by stressors associated
with the refugee experience (e.g., the impact of trauma and unresolved
grief on marital intimacy, the effects of prolonged separation due to

*Ethnographic information regarding indigenous notions of “well
functioning” versus “poorly functioning” families could be collected from focus
groups or interviews with key informants from refugee populations, and would
highlight important dimensions of family functioning to consider in family-
focused interventions with refugee groups. Drawing on methods described by
Hubbard and Miller (chap. 10, this volume)—individuals could be asked to
describe the qualities that families who are doing well (before and after political
violence or resettlement) and families who are not doing well. With this type of
information, it would be possible to develop models of family functioning
relevant and specific to different refugee groups that could guide and inform
family-focused theory, research, and intervention with refugees.
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violence and displacement on marital relationships, and the relation of
war trauma and exile-related stressors to the increased rates of domestic
violence that have been reported in some refugee groups). In addition,
parent-child relationships are likely to be affected by displacement
related stressors such as differing rates of acculturation between parents
and children, and the concomitant pressures on children to assume
“adult” roles, such as translators and culture brokers for their parents
(Berry, 1997; Camino & Krulfield, 1994; Cornille, 1993; Farver, Narang, &
Bhadha, 2002). Other family relationships likely to be affected by the
stressors associated with being a refugee are sibling relationships and
intergenerational ties with grandparents and extended family, who are
often split up during flight and resettlement (Alley, 1982; Beiser, 1988;
Ganesan, Fine, & Yilin, 1989).6 Finally, the nested ecology of the family
(e.g., Bronfenbrenner, 1986)—their interactions with wider social systems
such as the neighborhood, social and peer groups, school, work,
religious groups, and service systems (see Weine et al., chap. 8)—is likely
to be adversely impacted by displacement, which grossly disrupts the
familiar social ties and connections to resources that families rely on in
their communities.

In conclusion, we have much to learn about the ways in which
refugee families are impacted by the stressors associated with the
refugee experience, what types of protective factors might work to buffer
these risks at the level of the family, and what types of interventions
work best to support or improve family functioning. Developing
culturally specific models of optimal and distressed family functioning
for different refugee groups, and drawing on assessment methods from
family researchers to capture this important dimension of psychosocial
well-being, will help us deepen our understanding of risk and resilience
among refugee families and improve family-oriented intervention work
with refugees.

®Indeed, extended family relationships are considered more important in
many refugee communities than they are in most Western societies, where the
nuclear family is often of primary importance. Therefore, the loss of extended
family ties and supports might be especially detrimental to the family
functioning of many refugee groups (Barudy, 1989; Gilad, 1990; Stein, 1985).



11. Challenges and Critical Issues 391
Community Well-Being and Distress

Many ecologically minded researchers and practitioners are
interested in how communities function and how the “social fabric” may
be impacted by violence and stress (see Buitrago Cuéllar, chap. 7). For
instance, political violence and displacement often lead to the loss of key
community members, the breakdown of social institutions and helping
networks (such as links with religious and traditional healers and
community elders), loss of trust in neighbors and in important social
institutions (such as police and judicial systems) due to deceit and
corruption, loss of access to basic necessities (clean water, food, health
care), and loss of basic protection, safety, and justice (Martin-Baro, 1989;
Summerfield, 1995; Wessells & Monteiro, 2001). Seminal thinkers such as
Martin-Bar6 (1985, 1989) have eloquently described how this kind of
social breakdown increases suspicion, hostility, and anxiety among
individuals, families, and larger (ethnic or political) groups, and how
violent approaches to conflict resolution can become normalized and
routine under conditions of prolonged conflict (Martin Bar6, 1989;
Wessells and Monteiro, chap. 2, this volume). In addition, as noted in
chapter 1, community violence often involves the conscription of whole
segments of a community’s youth into the horrors of armed conflict
{Boothby, 1994; Machel, 1996), as well as sexual violence against women
and girls (Aron, Corne, Fursland, & Zelwer, 1991; Landesman, 2002),
creating massive obstacles to community rebuilding after conflict due to
the stigmatization of former child soldiers, unmarriageable rape victims,
and the creation of a generation of “children of rape” (Landesman, 2002).

Although ecologically minded interventionists are usually quick to
acknowledge that community-level functioning is an important
dimension of psychosocial well-being, it is not entirely clear how to
operationalize and assess community-level well-being, distress, or
dysfunction. Here we might turn to fields such as sociology and public
health to provide us with assessment methodologies to capture
indicators of community distress and disruption, as well as optimal
community functioning. As ecologically minded mental health workers,
it is imperative that we continue to struggle to better capture this level of
psychosocial functioning, to better understand how healthy and
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unhealthy communities function, as well as the impact of community
functioning on the individuals and families.

Clarifying Intervention Rationales

In addition to developing well-elaborated risk models to guide
interventions with refugee communities, we also should strive to be as
transparent and reflective as possible in providing a theoretical rationale
for our intervention designs. In our own work, and in reading the work
of others who develop interventions, we have found that this seemingly
straightforward task can be a challenge; and yet, when developing
interventions, it is crucial that the targeted psychosocial outcomes or
problems to be addressed be clearly specified, and that risk models—
based on sound conceptual models or empirical work—guide the design
of interventions. Journal articles, grant applications, and even theoretical
pieces related to intervention often fail to link applied intervention work
with relevant theoretical and empirical literatures. Too often, in fact,
there exist completely separate bodies of theoretical or empirical
literature, on the one hand, and applied (often unevaluated) intervention
work and practice, on the other—with very little overlap between the
two. There is a need for more theory-driven, evaluated intervention
studies across diverse refugee populations to help bridge these divides
between research, theory, and practice. When intervention targets and
underlying theory are laid out clearly and interventions evaluated,
interventions themselves can become tests of our guiding models of
psychosocial risk, protective factors, and of modes of healing in various
populations. These critical topics are elaborated in the following sections.

Choosing and Specifying Intervention Goals

It is important to remember that there can be no discussion of risk
without a particular outcome, or set of outcomes, in mind (i.e,
individuals, families, and communities must be at risk for something),
and it is crucial that the mental health or psychosocial difficulties that an
intervention is designed to address be clearly conceptualized and
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articulated at the outset. It has become commonplace in mental health-
related fields to speak of at-risk populations; however, it is imperative
when designing interventions, and certainly evaluation research, that we
are as clear and specific as possible about intervention targets — whether
they be individual distress (symptoms of trauma, depression, or anxiety)
or well-being (feelings of hope, empowerment), or specific family or
community markers of distress or well-being. In fact, the specification of
intervention targets and goals should be the first step in the design of an
intervention. Having clearly articulated intervention goals allows us to
focus on addressing specific difficulties and helps clarify the evaluation
design —specifying which outcomes to follow and assess—so that we
know whether our interventions are working as intended. However,
when working with refugee populations experiencing a multitude of
stressors that impact their psychosocial functioning at multiple levels —it
is often difficult to decide which psychosocial difficulties to target and at
what level to intervene.

Recall the multiple stressors experienced by the former child soldiers
described in chapter 2 by Wessells and Monteiro. These youth commonly
experience a range of psychosocial difficulties, including profound social
stigma, lack of job skills and opportunities, poverty, physical injury, loss
of family members, as well as symptoms of trauma, anxiety, and
depression. As Wessells and Monteiro note, a mental health intervention
designed to ameliorate symptoms of trauma and depression in this
population (e.g., through individual or group therapy), without attention
to broader social issues—such as the reintegration of these youth into
their communities and basic job training—would probably not be very
successful in relieving their symptoms of psychological distress. Very
real social conditions maintain their symptoms of distress, and it is
crucial, therefore, that these social conditions be addressed in
psychosocial interventions designed to improve their psychological well-
being. As this example illustrates, psychosocial interventions for
populations experiencing broad psychosocial difficulties should ideally
address multiple levels of distress—or, at least, be part of coordinated
services that work to improve health and well-being at the individual,
family, and community levels. Yet, even for such broad-based
interventions, it is important to specify particular psychosocial
intervention targets at these various levels.
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When deciding upon the foci of psychosocial interventions, it is
important to work collaboratively with community members to identify
and prioritize intervention goals. As described by numerous authors in
this volume, this process includes collecting information through needs
assessments, focus groups, key informant interviews, and so forth—to
determine a community’s self-identified psychosocial needs. However,
as several of the authors note, the types of problems identified by
community members do not always match up with the interventionist’s
training, agenda, or understanding of the psychosocial needs of that
community. Yet, it is crucial that intervention goals reflect the concerns
of the community, or at the very least, be the product of a collaborative
defining of priorities. Clearly, there will be instances when conflicting
ideas arise around the identification of intervention goals, such as
whether to focus on mental health (e.g., resolving symptoms of trauma),
psychosocial well-being (e.g., creating settings that facilitate social
support and the rearticulation of valued social roles), or economic
security (e.g., developing micro-enterprise programs that increase family
income, thereby increasing self-sufficiency, lowering the risk of
malnutrition, and reducing poverty-related stress). In such cases, some
collaborative negotiation of goals—based on mutual sharing of
sometimes conflicting theories and beliefs about distress and healing,
and a reciprocal recognition of the community’s priorities and the
organization’s capacities and areas of expertise—is essential. It is
imperative that time be allotted to this process of sharing and
negotiation of goals, which will help ensure community support for and
appropriateness of the intervention.

Based on the discussions of numerous authors in this volume (see,
e.g., Tribe & colleagues; Hubbard & Pearson) it is understandably the
case that community members often prioritize basic material and
socioeconomic needs over mental health and psychosocial concerns.
Clearly, a community’s most basic needs, such as food and shelter,
should be addressed first and foremost, and an ecological model leads
naturally in the direction of coordinated program design and
implementation to address multiple levels of need, with mental health
and psychosocial services being an integrated part of a broad
infrastructure that includes attention to basic health care, material
assistance, and social services. However, it is important to stress that an
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ecological perspective also underscores capacity building in all forms of
intervention, so that refugee communities move toward ever greater
degrees of self-sufficiency to meet their own basic material, physical,
mental health, and psychosocial needs.

Linking Models of Risk and Intervention
To Intervention Design

Once the problems’ to be addressed are identified, it is important to look
to empirical work and conceptually sound theories of risk and protection
to inform the design of interventions. Models of risk and protection can
provide ideas about what stressors might be ameliorated and what
resources or supports developed in refugee communities to encourage
health and well-being. For example, if the goal of an intervention is to
decrease feelings of depression and increase feelings of empowerment
within a refugee community, an interventionist could draw on
empirically supported or theoretically grounded risk and intervention
models to decide where and how to intervene?® For instance, social
isolation has been identified as a risk factor for depression (Miller et al.,
2002), and lack of access to resources is theoretically linked to feelings of
disempowerment (Goodkind, Hang, & Yang, chap. 9). Therefore, an
intervention designed to address these psychosocial difficulties among
members of a refugee community might seek to build social support
among participants (through the creation of a support circle or collective)
to alleviate depression, and facilitate access to community resources
(through the provision of information or improving the accessibility of
service provision) to increase feelings of empowerment among
community members.

Given that risk and protective factors may vary across and even
within different refugee populations (de Jong, 2002; Steele & Silove,
2000), it is ideal to draw on risk models empirically derived from the

"Many ecological interventionists choose to take a strengths-based approach,
in which case it may be resources or protective factors (rather than problems)
that are identified as the intervention focus.

8Theoretically grounded models may include non-Western theories of
healing that may be quite effective in local contexts.
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refugee population of interest and to collect locally relevant information
about risk and protective factors during the groundwork phase of an
intervention. If information specific to a population of interest is
unavailable and time does not permit the gathering of new data, then it
may be reasonable to refer to risk models developed from information
on similar groups (e.g., culturally similar groups or those facing similar
stressors).

Just as locally informed risk models help inform the development of
sound interventions, the selection of intervention methods should
incorporate local beliefs and practices (see Ecological Principle 4). For
example, one might identify depression as an intervention goal and link
depression to the loss of loved ones through violence or the loss of
valued social roles; however, at the actual intervention level, methods of
reducing depression may involve a combination of tested (e.g., increased
social support) and untested strategies, such religious prayer or
ceremony. In culturally sensitive interventions, some elements of a risk
or intervention model may include non-empirically supported relations
among variables (e.g., the relation between traumatic events, soul loss,
and “susto” among Guatemalans and Salvadorans; Marsella, Bornemann,
Ekblad, & Orley, 1994). To Guatemalan or Salvadorian refugees,
frightening events represent risk factors for susto because the soul is
thought to flee the body when frightened, leading to vulnerability and
illness. Although no empirical data are available to either support or
refute the proposed mechanism (soul loss) by which suste results,
traditional healers work to restore the soul and are often claimed to be
effective at restoring a sense of well-being by doing so (Farias, 1994).

Therefore, although we emphasize the use of empirically supported
or theoretically sound risk and intervention models, this is not to imply
that all such methods must have been tested in Western, randomized
and controlled intervention trials. The conceptual “soundness” of a
model may be based on empirical data, theory, and/or coherent and
well-established local belief systems, the effectiveness of which can be
tested in evaluations of community-based, ecological interventions.

In sum, whatever the ultimate design of an intervention, it is crucial
that there be a clear and explicit linking of intervention components to
conceptually sound underlying models of risk and intervention. We have
found that it is not always clear why interventions are designed as they
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are—and, if interventions are designed to address multiple problems, it
is not always clear which components of those intervention are meant to
address which problems (and how). If the links between the design and
the guiding theoretical frame of an intervention are not made explicit, it
is difficult to evaluate whether an intervention has an impact on the
outcomes of interest, and which component of the intervention is having
an impact on which targeted problems. Drawing on empirical work or
sound theory to provide a clear rationale for interventions also helps to
ensure that, with often limited resources, we develop interventions that
are both testable and grounded in fairly strong evidence or theory
supporting the likelihood of their efficacy.

Building a Knowledge Base of Effective
Community-Based Approaches

Many of the interventions in this field incorporate common elements
such as social support, utilization of paraprofessionals, and the
integration indigenous and Western methods of healing. However, it is
important to consider what empirical or theoretical knowledge base we
have to support these intervention methods. For example, the
importance of social support in helping to ameliorate the impact of
various stressors has been well-established across diverse groups (see
review by Barrera, 2000), and the efficacy of paraprofessionals in
administering psychotherapeutic interventions has also received some
support (although it is not entirely clear over what range of treatments;
see review by Christensen & Jacobson, 1994). However, fewer studies
have examined the efficacy of integrating Western and indigenous
approaches to healing, and as Wessells (1999) cautions, it is necessary to
evaluate the efficacy of indigenous healing methods (as well as their
efficacy in combination with Western approaches) in ameliorating
distress and promoting well-being among refugees in various contexts.
At this point, ecological interventions with refugees are built on a
fairly limited empirical knowledge base about what is and is not
effective. However, this is equally true of clinic-based treatment
approaches to refugee mental health, where intervention strategies have
been guided by findings from research with non-refugee populations, or
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more commonly, have not been guided by empirically supported
approaches at all.

Therefore, it would be extremely useful to the field for those who are
implementing ecological mental health interventions to evaluate their
efforts and to begin creating a knowledge base regarding the efficacy of
various intervention approaches commonly employed by ecologically
oriented interventionists. By clearly laying out the foci, design, and
theoretical grounding of our interventions, by evaluating their efficacy,
and by continuing to share our successes and failures in applying and
adapting ecological approaches to intervention in different contexts —we
can begin to build just such a foundation—helping to define the scope of
and lend increased legitimacy to ecological intervention approaches to
refugee mental health and well-being.

Program Evaluation

The design and implementation of innovative, ecological interventions
for refugees is an incomplete endeavor without the inclusion of an
evaluation component to determine whether or not interventions are
working as intended. Unfortunately, program evaluations are often
overlooked or added on as afterthoughts in many fields of intervention.
Evaluations are particularly challenging in the types of settings (i.e., in or
near zones of conflict) described in many of the preceding chapters,
particularly when intervention projects are not designed or conceived of
as research-oriented projects. Some of the notable obstacles encountered
by contributors to this volume include: a lack of culturally appropriate
assessment materials (and little time or resources to create them),
assessment fatigue among community members, difficulties with
consistent participant involvement and follow up, and even having to
destroy assessment records when forced to relocate from one camp to
another.

It is also clear from the preceding chapters that interventions
designed for refugees living in the relative safety of developed host
countries such as the United States are more likely to integrate a
systematic evaluation component as part of their intervention design
than those designed as part of an emergency response to a crisis in a
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developing country. In this volume, projects in developed resettlement
countries were often linked with university (e.g., Goodkind, Hang, &
Yang, chap. 9) or academic/medical settings (e.g., Weine et al,, chap. 8)
with ample resources to support evaluation efforts, whereas
interventions conducted in unstable and often dangerous refugee camps
settings rarely had access to such resources.

However, despite the numerous challenges involved, all of the
chapter authors emphasized the importance of evaluating their
intervention work to help identify what was and was not effective so
that they might improve upon their projects. Some of the projects
attempted to overcome limitations of time and resources through
evaluation strategies that included informal qualitative feedback and
follow-up with program participants and staff. Yet it is clear that the
field is in need of structured evaluation methods that will work for
interventions implemented in the shifting and often dangerous contexts
in which most refugees live. Toward this goal, Hubbard and Miller
(chap. 10) provide conceptual insights and practical suggestions toward
designing and conducting evaluations that work in these challenging
contexts, and the reader is referred to that chapter for a more extensive
discussion of this topic.

In short, we advocate making the evaluation an integral part of the
original design for any intervention project, no matter how rapidly it
needs to be implemented. The evaluation for a pilot project may be a less
formal, process-oriented evaluation that allows for flexible feedback-
driven improvements in the program; while a more rigorously designed
intervention study might include both process and outcome evaluation
components, as well as qualitative and quantitative methods, which
enhance the ability to track implementation fidelity, who is (and is not)
participating and why, and whether the intervention outcome goals are
being achieved at various follow-up points. Having an evaluation
team —working on measurement design, interviews, observations, data
management, and analyses—that includes local community members is
imperative if we are to work within the ecological frame of community
empowerment and true collaboration and instill a sense of ownership in
and dedication to the success of community-based interventions.
Community members are ideal observers, interpreters of qualitative
data, linguistic interpreters, interviewers, etc. (Wandersman, 1999).
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Many basic process and outcome evaluation methods can be taught to
and utilized by community members with some basic supervision (see
Hubbard & Miller, this volume). For some of the more complex
evaluation questions that involve tracking multilevel change across time,
one promising future direction might include collaboration between
those in the field (whether it be a community center or refugee camp)
and university or research settings where some of the data could be sent
and analyzed with sophisticated statistical methods and resources. Yet,
Hubbard and Miller caution that that a sole reliance on outside
consultants that takes the evaluation process completely out of the hands
of local community members can have the unintended consequence of
making the evaluation process more mysterious than necessary and of
decreasing community investment and interest in the success of the
program. Therefore, they conclude that just as an ecological approach
emphasizes the training and supervision of local paraprofessionals in
techniques of mental health intervention, so too should this approach
include the training of local staff in basic research evaluation techniques.
Indeed, Hubbard reports considerable success in training local refugee
staff to run comparative and predictive statistics in the field (Hubbard &
Miller, chap. 10).

Integrating Western and Culturally
Indigenous Approaches to Healing

All of the contributors to this volume, along with numerous practitioners
in the field of refugee mental health, are engaged in the challenging
practice of integrating Western and local approaches to healing and
restoring a sense of well-being in refugee communities. Indeed, a central
theme appearing across this volume is the need to better understand
ethnocultural variations in conceptualizations of distress, well-being,
and healing, and to use this knowledge to create culturally meaningful
interventions with refugees. The researchers and practitioners who
engage in this integrative practice are essentially creative pioneers
drawing on methods from diverse fields such as anthropology,
sociology, psychology, religion, and medicine. Unfortunately, there is no
well-elaborated guiding model for this endeavor, and littie sharing of
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practical strategies, successes, and failures among those engaged in this
work.

Need for Methodologies

It is increasingly recognized that it is of primary importance to
ground any mental-health or psychosocial intervention for refugees in a
thorough understanding of local cosmologies and world-views,
especially in relation to topics such as health, well-being, suffering, and
healing.? However, it is not always clear how to go about doing this—
and, until fairly recently, there have been few sources of guidance for the
collection and wuse of ethnographic information in psychosocial
interventions with refugees.

Fortunately, a number of researchers and practitioners from fields
such as psychiatry, psychology, and anthropology have provided some
basic suggestions and guidelines for others doing applied, health-related
cross-cultural work. Arthur Kleinman, a medical anthropologist and
cross-cultural psychiatrist at Harvard, suggests a standard series of eight
questions to guide the collection of ethnographic information about
medical and psychiatric disorders (Kleinman, 1983; Kleinman, Eisenberg,
& Good, 1978). These types of questions (see Box 11.2)—designed to
reveal culture-specific understandings of the etiology, the course, and
mechanics of an illness, as well as ideas about treatment and healing—
can be used to build a general understanding of “explanatory models”
and local idioms of distress from various refugee communities.

*Particularly when working with children and families of different
ethnocultural groups, it is useful to understand culturally indigenous notions of
psychosocial well-being and distress against a backdrop of local notions of child
development and expectations about social roles and relations (such as parenting
and gender roles). An understanding of local views related to human
development and social expectations provides an important context for
understanding psychosocial distress and well-being and can help to prevent
serious misunderstandings when developing interventions with culturally
diverse populations.
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Box 11.2
Kleinman’s Eight Questions
1. What do you call the problem?
What do you think has caused the problem?
Why do you think it started when it did?
What do you think the sickness does? How does it work?

How severe is the sickness? Will it have a short or long course?

ST I N S Y

What kind of treatment do you think the patient should receive? What are the
most important results you hope he/she receives from this treatment?
What are the chief problems the sickness has caused?

8. What do you fear most about the sickness?

In addition, there are a growing number of resources that
researchers and practitioners can draw on to familiarize themselves with
culture-bound syndromes and local expressions of distress relevant to
their work with various refugee populations. Descriptions of culture
specific disorders can be found in a range of sources including
anthropological literatures, the appendix of the DSM-1V, and chapters in
edited compilations such as Beyond Trauma: Cultural and Societal
Dynamics (Kleber, Figley, & Gerson, 1995), Ethnocultural Aspects of
Posttraumatic Stress Disorder (Marsella, Friedman, Gerrity, & Scurfield,
1996), and Honoring Differences: Cultural Issues in the Treatment of Trauma
and Loss (Nader, Dubrow, & Stamm, 1999). A number of web-based
resources, such as the website for the Refugee Studies Centre at Oxford
University (http://www.rsc.ox.ac.uk/), contain information on culture
specific descriptions of distress in a variety of refugee populations.
Although the availability of these resources reflects a growing
appreciation of the need to understand ethnocultural variations in
symptoms and experiences of distress, it is not always easy to access
sufficiently detailed, relevant, and up-to-date information about cross-
cultural expressions of distress specific to refugee populations of interest.
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Therefore, it remains imperative for those of us working in the field to
take the time to collect basic ethnographic information from refugee
groups with whom we work.

It is also essential to balance our understanding of how different
ethnocultural groups understand illness and distress with an
understanding of how these groups conceptualize health, healing, and
well-being, and how Western notions of health, which implicitly guide
many interventions, compare with local beliefs and practices
(Prilleltensky & Nelson, 2000). An elaborated understanding of local
concepts of health and well-being provides an important background
and context for understanding distress and deviation from health. In
addition, developing locally grounded understandings of well-being can
help practitioners formulate intervention goals that are congruent with
local ideals of health and well-being. Toward these ends, a number of
strategies are available for gathering information about local beliefs and
practices related to well-being, as well as distress. For example,
Prilleltensky and Nelson (2000) have described the use of focus groups to
develop an understanding not only of how different Australian
immigrant groups conceptualize well-being, but also—to highlight
potential impediments to service provision—how these notions contrast
with those of Australian social service providers. Prilleltensky, Nelson,
and Peirson (in press) developed a useful set of questions to guide the
collection of information about culture-specific notions of well-being (see
Box 11.3) that can help identify important protective factors that can be
supported and developed in interventions. Each of these questions is
repeated to probe understandings of general well-being, as well as
personal, relational, and collective well-being.

Similarly, it is possible to collect qualitative information about local
notions of well-being and distress by conducting focus groups in which
community members are asked to identify characteristics of individuals
who are doing well (emotionally, behaviorally, cognitively, and
spiritually) and those who are not. Information can be gathered through
interviews with key informants, ideally representing diverse sectors of
the community —such as teachers, parents, health workers, traditional
healers, the elderly, and youth. In their work with refugees from Sierra
Leone, Hubbard and his colleagues at the Center for Victims of Torture
in Minnesota (see chaps. 3 and 10, this volume) have used this approach,
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asking Sierra Leoneans to identify the qualities of both children and
adults who were, and were not, doing well after surviving the conflict in
their homeland.

Box 11.3
Prilleltensky’s Questions*

1. What is the meaning of well-being for you?
What contributes to it?
What interferes with its attainment?

How can it be maintained?

IS

How can it be restored when it is absent?

* Each of these questions is repeated to probe understandings of general well-being, as
well as personal, relational, and collective well-being.

The qualitative data that is collected from these types of interviews
and focus groups can be used in a variety of ways. For example, from the
lists of indicators of wellness and distress that are generated, one can
calculate which indicators are mentioned most frequently in a given
population, or ask participants to sort the indicators into clusters to
create culturally relevant dimensions of wellness or distress (which can
then be factor analyzed to identify empirically derived clusters). In
addition, questionnaires for the collection of quantitative data can be
developed using the most frequently occurring indicators, and then
either a simple total scale score could be derived indicating people’s
relative degree of wellness or distress, or people’s responses to the
various items on the questionnaire could be factor analyzed to generate
empirically sound dimensions or factors that represent locally relevant
syndromes of distress. This approach to creating grounded, culture-
specific understandings of wellness and distress can be used by
researchers and practitioners working with a variety of refugee
populations and has been used effectively by not only Hubbard’s group,
but also by MacMullin and Laughry (2002} in their work with formerly
abducted child soldiers in Northern Uganda, by Bolton and his
colleagues in their work with survivors of violence in Rwanda and
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Uganda (Bolton, 2001; Bolton & Tang, 2002), and by Kinzie, Manson,
Vinh, Tolan, Anh, and Pho (1982) in their work with Vietnamese
refugees.

It would be of great benefit to have these innovative methods for
collecting culturally relevant information about distress and well-being
organized and easily available to others working in the field.
Ethnographic data collection should be standard practice when
developing interventions with refugees, and it should be made less
mysterious and intimidating for program staff without training in
anthropological field methods. Clearly, more work needs to be done on
the development of data gathering methodologies that are accessible,
standardized, and yet flexible enough for use across diverse contexts.

A final note on this matter is that although there exists a growing
number of resources and methodologies to guide the collection of
ethnographic information relevant to psychosocial distress and well-
being, numerous contributors to this volume raise the issue of practical
impediments to their employment. As many authors made clear, the
pressing immediacy of emergency situations, limited resources
(translators, interviewers), and assessment fatigue in communities
bombarded with humanitarian aid and relief workers pose very real
obstacles to the collection of thorough ethnographic information prior to
the development and implementation of interventions with refugee
communities. For these reasons, many practitioners understandably feel
the urgency to move ahead without thorough knowledge of how their
own conceptions of mental health and well-being match up with those of
local populations, and attempt to clarify misunderstandings as they go
along. However, urgently implemented interventions that are not built
upon local understandings of psychosocial distress and well-being run
the risk of alienating participants and can lead to frustrating clashes
between program staff and local community members who are the
intended beneficiaries of the intervention. For these reasons, despite the
challenges involved, it is crucial to allow sufficient time for the collection
of ethnographic data and for mutually educative interaction (about
worldviews and cosmologies) with community members.
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Putting Integrative Approaches
Into Practice

Although there are resources to turn to for guidance in collecting
ethnographic data relevant to mental health in different ethnocultural
groups, knowing how to use this information to inform interventions
and putting these culturally grounded understandings into practice
remains very much an art and challenge. Mental health professionals
and consultants often enter settings as “outside experts,” carrying their
own worldviews and agendas. However, it is important to recognize that
local beliefs systems and meanings represent powerful substrates for
healing (Kleinman, 1980; Kleinman & Sung, 1979). Working within local
frameworks of understanding to relieve symptoms of distress (e.g.,
helping people re-balance their chi or honor their deceased ancestors
through traditional burial rituals) may contribute more to the healing
process than relying solely or primarily on modes of healing that are
commonplace in the developed nations (e.g., individual psychotherapy)
but may be unfamiliar, and even suspect, in many regions of the world
(Kleinman, 1980).

On the other hand, although it is important to avoid cultural and
psychological imperialism (Dawes, 1997), we must be careful not to go to
the opposite extreme and romanticize all things indigenous (Wessells,
1999). After all, some medicine men still use arsenic and lead in their
healing ceremonies (Fadiman, 1997, p. 267). Indigenous beliefs and
healing practices are rarely subjected to systematic evaluation and
should not be assumed automatically to be helpful for all members of a
particular community, or for all manifestations of psychosocial and
health problems (Wessells, 1999). In addition, there is no reason to
assume a priori that belief systems and practices related to healing
psychological, psychosocial, or spiritual distress that have been shown to
be effective in one cultural context (such as Western cultures) will not be
effective elsewhere. Similar mechanisms of healing, such as the use of
groups as sources of instrumental and social support, may be found in
widely diverse settings; whereas other processes, such as formalized
ceremonies for grieving the death of loved ones, may be nearly
universal, although the specific expression of grief and the rituals that
accompany it may vary cross-culturally (Kleinman, 1988). Therefore, in



11. Challenges and Critical Issues 407

our desire to be culturally sensitive, we should not assume that Western
intervention theories and techniques are never transferable in our work
with indigenous groups.

In light of these dilemmas, it has been argued (e.g., Wessells, 1999)
that the most effective approach to designing psychosocial interventions
for culturally diverse groups involves an integration of indigenous
understandings and healing practices with Western concepts and
approaches. Indeed, this is the approach illustrated by many of the
contributors to this volume. Examples of such integrative approaches
include the intervention for internally displaced Angolans described by
Wessells and Monteiro (chap. 2) which involved the reconstruction of
traditional meeting huts (jangos) for community gatherings, and
combined psychoeducation of project staff (about, e.g., Western notions
of child development and the effects of war on children) with the
support and instigation of culturally familiar activities—such as
cleansing ceremonies, traditional singing, and normalizing activities for
children —thought to promote healing. The Cambodian project described
by van de Put and Eisenbruch (chap. 4), rooted in rich ethnographic
research, aimed to strengthen and rebuild age-old networks (that had
been seriously weakened by the social upheaval in Cambodia) between
community members and traditional healers while setting up
complimentary psychoeducation and Western clinical services alongside
traditional help-seeking networks.

Along these lines, in chapter 3, Hubbard and Pearson describe how
ritual was incorporated into group psychotherapy for Sierra Leonean
refugees and illustrate how this integrative work is not always
straightforward. They describe how early attempts to incorporate
traditional Sierra Leonean ceremony into the project’s therapy groups
were met with resistance by some of the Christian group members who
found the ceremonies—which involved ritualistic appeasement of
deceased ancestors—sacrilegious. This led to a shift in the practice of
incorporating traditional Sierra Leonean ceremony to a model that
involved group members creating their own unique group ritual (with
meaning specific to that group) to initiate and deepen their therapeutic
work together. Hubbard and Pearson concluded that the use of ritual
was important to the groups, but where it came from was less so. This
highlights the important point that cultures are neither homogenous nor
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static, and trying to figure out which local traditions to support and
incorporate into interventions (as well as who subscribes to them and
who doesn’t) is never a simple endeavor, but critical to consider when
creating interventions that interweave Western and local approaches to
healing.

As these examples illustrate, open-minded, respectful negotiation
and collaboration among consultants, local and expatriate program staff,
and a diversity of community members concerning how to put
integrative, culturally sensitive interventions into practice is imperative.
Through a process of ongoing program evaluation (see chap. 10) of both
Western and local approaches to healing, it becomes possible to identify
which intervention methods are effective, which need to be modified,
and which ought to be dropped. This process is by no means simple, as
anyone who has attempted to collaborative work with numerous
stakeholders knows. However, taking the time to contextually ground
our interventions greatly enhances the likelihood of their having a
positive impact.

Negotiating Culture Clashes

There is also a clear need for sharing among practitioners and
consultants in the field regarding how they have negotiated the
inevitable culture clashes that arise when attempting this integrative
work. We are, for example, greatly interested in Hubbard and Pearson’s
(chap. 3) ethnographic findings that both Sierra Leonean refugee men
and women identified Sierra Leonean women who were functioning
“well” after the war as obedient. It is intriguing to consider what to do
with this information (i.e., how might it inform intervention goals?). No
matter how culturally sensitive they would like to be, many practitioners
or consultants would be reluctant to design an intervention to help Sierra
Leonean women become more obedient, so as to return to a culturally
sanctioned “more optimal” state of functioning. As careful ethnographic
work is conducted, it is likely that a number of ethnocultural conceptions
of well-being will be revealed that conflict notably with notions of well-
being held by researchers and practitioners developing interventions
with different refugee populations, and we will have to figure out how
to negotiate and respect these differences.
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In a similar vein, it is not uncommon for conflicts to arise among
program consultants, staff, and community members concerning beliefs
and practices that are not related to concepts of healing per se, but to
broad, ideological cultural beliefs and practices. For example, program
consultants and local staff may have different ideas about the promotion
of healthy child development or appropriate social roles and practices
that may relate directly to intervention implementation and goals (e.g.,
whether girls should be allowed to play sports; see chap. 6; or even more
sensitive and fraught, whether domestic abuse or the physical
punishment of children should ever be regarded as acceptable).

Along these lines, a number of authors in this volume share how
they have negotiated these types of cultural and ideological differences
during the implementation of their interventions. For example, Kostelny
and Wessells (chap. 6) relate their experience of working with front-line,
local staff in East Timor whose ideas about physically disciplining
children were at odds with those of the Christian Children’s Fund
consultants. Program consultants approached this dilemma through the
use of guided questions to explore with the staff how they felt as
children when they were physically punished. Kostelny and Wessells
note that this process worked to shift some of the perceptions held by
local staff, and that together they were able to collaboratively and
creatively come up with mutually satisfactory ideas for disciplining
children. In the TAFES groups discussed by Weine and colleagues (chap.
8), project staff found that they needed permission from Kosovar men to
involve families in the intervention (and to even talk to Kosovar
women), and although they were careful not to confront patriarchal
practices in a manner that would lead to a backlash among Kosovar men
or hinder participation in the intervention, they did find ways to
encourage Kosovar women to speak up in the context and safety of the
tea groups. In this way, they were able to help the Kosovar women’s
voices to be heard. Finally, Tribe and colleagues (chap. 5) had to do some
careful and diplomatic negotiation with a male community leader who
felt that the best way to help Sri Lankan war widows was not to provide
them with empowering information and access to resources, but to find
them all husbands. All of these situations illustrate the need for creative
and sensitive negotiation of goals and agendas among program
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consultants, local and expatriate staff, and local community members if
interventions are to be successful.

In sum, as the field moves forward, it is vital that we continue to
share with one another the complex clashes and struggles that often arise
when attempting to integrate Western and indigenous approaches to
psychosocial intervention and healing. As we work to create a dialogue
(and even debate) about the issues raised in the various chapters in this
volume, we will have the opportunity to learn from one another’s
strategies, successes, and failures. This is an exciting time to be engaged
in applied, integrative, cross-cultural intervention work. As the world
becomes an ever more interconnected, global community, we have the
opportunity to learn from and to build upon a wide range of wisdom
and healing traditions that can broaden and deepen psychosocial
approaches to healing and restoring well-being in refugee communities.

CONCLUSIONS

Although we have only just begun to touch upon some of the critical
issues facing those engaged in developing ecological interventions for
refugees, we hope that we have provided a useful, if preliminary,
framework of some key topics and suggestions for future directions. As
elaborated in chapter 1 of this volume, due to a severe dearth of clinic-
based resources and services, as well as notable linguistic and cultural
barriers to their use, there is a need for an alternative approach to
addressing the mental health needs of refugees—one that does not rely
on the traditional clinical model as its cornerstone. The goal of this
volume has been to highlight the work of individuals who are
committed to staking out an alternative path for addressing the mental
health and psychosocial needs of refugees. This path, based on an
ecological model of intervention, offers a promising direction for the
future of refugee mental health interventions. Clearly, this path is not
without some significant challenges, but the contributors to this volume
illustrate how researchers and practitioners working in collaboration
with community members are finding innovative and creative ways to
address these challenges. We hope that this volume instigates sharing
and discussion among those participating in or thinking about
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conducting similar work in the field, and hope it provides helpful ideas
and strategies to those who strive to put into practice ecologically
grounded interventions to restore health and well-being to refugee
communities across the globe.
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health, 12, 18, 170
in intervention with refugees from
Sierra Leone, 115
increase as a result of intervention,
126
loss of among Bosnian refugees,
19,22
traditional sources among
Cambodians, 142
Sorcery, 137, 147
Sorcery madness. see Cambodia, local
beliefs and practices
Spirit possession, 143
Spouse abuse, 24, 25, 236
Sri Lanka
impact of civil war, women, 166-
168
intervention
challenges and lessons learned,
174-177
design and implementation,
168-174
evaluation, 177-181
sociopolitical context, 162-163
Strengths-based perspective, 301
Structured activities
as approach to reducing risk
among children, 199
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as effective normalizing strategy
for Angolan youth, 221
Sudanese refugees, 49
Supervision, 77, 80, 86, 106, 108-110,
118, 128, 145, 193, 199, 204, 213, 245,
308, 340, 342, 343, 352, 359, 381, 400
Swampscott conference, 33

T

TAFES intervention with Kosovar
refugees in the U.S.
challenges and lessons learned,
283-285
design and implementation,
278-283
evaluation, 285-287
Tamil tigers, 162
Thinking too much. see Cambodia,
local beliefs and practices
Traditional healers
among Sierra Leoneans, 105, 115
in Angola, 79
in Cambodia. see Cambodia,
traditional healers
Transcultural Psychosocial
Organization, 135
Trauma. see also Post-traumatic
stress disorder
among Angolan youth, 69
among Bosnian refugees, 266
among Cambodians, 138
among Colombians, 235, 236
among East Timorese, 192, see also
Post-traumatic stress disorder,
limits of construct in East
Timorese context
among refugees from Sierra
Leone in Guinea, 100, 101
among women in Sri Lanka, 164-166

U-w

Unemployment, 3, 18, 34, 39, 40, 264,
297, 315

UNITA, 68, 77

Western mental health services
Underutilization of, 2, 28, 266, 300

Women’s Empowerment Program
design & implementation.see SriLanka/
intervention/ design/implementation

World refugee situation, 5-7
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